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National Institute for Health and Care Excellence
Indicator Advisory Committee meeting minutes

FINAL
Date: Tuesday 04 March 2025, 10:00 – 13:00		
Location: Virtual via Zoom 
Attendees: 
Indicator Advisory Committee members: 
Ronny Cheung (RC) [Chair], Victoria Welsh (VW) [vice-chair], Chloe Evans (CE), Rachel Brown (RB), Tessa Lewis (TL), Waqas Tahir (WT), Martin Vernon (MV), Chris Wilkinson (CW), Ben Anderson (BA), Michael Bainbridge (MB), Mieke Van Hemelrijck (MVH), Adrian Baker (AB) Linn Phipps (LP), Philip Xiu (PX), Rajeev Shah (RS), Sue Jones (SJ). 
NICE attendees:
Mark Minchin (MM), Craig Grime (CG), Melanie Carr (MC), Patrick Langford (PL), Charlotte Fairclough (CF), Christina Barnes (CB) [minutes], Leah Murphy [host]
National Collaborating Centre for Indicator Development (NCCID):
Andrea Brown (ABr), Kate Thurland (KT)
NHS England:
Laura Corbett (LC) 
Topic experts:
None.
NICE observers:
Jessica Bailey
Apologies:
Paula Parvulescu, Elena Garralda, Ben Bray, Chris Gale, Liz Cross, Christine Harris (NICE), Peter Shearn (NICE), Shalmali Deshpande (NICE)
Quoracy: The meeting was quorate. 
Outline of the meeting
RC welcomed the attendees, and the indicator advisory committee (IAC) members introduced themselves.  RC welcomed the newly appointed committee members PX, RS, SJ as well as Ben Bray who sent apologies for today’s meeting. 
RC congratulated VW on her appointment as vice chair to the IAC.  
NICE advisory body declarations of interest 
RC asked committee members to declare all new interests, that is those not already included in the register of declared interests NICE has on file (and circulated in today’s papers) and all interests related to items under discussion during the meeting. 
· BA declared that he will be moving into a new role with effect from 14 March 2025 into a Public Health Team within NHS England.  RC congratulated BA on appointment to his new role.   
· VW has received funding from the NIHR Health and Social care Delivery Research (NIHR 158681) as co-Chief Investigator for the following study:
· Building an evidence base for the use of Advice and Guidance Referrals at the primary-secondary care interface (BADGER): a multistage mixed-methods study​. From 01 April 2024 – 31 March 2026.
· TL declared in 2018/19 she was medical adviser to the Welsh government which led development of Wales quality improvement module for urinary tract infections in GP (Wales) contract 2019/23. She received sessional payments 2018/19.
· TL declared in 2024 she worked with BMJ on a masterclass webinar ‘Antimicrobial stewardship from the frontline – updates and opportunities’ she received honorarium from BMJ /Menarini Foundation. 
· TL declared in 2022 she was a committee member on the Sepsis: recognition, diagnosis and early management NICE guideline committee.   
· TL declared in January 2025 she was appointed to GPwER Frailty Powys Teaching Health Board, this is ongoing. 
Item 1 - Review of minutes and actions from 17 September 2024 meeting 
MM informed the committee that all actions from the last committee meeting on 17 September 2024 had been progressed or were included in today’s agenda. 
The 17 September 2024 minutes were approved by the committee as an accurate record.

Item 2 – Scheduled indicator reviews December 2024 and March 2025 batches
MC presented to the committee the background to the proposed scheduled reviews of the 10 network/system level indicators on care processes for children and young people with diabetes.  
· The purpose of the indicators is to reduce the risk of complications associated with diabetes.  
· Data collection in the National Paediatric Diabetes Audit does not match current indicators:
· Type 1 & 2 are separate
· The bundle of 6 care processes for those age 12+ are different for type 1 & 2
· Guidance now indicates eye screening at least every 2 years rather than annually 
· Additional data available from National Diabetes Audit for young people with type 2 
MC presented the proposed changes to the diabetes indicators: 
Separate indicators for type 1 & 2 
· Type 1- HbA1c monitoring, BMI, blood pressure, urinary albumin, foot examination, screening for thyroid disease
· Type 2- HbA1c monitoring, BMI, blood pressure, urinary albumin, foot examination, total cholesterol level
· Amend eye screening indicator to 24 months
· Add National Diabetes Audit data to type 2 indicators where relevant
 
MC advised that appendix 2 of the committee paper includes a list of indicators which were reviewed, and no issues identified.   MC asked the committee to raise any concerns or queries about these indicators remaining on the menu.  The next scheduled review would take place every 3 years or when new guidance becomes available.  
The committee queried the rationale for the reduction of the bundle from 9 to 6 care processes.  MC confirmed that source data is no longer collected in a bundle of 9 so this would align to the current collected bundle indicator data. It was also suggested that a separate indicator on cholesterol monitoring for type 2 diabetes may be helpful given that it will only be included in the care bundle.
NEQOS asked the NICE team to bear in mind changes to the reporting of zero-day length of stay: that submission will be via the emergency dare dataset not the admitted patient care dataset. It was noted that this may affect the quality and accuracy of the data for all indicators that are based on the hospital admissions data.  The NICE team agreed to flag this to NHS England and discuss possible solutions to this data collection. 
The committee agreed to move forward with the proposed changes to the diabetes indicators. 
ACTION: 
· NICE team to explore whether changes are needed to the data sources referenced for the indicators in appendix 2 (and future scheduled review batches) to highlight the changes in recording of zero-day length of stay and the impact that may have on comparing performance to previous year. NICE team to contact NHS England to understand if they intend to highlight these changes.  
· NICE team to take forward the proposed changes to the diabetes indicators  

A committee member queried the relationship between the indicators committee and those that included in the QOF and the potential for double counting.  How close is the relationship?   
MM advised that the content QOF is managed through annual negotiations between the BMA’s GPC and NHS England it is through these contract negotiations that the content of the QOF is determined, this includes points and payment thresholds. NICE and the IAC have no roles in these negotiations. The purpose of the IAC is to create a menu of high-quality indicators that can be used by negotiators.  
Item 3 - PJ-18 Asthma 
PL presented to the committee the background for 2 proposed new asthma indicators: 
· The NHSE incentives team suggested exploring new indicators for use in QOF that focus on people at risk of poor outcomes.
· An indicator was developed on COPD for people at higher risk of hospital admission, but did not identify a specific enough population - asthma was then chosen as a potentially more suitable condition for an indicator in high-risk pts.
· The NHSE respiratory team separately commented that the recent update to the NICE asthma guidance provides an opportunity to develop indicators that focus on review of asthma control and actions to improve sub-optimal control.
Proposal 1 – Annual review in people at risk of poor outcomes
The percentage of patients with asthma on the register with a risk factor for poor outcomes, who have had an asthma review in the preceding 12 months that includes an assessment of asthma control, a recording of the number of exacerbations, an assessment of inhaler technique and a written personalised action plan.
PL outlined the numerator, denominator, and rationale behind this indicator.  
PL discussed the indicator definitions and presented data from a cohort study (Simms-Williams et al. 2024) relating to comorbidities significantly associated with asthma-related hospital or ICU admissions.  He noted that the NICE asthma guidance does not mention specific comorbidities as risk factors for poor outcomes, and that which (if any) comorbidities should be included in the definitions can be further reviewed during indicator development.  
PL advised that this indicator has been proposed as a complementary indicator to IND273 and focuses on those most at risk of poor outcomes (including death, hospital admission, and the need for out-of-hours contacts or visits to an emergency department for asthma exacerbations).  
The committee were asked to consider:
· Is annual review in people at risk of poor outcomes a priority for indicator development?
· NICE guideline NG245 recommendation 1.15.1 states ‘Consider actively identifying people with asthma who are at risk of poor outcomes and tailor care to their needs.’ Can a ‘tailored annual review’ be a component of this indicator? For coding purposes, how would that differ to the existing annual review code?
· Alongside visits to an emergency department, should risk factors include alternatives to ED such as same day emergency care, urgent care centres, other ambulatory care units, and out of hours attendance? Is there likely to be any data for these?
· Are there any additional comorbidities that should be included as risk factors for poor outcomes (for example, allergic rhinitis, nasal polyposis, obstructive sleep apnoea, vocal cord dysfunction)?
· Are there any further risk factors for poor outcomes that should be included in the indicator?
The committee noted concerns that this indicator could, if given preference over existing indicator IND273, result in a de-prioritisation of annual review for people not included in the definition of ‘at risk of poor outcomes’.  They noted tension between finite resource availability and the need to ensure access to clinically effective interventions as described in the guidelines.  
The committee noted several factors that need exploring in the testing phases of indicator development: 
· Whether provision of emergency medication in non-general practice settings would be included.
· Concerns around recording in GP datasets of hospital admissions and particularly emergency department (ED) attendance, especially with a recorded reason for admission/attendance. It was discussed whether ED attendance without a coding for asthma could still be used as a risk factor.
· Whether attendance at urgent care centres, NHS111 and out-of-hours services would be included.
· Whether a threshold of prescribing more than 2 short-acting beta2 agonist (SABA) inhalers per year would be too low to define a patient as being at risk of poor outcomes (even though supported by the guideline). 

The committee noted additional risk factors that may be considered to place a person at higher risk of poor outcomes: dementia, cognitive impairment, frailty, living in a care home, medicines compliance, poor air quality, ethnicity and social deprivation. 

The committee raised concerns about the inclusion of the list of comorbidities based on one cohort study of medical records, and which was unable to consider other relevant factors such as air quality. They noted the guideline did recommend that comorbidities may need to be considered as possible reasons for uncontrolled asthma, but a specific list was not provided to indicate that a person was at risk of poor outcomes.
The committee also raised concerns about rolling 12-month registers: that a denominator based on activity in previous years would change depending on when the list was extracted. 

ACTION: 
· Indicator progresses to testing initially using only the first three factors in the definition: 
· Prescription of more than 2 short-acting beta2 agonist (SABA) inhalers or 2 or more oral corticosteroids in the year preceding the reporting period.
· Two or more visits to an emergency department or any hospital admission for asthma in the year preceding the reporting period.
· Last recorded smoking status: current smoker.
· NICE team to discuss with guideline committee members the suitability of including a list of comorbidities that could place a person at higher risk of poor outcomes. Also to obtain committee view on visits to an ED as a risk factor without a coding for asthma.
· NICE team to consider completing quantitative testing before taking the indicators to consultation. 
· NICE to liaise with NHS England over the construction approaches

Proposal 2 – Medicines in people at risk of poor outcomes
The percentage of patients with asthma on the register with a risk factor for poor outcomes who are receiving maintenance and reliever therapy (MART).
PL outlined the numerator, denominator, and rationale behind this indicator.  PL advised that this indicator aims to improve asthma control and prevent future events such as exacerbations, hospitalisations and deaths.  
PL noted that there were recommendations in the NICE asthma guidance on MART for all age groups, but that the recommendations were to offer MART for people aged 12 and over, but to consider MART for children aged 5 to 11. PL also noted that no asthma inhalers were licensed for MART in children under 12, so this use would be off-label.
The committee were asked to consider: 
· Is medicines optimisation in people at risk of poor outcomes a priority for indicator development?
· Are there any additional comorbidities that should be included as risk factors for poor outcomes (for example, allergic rhinitis, nasal polyposis, obstructive sleep apnoea, vocal cord dysfunction)?
· Are there any further risk factors for poor outcomes that should be included in the indicator?
· Are there any further actions or interventions for people at risk of poor outcomes that should be included in the indicator?
It was noted that the definition of risk factors for poor outcomes in proposal 2 is the same as proposal 1, and therefore committee discussion on this point from proposal 1 would also apply to proposal 2.
A committee member suggested that the wording in the indicator should be ‘prescribed’ rather than ‘receiving’. 
The committee queried the population covered under this indicator.  It was confirmed that as currently worded, the indicator would cover all those aged 5 years and over.  The committee raised concerns about including children aged 5 to 11 years in the indicator. They were not particularly concerned about off-label use. Their main concern was that for children aged 5 to 11 whose asthma is uncontrolled after initial management; MART is one of 2 treatment pathways. Therefore, an indicator encouraging the use of MART in this age group did not fully reflect the guideline. 
The committee were in support of development of this indicator, but agreed the population should be changed to those aged 12 and over to align with NICE Asthma guidance. 
ACTION: 
· NICE team to progress indicator to testing focusing only on people aged 12 years and over, with wording changed from ‘receiving’ to ‘prescribed’.
 

Item 4 - PJ-17 Antimicrobial stewardship 
CG presented to the committee the background to the proposed indicators: 
· Antibiotic resistance can be accelerated by antibiotic overuse, therefore antimicrobial stewardship (AMS) efforts are crucial to ensure optimal antibiotic prescribing and reduce avoidable antibiotic resistance.
· Policy aim: 5-year UK AMR National Action Plan to support the Government’s 20-year Vision for antimicrobial resistance to be contained and controlled by 2040. By 2029, we aim to reduce total antibiotic use in human populations by 5% from the 2019 baseline (2024 -2029 National Action Plan)  
· Clinical benefit: To safely reduce patient exposure to antibiotics and address antimicrobial resistance. 
CG advised that all indicators are proposed for use in general practice and will be explored for suitability for us in QOF.  CG made the committee aware that some confidential information has been shared in the committee paper so please refrain discussing that information in the public meeting. 
This topic has been proposed from NHS England and DHSC. 
CG advised that proposals 1 and 2 are linked so can be discussed together:
Proposal 1: Register for repeated antibiotic use 
The contractor establishes and maintains a register of patients with 10 or more prescriptions of any antibiotic in the preceding 12 months.
Proposal 2: Recurrent infection review for people with repeated antibiotic use
The percentage of patients on the register for repeated antibiotic use who received a ‘recurrent infection review’ using a structured template in the preceding 12 months.
CG outlined the numerator, denominators, and rationale behind these indicators.  
The committee were asked to consider:  
· Is a primary care register for recurrent infection and repeated antibiotic use a priority for indicator development? 
· Is a pattern of 10 prescriptions of any antibiotic in a 12-month period an acceptable definition of repeated antibiotic use?
· If used as the denominator for proposal 2, this register would be searching for a pattern of repeat prescriptions in the same time window as the infection review. For some patients this may mean there is a limited window in which the review can take place. Should the register perhaps search for a pattern of repeat prescriptions in the preceding 24 months? Or the 12 months before the time window for review in proposal 2?
The committee noted several potential issues with a register constructed from prescriptions of antibiotics: 
· Antibiotics for certain specific indications can be prescribed by health professionals other than GPs (specifically noting the Pharmacy First initiative)
· Prescribing patterns are affected by the season (increase in winter months)
· Longer prescription lengths such as 56d may mean some relevant patients would not reach 10 prescriptions in 12 months. 

A committee member noted the potential for influencing patient behaviour and expectation should be flagged in the rationales. 
A committee member suggested that people who are immunosuppressed should be excluded. 
Some committee members did not feel that an indicator would be the most appropriate method to ensure quality improvement, preferring the use of audits. 
A committee member noted that the provision of antibiotics is more prevalent in older people, and questioned whether the focus should be on a subset of the population such as those with frailty, cognitive impairment or at risk of falls. 
A committee member noted the issues with developing a ‘rolling register’: inclusion of a patient would not be fixed throughout the year, meaning some activity would not get recognised. 
The committee noted that a new SNOMED code may be required for an infection review. 
ACTION: 
· NICE team to progress proposal 1 to testing
· NICE to liaise with NHS England over the construction approaches
· NICE team to progress proposal 2 to testing.

Proposal 3: Infection diagnosis coding for patients prescribed an antibiotic 
The percentage of prescriptions for an antibiotic in the preceding 12 months with a recorded infection diagnosis.
The committee were asked to consider:  
· Is recording of infection diagnoses alongside antibiotic prescriptions a priority for indicator development? 
· Would it be appropriate for the indicator to search for recorded infection diagnoses within the 3 days following the antibiotic prescription?
The committee noted that the recording on infection diagnosis would not, in itself, lead to a reduction of prescriptions. 
The committee suggested that other quality improvement initiatives may be better placed to increase the coding of diagnoses. The committee consensus was not to progress proposal 3 to testing. 
ACTION: 
· The committee requested that proposal 3 does not progress to further testing.




Proposal 4: Provision of ‘self-care advice only’ or ‘back-up (delayed)’ prescriptions for infections 
The percentage of recorded sore throat, otitis media, sinusitis, cough or lower urinary tract infection in the preceding 12 months resulting in the provision of self-care advice only or back up delayed prescription for antibiotics.
The committee were asked to consider:  
· Is an indicator focused on provision of ‘self-care advice only’ and ‘back-up (delayed)’ prescriptions for antibiotics a priority for indicator development? 
· Is the list of infections appropriate? NICE guidelines do recommend provision of antibiotics in some patients with severe symptoms or systemically unwell.  
The committee noted that recording of delayed prescriptions may not be consistent across practice.  A SNOMED code is available but may not be used in all cases where patients are advised to use the prescription only if symptoms do not improve.  
The committee note that quality improvement initiatives may be better placed to promote the use of delayed prescriptions. 
A committee noted that it may be appropriate not to include UTI. 
The committee noted that the list of infections was appropriate but that achievement thresholds would need to be considered.

ACTION: 
· NICE team to progress proposal 4 to testing.

Proposal 5: Use of a clinical decision tool for management of sore throat 
The percentage of diagnoses of sore throat in the preceding 12 months with a recorded FeverPain or Centor score.
· Is an indicator focused on the use of a clinical decision tool for management of sore throat a priority for indicator development? 
· Is there a risk of some unintended consequences? For example, could it reduce the coding of ‘sore throat’?
The committee discussed the proposal and relevance to settings outside of general practice. The committee noted that the use of tools for some patients could increase provision of antibiotics, however acknowledged that their use is recommended by the guidance.
A committee member noted that testing should explore the inclusion of diagnoses for tonsillitis. 
The committee acknowledged the risk of potential reduction in coding of sore throat but did not consider this to be substantially different to risks associated with any indicator that uses recorded diagnoses codes.
The committee agreed that this indicator should be explored further for testing.  
ACTION: 
· NICE team to progress proposal 5 to testing.


Item 5 – Existing indicator IND209 (falls)
CF presented the current wording for the falls indicator (IND209):  
The percentage of patients (aged 65 years and over) with moderate or severe frailty who have been asked whether they have had a fall, about the total number of falls and about the type of falls, in the last 12 months, were found to be at risk and have been provided with advice and guidance with regard to falls prevention (in the last 12 months).
CF informed the committee of the background of the indicator and outlined the proposal to retire IND209: 
· NICE are updating the guideline on falls, and this emphasises provision of a comprehensive falls assessment if a person has fallen and has frailty. 
· For people living with frailty, IND209 implies that:
· an initial assessment of risk is sufficient rather than comprehensive falls assessment and management 	
· an offer of information and advice is sufficient rather than comprehensive falls management
· The committee is asked to consider retiring IND209 as it does not align with updated guidance.

The committee agreed that this indicator should be retired as there should be emphasis on comprehensive falls assessment and management. 
ACTION: 
· NICE team to retire the falls indicator (IND209)
 
Item 6 - Review of decisions 
CG confirmed details of the business, and all recorded decisions and actions discussed had been noted.

Item 7 – AOB
· Next IAC meeting 
RC confirmed that the next meeting will be held on Tuesday 03 June 2025, 10:00 – 16:30.  This will be an in-person meeting held in the new NICE Manchester office.  Please note the NICE team will be in touch about booking travel on your behalf in due course. 
RC thanked everyone for their and input into committee discussions.  
Close of meeting 
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