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Attendees

Quality Standards Advisory Committee 2 standing members:

Michael Rudolf (chair), Julie Clatworthy, Allison Duggal, Corinne Moocarme, Jane Putsey, Tessa Lewis, Jim Thomas, Brian Hawkins, Peter Hoskin, Ian Reekie, Nadim Fazlani 
Specialist committee members:
Vivek Misra, Justin Davies, Baljit Singh, Michael Braun, Kevin Monahan, Jay Bradbury, Cindy Chew, Debby Lennard
NICE staff:
Charlotte Fairclough (CF), Julie Kennedy (JK), Sarada Chunduri-Shoesmith (SCS), Rick Keen (RK), Jamie Jason (JJ)
NICE observers:
Nicole Jeffery
Apologies:
Anica Alvarez Nishio, Moyra Amess, Gillian Baird (vice chair), Phillip Dick, Sunil Gupta, Steve Hajioff, Rachel Ingram, John Jolly, Lindsay Rees, Nick Screaton, Mark Temple, Michael Varrow
1. Welcome, introductions objectives of the meeting
The Chair welcomed the attendees and the quality standards advisory committee (QSAC) members introduced themselves. The Chair informed the committee of the apologies and outlined the objectives of the meeting, which was to prioritise areas for quality improvement for the colorectal cancer (update) quality standard.
The Chair welcomed the public observers and reminded them of the code of conduct that they were required to follow. 
2. Confirmation of matter under discussion and declarations of interest
The Chair confirmed that, for the purpose of managing conflicts of interest, the matter under discussion was the colorectal cancer (update) quality standard, specifically: 
· Diagnosis
· Treatment
· Surgery
· Metastatic disease
· Ongoing care and support.
The Chair asked standing QSAC members to declare verbally any interests that have arisen since the last meeting and all interests specifically related to the matters under discussion. The Chair asked the specialist committee members to verbally declare all interests.
3. Minutes from the last meeting
The committee reviewed the minutes of the last QSAC 2 meeting held on 8 June 2021 and confirmed them as an accurate record.
4. Prioritisation of quality improvement areas – committee decisions
CF provided a summary of responses received during the colorectal cancer (update) topic engagement, referred the committee to the full set of stakeholder comments provided in the papers and the committee then discussed each of the areas in turn. The committee discussed the comments received from stakeholders and specialist committee members at topic engagement (in bold text below).
General

The committee suggested the addition of Genomics England to the list of stakeholders for the topic. Other suggestions for patient group stakeholders to be forwarded to CF post-meeting.
Diagnosis

· Use of quantitative Faecal Immunochemical Tests (FIT) in primary care – Not prioritised
· Colonoscopy – Not prioritised
· Molecular testing – Prioritised
The committee highlighted the Genomic Medicine Strategy and its relevance to colorectal cancer.

The committee noted that a statement surrounding the use of blood stool testing already exists within statement 3 of QS124. It was argued that such a statement may become redundant in line with new British Society of Gastroenterology (BSG) guidance to be released in 2022. It was highlighted that GPs are utilising FIT often to help prioritise care for patients with symptoms, though there is local variation. It was noted that while FIT is important, it is not specific to colorectal cancer and may be difficult to measure. The committee agreed to signpost to the quality statement on FIT in QS124.
The committee suggested that more standards on colonoscopies are not required being that trusts are already widely utilising JAG (Joint Advisory Group on GI Endoscopy) standards. The committee agreed that there was little potential for quality improvement with a statement on colonoscopies. 
The committee highlighted the importance of molecular testing in diagnosing Lynch syndrome. Approximately 3% of patients with colorectal cancer have Lynch syndrome. It was noted that it is an area with scope for quality improvement and if implemented correctly, could save 300 lives a year.

ACTION: QS124 to be signposted for reference to FIT. No quality statement on colonoscopies. Draft quality statement to be on molecular testing for Lynch syndrome when people first diagnosed with colorectal cancer. 
Treatment 
· Treatment options – Prioritised
· Adjuvant chemotherapy in stage III colon cancer – Not prioritised
The committee highlighted the difficulties in having a measurable quality statement on treatment due to the wide variety of treatment options available. It was noted that it would be difficult to define a statement stating certain cohorts should always have radiotherapy or chemotherapy.

The committee noted regional variations in treatments administered, particularly with age in relation to adjuvant chemotherapy. It was highlighted that such variations are largely due to clinical judgement.

The committee noted that a quality statement could be drafted based on recommendation 1.3.3 in NG151. It was discussed that decision making surrounding this is nuanced and other factors beyond the guideline should be taken into consideration.
ACTION: Draft quality statement on offering preoperative radiotherapy or chemoradiotherapy to people with rectal cancer at the stages defined in recommendations 1.3.3 of NICE guidelineNG151. Rationale to mention not offering preoperative radiotherapy to people with early rectal cancer (recommendation 1.3.2)
Surgery

· Care pathways – Not prioritised
· Minimally invasive surgery – Prioritised
· Minimum case volumes/specialist centres – Not prioritised
· Ileostomy closure – Not prioritised
· Colonic stents – Not prioritised
The committee highlighted that while Ileostomy closure was an important area, there was no basis for prioritisation due a lack of NICE or NICE-accredited guidance.

The committee expressed support for a quality statement on colonic stents. It was noted however that there were recommendations on offering either stents or emergency surgery so there could not be a sole focus on stenting. 

The committee highlighted a lack of audit data on the different types of interventions. 
The committee agreed that many patients are not offered minimally invasive surgery which means there is room for quality improvement. It was agreed that caution was needed with the phrase ‘minimally invasive’ as removal of the bowel can be done with a minimally invasive procedure. 

ACTION: Draft quality statement on granting a choice of treatment options for people with early rectal cancer after a discussion. Highlight use of minimally invasive treatments within the rationale.
Metastatic disease

· Specialist MDT involvement – Not prioritised
· Access to selective internal radiation therapy (SIRT) – Not prioritised
· Molecular testing – Prioritised

The committee noted that all patients will be discussed by a colorectal MDT but not all will be discussed by liver and lung specialists. It was highlighted that some data reveals better outcomes for patients with are managed in centres with liver and lung specialists.

The committee noted that a potential draft quality statement could be created on molecular testing for patients with metastatic disease. It was agreed that that any person who develops metastatic disease should be tested. 

ACTION: Draft quality statement on people with metastatic disease suitable for systemic anti-cancer treatment be offered molecular testing, based on recommendation 1.4.1 of NICE guidelineNG151.
Ongoing care and support

· Patient information – Not prioritised
· Follow-up – Prioritised
The committee noted that patient information within current practice is already handled well so would not be a valid area for quality improvement. 

The committee highlighted that low anterior resection syndrome was of great importance and posed a potential patient information issue. It was noted however that guidelines recommendations only provides information to patients who will possibly have sphincter preserving surgery. It was agreed that the only method of measurement would be via audits of clinical letters and patient surveys.

The committee suggested having a more specific statement on follow up surveillance including measures on colonoscopies and including follow-up of ileostomy in the rationale.
ACTION: Draft quality statement on follow up regimes for people who have had potentially curative surgical treatment, utilising recommendations 1.6.1 of NICE guideline NG151 and BSG guidelines.
5. Additional quality improvement areas suggested by stakeholders at topic engagement
The following areas were not progressed for inclusion in the draft quality standard:
· Targeted screening and uptake – Screening is within the remit of the UK National Screening Committee

· Support for research – Research is within the remit of the National Institute for Health Research.

· Use of real-world evidence and PROMS to review outcomes – Quality Standards focuses on actions, not methods by which evidence is collated. 
6. Resource impact 
The committee considered the resource impact of the quality standard. It was noted that the COVID-19 pandemic could cause disruption particularly when it comes to follow ups. 
7. Equality and diversity
The committee agreed the following groups should be included in the equality and diversity considerations: 
· Age


 

· Gender reassignment 

· Pregnancy and maternity

· Religion or belief

· Marriage and civil partnership

· Disability

· Sex

· Race

· Sexual orientation
It was agreed that the committee would continue to contribute suggestions as the quality standard was developed 

8. AOB
None.

Close of the meeting
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