
 

 

 
 

 

 
Steering Group meeting (SG4) via teleconference 
 
 
Date/Time 

 
Wednesday 11th June 2014, 12:00 – 13:30 
 

 
Location 

 
Royal College of Anaesthetists 
Churchill House  
35 Red Lion Square 
London  
WC1R 4SG 
 

 
Attendees 
 
 
 
 

 
CHAIR: Leanne Metcalf (James Lind Alliance) LM 
 
Olly Boney          (National Institute of Academic Anaesthesia & RCoA) OB 
Ann Conquest     (Association for Perioperative Practice) AC 
Marion Cumbers (Royal National Orthopaedic Hospital Patient Liaison Group) MC 
Sharon Drake     (National Institute of Academic Anaesthesia & RCoA) SD 
Mike Galsworthy (National Institute of Academic Anaesthesia & RCoA) MGa 
Jacqui Gath      (Independent Cancer Patient Voices) JG 
Mike Grocott       (National Institute of Academic Anaesthesia & RCoA) MGr 
Emma Harris      (Kangaroo Club)  EH 
Simon Howell      (NIAA Research Prioritisation Exercise legacy) SH 
Madeline Humphrey (RCoA, takes over as the PSP Administrator in July 2014) MH 
Tony Ingold     (Oesophageal Patients Association) TI 
Mike Nathanson (Association of Anaesthetists of Great Britain and Ireland) MN 
 

 
Apologies 

 
Tom Pinkney     (Royal College of Surgeons) TP 
 

 
Minutes 
 

 
Natalie Bell (RCoA, PSP Administrator) NB 
 

  
 

The Anaesthesia and Perioperative Care 
Priority Setting Partnership 
 



 

Aims and objectives for the meeting 

 
 To look at early launch data, balance of representation, and discuss any issues/ problems 

 To decide whether to include surveying patients coming out of hospital via flyers with survey link 

 To discuss other routes to bring in patients in particular (including payment for advertising on any 
websites – e.g. Patient.co.uk) 

 To begin plans for two teams 1) to group the data into research questions when it comes in, and 2) to 
conduct the literature review to screen out those questions from (1) that are already known or under 
investigation 

 Training associated with handling the first survey data according to JLA best practice 

 To discuss the Intensive Care PSP final meeting and lessons learned 
 
Minutes 
 

 Agenda Item Action 

1 
 

Welcome and introductions  
 
LM opened the meeting and thanked everyone for attending. Apologies were 
received from TP. 

 

2 Survey update - numbers in and breakdown of key demographics 

There were no reported problems encountered with survey dissemination or use 
by the Group or their partner organisations. 

NB updated the Group on the current number of survey respondents and 
provided a breakdown of the data to show the spread and representation of the 
key demographics. There had been 342 responses to date. The clinician to 
patient ratio of the total number of respondents was approximately 70% to 30%, 
although this is not entirely representative, as clinical professionals may also 
have experience of being patients and they have an option to tick multiple 
answers in the question. EH highlighted that just because they are clinical 
professionals, it doesn’t make their experience of surgery any less valid. 

LM thought this was about the right proportion of clinician to patient respondents 
from a JLA perspective at this stage, although we should be aiming for 50% 
patient and 50% clinician responses by the time the survey closes.  

The Group did not think it was necessary to change the wording of the question 
to determine patient/carer/clinician status due to the crossover between the 
groups. LM highlighted that the Group will have to decide how to portray this 
representation in the final data analysis. 

MGa was concerned that very few other clinical professionals have responded to 
the survey; so far it has been completed predominantly by anaesthetists. He 
reported that we should see an improvement in the next couple of weeks, as the 
Association for Perioperative Practice (AfPP) and the Royal College of Surgeons 
of England would be publicising the survey via their websites and newsletters. 

LM asked if it was possible to tell from the data how many individual questions 
have been submitted so far. NB reported that she could easily extract this data 
from the survey if required.  

MN enquired if there was any indication of a good/bad number of responses for 
a PSP. LM reported that the level of response we have had already is fantastic 
and we are only 2 weeks in. However, we do not know how many questions are 
duplicates or whether we are in danger of having too much/too little information 
at this point. 

The Group agreed to focus on targeting the survey to patients, carers and non-
anaesthetic clinical staff from now on and to monitor the number and distribution 
of responses regularly to see if the targeted campaigns have had any effect. 

LM recommended keeping a log of where the survey has been 
advertised/disseminated in the PSP Communications Plan. OB to record 
progress on this. MGa thought that the most valuable record of this would be 
from the question in the survey asking respondents where they heard about the 
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OB 



 

PSP but this should not be seen to be exhaustive. 

3 Progress/issues on dissemination of survey via Quality Audit & Research 
Coordinators (QuARCs) 

OB explained the role of QuARCs to the Steering Group. QuARCs are a group 
of anaesthetists aligned to the NIAA Health Services Research Centre, charged 
with the promotion of quality audit and research in their respective hospitals. The 
idea was to reach out to patients to complete the survey via the established 
QuARC network. OB investigated whether there would be any ethical barrier to 
doing this and his colleagues at University College Hospital did not seem to think 
it would be a problem.  

However, there is a logistical problem. How would we disseminate the survey to 
patients? A paper copy of the survey would be too extensive to give to poorly 
patients just discharged from hospital. Who would give it to the patients if we 
were to do this? The QuARCs are practicing anaesthetists and would not 
necessarily come into contact with the patient at the point of discharge. 

MGr thought that even though it would not be practical to ask the QuARCs to 
disseminate the survey to their patients on our behalf, we could still contact them 
to help us raise awareness about the survey in their hospitals and encourage 
patient participation where appropriate. NB/MH agreed to contact the QuARCs 
regarding this. 

AC suggested that it would be better if the survey was given out at pre-
assessment clinics. OB agreed that this would be a good idea but one 
disadvantage, is that it would be before their operation and the patient would be 
better informed and more able to contribute to the survey after they have had 
their procedure.  

The Group decided that the best way to proceed would be to produce 
posters/flyers to display in GP practices and pre-assessment clinics. EH stated 
that one of her colleagues could help with the design of the poster. OB was 
concerned about cost of printing; do we have the budget for it? The Group 
thought that the posters could be sent electronically and that many of them could 
be printed out locally to save money. AC reported that the AfPP has a link 
member in each hospital (Operating Department Practitioner/Recovery 
Nurse/Anaesthetic Nurse) covering 200-300 hospitals that she would gladly 
send the posters to. TI suggested targeting hospital discharge lounges. AC 
confirmed that this could be problematic as many hospitals do not have one.  

AC to provide the marketing team at the AfPP with OB’s contact details. 

OB to liaise with EH’s colleague to produce a poster by Friday 20
th
 June.  
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4 New partners and further routes for increasing patient representation 

OB stated that the Group needs to focus its attention on encouraging patients 
and members of the public to complete the survey. In order to do this we could 
advertise on patient websites. OB reported that he has already contacted 
patient.co.uk regarding advertising the survey on its homepage. We would be 
charged per 1000 views, which would cost £15 - £20 with the minimum cost 
being £500 plus VAT. Although they do have 16 million visits to their website per 
month. 

SH asked whether they could provide us with any data on any other surveys 
they have advertised? OB reported that he had already investigated this and it is 
not possible. 

LM was concerned that an advert for the PSP would get lost on their homepage 
as it is packed with information. She suggested we would get better results on 
more specific patient forums and websites. OB reported that there are a lot of 
surgical discussion forums but they do not want people posting links to external 
websites on them. 

EH did not think we needed to resort to additional advertising as yet. If we 
reengage our existing partners to encourage/remind their members to complete 
the survey, then this may be sufficient.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

LM recommended approaching our existing patient partners in a week or so, 
backed up by evidence e.g. figures indicating the number of responses from 
their organisation and the disparity between patient vs clinician responses to the 
survey so far, to encourage more participation and highlighting the fact that it is 
a unique opportunity to come up with shared priorities with clinicians. 

MGa recommended following up with the Patients Association and Age UK, both 
large organisations that have been engaged with the PSP, although to date have 
not advertised the survey. 

OB agreed to do this and will follow up with the IA (the Ileostomy and Internal 
Pouch Support Group) too as they had agreed to support the survey with a link 
on their homepage. 

SH added that patients could see a link to the survey on the professional 
organisation websites and might not think that it is relevant to them. Do we need 
to review how we are promoting it on these sites? 

AC asked whether it would be worth considering posting something on post-op 
follow ups that patients have to complete online or in GP practices. The Practice 
Manager would be the best person to contact to see whether a poster/flyer could 
be put up in the waiting lounge. AC also suggested contacting the Royal College 
of Nursing to advertise in their practice nurse forum. OB agreed to explore these 
avenues. 

EH thought that more patients, carer and lay responses could be achieved via 
personal networking. If every SG member were to promote/approach their 
friends/family/local GP practice regarding the survey it would help to improve 
numbers.  

The Group agreed to wait and reassess to see if advertising on additional 
websites and in magazines was necessary at the end of June. OB will make 
more enquiries regarding costs/effectiveness of these opportunities and will feed 
back to the Group. 
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5 Resources needed and the procedure for converting the survey data into a 
list of specific research questions  

LM updated the Group on the next step of the JLA process (the data analysis 
phase) that will take place after the survey closes.  

There are two stages to the data analysis 

Stage 1: Theming/reclustering/renaming data 

Where do we go with the data we’ve collected? It needs to be organised into a 
manageable chunk of information to work with. The number of responses in 
terms of individual ‘uncertainties’ is the most important data but we will need to 
determine how many are unique. The Group needs to agree a process on how 
to package the data up into a taxonomy/system that can be reviewed. 

The data will need to be sorted into categories and there are different methods 
for doing this. It would be sensible to collate the duplicates and those questions 
we believe to be outside the scope of the exercise (as we have described it) first 
and put to one side. The Group should be cautious about ruling things out at the 
beginning. LM recommended holding a face to face meeting (with an equal 
balance of clinicians and patients from the Steering Group) to review the data to 
agree categories and bring things together. This can be done after an initial 
remote data analysis. LM stated that not only would we need a good patient mix 
to review the data but that it would also be a good idea to recruit representatives 
from different clinical disciplines to disentangle the clinical questions. 

If we receive more than 2000 individual research questions from the survey LM 
suggested there may be more merit in coming up with potential categories first 
and then trying to feed the data into them. SH suggested reviewing the data 
categories that came out of the initial NIAA Research Priority Exercise to help 
with this process. He recommended starting the analysis with a framework 
already in place, even if this later evolves.  

Our ultimate output needs to be defined. For example, are we going to opt for 
more high level research questions rather than more specific ones? LM agreed. 
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The Steering Group will need to make a decision about whether the questions 
are what we asked for or not. This benefits from face to face interaction as it is 
hard to do remotely. It needs to be a shared responsibility of the whole Steering 
Group. SH added that having Group ownership of the data was extremely 
important in terms of rejecting responses. LM reported that as long as the 
questions were answerable research questions (from which funding could be 
sought in anaesthesia and perioperative care) then it is fine for them to be 
included. The way the questions are worded is important. The JLA is mainly 
interested in treatment uncertainties and interventions. 

LM enquired whether the Group could draw a taxonomy from the Scope of the 
PSP as defined in the PSP Protocol. To come up with 4 or 5 headings under 
each of the relevant points in the patient journey. This may cause difficulties 
when no question exactly fits into the predetermined plan. TI agreed that having 
some overarching categories already defined before the data analysis would be 
a good place to start. SH also thought that having a first classification of the data 
would be highly useful. Once the Group begins to have a feel for the data we 
could then have a meeting about the way forward for analysis. JG suggested 
reviewing 10% of the current data to see what categories are likely to evolve. 

MC and JG expressed their interest in helping with the initial classification of the 
data. 

Stage 2: Determining the unique ‘uncertainties’ after comparing with the 
systematic literature review 

LM reported that the uncertainties emanating from the survey also need to be 
aligned with the systematic literature review of the existing research and 
guidelines (where, for example, SIGN and NICE acknowledge gaps in the 
existing research) to validate the survey responses to determine they are 
genuine uncertainties and to ensure that nothing is included twice. Current 
research/clinical trials/results not yet published of existing studies also needs to 
be included in this process. There will also have to be another separate piece of 
work to check with major funders whether any current studies are investigating 
our determined uncertainties. 

SH suggested approaching the Specialist Society Partners of the PSP to help 
identify gaps in current research from the relevant guidelines. It would help to 
have an informed view of which guidelines are currently throwing up questions. 
The Group agreed that this was a good idea. OB agreed to approach the PSP 
specialist societies regarding this. 
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6 Plans for undertaking the literature analysis of list of the research 
questions 

MGr updated the Group on the current plans for the literature analysis. He 
reported that he had approached Professor Andrew Smith from Lancaster 
University, who is an editor in the Cochrane Anaesthesia Review Group and the 
Chief Investigator on an NIHR Programme Grant that is completing a systematic 
review in perioperative care. Prof Smith is keen to be involved from an advisory 
perspective and can contribute some of his time to work alongside OB on this. 
MGr reported that Dr Stephen Brett, who is the Chief Investigator on the 
Intensive Care PSP, has also agreed to be involved. 

LM enquired whether the Group knew of anyone we could approach do help with 
reviewing the current research. OB/MGr to investigate. 

TI expressed an interest in being involved with the research side of the analysis. 

MGr asked LM whether an uncertainty emanating from the literature review 
could be included in the final list of research questions if it was not originally 
raised by any survey respondents. MGr’s view was that if no one had raised it as 
being an issue in the survey, then it would seem sensible that it could be 
excluded. LM agreed to check with the JLA regarding this and report back to the 
Steering Group. 

LM/OB agreed to come up with a provisional plan for the data analysis of the 
survey and will circulate to the Group for comment. 
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7 AOB 

The Steering Group were asked to keep LM and OB informed of any success 
with local promotion of the survey so we can track progress and coverage. 

OB/LM will plan future dates for SG meetings in July and September and will 
circulate the dates to the Group. 

The Steering Group thanked Dr Mike Galsworthy for all his work on the project 
and wished him all the best for the future. 
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