Indicator development programme 
Asthma objective tests indicator (IND272) 
Introduction
	This paper presents consultation feedback on update options for the NICE indicator on asthma diagnosis that is currently included in the Quality and Outcomes Framework (QOF) 2024/25. The indicator wording will be finalised when the joint NICE/ British Thoracic Society/SIGN guideline is published in November 2024.
Background
QOF 2024/25 contains one indicator on asthma diagnosis for adults, children and young people (AST011) based on NICE indicator IND187: 
	NICE indicator IND187 
	QOF indicator AST011

	The percentage of patients with asthma on the register from (start date) with a record of spirometry and one other objective test (FeNO or reversibility or variability) between 3 months before or 3 months after diagnosis.
	The percentage of patients with a diagnosis of asthma on or after 1 April 2023 with either:
A record of quality assured spirometry and one other objective test (FeNO or, bronchodilator reversibility or peak flow variability) between 3 months before or 6 months after diagnosis; or
If newly registered in the preceding 12 months with a diagnosis of asthma recorded on or after 1 April 2023 but no record of objective tests being performed at the date of the registration, with a quality assured spirometry and one other objective test (FeNO or bronchodilator reversibility or peak flow variability) recorded within 6 months of the registration.



The indicators are currently underpinned by the NICE guideline on asthma: diagnosis, monitoring and chronic asthma management NG80 (2017, updated 2020) sections 1.3 and 1.4.
Guideline update 
NICE, the British Thoracic Society (BTS) and the Scottish Intercollegiate Guideline Network (SIGN) are developing a joint national guideline on asthma. The joint guideline will update the NICE guideline and relevant sections of the SIGN asthma guideline (SIGN 158) which differed in their approach to diagnosis and treatment. 
The joint guideline identifies that a combination of objective tests is needed to diagnose asthma and uses a gradual rule-in approach (or rule-in-rule-out for children and young people) using relatively inexpensive tests in a broad population and confining the more expensive tests to the end of the sequence. However, it notes that the recommended diagnostic tests are not routinely carried out in current practice, except spirometry and reversibility testing in some adults, and there is variability in the availability of FeNO equipment, although blood tests for eosinophil count and IgE level are widely available. 
Consultation on the draft guideline was carried out from June to July 2024, and the guideline is expected to publish in November 2024. We expect to receive an updated post-consultation version of the guideline on 16th September 2024 and will give a verbal update to the committee on any key changes relevant to the indicator. The final wording of the indicator will reflect the final version of the guideline recommendations.
Options for an updated indicator
Two options for an updated indicator were identified, to focus either on specific initial diagnostic tests or to simply search for a record of any objective test as part of diagnosis.
The following consultation question was included within the guideline consultation. 
Please indicate whether you would prefer an updated indicator to focus on the initial diagnostic test (option A) or any objective test (option B) around the time of diagnosis, and why:
A. The percentage of patients with asthma on the register from (start date) with a record of fractional exhaled nitric oxide (FeNO) (adults and children) or blood eosinophil count (adults) or spirometry with bronchodilator reversibility (children), between 3 months before or 3 months after diagnosis.
B. The percentage of patients with asthma on the register from (start date) with a record of an objective test (eosinophil count, fractional exhaled nitric oxide (FeNO), spirometry, peak flow with bronchodilator reversibility, bronchial responsiveness (in adults), skin prick test or blood IgE level (in children)) between 3 months before or 3 months after diagnosis.
Rationale
The options aim to encourage the use of objective tests to confirm asthma diagnosis, either by focussing on the initial objective test in the diagnostic sequence or any of the objective tests that could be used. A combination of objective tests is needed to diagnose asthma, with different sequences for adults, and children and young people. Improving the accuracy of diagnosis will reduce incidences of patients with untreated asthma having an asthma attack and patients who do not have asthma receiving unnecessary medication.
Latest data for an objective test indicator in QOF (AST006 2022/23) show a personalised care adjustment (PCA) rate of 56%. The most commonly used PCAs are: spirometry service is unavailable; spirometry is clinically unsuitable; FeNO service is unavailable; asthma service is unavailable. Option B is more likely to provide assurance that an objective test was used and reduce the PCA rate as it includes the range of possible tests that might be used locally.
Summary of consultation comments
Responses to the indicator consultation question were received from 19 stakeholders (2 responses from NHSE). The full list of responses is included in Appendix A.
7 stakeholders indicated a preference for option A, with a focus on the initial diagnostic test, for the following reasons:
The tests included are more deliverable in primary care.
The tests included have the strongest evidence base for the diagnosis of asthma
It is simpler and therefore more likely to be implemented.
A stakeholder raised a concern about option A because spirometry is not included as the initial test for adults. It was suggested that there could be implications for the commissioning of services if it is not covered with funding via QOF.
13 stakeholders indicated a preference for option B, with a focus on any objective test, for the following reasons:
It gives more flexibility in the use of tests, given the availability of local services and patient factors.
It includes more objective tests, including peak flow, which may be the only test available locally.
It makes it more likely that a test will be coded rather than a PCA.
It reflects the approach in the updated guideline.
Stakeholders raised some concerns about option B as follows:
Some of the tests would be a burden on resources in primary care and it could lead to an increase in referrals to secondary care.
It is complicated and may be vulnerable to misreporting.
Stakeholders also raised some concerns that apply to both indicator options as follows:
The differences between adults and children need to be clearer. It was suggested that it may be better to have separate indicators for adults and children given the differences in the recommendations and evidence base.
It was suggested that the timescale should be changed to 6 months before or after diagnosis due to ongoing backlog issues with local access to spirometry and FeNO testing.
The indicator wording should reflect the standards for objective tests by including test thresholds and more consistency with QOF wording such as ‘quality assured spirometry’.
Validity considerations
The QOF indicator is focussed on new diagnoses of asthma, and we propose that the wording of the NICE indicator should be amended to match this as follows: The percentage of patients with a new diagnosis of asthma on or after (start date).
NHS England has provided advice on the availability and use of codes for the range of tests that may be included in the updated indicator. NICE has added to this with internal clinical advice and the list of relevant codes is included in the table in Appendix B. This confirms that SNOMED codes are available for all objective tests. 
Personalised care adjustments (PCAs) (formerly known as exception reporting) should be considered to account for situations where the patient declines, does not attend or if objective tests are not appropriate. The current QOF indicator also includes PCAs to account for situations where spirometry and FeNO services are unavailable. PCAs for the updated indicator may also need to reflect the availability of services unless the test options included are sufficient to ensure that at least one test will be available (option B).
Committee decision
The committee is asked to consider the consultation results and decide whether the updated indicator should focus on specific initial diagnostic tests or a record of any objective test. The committee should note that the final wording and specific tests will reflect the final recommendations in the updated guideline. The committee is asked to agree if amendments are needed to:
Make it clear that the focus is on new diagnoses.
Address suggestions made during consultation: adding test standards, amending the timescale to 6 months, clarifying differences between children and adults.
[image: Logo: National Institute for Health and Care Excellence
]


CONFIDENTIAL Paper 5: Existing indicator IND187	Page 2 of 2
IND272 consultation report November 2024	1 of 1
[bookmark: _Appendix_A:_Consultation][bookmark: _Toc118099457]Appendix A: Consultation comments
Question 3: The updated recommendations in this guideline will require the NICE indicator on asthma diagnosis (NM166), currently included in NHS England’s Quality and Outcomes Framework (QOF AST011), to be amended. The current wording for NICE indicator NM166 is: 
The percentage of patients with asthma on the register from (start date) with a record of spirometry and one other objective test (FeNO or reversibility or variability) between 3 months before or 3 months after diagnosis.
Please indicate whether you would prefer an updated indicator to focus on the initial diagnostic test (option A) or any objective test (option B) around the time of diagnosis, and why:
A. The percentage of patients with asthma on the register from (start date) with a record of fractional exhaled nitric oxide (FeNO) (adults and children) or blood eosinophil count (adults) or spirometry with bronchodilator reversibility (children), between 3 months before or 3 months after diagnosis.
B. The percentage of patients with asthma on the register from (start date) with a record of an objective test (eosinophil count, fractional exhaled nitric oxide (FeNO), spirometry, peak flow with bronchodilator reversibility, bronchial responsiveness (in adults), skin prick test or blood IgE level (in children)) between 3 months before or 3 months after diagnosis.
	ID
	Proforma question no.
	Stakeholder organisation
	Comment
	Responses

	Prefer Option A
	

	1
	3
	Association for Respiratory Technology & Physiology 
	We would prefer the updated indicator to focus on the initial diagnostic test (option A) as the diagnostic tests described in option A are more deliverable in a Primary Care setting and have the strongest evidence base for the diagnosis of asthma.
	Thank you for your feedback. The 2 options for an updated indicator were discussed by the indicator advisory committee. They decided that option A is similar to the existing indicator in QOF which has a high personalised care adjustment (PCA) rate due to variation in the availability of spirometry and FeNO testing locally. They therefore decided that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the PCA rate.

	2
	3
	Bedfont Scientific Ltd
	We would prefer an updated indicator to focus on the initial diagnostic test, option A. This is because some of the tests listed-on option B would be very burdensome on resource and financially. The evidence base for blood IgE is also not strong. Skin prick testing is a scant resource in primary care, and bronchodilator reversibility, bronchial responsiveness (in adults) is time consuming.  
	Thank you for your feedback. The 2 options for an updated indicator were discussed by the indicator advisory committee. They decided that option A is similar to the existing indicator in QOF which has a high personalised care adjustment (PCA) rate due to variation in the availability of spirometry and FeNO testing locally. They therefore decided that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the PCA rate. They recognised that some tests included in Option B may require referral to secondary care, but it was expected this will be a minority and may be required to meet the person’s needs. It was not the role of the indicator committee to review the evidence for the inclusion of tests in the diagnostic algorithms.

	3
	3
	British Paediatric Respiratory Society 
	We agree this should be updated and would recommend option A. Option B is complicated, does not clearly differentiate the differences between adults and children and is vulnerable to misreporting. We would suggest putting spirometry with reversibility first as this is the key identifier of the underlying airway problem (smooth muscle bronchial constriction). Should it not be adults and children for this measure? Perhaps it would be clearer to have separate impact assessment statements for adults and children given the differences in the recommendations and the differences in the evidence base for different age groups.  
	Thank you for your feedback. The 2 options for an updated indicator were discussed by the indicator advisory committee. They decided that option A is similar to the existing indicator in QOF which has a high personalised care adjustment (PCA) rate due to variation in the availability of spirometry and FeNO testing locally. They therefore decided that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the PCA rate. 

The committee discussed the importance of reflecting the differences in the diagnostic sequence between adults and children and decided that the tests should not be included within the indicator wording, but instead should be included in a separate definition which clearly identifies the sequences for adults and children. They agreed that this would be sufficient to allow adults and children to be combined within a single indicator.

It was not the role of the indicator committee to review the evidence for the ordering of tests within the diagnostic algorithms.

	4
	3
	NHS England - CYP Transformation programme, CYP Asthma workstream and stakeholders
	We agree this should be updated and would recommend option A. Option B is complicated, does not clearly differentiate the differences between adults and children and is vulnerable to mis-reporting. We would suggest putting spirometry with reversibility first as this is the key identifier of the underlying airway problem (smooth muscle bronchial constriction). Should it not be adults and children for this measure? Perhaps it would be clearer to have separate impact assessment statements for adults and children given the differences in the recommendations and the differences in the evidence base for different age groups.
	Thank you for your feedback. The 2 options for an updated indicator were discussed by the indicator advisory committee. They decided that option A is similar to the existing indicator in QOF which has a high personalised care adjustment (PCA) rate due to variation in the availability of spirometry and FeNO testing locally. They therefore decided that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the PCA rate. 

The committee discussed the importance of reflecting the differences in the diagnostic sequence between adults and children and decided that the tests should not be included within the indicator wording, but instead should be included in a separate definition which clearly identifies the sequences for adults and children. They agreed that this would be sufficient to allow adults and children to be combined within a single indicator.

It was not the role of the indicator committee to review the evidence for the ordering of tests within the diagnostic algorithms.

	5
	3a
	Niox Healthcare Ltd 
	NIOX prefer option A. 
· The refined number of tests in option A, excluding blood count (for reasons already explained), compared to multiple tests in option B, some of which may not be available in Primary Care (i.e. Skin prick test), would create a far simplified approach for the HCP and patient resulting in a higher likelihood of the guidelines being implemented.
	Thank you for your feedback. The 2 options for an updated indicator were discussed by the indicator advisory committee. They decided that option A is similar to the existing indicator in QOF which has a high personalised care adjustment (PCA) rate due to variation in the availability of spirometry and FeNO testing locally. They therefore decided that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the PCA rate. They recognised that some tests included in Option B may require referral to secondary care, but it was expected this will be a minority and may be required to meet the person’s needs.

	6
	3a
	North-East and North Cumbria ICB
	Option A is preferred, although this does not align with the draft diagnostic algorithm in adults.  The diagnostic algorithm suggests Spirometry as the second test of choice, however the new suggested QoF indication does not include spirometry.  Therefore, there will be issues associated with commissioning of services if this element is not covered with funding via QoF.
Option B is not an option, as this would result in significant increase in referrals to secondary care due to lack of availability of testing for skin prick and bronchial challenge in primary care, with the additional point that it is not feasible for primary care to be reliant on secondary care activity to achieve QoF.
Neither option is ideal: Consider - The percentage of patients with asthma on the register from (start date) with a record of fractional exhaled nitric oxide (FeNO) (adults and children) or blood eosinophil count (adults) or spirometry with bronchodilator reversibility (adults and children) between 6 months before or 6 months after diagnosis.  (suggest extended timeframes due to ongoing back log issues with access to spirometry/FeNO).
	Thank you for your feedback. The 2 options for an updated indicator were discussed by the indicator advisory committee. They decided that option A is similar to the existing indicator in QOF which has a high personalised care adjustment (PCA) rate due to variation in the availability of spirometry and FeNO testing locally. As Option A is only focussed on the initial diagnostic test in the sequence, spirometry is not included for adults as it is the second rather than the first test. The committee took your concern about the potential impact of Option A on the commissioning of spirometry services for adults into consideration when deciding which option to progress.

They decided that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the PCA rate. They recognised that some tests included in Option B may require referral to secondary care, but it was expected this will be a minority and may be required to meet the person’s needs.

The committee discussed the suggestion that the timeframe within the indicator should be extended to 6 months.  It was recognised that there may can be delays but the committee felt it was important to keep the 3-month timescale in order to drive improved availability of testing and coding.

	7
	3
	Orion Pharma (UK) Ltd
	Our preference for this indicator is Option A. We believe this is aligned to the current proposed guidance and will therefore reflect implementation of it. 
	Thank you for your feedback. The 2 options for an updated indicator were discussed by the indicator advisory committee. They decided that option A is similar to the existing indicator in QOF which has a high personalised care adjustment (PCA) rate due to variation in the availability of spirometry and FeNO testing locally. They therefore decided that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the PCA rate.

	Prefer Option B

	8
	3
	Association of Respiratory Nurses
	Option B as if the patient has required steroids when first presenting with symptoms FeNO cannot be relied upon. Some areas may not have access to FeNO / spiro. 
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics (including those who receive treatment at presentation) and is more likely to reduce the personalised care adjustment (PCA) rate.

	9
	3
	Asthma + Lung UK
	Asthma + Lung UK recommend the amended wording for NM166 should follow option B due to the inclusion of more objective tests and the continued inclusion of peak flow. While peak flow’s inclusion in option B is welcome, its absence from much of the draft guideline and from the diagnostic pathways is concerning given its utility for monitoring asthma control over time.[endnoteRef:1]  [1: ] 


The wording for either option should be amended to better reflect the step-wise nature of the diagnostic pathway by including the objective test thresholds decided upon within the final version of this draft guideline. Similarly, wording of either option should be amended for consistency with current QOF wording: at present, AST011 (which is based on NM166) specifies “quality assured spirometry,”[endnoteRef:2] whereas both options here just reference “spirometry.” The importance of rigor within objective diagnostic tests is paramount, and spirometry must be accessible and deliverable at the highest standards to ensure optimum test reliability and benefit to people with asthma. [2: ] 

	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.

The indicator advisory committee agreed with your suggestion that it is important to reflect the diagnostic sequence within the indicator and therefore decided that the tests should not be included within the indicator wording, but instead should be included in a separate definition which clearly identifies the sequences for adults and children.

The committee considered your suggestion that the indicator should include test thresholds and standards. Although NICE has not reviewed evidence on standards for spirometry, we are aware that QOF has highlighted specific standards in its guidance. The committee agreed that test thresholds should be included within the definition of objective tests. Links have been added from the definition in the indicator to the diagnostic algorithms in the new BTS, NICE and SIGN guideline where this information is presented clearly.

	10
	3
	British Society for Allergy and Clinical Immunology
	Peak flow with or without bronchodilator reversibility, with bronchial hyperresponsiveness measured rarely when variability is still equivocal. However, option 2 may provide greater flexibility to GPs to target objective measures depending on presenting history.
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.

	11
	3
	British Thoracic Society
	Option B- any objective test can be used for the diagnosis of asthma as detailed in the diagnostic algorithm in this guideline
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.

	12
	3
	Education for Health 
	Option B: The percentage of patients with asthma on the register from (start date) with a record of an objective test (eosinophil count, fractional exhaled nitric oxide (FeNO), spirometry, peak flow with bronchodilator reversibility, bronchial responsiveness (in adults), skin prick test or blood IgE level (in children)) between 3 months before or 3 months after diagnosis.

PEF is widely available in primary care. It is a recognised diagnostic tool with sensitivity and would require minimal additional training for HCPs to adopt. Education for Health recognises the value offered by FeNO, eosinophils and skin prick testing; however, these options will need a transitionary phase for wider adoption across the devolved governments. NHS Scotland is not required to comply with Quality and Outcomes Framework (QOF AST011). 
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.

This indicator has been developed for use in NHS England’s Quality and Outcomes Framework, but other devolved nations may wish to use it locally within their own systems to improve the diagnosis of asthma.

	13
	3
	NHS England- CVD-Respiratory Programme
	Option B would probably seem the better option on the basis that it offers all of the options provided in the draft / revised asthma guideline and it makes it more likely a test will be coded as opposed to a PCA, which is the risk of option A. If we are ever able to interrogate the data (a separate challenge but our ambition), this should give us a better understanding what tests are being performed. Option A may have the preferred tests but we also understand that there’s a limit to which a QOF indicator can drive a particular behaviour change.
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.

	14
	3
	NHS South Yorkshire ICB
	Option B would be preferred
Peak flow (PEF) and variability is often all there is available and can be very valuable. This allows for more flexibility for any objective test which is very helpful in different service models, particularly where routine fractional exhaled nitric oxide (FeNO) and spirometry are not available. Evidence to state that allergen-specific immunoglobulin (IgE) and skin prick test may not be strong enough to support their use in diagnosing asthma in children and provision for skin prick testing is minimal. Stronger research and studies maybe required before this can be rolled out in primary care.  This option would infer that the guideline should include peak flow reversibility as part of the diagnostic pathway.
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.

It was not the role of the indicator committee to review the evidence for inclusion of the tests within the diagnostic algorithms.

	15
	3
	Primary Care Respiratory Society-UK (PCRS-UK)]
	PCRS response
Option B: The percentage of patients with asthma on the register from (start date) with a record of fractional exhaled nitric oxide (FeNO) (adults and children) or blood eosinophil count (adults) or spirometry with bronchodilator reversibility (children), between 3 months before or 3 months after diagnosis.

Peak flow (PEF) and variability is often all there is available and can be very valuable. This allows for more flexibility for any objective test which is very helpful in different service models, particularly where routine fractional exhaled nitric oxide (FeNO) and spirometry are not available. Evidence to state that allergen-specific immunoglobulin (IgE) and skin prick test is not strong enough to support their use in diagnosing asthma in children or adults and provision for skin prick testing is minimal. The evidence needs to be far more convincing prior to considering roll out such a strategy in primary care.
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.
It was not the role of the indicator committee to review the evidence for inclusion of the tests within the diagnostic algorithms.

	16
	3
	South Yorkshire Childrens and Young People’s Alliance
	Option B would be preferred
Peak flow (PEF) and variability is often all there is available and can be very valuable. This allows for more flexibility for any objective test which is very helpful in different service models, particularly where routine fractional exhaled nitric oxide (FeNO) and spirometry are not available. Evidence to state that allergen-specific immunoglobulin (IgE) and skin prick test may not be strong enough to support their use in diagnosing asthma in children and provision for skin prick testing is minimal. Stronger research and studies maybe required before this can be rolled out in primary care.  This option would infer that the guideline should include peak flow reversibility as part of the diagnostic pathway.
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.
It was not the role of the indicator committee to review the evidence for inclusion of the tests within the diagnostic algorithms.

	17
	3
	Surrey Heartlands ICB
	QoF indicator:
Option B wording around any objective test around the time of diagnosis is preferred 
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.

	18
	3
	Taskforce for Lung Health
	The Taskforce recommends the amended wording for NM166 should follow option B due to the inclusion of more objective tests and the continued inclusion of peak flow. While peak flow’s inclusion in option B is welcome, its absence from much of the draft guideline and the diagnostic pathways is concerning given its utility for monitoring asthma control over time.[endnoteRef:3]  [3: ] 


The wording for either option should be amended to better reflect the step-wise nature of the diagnostic pathway by including the objective test thresholds decided upon within the final version of this draft guideline. Similarly, the wording of either option should be amended for consistency with current QOF wording: at present, AST011 (which is based on NM166) specifies “quality assured spirometry,”[endnoteRef:4] whereas both options here just reference “spirometry.” The importance of rigour within objective diagnostic tests is paramount, and spirometry must be accessible and deliverable at the highest standards to ensure optimum test reliability and benefit to people with asthma. [4: ] 

	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.

The indicator advisory committee agreed with your suggestion that it is important to reflect the diagnostic sequence within the indicator and therefore decided that the tests should not be included within the indicator wording, but instead should be included in a separate definition which clearly identifies the sequences for adults and children.

The committee considered your suggestion that the indicator should include test standards. Although NICE has not reviewed evidence on standards for spirometry, we are aware that QOF has highlighted specific standards in its guidance. The committee agreed, however, that information on test thresholds should be included within the definition of objective tests. Links have been added from the definition to the diagnostic algorithms in the new BTS, NICE and SIGN guideline where test thresholds are presented clearly.

	19
	3
	The Royal College of Physicians of Edinburgh 
	The Fellows who responded on this preferred option B based on their experience. 
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.

	20
	3
	University Hospitals of Leicester NHS Trust
	Option B would be preferred to option A as it reflects the guidance more completely. 
Please clarify the inclusion of peak flow in this statement, which is in contrast to the recommendations set out in the guideline. 
We strongly felt that baseline spirometry was an important test for any potential new diagnosis of airways disease and therefore amending option B to include this (as per the previous iteration) would ultimately be preferred, ie. “The percentage of patients with asthma on the register from (start date) with a record of spirometry and another objective test (eosinophil count, fractional exhaled nitric oxide (FeNO), bronchodilator reversibility, bronchial responsiveness (in adults), skin prick test or blood IgE level (in children)) between 3 months before or 3 months after diagnosis.” 
	Thank you for your feedback. The indicator advisory committee agreed that Option B, with a focus on any objective test, was the preferred option for an updated indicator as it provides more flexibility given local service availability and patient characteristics and is more likely to reduce the personalised care adjustment (PCA) rate.

The updated indicator reflects the final diagnostic sequences included in the guideline which are included in the definition of objective tests.

	General comments on indicators
	

	21
	General
	AstraZeneca UK
	Implementation:

As the guideline committee has already highlighted, the treatment pathway recommended represents a significant change in practice, but this is a much-needed change. We highlight three potential considerations for implementation (only relevant response included):

0. Indicators and incentives should be in place to facilitate and accelerate adoption, as they play an important role in supporting the NHS to deliver high quality care and to improve patient outcomes, with a considerable body of evidence demonstrating that incentives are effective in changing clinical practice. NICE should update their indicators for asthma, with two for pharmacological intervention (suggested below). These indicators should then be carried through into the Quality and Outcomes Framework (QOF), to support change in prescribing behaviour, in line with the updated guideline. SABA monotherapy reduction incentives as part of the national Investment and Impact Fund (IIF) have contributed to the observed reduction in prescribing over the past couple of years. Since the IIF incentives have been switched off, ICBs such as Bedfordshire, Luton and Milton Keynes (BLMK) have instated local level SABA reduction incentives, demonstrating the need for incentives to assist with implementation. 

0. RESP NEW: Percentage of patients on the QOF Asthma Register who received six or more SABA inhaler prescriptions* over the previous 12 months OR Percentage of patients on the QOF Asthma Register who received 0 SABA inhaler prescriptions over the previous 12 months.
0. RESP NEW: Percentage of patients on the QOF Asthma Register who are on ICS/formoterol inhaler as AIR or MART.  

	Thank you for your comment. 

NICE will consider the potential of the proposed new indicators.

	22
	General
	Cardiff and Vale UHB 
	We feel the indicators for QoF should focus on the results of tests as well as the fact they have been performed (i.e confirmation of asthma diagnosis) e.g. The percentage of patients with asthma on the register from (start date) with a record of fractional exhaled nitric oxide (FeNO >50 adults and >35 children) or blood eosinophil count (> lab reference range (adults)) etc.
Our concern is many patients will have an incidental FBC performed and hence will have a blood eosinophil on record– this is not the same as a correct asthma diagnosis (the result may be low).
	The indicator committee agreed that test thresholds should be included within the definition of objective tests in the updated indicator. Links have been added from the definition in the indicator to the diagnostic algorithms in the new BTS, NICE and SIGN guideline where this information is presented clearly.

	23
	General
	NHS England
	Alongside the consultation on the QOF indicator for diagnosis, we would also recommend and request a review of the current QOF indicator for annual reviews (AST007). We think the proposed changes in the guidance, particularly regarding treatment, mean there is an opportunity to improve this indicator so there is a greater focus on review of asthma control and action plan and the steps that should be taken if control is sub-optimal. At the very least, our reading of the guidance means the reference to control questionnaires would need to be removed and so a review of this indicator would be helpful.
	NICE discussed your suggestion with the indicator advisory committee and they agreed to remove asthma control questionnaires from this indicator because this is a ‘consider’ recommendation in the guideline, They wanted to highlight that symptom questionnaires work well in practice as part of asthma reviews and suggested that more research may be needed to support their use.
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	Test
	Cluster/codes available
	Code description
	Usage 2022-3

	FeNO
	FENO_COD
1201788001

444642008
	
Volume fraction of nitric oxide in exhaled air (observable entity)
Measurement of expired nitric oxide (procedure)
	
27430

87530

	Spirometry
	ASTSPIR_COD
170627008
314979004
314981002
391118006
391119003
391121008

391122001
702540003
767906009
774951000000101
882591000000103
	
Airways obstruction reversible (finding)
Spirometry reversibility test (procedure)
Spirometry reversibility positive (finding)
Positive reversibility test to salbutamol (finding)
Positive reversibility test to ipratropium bromide (finding)
Positive reversibility test to a combination of salbutamol and ipratropium bromide (finding)
Positive reversibility test to corticosteroids (finding)
Referral for spirometry reversibility test (procedure)
Post bronchodilator spirometry (procedure)
Post bronchodilator spirometry (procedure)
Referral for spirometry reversibility testing (procedure)
	
21270
73010
30810
47250
180
300

20550
35760
156860
9840
28430

	Peak flow with bronchodilator reversibility
	PEFR_COD
271507006
271529005
401015005
313232000

313276007

401014009
	
Peak flow rate after bronchodilation (observable entity)
Peak flow rate before bronchodilation (observable entity)
Peak expiratory flow rate post steroids (observable entity)
Peak expiratory flow rate after bronchodilation (observable entity)
Peak expiratory flow rate before bronchodilation (observable entity)
Peak expiratory flow rate pre steroids (observable entity)
	
103,050
469,780
4,380
69,330

80,790

3,870

	Eosinophil count
	1107391000000104
365601007
1022561000000101
26604007
1022441000000101
	Eosinophil count in blood (observable entity)
Finding of eosinophil count (finding)
Eosinophil count (observable entity)
Full blood count (procedure)
Full blood count (observable entity)
	10
40
39376370
94530
34721180

	Skin prick test
	37968009
	Prick test (procedure)
	6410

	Blood IgE level
	Specific blood IgE level
397698003

1013991000000100
397673004

1026191000000104

997071000000100

Total blood IgE level
997041000000106
181081000000106
1020431000000106
1013891000000106

781000237103

963641000000109

	
Allergen specific immunoglobulin E antibody measurement by method (procedure)
House dust mite RAST test (observable entity)
House dust mite specific immunoglobulin E antibody measurement (procedure)
Allergen specific immunoglobulin E antibody test observable (observable entity)
RAST test


Immunoglobulin E (observable entity)
Total immunoglobulin E level (procedure)
Total immunoglobulin E level (observable entity)
Serum total immunoglobulin E concentration (observable entity)
Arbitrary concentration of total immunoglobulin E in serum (observable entity)
Measurement of total immunoglobulin E concentration in serum specimen (procedure)
	
*

65200
10

170

37690


118410
0
18560
13240

0

0

	Bronchial challenge test/ responsiveness
	165011001
15435001
	Bronchial provocation test (procedure)
Inhalation bronchial challenge testing (procedure)
	130
0
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