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NICE Diagnostic services: Short survey on current practice
Our response below relates to audiology – physiological measurement – and complements our original submission to the consultation on diagnostic services.  
1.    Please describe current model(s) of diagnostic service delivery you are aware of (within your own organisation and elsewhere)
The vast majority of people accessing hearing assessments (diagnostics) will have age-related hearing loss.
Since 2007 the Department of Health has made clear the vision is to deliver this service closer to home – i.e. out of hospital[endnoteRef:1].   [1: 
 Department of Health:

Department of Health, 2007. Evidence Submission to Health Select Committee. pp.74-75 in Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Department of Health, 2007. Improving Access to Audiology Services in England. Leeds: Department of Health; Department of Health, 2009. Hearing Services for Older People. London: Department of Health; Department of Health, 2012. Any Qualified Provider Adult Hearing Services Implementation Packs. London: Department of Health.

NHS England, NHS Improvement et al:

NHS Improvement, 2010. Audiology Improvement Programme: Pushing the boundaries: Evidence to support the delivery of good practice in audiology. Leicester: NHS Improvement. p.5
NHS England and Department of Health, 2015, Action Plan on Hearing Loss http://www.england.nhs.uk/wp-content/uploads/2015/03/act-plan-hearing-loss-upd.pdf

Patient Groups: 

RNID, 1988. Hearing aids a case for change. p. 5: RNID, 1999. Waiting to Hear. London p. 21; Action on Hearing Loss, 2011. Hearing Matters. P.68
] 

It is estimated that, at least, 90% of adults with hearing loss can be managed out of hospital – i.e. they do not need a medical intervention[endnoteRef:2]. [2:  Swan, I.R.C. and Browning, G.G. 1994. A prospective evaluation of direct referral to audiology departments for hearing aids. The Journal of Laryngology and Otology, 108(2), pp. 120-124; Reeves, D.J. et al., 2000, Community provision of hearing aids and related audiology services, Health technology assessment (Winchester, England), vol. 4, no. 4; Abdelkader, M. et al. 2003. Prospective evaluation of the value of direct referral hearing aid clinic in management of young patients with bilateral hearing loss. Clinical Otolaryngology & Allied Sciences, 29(3), pp. 206-209; Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Eley, K. A. and FitzGerald, J. E. 2010. Quality improvement in action: Direct general practitioner referrals to audiology for the provision of hearing aids: a single centre review. Quality in Primary Care, 18(3), pp. 201-206; Zapala, D. A. et al 2010. Safety of Audiology Direct Access for Medicare Patients Complaining in Impaired Hearing. Journal of the American Academy of Audiology, 21(6), pp. 365-379.
] 

The NHS adult hearing service was included in the AQP initiative in 2012 and prioritised for new models of care in the community.  Half of CCGs in England use AQP for adult hearing services and offer a choice if provider, and this means more people can access diagnostic services for hearing loss outside of hospital[endnoteRef:3].  [3:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.3] 

In 2016 the NHS adult hearing services can be divided into two main models. People that access diagnostics
· in hospitals and 
· those that access it outside of hospitals – e.g. in primary care settings. 

Hospitals continue to provide the vast majority of diagnostic tests for adults with hearing difficulties[endnoteRef:4] but there is no evidence to support this bias for a hospital model of care. In fact hospitals do not have sufficient capacity to provide this diagnostic service and care for the ageing populations hearing problems - e.g. there are already 3.8 million adults with undiagnosed hearing loss in England and there are already gaps in continuity of care (please see original submission)[endnoteRef:5]. [4:  SEE: Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients and reference cost data provided above. In comparison 88,000 hearing assessments were done in primary care settings in the same year (NCHA dataset). See footnotes above for evidence of barriers to shifting services outside of hospital.]  [5:  Davis, A. and Smith, P., 2013. Adult Hearing Screening: Health Policy Issues – What Happens Next? American Journal of Audiology, 22(1), pp. 167-170.  Note: Davis and Smith update estimates from previous research but do not provide their methodology. Their earlier research took place before digital hearing aids were introduced into the NHS. Since then more people have been fitted and therefore Davis and Smith’s estimate of 3.8 million might slightly over estimate unmet need.  ] 

2.    Please describe any new and innovative model(s) of diagnostic service delivery that you are aware are being trialled (within your own organisation and elsewhere)
The most innovative model for NHS hearing care is the community based adult hearing service. Monitor recently reviewed 2012 reforms (described above) and found that where these were implemented commissioners had been able to improve standards, transparency and value for money[endnoteRef:6]. Monitor also noted in areas where AQP had been used  [6:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.5
] 

· “providers are findings ways to be innovative and responsive to patient needs, providers are making it easier for patients to access services, new service specifications have established more robust or higher standards with which providers are expected to comply” [endnoteRef:7] [7:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.21
] 

· “Faster treatment times are also on offer and appointment times may be more flexible. New options for people who may have found it difficult to access care have also emerged, such as providers that specialise in home visits or organisations setting up in areas where patients had previously had to travel long distances to reach the service. These aspects make services easier to access” [endnoteRef:8] [8:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.4
] 

· “For commissioners, the introduction of [AQP] has strengthened the opportunity for them to achieve better value for money. In areas with [AQP], commissioners have often put in place more robust or higher service specifications that raise expectations of providers” [endnoteRef:9]  [9:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.5
] 

· commissioners have been able to achieve 20-25% lower prices than the non-mandated tariff[endnoteRef:10] [10:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.5
] 

This was possible because a clear objective was set to improve access and choice, but also because the AQP service specification set clear KPIs against which diagnostic and treatment could be assessed -  
· “90% of patients referred should be assessed within 16 working days of receipt of referral
· 90% of patients requiring a hearing aid should be seen within 20 working days of the assessment
· 90% of follow-up appointments should be within 10 weeks of fitting
· 90% of patients should be able to access aftercare within 2 working days of a request
· 95% of responses received from patients sampled should report overall satisfaction”[endnoteRef:11] [11:  Department of Health, 2012. Adult Hearing Implementation Pack, p 25-26
] 

Monitor did not find these benefits in areas that had not extended the choice of provider – i.e. non AQP areas. Monitor noted 
· “In areas without [AQP], adult hearing services are often provided as part of a block contract without service outcome reporting requirements, so it can be difficult for commissioners to tell how good services are, or even how many people are being treated and at what cost” [endnoteRef:12].  [12:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.5
] 

3.    What works well in the models you have identified? 
The community-based adult hearing model has improved care for patients and enabled the NHS to deliver more for less[endnoteRef:13] (see answer to number two). Enabling people to access routine hearing care in the community has made it possible for the NHS to see more people for the same spend, it has also allowed the NHS to increase capacity without capital investment in community estate by using existing capacity in primary care, and this has allowed it to start meeting existing unmet need for hearing loss[endnoteRef:14].  [13:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.5
]  [14:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.6
] 

A specific aspect that works well are the KPIs attached to the AQP pathway (these are noted in response to question 2). Historically KPIs other than waiting times have not been used to create positive incentives to continuously improve quality. 
The AQP model, according to Monitor, has also incentivised providers to respond to patient needs – for example Monitor noted AQP had led to “New options for people who may have found it difficult to access care have also emerged, such as providers that specialise in home visits or organisations setting up in areas where patients had previously had to travel long distances to reach the service. These aspects make services easier to access” [endnoteRef:15]. This is a major achievement in terms of reducing hearing health inequalities, especially as older people that need home care are more likely to have more severe hearing loss, greater unmet hearing needs and at greater risk because of it[endnoteRef:16].  [15:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.4
]  [16:  NHS England and Department of Health, 2015. The Action Plan on Hearing Loss
] 

4.    What does not work well? 
Many of the challenges in NHS hearing care occur because of a lack of transparency and accountability.  For example despite Monitor’s positive report (see answer to 1 to 3 above), many NHS providers and commissioners continue to use costly acute hospital diagnostic models of care for age-related hearing loss.  
Serious ear conditions are very rare – e.g. 90% of hearing loss is sensorineural which mainly consist of age-related hearing loss[endnoteRef:17] but most people with hearing loss still attend hospital clinics to access diagnostics from a non-medical trained audiologist, they have not had to see an ENT doctor since 1994. The hospital model of diagnostics for adult hearing loss introduces costly overheads into the system and for any given budget the NHS is likely to diagnose and treat less people with a hearing loss than if there was a transparent and consistent pathway and price based on evidence and not local opinion.  [17:  Yueh, B. et al. 2003. Screening and Management of Adult Hearing Loss in Primary Care: Scientific Review. JAMA: Journal of the American Medical Association, 289(15), pp. 1976-1985
	] 

Diagnostic services are also not planned based on best practice guidance. For example, NHS Improvement notes that one key part of delivering quality services is that, “capital planning, room capacity and equipment need to be aligned to service need and demand”[endnoteRef:18].  If commissioners and hospitals were utilising hospital capacity to its full,  they would not be delivering hearing assessments for adults in acute hospitals given this area of diagnostics is very low risk based on possible differential diagnosis[endnoteRef:19].    [18:  NHS Improvement, Diagnostics (2013) Page 8, NHS Improvement – Diagnostics. Top tips to overcome the challenge of commissioning diagnostics services. Page 8
]  [19:  Swan, I.R.C. and Browning, G.G. 1994. A prospective evaluation of direct referral to audiology departments for hearing aids. The Journal of Laryngology and Otology, 108(2), pp. 120-124; Reeves, D.J. et al., 2000, Community provision of hearing aids and related audiology services, Health technology assessment (Winchester, England), vol. 4, no. 4; Abdelkader, M. et al. 2003. Prospective evaluation of the value of direct referral hearing aid clinic in management of young patients with bilateral hearing loss. Clinical Otolaryngology & Allied Sciences, 29(3), pp. 206-209; Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Eley, K. A. and FitzGerald, J. E. 2010. Quality improvement in action: Direct general practitioner referrals to audiology for the provision of hearing aids: a single centre review. Quality in Primary Care, 18(3), pp. 201-206; Zapala, D. A. et al 2010. Safety of Audiology Direct Access for Medicare Patients Complaining in Impaired Hearing. Journal of the American Academy of Audiology, 21(6), pp. 365-379.
] 

Diagnostics in audiology are not easy to separate from treatment. For example if diagnosed with age-related hearing loss in hospital, the patient will stay under the hospital’s management. Age-related hearing loss is a long-term condition and after a single diagnostic visit, all other visits for life will be to maintain hearing aids (e.g. repairs) and fine tune packages of care. The diagnostic test however has the most visible (and often only) KPI - waiting times. This can adversely influence behaviour in areas that do not have robust service specifications and more sophisticated.  For example there is a stronger incentive to diagnose somebody with a hearing loss and fit a hearing aid, but weaker incentives to follow-up after fitting. This is likely to have a negative impact on cost-effectiveness of any intervention because people are less likely to benefit from their hearing aids. The model of care where KPIs are designed alongside tariffs and the diagnostic and treatment pathway is offers a better blend of incentives and reduces the risk of a diagnose, fit and forget culture (see responses to 1 to 3 and original submission). 
5.    What impact do these models have on outcomes (which could include health outcomes or service outcomes, such as waiting times, quality of reporting, cost, avoidance of repeat testing or re-admission)? 
As outlined in our original response and above, the Department of Health, successive governments and patient groups have long pushed for adult hearing care to be delivered out of hospital and in the community[endnoteRef:20].  [20:  Department of Health:

Department of Health, 2007. Evidence Submission to Health Select Committee. pp.74-75 in Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Department of Health, 2007. Improving Access to Audiology Services in England. Leeds: Department of Health; Department of Health, 2009. Hearing Services for Older People. London: Department of Health; Department of Health, 2012. Any Qualified Provider Adult Hearing Services Implementation Packs. London: Department of Health.

NHS England, NHS Improvement et al:

NHS Improvement, 2010. Audiology Improvement Programme: Pushing the boundaries: Evidence to support the delivery of good practice in audiology. Leicester: NHS Improvement. p.5
NHS England and Department of Health, 2015, Action Plan on Hearing Loss http://www.england.nhs.uk/wp-content/uploads/2015/03/act-plan-hearing-loss-upd.pdf
Patient Groups: 

RNID, 1988. Hearing aids a case for change. p. 5: RNID, 1999. Waiting to Hear. London p. 21; Action on Hearing Loss, 2011. Hearing Matters. P.68
] 

In its review of adult hearing care, Monitor showed that by introducing choice – i.e. introducing community hearing care providers – hearing care can be delivered at a higher standard and it is possible for the NHS to see more people for the same spend[endnoteRef:21]. This is important because this means that not only are there benefits for adults with hearing loss, but it is also possible for the NHS to achieve more for any given budget. Monitor notes for example that AQP in adult hearing services “can allow commissioners to treat more patients for the same spend and/or release additional funds that commissioners can spend on meeting other patients’ needs” [endnoteRef:22] – this is what the NHS needs if it is to remain sustainable.  [21:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.6
]  [22:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.34
] 

One of the main strengths of the adult community hearing care service are the clearly defined KPIs which allows commissioners and the NHS to measure outcomes. Two of the most important aspects that have been improved by the introduction of adult community hearing care (AQP) are follow-up care and access to care[endnoteRef:23]. The AQP specification has specific KPIs addressing these aspects (for example, 90% of patients should be able to access aftercare within 2 working days of a request[endnoteRef:24]). These are important as access and follow-up care have been, and still are, chronic challenges in adult hearing care due to increasing demand and limited hospital capacity.  This ongoing follow-up care is thought to be the main contributor to improved compliance rates[endnoteRef:25]. [23:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.5
]  [24:  These can be reviewed in: Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients, p.32. If NICE would like the original DoH document we would be happy to forward this.
]  [25:  Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients. For an explanation of why follow-up care is critical. See footnote 25 page.15 and footnote 107 page. 31 for evidence that not all CCGs require follow-up appointments and what impact follow-up appointments have on people using hearing aids. Also see following sources which highlight the importance of follow-up care and why CCGs risk not meeting their duties (Section 26 Health and Social Care Act 2012) unless they ensure follow-up care and aftercare is provided: Johnson, J. et al., (1984). “A survey of National Health Service hearing aid services. An RNID Scientific and Technical Department Report”. RNID, London; RNID, Age Concern and British Association of the Hard of Hearing (1986) Breaking the Sound Barrier; RNID (1988) “Hearing aids the case for change”. London; RNID (1999) “Waiting to hear? A report on waiting times for hearing tests” RNID, London; Audit Commission, (2000). “Fully equipped: the provision of equipment to older or disabled people by the NHS and social services in England and Wales” Audit Commission, London; RNID (2001) “Audiology in crisis, still waiting to hear”. RNID, London; Health Committee (2007) “Audiology Services, Fifth report of session 2006-07” London, HC; Department of Health, 2007. Good Practice in Transforming Adult Hearing Services for Patients with Hearing Difficulty. Leeds: Department of Health; Department of Health, 2007. Improving Access to Audiology Services in England. Leeds: Department of Health; Department of Health, 2007. Evidence Submission to Health Select Committee. pp.74- 75 in Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Health Committee, House of Commons, 2007. Audiology Services. (HC 392, Fifth Report of Session 2006-7) – Report, together with formal minutes, oral and written evidence. London: The Stationary Office Limited; Ross, L. 2008. Modernizing times: UK hearing-impaired consumers at the policy crossroads. International Journal of Consumer Studies, 32 (2), pp. 122-127; Matthews, L. (2011) “Seen but not heard: People with hearing loss are not receiving the support they need”. London, RNID; Action on Hearing Loss (2011) “Hearing Matters, London; NCHA (2015) Care Closer to Home Dataset, NCHA, London; Lowe, C (2015) “Under Pressure: NHS Audiology Across the UK.” London, Action on Hearing Loss. Note: most recently Monitor (2015) noted that commissioners are failing to utilise data and enforce contracts. This is an ongoing system-wide challenge that has been allowed to continue for 30 plus years. NHS England announced in its Action Plan on Hearing Loss that poor quality hearing care will not be accepted.] 

6.    Are you aware of any evaluations of diagnostic services that have been carried out at your organisation or elsewhere? 
1. Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients. The document can be accessed here.
2. NHS Improvement, 2010. Pushing the boundaries: Evidence to support the development and implementation of good practice in audiology (attached). 
Please submit responses to Natalie Pink, Project Manager at the National Clinical Guideline Centre (Natalie.Pink@rcplondon.ac.uk) by Friday 29 January  
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