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National Institute for Health and Care Excellence
Quality Standards Advisory Committee meeting
Date: Thursday 24 April 2025
Cardiovascular risk assessment and lipid modification - review of stakeholder feedback
Minutes: FINAL
Quoracy: The meeting was quorate.
Attendees
Quality Standards Advisory Committee standing members:
Anica Alvarez Nishio [Chair], Peter Hoskin, Louis Savage, Nadim Fazlani, Murugesan Raja, Steve Hajioff, Ruth Studley, Devina Maru, Mariana Gaspar Fonseca, Kashif Siddiqui, Umesh Chauhan, Kultar Singh Garcha, Jane Dalton, Keith Lowe, Saran Evans, Shorai Dzirambe, Priscilla McGuire [PMcG]
Specialist committee members:
Riyaz Patel, Chris Clark, Colin Wilkinson, Satwinder Kaur, Peter E Penson, Ebunoluwa Ojo
NICE staff
Mark Minchin [MM], Nicola Greenway [NG], Charlotte Fairclough [CF], Christina Barnes [Minutes]
NICE observers
None.
Apologies: Rebecca Payne, Dominika Froehlich-Jeziorek, Esabel Chabata, Sharon Seber [SCM]

1. Welcome, introductions objectives of the meeting

[bookmark: _Hlk161054548][bookmark: _Hlk161054274]The Chair welcomed the attendees and public observers, and the quality standards advisory committee (QSAC) members introduced themselves. The Chair informed the committee of the apologies and outlined the objectives of the meeting, which was to review stakeholder feedback.

1. Confirmation of matter under discussion and declarations of interest 

The Chair confirmed that, for the purpose of managing conflicts of interest, the matter under discussion was cardiovascular risk assessment and lipid modification: specifically
· Identifying adults who are likely to be at high risk
· Diet and lifestyle advice for primary prevention
· Lipid lowering treatment for primary prevention
· Secondary prevention of cardiovascular disease
· Assessing response to lipid lowering treatment
[bookmark: _Hlk161054430]The Chair asked standing QSAC members and specialist committee members to declare any interests additional to those that were circulated, or any interests specifically related to the matters under discussion. 
No new interests were declared, Riyaz Patel highlighted his declaration around Lipoprotein (a) which the Chair and committee noted.
 
1. Minutes from the last meeting

The committee reviewed the minutes of the last QSAC meeting held on 20 March 2025 and confirmed them as an accurate record. 


1. Recap of prioritisation meeting and discussion of stakeholder feedback
CF provided a recap of the areas for quality improvement prioritised at the first QSAC meeting for potential inclusion in the cardiovascular risk assessment and lipid modification draft quality standard.
CF summarised the significant themes from the stakeholder comments received on the cardiovascular risk assessment and lipid modification draft quality standard and referred the committee to the full set of stakeholder comments provided in the papers. CF noted that statements on full formal risk assessment and side effects of high-intensity statins could not be progressed due to technical challenges in the construction and measurement.
General comments 
The committee discussed stakeholder comments about the scope of the quality standard.  Stakeholders felt the scope was limited and should include other conditions.  CF highlighted that there are other quality standards in these areas, so this is why other conditions will not be included.  

The committee discussed comments on the potential resource impact of the quality standard that stated that GP resource and staff workload could limit the implementation.  Stakeholders had made suggestions of actions to mitigate this. CF advised the committee that stakeholders suggested using QRISK3.  The committee discussed the importance of the quality standard and how it should include the best standard of care which is currently QRISK3. A committee member highlighted the importance of further engagement with NHS England around updating clinical systems.  Another committee member suggested that the QS could include QRISK2, QRISK3 and QRISK4 which is expected to publish shortly, but has not yet been assessed by NICE. 
CF advised the committee that there were several health inequalities issues raised by stakeholders for this topic, both at topic engagement and consultation, these will be discussed under each statement and will be recorded in the EHIA.
Discussion and agreement of amendments required to quality statements   
Draft statement 1: General practices have a systematic strategy to identify adults likely to be at high risk of cardiovascular disease using factors already recorded in electronic medical records and prioritise them for a full formal risk assessment. [New 2025]
CF advised that this statement was developed following the prioritisation meeting following the committee’s request to have a statement which focused on a systematic strategy.  The steer from the committee was to improve identification and bring together the placeholder statement and the statement on full formal assessment.  CF noted that one of the areas of focus suggested at the prioritisation meeting was about people without data in the clinical system, but this is technically difficult to do.  CF also highlighted that it is difficult in the IT systems to differentiate between an estimated risk score and a full risk score.  
NG fed in comments in from a SCM on the use of QRISK3 and suggested amendments to the definition of modifiable risk factors. 

The committee discussed the referencing of a measurement tool.  It was suggested that QRISK3 could be detailed in the statement and that the measures could include more detail about the different measurement tools, as some are better for younger population groups.  For implementation, it was suggested to keep QRISK3 in statements and detail QRISK2 if QRISK3 is not available. Keeping reference to the available tools increases accessibility.

The committee discussed the NHS health checks and retesting.  It was advised that there is a requirement to report the health check in the general practice systems so there should not be an issue of repeating testing or missing data.   

The committee discussed the terms ‘using a strategy’ versus ‘having a strategy’, and the importance of clarifying which term should be used, as there is currently a difference between the statement and measures.   These should be consistent.  The committee would favour ‘using a systematic strategy’ as having a strategy is a binary measure.  

A committee member noted that the population of under 40s at increased CVD risk would have assessment as part of their routine care for management of the other condition, so would not need to be included in the measures for the quality standard.  

The committee discussed the inclusion of a full formal risk assessment.   Stakeholders and committee felt that there needs to be more clarity around what a systematic strategy is.  There was discussion about whether the statement is focused on the score and not the other tests, and there was concern people may not know who is at high risk. The committee noted that the statement should not just focus on a single measure as it is important that a patient is not reduced to a number, but they are looked at in a more holistic way as a patient and the statement should not be specific to a tool.  The primary goal is to identify those patients at high risk that have not been found, and it is important that these are captured. A full formal risk assessment is a holistic assessment and not just a risk assessment score. It was suggested that the definition of estimated risk and full formal assessment should be made clearer. 

The committee agreed that as there was support for the statement from stakeholders, it should be progressed for inclusion in the final quality standard. 
ACTION
· NICE team to progress this statement ensuring that definitions are made clearer for what a full risk assessment is, and that the measures are less focused on having a score and more on having a full risk assessment. 


Draft statement 2: Adults with a 10-year risk of cardiovascular disease of 10% or more receive advice on diet and lifestyle changes within 3 months of their CVD risk assessment score being recorded. [2015, Updated 2025]
CF gave a summary of the feedback from stakeholders on this statement: although there were mixed views, there was some support for the statement.  
The committee discussed the wording of the statement and whether the term ‘receive’ should be changed for the word ‘offer’. The NICE team clarified that QS would use ‘receive’ or ‘have’ rather than ‘offer’ for measurement purposes.  
The committee discussed the timing of the lifestyle advice and stressed the importance of a personalised approach and how this advice should be tailored on an individual basis.  It was noted that some patients may be offered a statin at the same time as receiving diet lifestyle advice or possibly before.  The committee advised that diet and lifestyle advice will be given to everyone who has a full formal risk assessment.  The committee suggested including a link to the NICE patient decision-aid and more details could be added around shared decision making.  
The committee discussed the focus on adults with a 10-year risk of CVD of 10% or more. Committee members had views that this was the correct focus, but some felt a statement could be applicable to all who have a full formal risk assessment. There was a suggestion that the statement could be combined with the statement on statins. The committee agreed that the statement should remain focused on adults with a 10-year risk of CVD of 10% or more, however the statement wording needs to be made clearer and include more detail about tailoring the advice.
A committee member highlighted the benefits of having this statement as this would help improve data collection for this cohort of patients and would be an opportunity to improve the coding in the system.  
The committee agreed that as there was support for the statement from stakeholders, it should be progressed for inclusion in the final quality standard. 
ACTION
· NICE team to progress statement retaining 10% in the wording but adding more detail about tailoring, whilst recognising that this cannot be measured
· NICE team to keep statement 2 and 3 as separate statements. 


Draft statement 3: Adults with a 10-year risk of cardiovascular disease of 10% or more are prescribed atorvastatin or other lipid-lowering treatment if this is contraindicated, not tolerated or not effective. [2015, updated 2025]
CF gave a summary of the feedback from stakeholders on this statement and noted there was support for this statement.   
The committee again highlighted the importance of shared decision making and discussed whether a timeframe needed to be applied to this statement.  It was agreed that not specifying a timeframe would allow more for flexibility for patients and allow for whether they want to try lifestyle advice first.  The committee discussed the alternatives to a pharmaceutical approach and reiterated the importance of shared decision making when prescribing high intensity statins.  It noted that linking to a decision-aid would be beneficial.  A committee member highlighted the adverse effects associated with statins in women and some ethnic groups. There was discussion around these and other groups.  It was suggested that these populations need to be identified and discussion of the health equality issues could be detailed further in the EIHA. It was suggested that a flowchart could be used for the prescribing of statins and those who have an intolerance to them.  
It was suggested that a link could be added to the definition or rationale to NHS England lipid optimisation pathway.  It was agreed that further clarity is needed in the wording of this statement to offer more room for flexibility and make it more patient centred. 
The committee agreed that as there was support for the statement from stakeholders, it should be progressed for inclusion in the final quality standard. 
ACTION
· NICE team to progress statement
· NICE team to detail health equality issues in the EIHA


Draft statement 4: Adults with cardiovascular disease have a low-density lipoprotein (LDL) cholesterol level of 2.0 mmol per litre or less, or a non-high-density lipoprotein (non-HDL) cholesterol level of 2.6 mmol per litre or less. [New 2025] 
CF highlighted to the committee that the style of the wording of this statement is different to that of other quality statements. It focuses on an intermediate outcome for the patient and is based on a strong NICE recommendation. It is also aligned to indicators in the Quality and Outcomes Framework (QoF) and CVDPREVENT.  
The committee discussed the wording of the statement and suggested to avoid misinterpretation the addition of the phrase ‘should have’, will make it easier to read. 
The committee discussed the harmony of this statement with other guidance and a specialist member advised that international guidance was more aggressive in a specialist setting.  The NICE target is based on cost effectiveness and clinical effectiveness.  There is no risk of confusion for users now that the QoF and CVDPREVENT are aligned. 
The committee agreed that this is a good statement and helpful for GPs. 
This statement should be progressed subject to some minor tweaks for easier reading for inclusion in the final quality standard. 
ACTION 
· NICE team to progress statement with make some minor tweaks to the wording to make for easier reading. 


Draft statement 5: Adults starting or changing lipid-lowering treatment have a full lipid profile and their liver transaminases measured at 2 to 3 months. [2015, updated 2025]
CF gave a summary of the feedback from stakeholders on this statement and noted there was support for this statement.   
The committee discussed the statement. They stressed the importance of having the baseline measured whilst also noting that this should be standard practice.  It was suggested that a baseline measurement could be added to or referenced elsewhere in the statement.  
A committee member advised that the data collection in this area is poor so this statement should help develop more robust data.  
The committee discussed whether the statement should include measurement of liver function tests (LFTs) when starting or changing non-statin medicines. The committee noted that most adults would be need LFTs so the statement would capture the vast majority of cases.   
The committee discussed the rationale for retesting and advised that a LFT is needed to know whether it is safe to increase the dose of statins and help inform decisions on next steps.   This needs to be made clear in the rationale as to why retesting needs to be redone. 
The committee agreed that the statement should be progressed for inclusion in the final quality standard. 
CF proposed to the committee that statement 5 be moved to statement 4 to align with the patient pathway.  The committee had a brief discussion and agreed with this proposal. 

ACTION
· NICE team to progress statement
· NICE team to check the rationale is clear why the statement is being retested. 
· NICE team to reorder statements 4 and 5 to align with the patient pathway. 
 

1. Additional quality improvement areas suggested by stakeholders at consultation

The following areas were not progressed for inclusion in the final quality standard as the committee agreed that they were not a priority in relation to the five quality improvement areas already included:

· Triglycerides – not previously discussed.
· Additional risk factors – Lp(a) and Coronary calcium was mentioned.  Discussed and not prioritised in first QSAC meeting.
· Exclusion of secondary causes – Discussed and not prioritised in first QSAC meeting.
· Annual monitoring - Discussed and not prioritised in first QSAC meeting.

The committee discussed the added value of implementing a quality statement relating to triglycerides.  It was noted that elevated triglycerides may be related to some dimensions of health inequalities specifically in the South Asian community. If this is not included within QS there is a potential to increase health inequalities in this cohort of people. 
The NICE team highlighted that there were limited recommendations within the NICE guideline on which to base a statement. It was agreed for the NICE team explore how triglycerides could be referenced in the existing quality statements and detail the health inequalities issue for the south Asian population in the EHIA. 
ACTION
· NICE team to explore how triglycerides could be referenced within the existing quality statements. 
· NICE team to detail health inequalities relating to triglycerides specifically in the south Asian population in the EIHA.


1. Resource impact
The committee considered the resource impact of the quality standard throughout discussions. 
1. Equality and Diversity
The committee noted the potential equality and diversity considerations throughout the discussions of the meeting.  NG confirmed that all health inequalities considerations will be recorded in the final EIHA which will be published alongside the final QS. 
PMcG advised the committee that a research report has recently been published by the Kings Fund which includes a section about women’s health and could help inform the equality and diversity considerations for the quality standard.  CF asked PMcG to forward her the report for review.  
ACTION
· PMcG to send Kings Fund research report to CF for review  
1. Any other business

· Next steps
· NICE team to circulate the revised QS to the committee on Monday 12 May 2025 
· Committee members submit feedback by the end of day Monday 19 May 2025
· Final QS publication: Wednesday 23 July 2025
· Next QSAC meeting 
Thursday 22 May 2025 – Overweight and Obesity Management
The Chair thanked the committee members for their contribution to the discussions. 
Close of meeting
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