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NICE responses to consultation comments
	ID
	Stakeholder
	Section
	Comments
	NICE response

	General
	

	1
	Association of Paediatric Emergency Medicine (APEM)
	General
	Respiratory infections form a large proportion of paediatric urgent and emergency workload, yet only 2 of 5 statements refer to infants, children and young people. We would ask the committee to consider other aspects of managing this group e.g. nPEWS (national paediatric early warning score), use of imaging, careful review of evidence in children around dosing and course length of antibiotics, differentiating between viral and bacterial pneumonias. 
	Thank you for your comment. Quality statements must be based on guideline recommendations. As there are no specific recommendations in some of these areas, the Quality Standards Advisory Committee (QSAC) was unable to include them in the quality standard. These comments have been sent to our surveillance team who regularly review feedback on guidelines. 
There is a quality statement on the duration of antibiotics which includes babies, children and young people. 

	2
	Association of Respiratory Nurses (ARNS)
	General
	Typo
Page 13 please review: ‘hospitalacquired’. Needs a space between words
	This has been noted, thank you for your comment.

	3
	British Paediatric Respiratory Society
	General
	[bookmark: _Hlk200357577]The guideline and QS covers both adults and paediatrics which is not always helpful. There is always a risk that some colleagues, especially in primary care might not reliably distinguish between viral bronchiolitis, cough due to upper respiratory infections (in infants ) and a standard bacterial pneumonia. This guideline and quality standard should therefore be co-marketed with existing documentation and guidelines on bronchiolitis /cough  to avoid such confusion- or there should be an easy flow chart for primary care to access the relevant respiratory guideline for paediatrics after answering  a few simple initial questions  which can then redirect to  cough, asthma, pneumonia, bronchiolitis etc. This also makes measuring quality and outcomes very difficult as clinical coding does not always reliably distinguish between these conditions in hospital data
	Thank you for your comments. This was discussed with the QSAC who noted the concern raised. Your suggestions have been shared with the NICE implementation team. 
The committee noted the difficulties of measurement when coding is inaccurate or when alternative final diagnoses are made. The suggested measures for statement 2 focus retrospectively on those with confirmed diagnosis but the committee acknowledged that this would miss any patients not coded correctly or in whom an alternative diagnosis was made. 

	4
	College of Paramedics
	General
	No additional comments.
	Noted. 

	5
	MENCAP
	Question 4
	Further information
Mencap were involved in the development of the NHSE aspiration pneumonia learning disability rightcare pathway, available at: https://www.england.nhs.uk/long-read/rightcare-learning-disability-and-aspiration-pneumonia-scenario/ 
Whilst focused particularly on aspiration pneumonia we feel this is helpful as it sets out some key recommendations including barriers to diagnosis, the rationale and need for reasonable adjustments, some of the limitations of CRB65 and need for use of soft sign deterioration monitoring (SBARD and NEWS2) and listening to family and carers who know a person well. 
We would also recommend engaging with the clinical team at the NHSE learning disability and autism team, who may be able to help with some specific recommendations you may wish to make for people with a learning disability, which may also benefit other groups with complex health and support needs. 
Mencap would be pleased to assist and support NICE in any way possible. 
	Thank you for providing this information. 
Following your comments, we have made additions to the equality and diversity considerations for quality statement 1 on mortality risk assessment, and the equality and health inequalities analysis to highlight some of the difficulties people with learning disabilities may experience when presenting with pneumonia.



	6
	NHS England
	General
	Relevant professional bodies are included in the stakeholder list for Allied Health Professions including – Society of Radiographers, Royal College of Speech and Language Therapy, Chartered Society of Physiotherapy which gives assurance.
	This has been noted, thank you for your comment.

	7
	Royal College of Paediatrics and Child Health
	General
	As a paediatric organisation, this document falls short of being useful for management of children with pneumonia. Only 2 out of 5 quality standards have children in its scope in the current state (3 and 5), although pneumonia is a condition with high incidence in children and young people. We do appreciate that enough high-quality evidence may not be available in paediatrics, but this should be reflected in the individual statements so that this can promote future research (e.g. explicitly state that  
“Adults diagnosed with community-acquired pneumonia have a mortality risk assessment using CRB65 in primary care or CURB65 in hospital.  [2016, updated 2025]
No equivalent standard could be recommended for children and young people, and further research is strongly recommended”. )
	Thank you for your comment. Quality statements must be based on guideline recommendations. As there are no NICE guideline or alternative high-quality guidance recommendations relating to children for some aspects of pneumonia diagnosis and management we have been unable to include them in some quality statements. However, the NICE guidance has made a recommendation for research on prediction tools for under 18s in primary care.

	8
	Royal College of Paediatrics and Child Health
	General
	As discussed above, it falls short of recommending key areas of research. 
(e.g. for statement 1:We are aware that the draft guideline (https://www.nice.org.uk/guidance/gid-ng10357/documents/450) does make recommendations for research on prediction tools in paediatric pneumonia, but we recommend this is mentioned briefly in the quality standard (as above).)
	Thank you for your comment, please see the response above.

	Question 1
	

	9
	Association of Paediatric Emergency Medicine (APEM)
	Question 1
	As above, respiratory infections form a large proportion of paediatric urgent and emergency workload, yet only 2 of 5 statements refer to infants, children and young people. We would ask the committee to consider other aspects of managing this group e.g. nPEWS (national paediatric early warning score), use of imaging, careful review of evidence in children around dosing and course length of antibiotics, differentiating between viral and bacterial pneumonias.
	Thank you for your comment. Quality statements must be based on guideline recommendations. As there are no specific recommendations in some of these areas, the Quality Standards Advisory Committee (QSAC) was unable to include them in the quality standard. These comments have been sent to our surveillance team who regularly review feedback on guidelines. 
There is a quality statement on the duration of antibiotics which includes babies, children and young people.

	10
	College of Paramedics
	Question 1
	We believe this quality statement accurately reflects the key areas for quality improvement.
	Thank you for your comment.

	11
	Faculty of Intensive Care Medicine
	Question 1
	Overall, we believe so. 

	Thank you for your comment.

	12
	Faculty of Pharmaceutical Medicine
	Question 1
	No. Please see our responses to statement 2
	Thank you for your comment.

	13
	NHS England
	Question 1
	[bookmark: _Hlk200350343]The draft document appears to have components that add benefits to the care of patients with pneumonia. Although do wonder why very simple/SMART measures and markers have not been included [albeit probably already being done], for example, knowing the links between smoking and pneumonia – would a quality improvement be: All smokers have their smoking status recorded at time of presentation and are referred/signposted to smoking cessation services [appreciative there may be cross over with other guidance].
	Thank you for your comment.
The SMART measures suggested are, as you have noted, addressed in other quality standards such as QS207 tobacco: treating dependence.

	14
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Question 1
	Yes, this is a suitable range of QI areas for this topic
	Thank you for your comment. 

	15
	UKHSA
	Question 1
	Yes 
	Thank you for your comment.

	Question 2
	

	16
	Association of Paediatric Emergency Medicine (APEM)
	Question 2
	[bookmark: _Hlk200017030]Yes, it is likely that data relating to the standards can be collected, however many children are misdiagnosed as having pneumonia when they have viral illness which is likely to heavily confound data collected. 
	Thank you for your comment. This was noted by the QSAC.

	17
	British Paediatric Respiratory Society
	Question 2
	Yes, data can be collected locally. If British Thoracic Society ( BTS) restarts its paediatric pneumonia audit, this can be a data source also
	Thank you for your comment. This was noted by the QSAC.

	18
	College of Paramedics
	Question 2
	[bookmark: _Hlk200357754]We concur with the proposal of using local data such as primary and secondary care records to collect this data.
	Thank you for your comment. This was noted by the QSAC.

	19
	College of Paramedics
	Question 2
	We believe this data would be achievable to be collected locally providing cases of pneumonia have been coded correctly.
	Thank you for your comment. This was noted by the QSAC.

	20
	Faculty of Intensive Care Medicine
	Question 2
	Largely it can, although it will be trickier for trusts that haven’t yet fully moved to an electronic health record. 
	Thank you for your comment. This was noted by the QSAC.

	21
	NHS England
	Question 2
	Local collection of information should be possible. Noting some parts may be easier to record/retrieve [for example, CRB65 can be recorded on Ardens] and prescribing data [antibiotics/steroids on prescribing systems]. Other components may be more difficult to assess and require greater effort for retrieval such as timing of antibiotics within 4 hours as this will require cross reference checks [timings and outcomes etc]. Advice [essentially safety netting component] re pneumonia in quality statement 5 may be harder to retrieve as the advice may be variable and the read coding different amongst clinicians. 
	Thank you for your comment. This was noted by the QSAC.

	22
	Primary Care Respiratory Society (PCRS) 

	Question 2
	We are happy with these quality standards and have not further comments on them specifically. However, given that many Acute Trusts do not have any form of EPR, or a limited one not aligned to ED, the CURB and USS standards are going to difficult to assess/measure. Most Primary Care clinicians have access to an EPR so data collection should be straightforward, however very few patients are READ/SNOMED coded as pneumonia, and even fewer end up having CRB65 score done. 
	Thank you for your comment. The potential complications of data collection where EPR are not available was noted by the QSAC. 

	23
	Royal College of Paediatrics and Child Health
	Question 2
	Clarity is provided about how each measure is collected locally. 

	Thank you for your comment. Each local area can collect data in the most suitable way for their needs. Suggestions are included in the quality standard as examples. 

	24
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Question 2
	See below – we are concerned about data being accessible for statement 3 and 5
	Thank you for your comment. The concerns raised are addressed under the individual quality statements below. 

	25
	UKHSA
	Question 2
	Yes in the main. 
	Thank you for your comment.

	Question 3
	

	26
	British Paediatric Respiratory Society
	Question 3
	The targets, as mentioned for children should be achievable. Giving parents/carers appropriate discharge information is likely to lead to downstream cost savings 
	Thank you for your comment which was noted by the QSAC. 

	27
	NHS England
	Question 3
	[bookmark: _Hlk200021291]It’s important to be mindful of the time and resource pressures clinicians face in the real world. Also, the complexity and high numbers of tasks required in any consultation. Any clinical application of guidance must recognise this and be formulated as a supportive tool to those enacting them.
	Thank you for your comment which was noted by the QSAC. 

	28
	UKHSA
	Question 3
	Yes
	Thank you for your comment.

	Question 4
	

	29
	Association of Paediatric Emergency Medicine (APEM)
	Question 4
	No comments
	Noted.

	30
	Association of Respiratory Nurses (ARNS)
	Question 4
	[bookmark: _Hlk200021670]It is important to emphasise the impact of temporary accommodation and homelessness in children, as this results often in lack of access/limited access to healthcare and poor living conditions. While homelessness was mentioned, I think we should explicitly mention that problem in the population of children. 
Also, it appears that the PPIE groups concern only adults – are there plans to consult parents and carers of children (e.g. via RCPCH?) 
	Thank you for your comment. The QSAC discussed your concerns about the impact of temporary accommodation and homelessness in children and this has been included in the equality and health inequality document for this quality standard. 
Asthma & Lung UK, whose work includes both adults and children, are a stakeholder for this quality standard. In addition, the QSAC includes a specialist committee lay member who has lived experience of being a parent of a child with pneumonia. 

	31
	College of Paramedics
	Question 4
	We support the equality and health inequalities assessment (EHIA) and the equality and diversity considerations as documented in each quality statement.
	Thank you for your comment.

	32
	MENCAP
	Question 4 
	People with a learning disability are disproportionately impacted by pneumonia and more likely to experience issues accessing care and treatment.
National research into the avoidable deaths of people with a learning disability has demonstrated people with a learning disability are more likely to die of pneumonia. The Learning from Lives and Deaths Review (LeDeR) found that pneumonia was identified as a cause of death in 41% of deaths reviewed between 2016 and 2018. Whilst there appears to be some improvement over time, the most recent LeDeR report focusing on deaths in 2022 showed that diseases of the respiratory system were the 2nd most common leading cause of death by ICD 10 chapter, with COVID as 7th most common. Combined they would be the most common leading cause of death.  
To break this down further, 35.4% of respiratory causes of death were due to pneumonia, 8.4% to aspiration pneumonia and 7.2% due to other acute respiratory infections. 28.3% of respiratory deaths were recorded as due to covid.
Delays to care and treatment, including bias in decision making, difficulties spotting signs of deterioration and failure to make reasonable adjustments have all been identified as key contributors to the avoidable deaths of people with a learning disability. The most recent LeDeR review found people with a learning disability twice as likely die avoidably compared to the general population. 
	Thank you for highlighting these issues. Following your comments, additions have been made to the equality and diversity considerations in the quality standard and in the equality and health inequalities analysis highlighting these issues. 

	33
	MENCAP
	Question 4
	Current NICE products related to pneumonia do not seem to adequately meet the needs of people with a learning disability. 
I have reviewed several products, both in development and published.
· Pneumonia: diagnosis and management (update) NG10357:  I understand this is under development, and we apologise as I missed the deadline to respond to the consultation regarding the development of this guideline. Due to my concerns I hope there may still be some opportunity to input.  
· Suspected acute respiratory infection in over 16s: assessment at first presentation and initial management NG237: I reviewed this guideline as it is closely linked to the new guideline and quality standard. 
· Pneumonia: diagnosis and management QS10190: Please regard this document as Mencap’s response to the current quality standard consultation. 
I would like to invite NICE to work with Mencap and any other relevant key stakeholders to ensure that these products address the key issues for people with a learning disability. 
	Thank you for your comment. Your concerns regarding the quality standard were considered by the QSAC and actions are in comment 47 below. 

	34
	NHS England
	Question 4
	Protected characteristics have been considered in a systematic way.
Socio-economic issues and links with smoking considered.
Geographical variation considered.
Inclusion/vulnerable groups considered.
	Thank you for your comment.

	35
	Royal College of Paediatrics and Child Health
	Question 4
	[bookmark: _Hlk200021828]The lack of paediatric guidance for statements 1, 2 and 4 does constitute an inequality. 
“To address health and care inequalities efficiently and fairly, the stage of a patient’s life must be included in priority setting.” (Lignou and Wolfe. Healthcare prioritisation and inequitable inequalities: why a child health perspective should be incorporated into the current NHS guidance. Archives of Disease in Childhood. https://doi.org/10.1136/archdischild-2023-325634 ). Please also see answer under ‘General’ above.
	Thank you for your comment. This has been noted and added to the equality and health inequalities document for this topic.

	36
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Question 4
	We have no concerns
	Thank you for your comment. 

	Question 6
	

	37
	Faculty of Pharmaceutical Medicine
	Question 6
	Additional comments
Consideration should be given to how this fits with UKHSA's surveillance (SARI).
	Thank you for your comment which has been sent to our implementation team to review. 

	38
	NHS England
	Question 6
	Challenges include real world pressures of time and resources that clinicians face. Other challenges are the complexities of information/presentation and multiple tasks that clinicians must deal with in a clinical interaction [guidance must be kept simple and manageable – recognising this is only a small component of a holistic consultation]. Interestingly, perception towards guidance is variable – for example, when discussing with colleagues, someone raised that it can sometimes be seen a tool used against clinicians when things go wrong.  
	Thank you for your comment which has been sent to our implementation team to review.

	39
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Question 6
	In addition to ongoing clinical pressures impacting time available to undertake Quality Improvement - The lack of a signpostable resource to support clinicians for statements 4 (what dose to use) and 5 (patient information) will hamper this.  
	Thank you for your comment which has been sent to our implementation team to review.

	Statement 1
	

	40
	Association of Paediatric Emergency Medicine (APEM)
	Statement 1
	Does not relate to children. Could nPEWS be included here?
	Thank you for your comment. The guideline committee has made research recommendations on prediction tools for under 18s in primary care and assessment tools for hospital-acquired pneumonia.

	41
	Association of Respiratory Nurses (ARNS)
	Statement 1
	[bookmark: _Hlk200022526]NICE guidance page 6 and page 11: Community acquired pneumonia is pneumonia that is acquired outside of hospital or within 48hrs of admission. Is 48hrs enough time to differentiate between community and hospital acquired. It is likely that at 72 hrs this will be community acquired and possibly longer.
	Thank you for your comment. This was discussed by the QSAC who noted that this is the timescale in the NICE guideline on pneumonia. 

	42
	Association of Respiratory Nurses (ARNS)
	Statement 1
	[bookmark: _Hlk200359431]Continuous education required for Primary care on correctly coding pneumonia on the GP clinical system, as well as including the CRB65 score on assessment. Primary care often complete remote assessments (e.g. telephone) post COVID, so it is important to ensure that it is made clear in the guideline that patients should always receive a face-to-face assessment if pneumonia is suspected in Primary care. National/local incentive schemes and educational events including webinars on key dates such as “World Pneumonia Day” can be used.
	Thank you for your comments. 
The QSAC discussed the importance of face to face appointments in primary care when pneumonia is suspected and this has been added to the supporting information for this quality statement. 

	43
	Association of Respiratory Nurses (ARNS)
	Statement 1
	[bookmark: _Hlk200022553]CRB65 score is available on GP clinical systems in Primary care (EMIS Web & SystmOne), however a problem READ code of “pneumonia / community acquired pneumonia / hospital acquired pneumonia” is not always accurately recorded in Primary care so the number of cases recorded may be underestimated.
Correct coding remains a challenge in Primary Care. Suspected pneumonia might be coded as LRTI instead and often clinicians don’t use the CRB65 score despite it being best practice 
	Thank you for your comment. The QSAC discussed and noted these issues. 

	44
	British Paediatric Respiratory Society
	Statement 1
	This is not applicable to children, hence BPRS does not have any comments
	Thank you for your comment. 

	45
	College of Paramedics
	Statement 1
	We concur with the quality statement.  Our only addition would be to include Paramedics in the Healthcare Professionals brackets as Paramedics will interact with a wide range of patients who they diagnose with potential pneumonia and initiate initial treatment.  
	Thank you for your comment. This has now been included, following discussions with the QSAC. 

	46
	Faculty of Pharmaceutical Medicine
	Statement 1
	Yes.
[bookmark: _Hlk200022593]Consideration should be given to collecting source data (i.e. the inputs for the CURB65 score) in a smaller but representative subset of the population. This would be useful to protect the prognostic algorithm against calibration drift. 
Ref: Is your clinical prediction model past its sell by date? | Emergency Medicine Journal.
	Thank you for your comment. The measures suggested in the quality standard are examples of how data can be collected locally. Local areas can certainly collect data for population subsets where this is helpful.

	47
	MENCAP
	Question 4
	There are 3 main issues I would like to see addressed and these are related to diagnosis and assessment, reasonable adjustments and access to care, and aspiration pneumonia.
1. Diagnosis and assessment
The guidance leans heavily on the use of CRB65, however, there are known to be difficulties with how accurately this tool works for people with a learning disability. 
Age: The CRB65 uses 65+ as an indicator for higher risk. However, people with a learning disability are known to experience many of the health conditions and issues associated with aging at a much younger age including certain types of cancer, diabetes, obesity, circulatory and respiratory conditions and osteoporosis. Furthermore, people with a learning disability of all ages are more likely to have multi-morbidity. On average, men with a learning disability die 19 years younger, and women 23 years younger. Only 4 in 10 people with a learning disability live to see their 65th birthday (LeDeR 2023).
Confusion: I noted some inconsistency between products about advice on CRB65 and assessing confusion in people with a learning disability. The QS10190 consultation equality assessment mentions the need to consider how to assess confusion for certain patient groups. NG237 mentions that relevant confusion should be new or increased. The draft guideline NG10357 has no mention of this.  
Respiratory rate and blood pressure: Many people with a learning disability can present with physical differences affecting basic observations. It would be helpful for the guidance to refer to the importance of assessing for changes against baseline observations, and also the importance of monitoring the soft signs of deterioration with support from family and paid carers where possible. This can include the use of assessment and communication tools such as RESTORE2 and SBARD. 
Whilst the importance of consideration of the wider context of comorbidity and other factors is mentioned several times across the three products, I am not sure that the guidance goes far enough to explain that the tool may not accurately assess issues in people with a learning disability (and perhaps other groups). 
Using clinical judgement is also sometimes mentioned in relation to acting upon CRB65 scores however we are concerned that this could be interpreted very differently by different clinicians. It is unfortunately well documented that people with a learning disability are sometimes offered less treatment than other groups. It is therefore likely that some clinician’s use of clinical judgement may lead them to the conclusion to not offer treatment, or to offer less treatment. Whilst others may correctly interpret this as to recognise a person at greater risk, who may need to access more intense treatment, more quickly. I do appreciate that in NG237 it states that ‘The threshold for treatment or referral for further assessment may be lower for people who are more likely to have a poor outcome, for example, people with comorbidities or multimorbidity and people who are frail.’ And would recommend this message is made more visible across the group of products. 
2. Reasonable adjustments and access to treatment
I would be greatly reassured to see more attention to reasonable adjustments and ensuring access to treatment across these products. I do note, and welcome, the specific consideration of communication needs in NG237. 
Delays to care and treatment are documented as a key cause of the avoidable deaths of people with a learning disability, and this can often stem from delays or failure to make reasonable adjustments. In particular, this can prevent people from accessing diagnostic tests, such as x-rays or blood tests, and treatments, in particular in our case work at Mencap we have noted many reports of difficulties with oxygen masks. The most recent LeDeR report found there were reasonable adjustments not made in 25% of deaths, sadly from our experience, we consider this may well be a conservative estimate. 
In particular, Mencap would like to see guidance recommend a) reasonable adjustments are considered and made to ensure access to tests and treatment and that b) advice is sought from learning disability nurses and other relevant professionals where there is a concern that a person may struggle to tolerate a treatment. 
There is some further information available about the specific areas where reasonable adjustments may need to be considered in the NHSE Rightcare aspiration pneumonia pathway (see link below). 
I would also like to note that Mencap would welcome a separate NICE guideline about adjusting care to meet the needs of people with a learning disability more generally. 
3. Consideration of aspiration pneumonia
I noted that aspiration pneumonia is not specifically addressed in any products. I believe it would be beneficial to include some specific advice about diagnosing and managing this, including the importance of recognising when someone may have aspirated, and making appropriate referrals to speech and language therapy.  
	Thank you for your comments. The QSAC considered the issues raised under points 1 and 2 and they have been included in the equality and diversity considerations for quality statement 1 in the quality standard, and in the equality and health inequalities analysis. 

Aspiration pneumonia was outside the scope of the NICE guideline and therefore there were no recommendations that could be used in the NICE quality standard to support a quality statement in this area. 

The NICE guideline team received comments similar to those which you have raised during guideline consultation. They have explained that the guideline committee noted that people with learning disabilities are more susceptible to respiratory illnesses like pneumonia and have poorer outcomes if admitted to hospital with pneumonia. The committee reflected on this and agreed that population specific recommendations were not required because all recommendations are made on the basis that reasonable adjustments would be made, information is always made accessible, and clinician judgement would always be used to make decisions about the most appropriate care for each individual.

The guideline team received a comment about the tolerance of ultrasound and requirement for reasonable adjustments for people with a learning disability or people who are autistic compared to chest Xray. They confirmed that the guideline committee discussed the tolerance of lung ultrasound and CXR, noting that the CXR process includes the need for carers/support persons to leave while the x-ray is being taken, and the need to transfer patients from the ward to the radiology department for the chest x-ray whereas LUS can be done at the bedside. They discussed that the option of a LUS may be more acceptable for some, and that for all procedures, reasonable adjustments are made as standard. 

The guideline committee noted that making reasonable adjustments as required by the Equality Act is a statutory requirement and so this requirement would not be repeated in each individual NICE guideline. The committee emphasised that all staff would work to make any test or intervention accessible.

	48
	NHS England
	Statement 1
	[bookmark: _Hlk200024748]The statement looks SMART [assuming correct diagnosis is read coded to begin with]. Easy to read code and therefore, data can be collected efficiently/effectively. Note CRB65 can be recorded in primary care [although knowledge/compliance currently will be low]. CURB65 can only be recorded in secondary care due to the Urea component.
	Thank you for your comment. 

	49
	NHS England
	Statement 1
	[bookmark: _Hlk200024807]Quality statement 1 - In primary care I'm not sure all clinicians are sighted on using CRB65 as a standard [obviously CURB65 can only be used in secondary care due to the requirement of a Urea]. 
	Thank you for your comment. 

	50
	Royal College of Paediatrics and Child Health
	Statement 1
	[bookmark: _Hlk200024869]Not relevant to paediatrics currently, comments as above (general statement and q1)
	Thank you for your comment. 

	51
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Statement 1
	[bookmark: _Hlk200024958]We agree that this is a sensible approach for this area, however it is important that the use of the CURB65 does not adversely affect sepsis management (where it is sepsis of respiratory source) through over-adherence to this measure.
	Thank you for your comment. The quality standard advisory committee noted this. It has been highlighted under statement 2, on the timing of antibiotic provision, that treatment for suspected sepsis should not be delayed. 

	52
	UKHSA
	Statement 1
	[bookmark: _Hlk200024982]It may be challenging to collect data on C(U)RB65 from medical records as this data is not routinely coded, and will require a free text search or review of medical notes.
	Thank you for your comment. This was noted by the QSAC. 

	53
	UKHSA
	Statement 1
	It may be challenging to collect data on C(U)RB65 from medical records as I this data is not routinely coded as far as I am aware, and will require a free text search or review of medical notes.
	Thank you for your comment. This was noted by the QSAC.

	54
	UKHSA
	Statement 1
	[bookmark: _Hlk200025030]Would add also consideration of language barriers to assessments of confusion
	Thank you for your comment. This was considered by the QSAC and has been added to the equality and diversity considerations for this quality statement, and to the equality and health inequalities document. 

	Statement 2
	

	55
	Association of Paediatric Emergency Medicine (APEM)
	Statement 2
	[bookmark: _Hlk200025119]Does not relate to children. Could imaging strategies in children be included here? We wonder if inclusion of ultrasound or POCUS might reduce unnecessary x-rays / antibiotics in viral illness?
	Thank you for your comment. The QSAC considered this and noted that chest x-ray is not routine practice for children where pneumonia is suspected. 

The use of lung ultrasound was discussed by the committee in relation to adults and it was agreed that it is a helpful adjunct but should not replace chest X-ray in the diagnosis of community-acquired pneumonia in adults. 

	56
	British Paediatric Respiratory Society
	Statement 2
	This is not applicable to children, hence BPRS does not have any comments
	Thank you for your comment. 

	57
	Faculty of Intensive Care Medicine
	Statement 2
	[bookmark: _Hlk200025160]This guidance appears somewhat divorced from NICE sepsis guidance and the Academy sepsis guidelines. 
The 4hr standard for ABx after presentation with CAP appears an arbitrary and importantly non evidence based standard. This standard should align with international sepsis guidelines, with ABx administered within 1 hour of diagnosis.
	Thank you for your comment. The quality standard advisory committee discussed this and an addition has been made to the supporting information for this quality statement that treatment for sepsis should not be delayed if pneumonia is suspected. 

	58
	Faculty of Intensive Care Medicine
	Statement 2
	[bookmark: _Hlk200025227]Yes but this may put a strain on radiology services to provide CXR within the 4 hour time frame, especially factoring in the time taken from presentation to assessment by the ED or SDEC team. 
	Thank you for your comment the QSAC considered this and noted that the underpinning guideline recommendation on this has been in place since 2014, meaning that this is not new guidance. It is appreciated that this may be challenging to achieve however it is important that chest X-ray is used to diagnose community-acquired or hospital-acquired pneumonia within 4 hours for those people presenting to hospital so that they can receive antibiotics within 4 hours of presentation. They stated that evidence shows that treatment within this timescale leads to improved outcomes. 

	59
	Faculty of Intensive Care Medicine
	Statement 2
	For quality statement 2 should it be emphasised to start antibiotics before CXR confirmation if there is high index of suspicion. The current wording may lead to delayed administration of antibiotics while health care providers wait for CXRs and subsequent reports. 
	Thank you for your comment. This was discussed by the QSAC who felt that antibiotics should be given within 4 hours, but following diagnosis using a chest X-ray.

	60
	Faculty of Pharmaceutical Medicine
	Statement 2
	No.
[bookmark: _Hlk200025654]A key limitation in current practice is the lack of consistent identification of the causative organism and the lack of differential diagnosis of viral pneumonia or other infections, which impairs targeted treatment and contributes to antimicrobial resistance (AMR). 
[bookmark: _Hlk200025621]We suggest a structured diagnostic approach to address this gap by distinguishing between bacterial, viral, mixed, and other infectious causes of pneumonia. In addition to CXR, this should include: 
· Careful evaluation of clinical history, symptoms, and signs 
· Use of rapid diagnostics (e.g. for influenza, RSV, SARS-CoV-2) 
· PCR-based testing for common respiratory pathogens, especially in cases with atypical features 
· Sputum and blood cultures, obtained prior to antibiotic administration when feasible 
A risk-tiered strategy is also recommended: 
· In patients at high risk of AMR (e.g. frequent prior antibiotic use, recent hospitalisation, long-term care residents), microbiological identification is strongly advised to guide therapy and reduce unnecessary broad-spectrum antibiotic use. 
· In patients at high risk of zoonotic infections (e.g. those with occupational animal exposure), targeted testing for zoonotic pathogens (such as avian influenza) should be considered. 
Please consider whether CAP and HAP should be combined, it may be better to split them, for the following reasons: 
· CAP and HAP studies show particularly HAP patients can be very sick on presentation. They are unlikely to have viral pneumonia. HAP patients following early discharge from CVS surgery and re-presenting may have lobar pneumonia (CX easily diagnosed) which is highly unlikely to be viral.  They should get antibiotics as soon as possible, but allowed step down or change if results are delayed or sputum samples not possible. 
· CAP is different and the diagnosis should be a combination of severity, age and ability. Elderly bacterial CAP patients have a significant mortality (>1% and increasing with age) and, may have both viral and bacterial pathogens.
Overall, every effort should be made to identify an organism. Enhanced organism identification supports: 
· More precise and effective treatment 
· Improved surveillance for emerging threats 
· Better stewardship of antimicrobial use 
However, getting tests should not delay getting prompt appropriate antibiotics - there are many studies to show an increase in mortality with delay (but most not in the first 4 hours). See sepsis report, which FPM contributed to, published by the Academy of Medical Royal Colleges). (ref: https://www.aomrc.org.uk/wp-content/uploads/2022/10/Statement_on_the_initial_antimicrobial_treatment_of_sepsis_V2_1022.pdf)
	Thank you for your comment.
At the first committee meeting, the QSAC considered types of diagnostic testing and prioritised chest x-ray within 4 hours (part of quality statement 2).
It is acknowledged that these areas are also important, however, the quality standard is not intended to cover every step in the care pathway for people with pneumonia, but to highlight key areas for quality improvement. 


	61
	NHS England
	Statement 2
	[bookmark: _Hlk200025821]This statement may be difficult to achieve given time/resource pressures in ED. To measure/collect data will need cross reference checks.
	Thank you for your comments which were discussed by the QSAC. The current pressures in emergency departments were noted, however the committee also noted the importance of prompt diagnosis and antibiotic treatment and the positive impact this has on patient outcomes. It was also noted that the recommendations this quality statement is supported by has been in place for a number of years and that some audits / reviews suggest that the 4 hour timescales are achieved in a number of organisations across the country. 

	62
	NHS England
	Statement 2
	[bookmark: _Hlk200025885]Quality statement 2 - Noting the reported pressures in ED with associated delayed waiting times it may be that this is not achievable.
	Thank you for your comment, please see the response above. 

	63
	Royal College of Paediatrics and Child Health
	Statement 2
	[bookmark: _Hlk200025918]This is an important statement, that is applicable to children as well. 
We feel that the statement should be expanded in scope to include children. 
Indeed, item 1.5.1 (p 13) in the draft guideline (https://www.nice.org.uk/guidance/gid-ng10357/documents/450) states that “Start antibiotic treatment as soon as possible after establishing adiagnosis of pneumonia, and within 4 hours (if the person has suspected sepsis, see NICE’s guideline on sepsis)”, without qualifying adult vs children. 
Therefore, the QS statement 2 should be expanded to include children in its scope.
	Thank you for your comment. The committee considered this and were unable to extend this quality statement to include children because chest X-ray is not recommended in all cases for children with suspected pneumonia.

	64
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Statement 2
	[bookmark: _Hlk200026043]This statement indicates that antibiotics should be given within 4 hours, however the needs to be recognition that if the patient is presenting with sepsis should have antibiotics within 1 hour; so that the same audit can be used for both “standard pneumonia” and “sepsis from chest source” presentations.

	Thank you for your comment. Quality statement 2 now includes the caveat that, if a person presents with suspected sepsis, sepsis should be treated first. There is a separate quality standard on sepsis which is currently being updated, alongside the updates to the NICE guidance.

	65
	UKHSA
	Statement 2
	[bookmark: _Hlk200026068][bookmark: _Hlk204692953]Agree CXR should be carried out promptly but our concern with the antibiotic statement is that a certain proportion of pneumonia is viral and does not warrant antibiotics. It is obviously difficult to distinguish between the two clinically, and the majority of those with viral pneumonia may indeed end up with antibiotics, however for some e.g. where there is a known viral diagnosis on admission to ED such as COVID-19 and a clear viral pneumonia picture on CXR, antibiotics may be unnecessary. We suggest however that we clarify that we mean suspected bacterial pneumonia with the recommendation for antibiotics, recognising that there may be situations in which it is appropriate not to prescribe.
	[bookmark: _Hlk204693202]Thank you for your comments which were considered by the QSAC. The committee noted the concern raised but felt that the quality statement should not state ‘bacterial pneumonia’ as this is unlikely to be confirmed in the time frame. They also noted the importance to patient outcomes of ensuring antibiotic treatment starts promptly.   

	66
	UKHSA
	Statement 2
	For “antibiotic treatment within 4 hours of presentation” - Wording has been updated but main part has not changed since NICE pneumonia guidance in adults was updated. 
	Thank you for your comment. 

	67
	UKHSA
	Statement 2
	[bookmark: _Hlk200026117]Statement 2 Adults presenting to hospital with suspected community-acquired or hospital-acquired pneumonia receive chest X-ray and, if a diagnosis of pneumonia is confirmed, antibiotic treatment within 4 hours of presentation. [2016, updated 2025]  -  Given the potential for the inappropriate administration of antibiotics to patients because of this quality standard, meaning suboptimal antibiotic stewardship, what mitigations are in place to address this if it is to be included? Has this data on this been considered by the group? (e.g., Ref Public Reporting of Antibiotic Timing in Patients with Pneumonia: Lessons from a Flawed Performance Measure Wachter RM, Flanders SA, Fee C, Pronovost PJ. Annals of Internal Medicine 1 July 2008).
This appears to be guidance for bacterial pneumonia and thus rapid tests, including those at the point of care for viral pathogens, have not been factored into the metric concerning antibiotics within 4 hours of presentation and duration of antibiotics. The aetiology i.e., bacterial is not explicitly stated.
	 Thank you for your comments which were considered by the QSAC. The committee noted the concern raised but felt that the quality statement should not state ‘bacterial pneumonia’ as this is unlikely to be confirmed in the time frame. They also noted the importance to patient outcomes of ensuring the antibiotic treatment starts promptly.

	Question 5 (re statement 2)
	

	68
	Association of Paediatric Emergency Medicine (APEM)
	Question 5
	[bookmark: _Hlk200026180]We would advocate inclusion of ultrasound or POCUS (point of care ultrasound) in the diagnosis of pneumonia
	Thank you for your comment. After discussions, the committee agreed to include ultrasound as an adjunct to chest X-ray in the supporting information for the quality statement, with the additional information that it would not be an appropriate replacement for chest X-ray when diagnosing community-acquired and hospital-acquired pneumonia when people present to hospital. 

	69
	British Paediatric Respiratory Society
	Question 5
	Question irrelevant to children
	Thank you for your comment.

	70
	College of Paramedics
	Question 5
	[bookmark: _Hlk200358360]Yes, lung ultrasound should be added with the caveat that the equipment with an appropriately trained person is available to operate the machine and an appropriately trained clinician is available to interpret the results.
	Thank you for your comment. After discussions, the committee agreed to include ultrasound as an adjunct to chest X-ray in the supporting information for the quality statement, with the additional information that it would not be an appropriate replacement for chest X-ray when diagnosing community-acquired and hospital-acquired pneumonia when people present to hospital.

	71
	College of Paramedics
	Question 5
	As per statement 2 comments below we support the use of lung ultrasound as an alternative to chest x ray with the caveat that the equipment with an appropriately trained person is available to operate the machine and an appropriately trained clinician is available to interpret the results.
	Thank you for your comment. After discussions, the committee agreed to include ultrasound as an adjunct to chest X-ray in the supporting information for the quality statement, with the additional information that it would not be an appropriate replacement for chest X-ray when diagnosing community-acquired and hospital-acquired pneumonia when people present to hospital.

	72
	Faculty of Intensive Care Medicine
	Question 5
	[bookmark: _Hlk200026245]We accept lung ultrasound may be useful as per the rationale you have given.  We would support that a chest x-ray is still undertaken in secondary care however (unless a CT has been performed).  We are concerned about over-reliance on ultrasound given the issues you also raise (training, competence, image storage etc.). Ultrasound for diagnosis of pneumonia is not yet an ‘embedded’ clinical practice in the UK so this guideline risks going to far too quickly. 
	Thank you for your comment. After discussions, the committee agreed to include ultrasound as an adjunct to chest X-ray in the supporting information for the quality statement, with the additional information that it would not be an appropriate replacement for chest X-ray when diagnosing community-acquired and hospital-acquired pneumonia when people present to hospital.

	73
	Faculty of Pharmaceutical Medicine
	Question 5
	No.
· Adults presenting to hospital with suspected community-acquired or hospital-acquired pneumonia should receive a chest X-ray to confirm diagnosis. 
· [bookmark: _Hlk200026288]Lung ultrasound (LUS) may be used as an adjunctive tool in diagnosis, particularly in critically ill or immobile patients where chest X-ray is not immediately available. 
· However, LUS is operator-dependent, requires specific expertise, and is subject to limitations in image review and documentation compared to chest X-ray. 
· At present, LUS should not be considered a routine alternative to chest X-ray but rather a complementary modality in selected cases. 
· The role of LUS in pneumonia diagnosis is an area of active research, and further evidence is needed before widespread adoption into standard diagnostic pathways. 
Ref: Oliva J, Terrier O. Viral and Bacterial Co-Infections in the Lungs: Dangerous Liaisons. Viruses. 2021 Aug 30;13(9):1725. doi: 10.3390/v13091725. PMID: 34578306; PMCID: PMC8472850 
	Thank you for your comment. After discussions, the committee agreed to include ultrasound as an adjunct to chest X-ray in the supporting information for the quality statement, with the additional information that it would not be an appropriate replacement for chest X-ray when diagnosing community-acquired and hospital-acquired pneumonia when people present to hospital.

	74
	Intensive Care Society
	Question 5
	The FUSIC® committee of the Intensive Care Society recommends that NICE update its guidance on pneumonia diagnosis and management to reflect the growing evidence of benefit and clinical adoption of point-of-care ultrasound (POCUS). We believe that POCUS now holds sufficient evidence-based credibility and widespread clinical use to warrant its inclusion in this standard.
We therefore recommend that Statement 2 be revised to state:
“Adults presenting to hospital with suspected community-acquired or hospital-acquired pneumonia receive chest X-ray and point-of-care ultrasound, and, if a diagnosis of pneumonia is confirmed, antibiotic treatment within 4 hours of presentation. [2016, updated 2025]”
While clinicians frequently use chest radiography (CXR) due to its availability, studies demonstrate that POCUS offers superior sensitivity and specificity for diagnosing pneumonia (area under the receiver operating characteristic curve ≥0.95)¹ ², including complications such as empyema. In many cases, POCUS approaches the diagnostic accuracy of the gold standard—computed tomography (CT).
Clinicians can use POCUS safely and quickly at the bedside. It avoids ionising radiation exposure and the risks associated with portable CXR or transferring critically ill patients to CT scanners. Moreover, POCUS can detect alternative or concurrent diagnoses that CXR may miss—such as pulmonary oedema (either cardiogenic or due to ARDS) and parapneumonic pleural effusions.
POCUS use has expanded significantly across the UK. Accreditation programmes led by the Intensive Care Society and the Society of Acute Medicine have now trained thousands of clinicians in bedside diagnostics. This shift reduces pressure on radiology departments and supports timely decision-making. National investment during the COVID-19 pandemic accelerated this transition, and suitable ultrasound equipment is now commonplace in high-acuity clinical settings.
Given these advances, the Intensive Care Society strongly recommends that NICE includes lung ultrasound as a diagnostic tool in its updated guidance for pneumonia, and our view is also supported by the FAMUS (Focused Acute Medicine Ultrasound) committee of the Society of Acute Medicine.
References:
1: XIA, Y., YING, Y., WANG, S., LI, W., SHEN, H.. Effectiveness of lung ultrasonography for diagnosis of pneumonia in adults: a systematic review and meta-analysis. Journal of Thoracic Disease, North America, 8, oct. 2016. 
2: Long, Ling MD; Zhao, Hao-Tian MD; Zhang, Zhi-Yang MD; Wang, Guang-Ying MD; Zhao, He-Ling MD. Lung ultrasound for the diagnosis of pneumonia in adults: A meta-analysis. Medicine 96(3):p e5713, January 2017.
	Thank you for your comment. After discussions, the committee agreed to include ultrasound as an adjunct to chest X-ray in the supporting information for the quality statement, with the additional information that it would not be an appropriate replacement for chest X-ray when diagnosing community-acquired and hospital-acquired pneumonia when people present to hospital.

	75
	NHS England
	Question 5
	Recommend detailed input and discussion with secondary care colleagues as SMEs [subject Matter Experts].
	Thank you for your comment. The QSAC includes secondary care clinicians and other experts. 

	76
	Royal College of Paediatrics and Child Health
	Question 5
	[bookmark: _Hlk200026334]Not relevant to paediatrics. The number of practitioners trained in Ultrasound of a paediatric lung would not be sufficient to add this in for paediatric patients at this stage. 
	Thank you for your comment which was noted by the QSAC.

	77
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Question 5
	We are unable to comment on this area of diagnostics
	Thank you for your comment. 

	78
	UKHSA
	Question 5
	[bookmark: _Hlk200026350]Yes, but would say that lung ultrasound can be used in the diagnosis if pneumonia in hospital where available and where clinically appropriate.
	Thank you for your comment. After discussions, the committee agreed to include ultrasound as an adjunct to chest X-ray in the supporting information for the quality statement, with the additional information that it would not be an appropriate replacement for chest X-ray when diagnosing community-acquired and hospital-acquired pneumonia when people present to hospital.

	Statement 3
	

	79
	Association of Paediatric Emergency Medicine (APEM)
	Statement 3
	We wonder what evidence was used for the recommendation of 3 days of antibiotic treatment for children aged 3 months -11 years? Was it based solely on the CAP-IT study, and if so, was the issue of the likely inclusion of children with viral LRTI / URTI in the study confounding results considered? In addition, if duration of antibiotics was decided on CAP-IT findings, will dosing also be considered? We also are unclear where the evidence for giving 5 days of antibiotics in children with underlying conditions or complicated pneumonia arose. 
	Thank you for your comment. The quality statement is based on the recommendations in the NICE guideline on pneumonia. The evidence used to support the guideline recommendations can be found on the pneumonia guideline webpage. 

	80
	Association of Paediatric Emergency Medicine (APEM)
	Statement 3
	[bookmark: _Hlk200026617]As per statement 5 below, it is unlikely achievable, particularly in the urgent and emergency care sector, for children who are prescribed antibiotics to be reviewed at the end of the course. 
	Thank you for your comment. It was not the intention for everyone prescribed antibiotics to be seen at the end of the initial course. An amendment has been made to the quality statement supporting information, removing the wording that suggested this.

	81
	Association of Paediatric Emergency Medicine (APEM)
	Statement 3
	[bookmark: _Hlk200027408]Quality statement 5 suggests information is given to patient and parents / carers on when to seek further help, e.g. if fever doesn’t resolve in 3-4 days, which should prevent unnecessary reattendance to healthcare, however quality statement 3 seems to suggest every person who receives antibiotics requires review by the clinician providing antibiotics. This not only seems a contradiction, but would require significant additional resources if every person receiving antibiotics requires review. For example, the majority of children who are given antibiotics in urgent and emergency care environments do not have a planned review as part of their management.  
	Thank you for your comment. Please see the response above.

	82
	Association of Respiratory Nurses (ARNS)
	Statement 3
	[bookmark: _Hlk200026650]Page 2- People with community-acquired or hospital-acquired pneumonia are initially prescribed antibiotic treatment for 5 days, or 3 days for children aged 3 months to 11 years with community-acquired pneumonia and non-severe symptoms. [2016, updated 2025] - it needs to be clearer at the start include that the people who are prescribe 5 days are 12 years old as it doesn't inform of this at the beginning although it does mention this later in the statement.
	Thank you for your comment which was considered by the QSAC. The QSAC were happy to retain the statement wording as they felt it was clear, particularly as the supporting information provides detail on each population and the course length applicable to them.

	83
	British Paediatric Respiratory Society
	Statement 3
	[bookmark: _Hlk200358542] No major comments- This follows on from the statements in NICE guidelines. Pneumonia update 2025. However, this statement might be mis - interpreted to mean that  any child with “pneumonia “ of whatever description need antibiotics. Presumably this excludes bronchiolitis, mild infections seem in  primary care etc where a wait and watch/ no antibiotic policy is appropriate
	Thank you for your comment. This was discussed by the QSAC who felt that community-acquired pneumonia can be identified in primary care, and is distinguishable from other conditions. 

	84
	College of Paramedics
	Statement 3
	[bookmark: _Hlk200358607]We concur with quality statement 3.  Our only addition would be to include Paramedics in the Healthcare Professionals brackets as Paramedics will interact with a wide range of patients who they diagnose with potential pneumonia, initiate initial treatment and in primary care may also be responsible for notes and microbiology reviews.  
	Thank you for your comment. This addition has been made following discussions with the QSAC. 

	85
	Faculty of Pharmaceutical Medicine
	Statement 3
	No.
[bookmark: _Hlk200026703]If the patient has been diagnosed with a bacteria CAP/HAP, we suggest the course of antibiotics should be adjusted according to clinical progress and symptom resolution. 
· If the causative organism has been identified, treatment should be adjusted to a targeted (directed) antibiotic regimen based on sensitivity results. 
· If symptoms persist or worsen, consider escalation of treatment and further diagnostic work-up (e.g. repeat imaging, additional cultures, or PCR testing). 
· If there is early clinical improvement, consider de-escalation or discontinuation based on organism identification and clinical judgement. 
· This approach supports individualised treatment, optimises outcomes, and reduces the risk of antimicrobial resistance (AMR). 
For elderly patients, there is an increased risk of both viral pneumonia (COVID, influenza, RSV) with bacterial superinfection, who may benefit from both antibiotics and anti-viral agents.
	Thank you for your comment. The committee discussed this and were satisfied that the statement is correct practice. They noted that in secondary care, it would still be expected that the person would be reviewed and changes to treatment made as needed. 

	86
	NHS England
	Statement 3
	[bookmark: _Hlk200026754]The statement looks SMART [assuming correct diagnosis is read coded to begin with]. Prescribing data should be readily available.
	Thank you for your comment which has been noted. 

	87
	NHS England
	Statement 3
	[bookmark: _Hlk200026781]Quality statement 3 – Appears achievable [noting not all clinicians may be aware of dose duration for 3 months-11 years old].
	Thank you for your comment which has been noted. 

	88
	Royal College of Paediatrics and Child Health
	Statement 3
	[bookmark: _Hlk200026813]Agree with this statement. As per question 2 above, it may be beneficial to define ‘non severe symptoms’ and ‘underlying lung disease’
This is important because the relative impact of pneumonia may be dependent on the severity (and nature) of underlying lung disease. For example, in mild asthma, pneumonia may be treated similar to other children, but in neonatal chronic lung disease, it may be much more severe.
	Thank you for your comment. After discussion with the QSAC it was agreed that the quality standard would include the definition of severe community-acquired pneumonia in children and young people to assist in the use of this statement. 

	89
	Royal College of Paediatrics and Child Health
	Statement 3
	It may be beneficial to define ‘non-severe symptoms’ and ‘complications and/or underlying disease’ in QS 3. For example, is asthma an underlying disease? (please see below - 9) 
	Thank you for your comment. Please see the response above. 

	90
	Royal College of Paediatrics and Child Health
	Statement 3
	We can comment only on Statements 3 and 5. These do not require additional resources to deliver. 
	Thank you for your comment which has been noted. 

	91
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Statement 3
	[bookmark: _Hlk200026913]Stating a duration of initial antibiotic treatment duration in secondary care conflicts with the UKHSA Start Smart then Focus guidance which states that the antibiotic should be prescribed until a review, after which a duration is set.  Having these two different prescribing approaches will cause confusion and prevent this QS being realised.
We agree with this being undertaken for primary care, where initial durations are set at prescribing.
	Thank you for your comment which was discussed by the QSAC. The committee did not agree that the duration for initial antibiotic treatment as outlined in NICE guidance conflicts with UKHSA Start Smart Then Focus. They noted that the NICE guideline outlines the clinically and cost effective initial duration; it does not negate review at 48 to 72 hours in order to review and revise the clinical diagnosis and continuing need for antimicrobials.  An addition has been made to the rationale for this quality statement, highlighting the Start Smart then Focus guidance, to make this clear.

	92
	UKHSA
	Statement 3
	[bookmark: _Hlk200026938]Why do we have the distinction of 5 days for over 11-year-olds, and 3 days for under. If we think the evidence supports a 3 day course, can we not expand this for all ages, at least for those out of hospital with no underlying comorbidities
	Thank you for your comment. The quality statement is based on recommendations from NICE’s guideline on pneumonia. The evidence considered by the guideline committee to support the recommendations is available on the guideline webpage. 

	93
	UKHSA
	Statement 3
	[bookmark: _Hlk200026975]For “initially prescribed antibiotic treatment for 5 days” - If treatment was initiated in hospital then this would be difficult to implement as many EPMA systems utilise the “Start Smart then Focus” principles and restrict initial prescriptions to 72 hours to encourage review within this time. The wording should be altered to reflect that should be total antibiotic duration.
For “or 3 days for children aged 3 months to 11 years with community-acquired pneumonia and non-severe symptoms”- This might be better to measure if split into two separate quality measures for children 3 months -11 and others. Additionally, there is no Quality statement to state that severity should be measured in children - should this be considered to support this statement.
	Thank you for your comment, please see the response above relating to the Start Smart then Focus guidance. 
Quality standards highlight key areas for quality improvement and do not cover the full patient pathway. The quality standard now includes a definition of severe community-acquired pneumonia in children and young people, to help identify this.  
The measures for this quality statement have been amended as you have suggested so there are now 2 measures; one for children aged 3 months – 11 years with non-severe community-acquired pneumonia and the other covering everyone else receiving antibiotics for community-acquired pneumonia.

	Statement 4
	

	94
	Association of Paediatric Emergency Medicine (APEM)
	Statement 4
	Does not relate to children, no comments
	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker. 

	95
	Association of Respiratory Nurses (ARNS)
	Statement 4
	[bookmark: _Hlk200027144]Re: High severity community acquired pneumonia – more specificity and guidance required for “corticosteroid treatment” ie. Drug choice, dosage and duration of course.

	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker. 

	96
	British Paediatric Respiratory Society
	Statement 4
	This is not applicable to children, hence BPRS does not have any comments
	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker. 

	97
	College of Paramedics
	Statement 4
	[bookmark: _Hlk200358735]We concur with the quality statement.  Our only addition would be to include Advanced Practitioner in the Healthcare Professionals brackets as Advanced Practitioner (including Paramedics) May be responsible for prescribing decisions with patients who they diagnose with pneumonia.   
	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker. 

	98
	Faculty of Intensive Care Medicine
	Statement 4
	[bookmark: _Hlk200027169]The definition of high severity pneumonia to determine whether to admin steroids is to be based on CURB score and/or clinical impression according to the guideline. This could create confusion as there is no clear criteria clearly set out for the latter. It may be difficult to audit appropriate steroid administration on this basis.
	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker. 

	99
	Faculty of Intensive Care Medicine
	Statement 4
	A suggested time frame for starting steroids may help drive concordance with guidelines.

	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker. 

	100
	Faculty of Pharmaceutical Medicine
	Statement 4
	No.
· [bookmark: _Hlk200027239]The use of corticosteroids in adults with high-severity community-acquired pneumonia (CAP) has been evaluated in several randomised controlled trials (RCTs) and systematic reviews, but the evidence supports selective use, not routine administration. 
· Here’s a summary of the key evidence base, including major studies and guidelines: 
· Torres et al., NEJM 2015 
· RCT of 120 patients with severe CAP and high inflammatory response (CRP >150 mg/L) 
· Intervention: Methylprednisolone 0.5 mg/kg every 12 hours for 5 days 
· Findings: 
· Reduced treatment failure (13% vs. 31%) 
· No significant difference in mortality 
· Conclusion: Corticosteroids may be beneficial in a select group with severe inflammation 
· 📄 Reference: Torres A et al. N Engl J Med. 2015;372(8):1707–16 
https://doi.org/10.1056/NEJMoa1501310 
· Cochrane Review 2023 
· Meta-analysis of 18 RCTs (more than 2,300 participants) 
· Findings: 
· Reduced mortality in severe CAP (RR 0.67) 
· Shorter length of hospital stay 
· Reduced time to clinical stability 
· Increased risk of hyperglycaemia and secondary infections 
· Conclusion: Benefit primarily seen in severe CAP; risks must be balanced individually 
· 📄 Reference: Stern A et al. Cochrane Database Syst Rev. 2023 
PMID: 37608372 
· ESCMID Guidelines (2021) 
· Recommend considering corticosteroids in severe CAP with a high inflammatory response 
· Not for routine use in all CAP cases 
· Emphasize case-by-case assessment and contraindications 
· 📄 Reference: Metlay JP et al., ESCMID/IDSA Guidelines for CAP, Clin Infect Dis. 2019; 68(6): e1–e33.
· WHO & ATS/IDSA Guidelines 
· Do not recommend routine use of corticosteroids for all patients with CAP 
· Recommend cautious, selective use in patients with severe CAP not due to viral infections (e.g. COVID-19, influenza) unless part of a trial or protocol 
· Highlight the risk of immunosuppression, delayed pathogen clearance, and hyperglycaemia 
· In conclusion: Corticosteriods should be 
· Considered selectively in patients with severe CAP, particularly those with high inflammatory markers (e.g. CRP >150 mg/L) 
· Avoided in patients with viral pneumonia, uncontrolled diabetes, sepsis with fungal or TB risk, or immunosuppression 
Used in a protocol-guided, time-limited manner (e.g. low-dose methylprednisolone for 5 days).
	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker.

	101
	NHS England
	Statement 4
	[bookmark: _Hlk200027268]The statement looks SMART. Again, prescribing data should be easy to access in secondary care.
	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker. 

	102
	NHS England
	Statement 4
	Quality statement 4 – Appears achievable.
	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker. 

	103
	Royal College of Paediatrics and Child Health
	Statement 4
	Not relevant to paediatrics
	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker.

	104
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Statement 4
	The lack of specific advice as to the dosing of steroids (which drug to use, route, dose) in the draft NICE guideline will make this difficult to implement.  The QS needs to specify if the denominator should include patients with Asthma/COPD exacerbations with pneumonia features or exclude these patients as the use of steroids here is well established and has different doses.
	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker.

	105
	UKHSA
	Statement 4
	No comments
	This statement has been removed from the quality standard as the strength of the final guideline recommendation is now weaker.

	Statement 5
	

	106
	Association of Respiratory Nurses (ARNS)
	Statement 5
	[bookmark: _Hlk200027441]Re statement 5 (As already highlighted) - I do not think coding for specific advice such as this exists, and if (As suggested) patient satisfaction feedback was used, how would this be coded specifically for advice re CAP. I feel unless very specific, this would create a large burden for manual data collection, and with current staffing pressure would not be achievable (Speaking for community respiratory services)
	Thank you for your comments which were discussed by the QSAC. It was felt that, whilst specifics of conversations and advice given could not be recorded in detail in patient records, the giving of clear information could be recorded and this should be relatively manageable.  

	107
	Association of Respiratory Nurses (ARNS)
	Statement 5
	[bookmark: _Hlk200027613]In primary care this may be hard to measure because wide range of information is delivered from different sources and the detail of that information will vary between clinicians. Perhaps the statement should be more prescriptive about what information is given about recovery from CAP and suggestions for reliable resources.  
	Thank you for your comment. Whilst it is not possible for the quality statement to specify all of the information that should be given, the definitions do include some detail. An addition has also been made to highlight information from the Asthma and Lung UK website.  Other organisations also provide patient information which could be used. 

	108
	British Paediatric Respiratory Society
	Statement 5
	[bookmark: _Hlk200358820]Presumably the term “people” here refers to adults and children as well as carers/parents of the children.- does that need to be made clear?
	Thank you for your comment. This information is highlighted within the supporting information for the quality statement. 

	109
	British Paediatric Respiratory Society
	Statement 5
	Giving parents/carers appropriate discharge information is likely to lead to downstream cost savings
	Thank you for your comment which was noted by the committee. 

	110
	British Paediatric Respiratory Society
	Statement 5
	[bookmark: _Hlk200358871]Presumably the need for leaflets or online information about pneumonia in “ accessible” format as well in multiple languages have been addressed? Children from deprived, migrant or ethnic minority backgrounds are more likely to re-present to hospital after discharge but paradoxically are less likely to access standard sources of information
	Thank you for your comments. The quality standard contains a section on diversity, equality and language which addresses information being given in the most appropriate format for the person receiving it. 

	111
	College of Paramedics
	Statement 5
	[bookmark: _Hlk200358939]We concur with the quality statement.  Our only addition would be changing the text in the brackets to (such as primary and secondary care services) as per the previous brackets in the quality statement.  As per our earlier comments we would support an infographic / diagram to illustrate this trajectory to patients.
	Thank you for your comments which were noted by the QSAC. NICE is unable to provide an infographic or diagram however this could be developed locally. 

	112
	Faculty of Intensive Care Medicine
	Statement 5
	[bookmark: _Hlk200027638]The standard that all patients should receive info about their recovery is a reasonable one in principle. However it is unclear on how this information is going to be provided for patients on a national level in hospital and in the community? Once info is provided how is this going to be recorded in the patient records? Unless both of the above are clearly set out, how is this standard going to be audited?  There may be lessons from experience in other areas such as blood transfusion.
	Thank you for your comment which was considered by the committee. It was noted that the provision of condition specific information is recorded in patient notes, in both primary and secondary care, and that this should be auditable. 

	113
	Faculty of Intensive Care Medicine
	Statement 5
	[bookmark: _Hlk200027660]The main area of difficulty would be collecting data on whether specific information has been provided to patients regarding expected recovery. We don’t think that this would be captured in most existing health records and there would need to be adaptions if it were to be recorded routinely. Given how difficult it is to collect accurate patient experience data this is unlikely to be a robust way of getting this information. 
	Thank you for your comment. Please see the response above. 

	114
	Faculty of Intensive Care Medicine
	Statement 5
	[bookmark: _Hlk200027679]Providing high quality patient information (probably a leaflet) would also require an investment in resources (and consideration of health literacy). As would adapting health records to ensure that this was routinely documented.
	Thank you for your comment which was discussed by the QSAC. They noted that most organisations already have information available that can be provided. The quality standard also now includes a link to information on pneumonia from Asthma and Lung UK. Other organisations also provide patient information which could be used. 

	115
	Faculty of Intensive Care Medicine
	Statement 5
	[bookmark: _Hlk200027701]A standardised patient information leaflet focussing on expected recovery times would reduce the burden on every provider creating their own, and increase the chance of this standard being met. 
	Thank you for your comment. The provision of information is organised locally, and is often shared across networks. In addition, patient organisations also have information that can be useful to patients. 

	116
	NHS England
	Statement 5
	[bookmark: _Hlk200027731]The statement appears to add value as gives a clear timeline to work with for advice, however, may be difficult to assess. There will be variability re advice as the 6-month taxonomy may not always be followed – actions may be required at different times given the complexity of clinical progression and comorbidities that patients often have. Read coding of advice will vary so retrievability/assessment of data will be difficult.
	Thank you for your comment which was discussed with the QSAC. It was noted that this statement should be auditable. 

	117
	NHS England
	Statement 5
	[bookmark: _Hlk200027759]Quality statement 5 – Appears achievable – although likely advice re specific symptom duration may be variable and difficult to assess with accuracy.
	Thank you for your comment which was noted by the QSAC.

	118
	Royal College of Paediatrics and Child Health
	Statement 5
	Agree with this statement 
	Thank you for your comment. 

	119
	Royal College of Paediatrics and Child Health
	Statement 5
	We can comment only on Statements 3 and 5. These do not require additional resources to deliver. 
	Thank you for your comment which has been noted. 

	120
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Statement 5
	[bookmark: _Hlk200027850]Experience of auditing recent national QI initiatives around information provided to patients indicates there is a significant gap at many organisations about patient record systems capturing specific detail of patient information provided, which would often be provided verbally to patients.  Hence, we are concerned this will be difficult to audit without significant resource implications.  
Given the pressures on clinicians and the ongoing variable degrees of digital transformation, we are concerned that ensuring these specific elements of the discussion between healthcare professional and patient will be impracticable to measure meaningfully across the NHS (for example, if a discharge letter says “patient was safety-netted” – does this count as sufficient?)
	Thank you for your comment which was discussed with the QSAC. Whilst there may be some challenges due to staff availability to audit achievement of this quality statement, the QSAC felt this would not be a significant resource issue. Where electronic records are available it should be relatively easy to audit. Where paper records have been used, this is likely to be more time consuming. 

	121
	UK Clinical Pharmacy Association (UKCPA): Infection committee
	Statement 5
	[bookmark: _Hlk200027840]There will be resource implications for Statement 5, as many Trusts would need to undertake manual audits of paper or digital systems to establish this.
	Thank you for your comment. Please see the response above.

	122
	UKHSA
	Statement 5
	[bookmark: _Hlk200027881]Do we think that most people will take 6 months to fully recover? This seems long – fine if this is evidence based, but some concerns that underlying causes of pneumonia e.g. underlying cancers, may be missed if too long a recovery is stated to be expected
	Thank you for your comment which was discussed with the QSAC. The 6 month period is taken from the guideline recommendation. It would be expected that people who have risk factors for underlying causes of cancer, for example people who smoke, would be assessed accordingly when diagnosed and appropriate actions taken to identify any underlying cause. 

	123
	UKHSA
	Statement 5
	Should this include a statement about people “and their carers” as covers children and other high risk populations?
	Thank you for your comment. The supporting information highlights that information should be given to parents and carers as appropriate. 

	Additional areas
	

	124
	British Paediatric Respiratory Society
	Additional area
	[bookmark: _Hlk200357450]Avoiding unnecessary CXR and blood tests  were part of the previous BTS quality standards on paediatric pneumonia. Haas some thought been to be measuring these?
	Thank you for your comment.  These areas have not been included in the quality standard as there are no recommendations in the NICE guidance on whether to carry out chest X-ray in paediatrics. In addition, no specific blood tests in paediatrics were discussed and prioritised for inclusion by the committee.

	125
	Faculty of Intensive Care Medicine
	Additional area
	Biomarkers 
[bookmark: _Hlk200350273]The guideline as written could be unhelpful in terms of PCT.  Whilst we understand the rationale for not checking both baseline PCT and CRP, it will be difficult to interpret a day 4 PCT without a baseline.  A key benefit of PCT appears to be the ability to stop antibiotics earlier with a significant (e.g. 80%) decrease.  This benefit risks being lost.  We are also mindful that PCT testing ability is not universal, so would propose changing the text such that CRP and PCT are viewed as equivalent (i.e. doesn’t matter which is used, but whichever is should be checked at baseline and day 4 if concerns around lack of improvement).
	Thank you for your comment. This relates to the guideline and is outside the remit of quality standards. 

	126
	Primary Care Respiratory Society (PCRS) 

	Additional area
	[bookmark: _Hlk200350456]Most Primary Care clinicians have access to an EPR so data collection should be straightforward, however very few patients are READ/SNOMED coded as pneumonia, and even fewer end up having CRB65 score done. Do the following aids to implementation need to be considered? 
· Primary care templates for pneumonia diagnosis and assessment. 
· Secondary Care adoption of pneumonia admission and discharge bundles. 
	Thank you for your comment. This is outside the remit of quality standards, we have sent your suggestion to the NICE implementation support team.

	127
	UKHSA
	Additional area
	[bookmark: _Hlk200027000]Statement 3 People with community-acquired or hospital-acquired pneumonia are initially prescribed antibiotic treatment for 5 days, or 3 days for children aged 3 months to 11 years with community-acquired pneumonia and non-severe symptoms. [2016, updated 2025] 
Is aspiration pneumonia included in this standard and if so, have the group considered duration of antibiotics and adjunctive measures in management? If not included, should that be explicitly stated?
	Thank you for your comment. Aspiration pneumonia is out of the scope of the NICE guideline on pneumonia. This meant that there were no guideline recommendations to support a quality statement in this area. In addition, this is not an area that was suggested for inclusion in the quality standard by stakeholders and specialist committee members during the topic engagement period.

	No comments
	

	128
	Royal College of Nursing 
	General 
	Thank you for the opportunity to comment on this consultation.
At this stage, we are unable to provide any comments.
	Thank you for contacting us to confirm this. 
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