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Attendees

Quality Standards Advisory Committee 3 standing members:
Jim Stephenson (Chair), Gita Bhutani (co chair), Ivan Bennett, Deryn Bishop, Keith Lowe, Ann Nevinson, David Pugh, Jane Dalton, Christine Camacho, Mark Devonald, Hazel Trender, Jane Dale, Linda Parton, Umesh Chauhan, Tim Cooper  
Specialist committee members:

Abdallah Al-Mohammad, Patricia Campbell, Rani Khatib, Carys Barton, Clare Taylor, Nick Hartshorne-Evans, Richard Mindham
NICE staff

Mark Minchin (MM), Daniel Smithson (DS), Nicola Greenway (NG), Jamie Jason (notes)
Apologies

Malcolm Fisk, Julia Thompson, Jane Scattergood, Madhavan Krishnaswamy,
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. 
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 chronic heart failure in adults specifically:
· Diagnosis (existing statements 1 and 2)

· Cardiac rehabilitation (existing statements 6 and 7)

· Service delivery

· Treating heart failure with reduced ejection fraction

· Treating heart failure with preserved ejection fraction
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 3 meeting held on 27 April 2022 and confirmed them as an accurate record.
4. Prioritisation of quality improvement areas – committee decisions
DS provided a summary of responses received during the chronic heart failure in adult’s 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).
Diagnosis – Prioritised 
The committee discussed diagnosis.

The committee felt the priority is people with a very high NT-proBNP level are seen for echocardiogram and specialist assessment in 2 weeks and those with high NT-proBNP level in 6 weeks.  

The committee showed support to keep existing statement 2 on echocardiogram and specialist assessment within 2 weeks for adults with suspected chronic heart failure and add very high levels of serum natriuretic peptides as it’s a significant difference in survival. However, there was some concern about this as it involves different thresholds and timescales.
It was raised that 3 in 4 people do not have a NT-proBNP level assessment, although NT-proBNP level is not a perfect indicator of heart failure. The committee highlighted the need for early diagnosis in general practice and the importance of doing a NT-proBNP level assessment before referral. 

It was agreed a second statement be developed on NT-proBNP level assessment using recommendation 1.2.2.
The committee agreed that this was a priority area.
The committee discussed appropriate terminology, including that chronic does not mean long standing heart failure, but more than 36 hours.
ACTION: NICE Team to progress 2 statements on diagnosis, one on NT-proBNP level assessment and another on 2 and 6 week timescales for echocardiogram and specialist assessment. 

Cardiac rehabilitation – Prioritised 
The committee discussed cardiac rehabilitation. They discussed the need for flexibility of provision in terms of time and location.  
The committee agreed that exercise alone is not sufficient, there needs to be a psychological and educational element, and that the emphasis should be on personalisation to a patient’s needs. The existing statement 6 emphasises exercise but neglects other aspects.

The committee highlighted that offer and uptake of cardiac rehabilitation is much lower than needed, and that there is a high level of variation regionally and even locally depending on CCG area. This is further impacted by staff shortages. 
When discussing the developmental status of existing statement 7 the committee noted that rehabilitation developed over the COVID-19 pandemic, programmes are more accessible and flexible, but there is still room for improvement.

The committee agreed that rehabilitation should be offered to everyone and that to reinforce accessibility it should be offered in multiple ways.
The committee agreed to merge statements and have 1 statement on rehabilitation using recommendation 1.9.1.
The committee agreed that this was a priority area.

ACTION: NICE Team to progress a statement on rehabilitation reflecting need for personalisation.
Service delivery – Prioritised 
The committee discussed service delivery.  
The committee discussed current practice and levels of multi-disciplinary team coverage, and noted that no recent surveys have been done on MDTs.  

The committee proposed to merge the statements if we can keep the 2-week review after medication change and 6-month reviews. However, the NICE team had concerns about merging as the two existing statements cover different populations and timescales. 

The committee agreed that this was a priority area.

The committee agreed it is important to keep both the 2-week review after a medication change and the 6-month review for stable patients. 

ACTION: NICE Team to keep statements on review within 2 weeks of medication change and on review every 6 months if stable.  
Treatment -Treating heart failure with reduced ejection fraction – Prioritised 
The committee discussed treatment for patients with HFrEF.  

The committee agreed that medicines management is a very important aspect of treatment. The committee agreed the need to highlight the 4 pillars of mediation for HFrEF: ACE inhibitors, beta blockers, MRAs and SGLT2i. They noted that each helps patients in different ways.
The committee suggested to mention the 4 medications but recognised the challenges in being overly directive in describing how patient care should be optimised.
The committee felt that SGLT2i needs to be included, the committee heard of the benefits associated with this treatment for people with heart failure. 
The committee agreed that this was a priority area.

ACTION: NICE Team to take this away and look at how a statement could be developed.  
Treatment - Treating heart failure with preserved ejection fraction – Not prioritised 
NICE technology appraisals are being developed on HFpEF. There was suggestion from the committee to publish the quality standard at the same time as the technology appraisals.  MM said he would investigate the publishing date of the technology appraisals. 

There was a suggestion not to progress this area as most people have diabetes or hypertension and that is covered under other quality standards.  

The committee highlighted that HFpEF include 50% of heart failure patients and it shouldn’t be left out.

Recommendation 1.6.2 is the only recommendation specifically about HFpEF and covers prescribing diuretics NG asked if the area for improvement was about offering diuretics. The committee noted that diuretics is hard to measure and that there are already 6 statements going to consultation, so it isn’t prudent to prioritise a statement on diuretics. 

There was a suggestion to do a developmental statement on HFpEF.
The committee agreed not to progress this as a priority area but to include HFpEF in other areas of the quality standard to highlight its relevance in other statements.   
5. Additional quality improvement areas suggested by stakeholders at topic engagement
The following areas were not progressed for inclusion in the draft quality standard because:
· Assessment and management of iron deficiency - No evidence based recommendation

· High-resolution equipment operated by experienced operators - Outside of scope for QS
· Code cleansing in primary care - Outside of scope for QS/ No evidence based recommendation

· Palliative care - QS13 End of life care for adults/ QS144 Care of dying adults in last days of life
6. Resource impact and overarching outcomes
The committee considered the resource impact of the quality standard.


DS requested that the committee submit suggestions to the NICE team relating to the overarching outcomes of the quality standard when it is sent to them for review

7. Equality and diversity
It was agreed that the committee would continue to contribute suggestions as the quality standard was developed.
The committee added for cardiac rehabilitation uptake is only 50% in women and the elderly, worse than the general population. 
8. AOB

9. Close of the meeting
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