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

1. Does this draft quality standard accurately reflect the key areas for quality improvement? If the systems and structures were available, do you think it would be possible to collect the data for the proposed quality measures? Do you have an example from practice of implementing the NICE guideline(s) that underpins this quality standard? If so, please submit your example to the NICE local practice collection on the NICE website. Examples of using NICE quality standards can also be submitted.
2. [Insert any specific questions about the quality standard from the Developer, 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 commentator 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
	[office use only]

	Comment number


	Section

	Statement  number


	Comments

Insert each comment in a new row.

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



	Example 1
	Statement 1 (measure)
	
	This statement may be hard to measure because…

	1
	Question 5: It is important that information and advice are given at every opportunity to help older people with multiple long-term conditions and social care needs to maintain their independence. This quality standard can drive improvement in particular areas. Are there any specific types of information for this group that need to be improved? Please explain.
	1
	This quality standard aims to cover the planning and delivery of coordinated care for people with long-term conditions.

Suggested change:
· hearing loss should be mentioned on pages 13 and 16 where the quality standard lists examples of long-term conditions. This is because hearing loss is one of the most common long-term conditions affecting older people and supporting this group is a fundamental requirement in order to achieve the outcomes listed in this quality standard 
· sensory loss should be spelt out as hearing loss and sight loss. This is because hearing loss is often overlooked even though it is the most common sensory impairment in people aged 65 and over.
Detail/evidence to support suggested changes:

The group for which this quality standard will apply have a higher prevalence of hearing loss than the general population.  This is important because, in England

· hearing loss is a long term condition and the 6th leading cause of years lived with disability
 
· approximately 60% of people aged 71-80
 and 93.4% of people aged 81+ have hearing loss
. 
This means that older people with other long term conditions are likely to have hearing loss which could impact on their care needs. In addition to this several NICE guidelines acknowledge and reference the importance of hearing loss and the management of hearing loss. Extracts from NICE guidelines that apply to the group covered by the quality standard are listed below:

· Delirium in adults – “tailored interventions to prevent delirium… ensuring that any hearing and visual aids are working and are used”
· Mental wellbeing of older people in care Homes – “hearing losses are a common feature of ageing and may go unnoticed for some time, but can have a serious effect on a person's communication, confidence and independence. Older people in care homes are cared for by staff who recognise needs that occur because of sight or hearing problems and record these as part of their care plan”
· Older people: independence and mental Wellbeing – “ensure staff in contact with older people can identify those most at risk of a decline in their independence and mental wellbeing … Others at risk includes those who: … have an age-related disability. Age-related disability … impairment associated with ageing, such as a reduction in, or loss of vision, hearing, mobility or cognitive ability”
· Managing medicines in care homes – “health and social care practitioners should identify and record anything that may hinder a resident giving informed consent. Things to look out for include mental health problems, lack of (mental) capacity to make decisions, health problems (such as problems with vision and hearing), difficulties with reading, speaking or understanding English and cultural differences. These should be taken into account when seeking informed consent and should be regularly reviewed”
· Medicines adherence: involving patients in decisions about prescribed medicines and supporting adherence –“consider any factors such as physical or learning disabilities, sight or hearing problems and difficulties with reading or speaking English, which may affect the patient's involvement in the consultation”
· Mental wellbeing in over 65s: occupational therapy and physical activity interventions – “increase older people's knowledge and awareness of where to get reliable information and advice on a broad range of topics, by providing information directly, inviting local advisers to give informal talks, or arranging trips and social activities. Topics covered should include: meeting or maintaining healthcare needs (for example, eye, hearing and foot care)”
· Older people with social care needs and multiple long-term conditions – “ensure health and social care practitioners are able to recognise, consider the impact of, and respond to: common conditions, such as dementia and hearing and sight loss”
· Patient experience in adult NHS services: improving the experience of care for people using adult NHS services – “ensure that factors such as physical or learning disabilities, sight, speech or hearing problems and difficulties with reading, understanding or speaking English are addressed so that the patient is able to participate as fully as possible in consultations and care”
· Rehabilitation after critical illness in Adults – “examples from the short clinical assessment that may indicate the patient is at risk of developing physical and non-physical morbidity […]Changes in vision or hearing, pain, altered sensation”
· Stroke rehabilitation in adults – “perform a full medical assessment of the person with stroke, including cognition (attention, memory, spatial awareness, apraxia, perception), vision, hearing, tone, strength, sensation and balance”
· Dementia: independence and wellbeing – “examples of services that help maintain physical and mental health and wellbeing include: hearing therapists”
· Excess winter deaths and illness and the health risks associated with cold homes – “Health and Wellbeing Boards and their partners should ensure the local single-point-of-contact health and housing referral service provides access to tailored solutions to address identified needs, rather than an off-the-shelf approach. Solutions should take into account the language and reading ability of recipients, including any vision or hearing problems”
· Service user experience in adult mental health: improving the experience of care for people using adult NHS mental health services – “take into account communication needs, including those of people with learning disabilities, sight or hearing problems or language difficulties, and provide independent interpreters (that is, someone who does not have a relationship with the service user) or communication aids (such as using pictures, symbols, large print, Braille, different languages or sign language) if required”
· Autism in adults: diagnosis and Management – “on an individual basis, and using information from the comprehensive assessment and physical examination, and clinical judgement, consider further investigations, including: hearing or sight tests, hearing or visual impairment”
· Chest pain of recent onset: assessment and diagnosis – “address any physical or learning difficulties, sight or hearing problems and difficulties with speaking or reading English, which may affect people's understanding of the information offered”.
In addition to this, supporting access to hearing care and information, as per the Accessible Information Standard, is likely to positively contribute to the listed desired outcomes in this quality standard (p.3). This is because unsupported adult hearing loss increases the risk of

· depression

· social isolation

· loneliness

· cognitive decline

· early retirement
, and 

· reduced quality of life
.

Moreover, the draft quality standard notes that “people with long-term conditions account for around 50% of all GP appointments” (p.2). Due to the prevalence of hearing loss in older people and level of unmet need a substantial part of these GP appointments are likely to be about hearing loss.  It is important GPs (potential care coordinators) and social workers consider the impact hearing loss might have on care and wellbeing. For example a survey of 600 people with hearing loss found that after attending a GP appointment

· 28% had been unclear about their diagnosis

· 26% had been unclear about the advice given

· 19% had been unclear about their medication
.
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	Checklist for submitting comments

· Use this comment form and submit it as a Word document (not a PDF).
· Complete the disclosure about links with, or funding from, the tobacco industry.

· Include section number of the text each comment is about eg. introduction; quality statement 1; quality statement 2 (measure).
· If commenting on a specific quality statement, please indicate the particular sub-section (for example, statement, measure or audience descriptor).
· 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

· For copyright reasons, comment forms do not include attachments such as research articles, letters or leaflets (for copyright reasons).We return comments forms that have attachments without reading them. The stakeholder may resubmit the form without attachments, but it must be received by the deadline.

You can see any guidance and quality standards that we have produced on topics related to this quality standard by checking NICE Pathways.
Note: We reserve the right to summarise and edit comments received during consultations, or not to publish them at all, if we consider the comments are too long, or publication would be unlawful or otherwise inappropriate.

Comments received during our consultations 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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