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Stakeholder engagement – deadline for comments [5pm] on [Thursday 06/10/16]
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.
2. You may also wish to highlight any areas of practice that might be considered as emergent, are only currently being done by a minority of providers but which have the potential to be widely adopted and drive improvements in the longer term. Please note, these areas should be underpinned by NICE or NICE-accredited guidance
3. [Insert any specific questions you would like considered during consultation, or delete if not needed]

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

	Disclosure

Please disclose any past or current, direct or indirect links to, or funding from, the tobacco industry.
	Nothing to disclose

	Name of person completing form:
	Jakob Stenkvist

	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.

	Separately list each key area for quality improvement that you would want to see covered by this quality standard.

EXAMPLE: 

Pulmonary rehabilitation for chronic obstructive pulmonary disease (COPD)


	EXAMPLE: There is good evidence that appropriate and effective pulmonary rehabilitation can drive significant improvements in the quality of life and health status of people with COPD. 

Pulmonary rehabilitation is recommended within NICE guidance. Rehabilitation should be considered at all stages of disease progression when symptoms and disability are present. The threshold for referral would usually be breathlessness equivalent to MRC dyspnoea grade 3, based on the NICE guideline.
	EXAMPLE: The National Audit for COPD found that the number of areas offering pulmonary rehabilitation has increased in the last three years and although many people are offered referral, the quality of pulmonary rehabilitation and its availability is still limited in the UK. 

Individual programmes differ in the precise exercises used, are of different duration, involve variable amounts of home exercise and have different referral criteria. 
	EXAMPLE: Please see the Royal College of Physicians national COPD audit which highlights findings of data collection for quality indicators relating to pulmonary rehabilitation. http://www.rcplondon.ac.uk/resources/chronic-obstructive-pulmonary-disease-audit

	Key area for quality improvement 1
	Hearing loss should be specifically mentioned as an example of a long-term condition in the quality standard, and not grouped under sensory impairment. 
This is important because awareness of the impact and prevalence of hearing loss is poor and whenever grouped under sensory impairment hearing loss is overlooked. This has been accepted by NICE before, e.g. NICE Quality Standard 50 states that undiagnosed hearing loss remains a significant issue, especially in care homes. 


	NICE has previously recognised the importance of hearing as a long-term condition. The primary source for this consultation, NG 56, note that:

“1.1 General principles 

1.1.1 Be aware that multimorbidity refers to the presence of 2 or more long-term health conditions, which can include: 

· defined physical and mental health conditions such as diabetes or schizophrenia
· ongoing conditions such as learning disability
· symptom complexes such as frailty or chronic pain
· sensory impairment such as sight or hearing loss” (p. 5).
This should be mirrored in the Multimorbidity quality standard.

	Scale of the challenge

9 million people in England have a hearing loss and this will increase as the population grows older
.  Adult hearing loss is the third most common long-term condition and the 6th leading cause of years lived with disability in England
. Age-related hearing loss is the main cause of hearing loss, accounting for nine out of ten cases of hearing loss. This means that the majority of older people with multimorbidities will have hearing loss in addition to another long-term condition – e.g. seven out of ten 70 year olds have hearing loss and this increase to nine out of ten people over the age of 80.
Impact

Unsupported hearing loss is correlated with increased risk of depression
, social isolation
, premature retirement
, reduced quality of life
, loneliness
 and cognitive decline
.  Unsupported hearing loss – as other NICE guidelines state – can also have a negative impact on medicine adherence and health and wellbeing in older people.
Benefits of intervention

Hearing intervention and ongoing support improves quality of life by reducing the psychological and social effects associated with hearing loss
. Early intervention can also reduce pressure on health and social services by reducing the risks associated with unsupported hearing loss
. 


	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.



� � HYPERLINK "https://www.actiononhearingloss.org.uk/supporting-you/policy-research-and-influencing/research/hearing-matters.aspx" �https://www.actiononhearingloss.org.uk/supporting-you/policy-research-and-influencing/research/hearing-matters.aspx� 


� Global Burden of Disease Study Collaborators, June 8, 2015, Lancet � HYPERLINK "http://dxdoi.org/10.1016/S0140-6736(15)60692-4" �http://dxdoi.org/10.1016/S0140-6736(15)60692-4�


� Acar, B. et al. 2011. Effects of hearing aids on cognitive functions and depressive signs in elderly people. Archives of Gerontology and Geriatrics, 52(3), pp. 250-252.


� Hidalgo, J. L. et al. 2009. Functional status of elderly people with hearing loss. Archives of Gerontology and Geriatrics, 49(1), pp. 88-92


� Helvik, A. 2012. Hearing loss and risk of early retirement. The Hunt study. European Journal of


Public Health, 23(4), pp. 617-622


� Appollonio, I. et al. 1996. Effects of Sensory Aids on the Quality of Life and Mortality of Elderly People: A Multivariate Analysis. Age and Aging, 25(2), pp. 89-96.


� Cacioppo JT, Hawkley LC, Norman GJ, Berntson GG. Social isolation. Ann N Y Acad Sci. 2011;1231:17-22


� Lin, F. R. et al. 2011 Hearing loss and cognition in the Baltimore Longitudinal Study of Aging. Neuropsychology. 2011; 25(6):763-770.


� Chisolm, T. et al. 2007. A Systematic Review of Health-Related Quality of Life and Hearing Aids: Final Report of the American Academy of Audiology Task Force on the Health-Related Quality of Life Benefits of Amplification in Adults. Journal of the American Audiology, 18(2), pp. 151-183;   Davis, A. et al., 2007. Acceptability, benefit and costs of early screening for hearing disability: a study of potential screening tests and models. Health technology assessment,11(42) pp. 75-78;   Acar, B. et al. 2011. Effects of hearing aids on cognitive functions and depressive signs in elderly people. Archives of Gerontology and Geriatrics, 52(3), pp. 250-252.


� Hjalte, F. et al. 2012. Societal costs of hearing disorders: A systematic and critical review of literature. International Journal of Audiology, 51(9), pp. 655-662. Monitor, 2015. NHS adult hearing services in England: exploring how choice is working for patients.





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 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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