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Stakeholder engagement – deadline for comments 5pm on 23/10/18
email: QStopicengagement@nice.org.uk

	
	Please read the checklist for submitting comments at the end of this form. We cannot accept forms that are not filled in correctly or arrive after the deadline. 
We would like to hear your views on these questions:

1. What are the key areas for quality improvement that you would want to see covered by this quality standard? Please prioritise up to 5 areas which you consider as having the greatest potential to improve the quality of care. Please state the specific aspects of care or service delivery that should be addressed, including the actions that you feel would most improve quality.

	Organisation name – Stakeholder or respondent (if you are responding as an individual rather than a registered stakeholder please leave blank):
	The National Community Hearing Association 

	Disclosure

Please disclose any past or current, direct or indirect links to, or funding from, the tobacco industry.
	NA

	Name of person completing form:
	Harjit Sandhu

	Supporting the quality standard - Would your organisation like to express an interest in formally supporting this quality standard? More information.
	Yes

	Type
	[for office use only]

	Key area for quality improvement
	Why is this important?
	Why is this a key area for quality improvement?
Evidence or information that care in the suggested key areas for quality improvement is poor or variable and requires improvement?


	Supporting information
If available, any national data sources that collect data relating to your suggested key areas for quality improvement?

Do not paste other tables into this table, as your comments could get lost – type directly into this table.

	Early diagnosis and management of adult hearing loss 

	Delaying assessment and management for adult hearing loss can have a major and adverse impact on individuals, friends and family; and increase cost for the NHS and care system and society.

There is good evidence that early diagnosis and management of adult hearing loss can reduce the risks and costs associated with hearing loss, and that hearing aids are very cost-effective.

This is why the NICE has recommended timely referral, assessment and support for adults with hearing loss.

This will also help monitor change in practice/provision following publication of the NICE guideline NG98,
https://www.nice.org.uk/guidance/ng98/evidence/full-guideline-pdf-4852693117, and in particular recommendation 12.

	Why is this a key area for QI?

People currently wait too long to access adult hearing services, those that seek support experience additional barriers, and there is evidence of significant unwarranted variation. 
Evidence/information to support this:

The Department of Health, NHS England, NHS Improvement (Monitor) and NICE refer to the same evidence: on average people wait 10 years between experiencing hearing problems and seeking help, and when they do seek help their GP might not refer them to an audiologist for support. They also note that there is significant unwarranted variation in access to adult hearing services. 
All these organisations have called on NHS commissioners and providers to improve access to adult hearing care and take early diagnosis and intervention more seriously. 
Despite hearing loss being recognised as a major public health challenge, there is significant unmet need. 

The NHS Atlas of Variation also suggests there is significant unwarranted variation*.
References: Endnote 


	*RightCare Atlas of Variation: unwarranted variation in adult hearing assessments.  See: Map 24 “rate of audiology assessments undertaken per weighted population by CCG” http://tools.england.nhs.uk/images/atlas17/atlas.html
Please note: the map above uses a weighted population for the denominator and does not appear to adequately control for the variation in the number of local adults with hearing loss – which is strongly correlated with older age (aged 70+).  The “unwarranted variation” estimates might therefore capture variation due to local prevalence of hearing loss. 
For example, a cursory glance at RightCare Map 24 and the NCHA hearing map (which shows variation in the prevalence of hearing loss in adults https://the-ncha.com/resources/hearing-map/ccgs-england/), demonstrates the importance of  controlling for the local population with hearing loss. 
Due to the limitations noted above, we would recommend using local NHS England estimates of hearing need for the denominator 

https://www.england.nhs.uk/publication/prevalence-of-hearing-loss-by-ccg-area-2014-ons-estimates/.  

The Projecting Older People Population Information (POPPI) dataset for adults with hearing loss has also been updated recently and can be accessed here:  http://www.poppi.org.uk/. This mirrors data in a forthcoming NHS England JSNA guide for hearing loss, and might provide a useful alternative to the dataset above. 

For the numerator, completed audiology journeys could be used https://www.england.nhs.uk/statistics/statistical-work-areas/direct-access-audiology/. It is also possible to access these data at a provider, CCG and regional level directly from statisticians that hold these data. 

In summary: encouraging each NHS region (CCG/STP/ICS) to measure the number of completed direct access audiology referrals (numerator) over weighted hearing loss population (denominator) could help assess and monitor unwarranted variation in access to audiology services over time.  

Although this measurement, like all measurements of this sort, has limitations, we believe it would be the most pragmatic way of assessing both provision today and change over time. In our view it would also create incentives to correctly record completed audiology pathways across all provider organisations in England. 

	Binaural fitting rate 

	NHS England and NICE agree, people with a hearing loss in both ears should be offered two hearing aids, unless there are contraindications for doing so.
This does not always happen, and unwarranted variation in this area is a longstanding challenge in the NHS.

Whether adults have one or two hearing aids should be based on informed consent and evidence based practice – i.e. it should be based on informed consent, and should not be so sensitive to non-evidence-based commissioning policies or individual clinician biases/assumptions. 
Prioritising this will also help monitor whether practice has changed following  NICE guideline recommendations 25 to 27

https://www.nice.org.uk/guidance/ng98/evidence/full-guideline-pdf-4852693117 

	Why is this a key area for QI?

There is unwarranted variation in the provision of two hearing aids. The provision of two hearing aids for people with a hearing loss in both ears is cost-effective and recommended by NICE. Existing variation in the bilateral fitting range cannot be explained by population needs, and suggests a significant variation in quality of care provided.
Evidence/information to support this:

It is widely acknowledged, including by NICE, that there is significant unwarranted variation in the proportion of people that receive two hearing aids. There is limited published data on this issue however.
The NCHA undertook a national Freedom of Information project in 2015 when we asked every NHS trust for their bilateral fitting rate. We have performed a random selection of the responses for the purposes of this NICE consultation. Bilateral fitting rates: 75%, 89%, 72%, 56%, 40%, “not measured”, 80%, “not recorded”, 90%, 43%, 75%, 82%, 90%, 78%, 7% (seven). 
This unwarranted variation is not always justified based on local service specifications or reimbursement – i.e. clinical practice at an individual audiologist or department level is also likely to be a cause and risks adversely affecting patient outcomes. 

Although we lack evidence on NHS audiologist attitudes to prescribing two hearing aids in England, we do know that in 2002 eight out of 21 (38%) of Scottish audiology departments disagreed with best practice advice that people with hearing loss in both ears should receive two hearing aids; although they had no evidence to support their position at the time.
References: Endnote 

	If it would be helpful, we could collate all data we have on the bilateral fitting rate at a provider level as of 2015 and share this with NICE in confidence and for the purposes of QI. Please let us know and we will generate and Excel sheet and share this with NICE directly.
Other sources:

NHS England’s commissioning framework and the NICE guideline on adult hearing loss set out an expected (normal) binaural fitting range. This provides an established, agreed, range for benchmarking purposes.

NHS funding for adult hearing services should mean that binaural fitting rate data is readily accessible in most regions – e.g. most NHS Commissioners reimburse providers differently based on whether they fit one or two aids per patient.  Commissioners should therefore be able to collect these data at a CCG and provider level, for all adults (including those coded as “complex” hearing aid fits in order to avoid accountable service specifications or to claim more per patient pathway).  The exception would be where there are block contracts in place and commissioners do not know what they are paying for and providers do not have to submit any data.
There is no reliable national dataset. Reference cost activity data can be used to estimate bilateral fitting rates, but there are significant limitations including: exclusion of significant community-based activity and lack of unique patient information which makes it difficult to estimate bilateral fitting rates based on units supplied.  Supply chain data have the same limitations and more.

	Follow-up care
	Follow-up care after a hearing aid fitting is key to securing good outcomes. 
This is why NICE, NHS England, NHS Improvement (Monitor) and other organisations strongly recommend offering follow-up care. 
However, there is a long history of NHS providers failing to offer this important service.

Taking action here will help improve outcomes and improve transparency, hopefully helping tackle a problem NHS audiology has failed to address for several decades.
Prioritising this will also help monitor whether practice has changed following  NICE guideline recommendation 30
https://www.nice.org.uk/guidance/ng98/evidence/full-guideline-pdf-4852693117
	Why is this a key area for QI?

Far too many patients experience poor access to follow-up care once they are fitted with hearing aids. This adversely affects patient outcomes. Gaps in follow-up care is also a longstanding challenge in NHS adult hearing services.
Evidence/information to support this:

Significantly more people that are offered a follow-up appointment report being very satisfied with their hearings aids than those who are not offered a follow-up appointment, 68% very satisfied compared to 46% (Monitor, 2015, ft.107, p.31). This is not surprising. 
Despite this and other evidence on the benefits of offering follow-up care, there is evidence that up to 40% of people fitted with NHS hearing aids were not provided with a follow-up appointment in 2015  (Monitor, patient survey  pages 55-56)
This is a chronic problem in NHS audiology, and although results from various sources are not easy to compare –because different audiences are asked different questions – research shows various studies reporting similar gaps in follow-up care between 1982 and 2015. 
It is best practice to offer follow-up care after a hearing aid fitting, and this should be standard practice across England given a model hearing care specification since 2012 (updated in 2016) has required this to be provided; and that since 2010 NHS reimbursement  has covered follow-up care.

Taking action here should improve outcomes and value for money (see our recommendation on prioritising ongoing use of, and benefit from hearing aids)

References: see Endnote 


	In many regions contracts include a requirement to measure who is offered follow-up care. The contract expects a 100% compliance rate.

[Note: commissioners however often fail to collect these data from all providers, or some providers code patients as “complex” or off accountable service specifications – often on economic rather than clinical or evidence based grounds.  NHS commissioners might also pay for follow-up care, even if it is not delivered. They should therefore insist this data is reported and measure compliance]  

	Ongoing use of, and benefit from, hearing aids 


	To ensure people continue to use and benefit from hearing aids and the risks associated with unsupported hearing loss are minimised, that providers do not skimp on quality and NHS resources are effectively used. 
	Why is this a key area for QI?
Well fitted hearing aids, with good follow-up support, are shown to minimise the risks and costs associated with unsupported hearing loss. Non-use rates should be monitored and benchmarked so that the root cause of non-use can be assessed and addressed. 
Evidence/information to support this:

People who are fitted with hearing aids and offered the right support will get more out of the their hearing aids. They are also more likely to continue using them, and as a result – other things being equal – the intervention is likely to be more cost-effective for the NHS.
There is a longstanding challenge however in the NHS, with people not always getting the right support at the right time (as noted above in our recommendation to improve follow-up care). This can reduce the effectiveness of hearing aids and result in non-use. Which is bad for patients, the NHS and taxpayer. 

In addition to supporting early diagnosis and management, it is also important to ensure people continue to be supported with their hearing problems and benefit from interventions.  Hearing aids are the primary intervention for hearing loss and therefore it is important to measure ongoing use and satisfaction. 

Doing so should also tackle the culture of “fit and forget”, and make it more difficult for providers who operate at above 100% utilisation to skimp on quality at a cost to patient outcomes.
The NHS in some regions is also likely to move back to block contracts and a recent consultation by NHS England suggests service specific service specifications will also be removed from a new Integrated Provider Contracts. History has shown when this happens, NHS audiology services are forced to compromise on quality and outcomes suffer. It is therefore important to ensure NICE quality standard provides a way to incentivise the provision of quality hearing care independent of the local commissioning/provider/contract model.
References: Endnote 
 (and 1,3,5)
	In many regions contracts include a requirement to measure ongoing use of hearing aids and satisfaction. Many commissioners and providers will (should) therefore have this data. 
Please note: commissioners however sometimes fail to collect these data from all providers, or some providers might code patients as “complex” or off accountable service specifications – often based on economic rather than evidence based grounds. 
It should be possible to get all providers to collect and report these data for all hearing aids they fit, including self-described “complex” hearing aid fits – even where this is typology is used to charge NHS commissioners more without any additional clinical work undertaken. These data would be easy to publish at a provider and CCG/STP/ICS level.

	Reduction in ENT led visits for earwax management 
	To make the best use of scarce NHS resources and ensure patients see the right person, in the right place, at the right time.

Also to help ensure that recommendation 15 in the NICE guideline on adult hearing loss is implemented. “Offer to remove earwax for adults in primary care or community ear care services if the earwax is contributing to hearing loss or other symptoms, or needs to be removed in order to examine the ear or take an impression of the ear canal”.
	Why is this a key area for QI?

Increasingly GP surgeries are refusing to manage impacted earwax. ENT clinics are busy, with significant capacity pressures. This results in delays and other barriers to accessing support for impacted earwax. Unless there is a focussed attempt to implement the NICE recommendation on managing earwax then patients are likely to continue to be adversely affected by existing service configuration. 
Evidence/information to support this:

Too often quality standards miss opportunities to focus minds on better use of scarce and costly professional expertise – which comes at significant opportunity cost. 
With general waiting list and cost pressures in ENT, it is important that other suitably trained health care professionals provide more aural care support out of hospital  – e.g. as per the NICE guideline on adult hearing loss, earwax can be managed by suitably trained audiologists in primary and community based settings. 
Better utilisation of ENT capacity will have a positive impact on quality outcomes for people who need medical support – e.g. people will not have to wait as long if they need to see ENT because ENT surgeons will not be managing earwax.  It will help ensure that people with earwax are managed closer to home in a timely manner without the need for an ENT appointment and the associated opportunity costs.
In addition to this, GPs are also reporting they no longer have the capacity to manage impacted earwax. The same opportunity cost arguments as those applied to ENT apply here.
It is therefore important to focus NHS commissioners minds on developing alternative pathways to support adults with impacted wax so that they don’t face delays in assessment, treatment and support for any underlying ear or hearing related issue. 

References: see Endnote 


	At this stage, given the short window to respond, we can provide the currency code for ENT, although a HRG code should also exist in HES datasets.

CA36A: Clearance of External Auditory Canal, 19 years and over (2015/16, N = 357,691). [Note: the currency code might include removal of other foreign bodies, not just impacted wax. However we can reasonable assume, given the need for this intervention and that alternative codes exist for minor ear procedures, that the majority of this activity is related to impacted earwax].

Local NHS commissioners might aim to reduce ENT appointments for earwax management over time.


	Additional developmental areas of emergent practice
	NA
	NA
	NA


NA
	Checklist for submitting comments

· Use this form and submit it as a Word document (not a PDF).

· Complete the disclosure about links with, or funding from, the tobacco industry.
· Combine all comments from your organisation into 1 response. We cannot accept more than 1 response from each organisation. 

· Do not paste other tables into this table – type directly into the table.

· Underline and highlight any confidential information or other material that you do not wish to be made public. 

· Do not include medical information about yourself or another person from which you or the person could be identified. 

· Spell out any abbreviations you use

· Please provide concise supporting information for each key area. Provide reference to examples from the published or grey literature such as national, regional or local reports of variation in care, audits, surveys, confidential enquiries, uptake reports and evaluations such as impact of NICE guidance recommendations

· For copyright reasons, do not include attachments of published material such as research articles, letters or leaflets. However, if you give us the full citation, we will obtain our own copy

· Attachments of unpublished reports, local reports / documents are permissible. If you wish to provide academic in confidence material i.e. written but not yet published, or commercial in confidence i.e. internal documentation, highlight this using the highlighter function in Word.
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Please return to: QStopicengagement@nice.org.uk 

NICE reserves the right to summarise and edit comments received during consultations, or not to publish them at all, where in the reasonable opinion of NICE, the comments are voluminous, publication would be unlawful or publication would be otherwise inappropriate.
Comments received from registered stakeholders and respondents during our stakeholder engagements are published in the interests of openness and transparency, and to promote understanding of how recommendations are developed. The comments are published as a record of the comments we received, and are not endorsed by NICE, its officers or advisory Committees.
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