Indicator development programme	
Consultation report: Asthma: annual review & MART (higher risk patients) 

Consultation period: 03 July – 31 July 2025
Introduction
This paper outlines stakeholder responses from a consultation in July 2025 on the following draft indicators that are potentially suitable for use in the QOF: 
	ID
	Indicator
	Evidence source 

	IND315
	The percentage of patients with asthma on the register with a risk factor for poor outcomes, who have had an asthma review in the preceding 12 months that includes an assessment of asthma control, a recording of the number of exacerbations, an assessment of inhaler technique and a written personalised action plan.
	BTS / NICE / SIGN guideline on asthma: diagnosis, monitoring and chronic asthma management (2024) recommendations 1.5.1, 1.5.2, 1.14.1, 1.14.2, 1.15.1 and 1.16.1.

	IND316
	The percentage of patients with asthma aged 12 years or over with a risk factor for poor outcomes who are prescribed maintenance and reliever therapy (MART).
	BTS / NICE / SIGN guideline on asthma: diagnosis, monitoring and chronic asthma management (2024) recommendations 1.7.3, 1.7.4, 1.7.8, 1.7.9 and 1.15.1.







[bookmark: _Toc206596219]General comments 
Inequalities
Stakeholders agreed with the need to consider the issues set out in the equality and health inequalities assessment for the indicators (e.g. that lower socio-economic groups have higher rates of uncontrolled asthma and poorer outcomes). A specific example provided was that people from deprived backgrounds are less likely to receive annual reviews.
Definition of high risk
There was general agreement from stakeholders that short-acting beta2 agonist (SABA) overuse, oral corticosteroid (OCS) use, emergency department (ED) visits and hospital admission are appropriate risk factors for poor outcomes.
A stakeholder expressed concern that the list of risk factors for poor outcomes in the indicator definition may lead to less recognition of other risk factors such as food allergy.
Validity of NICE’s indicator testing in CPRD
A stakeholder queried the figures from NICE’s testing of the indicator in CPRD. NICE found that 28% of all patients aged 6 years or over with asthma on the register had 1 or more risk factor for poor outcomes (i.e. 6+ SABA, 2+ OCS, 2+ ED visits for asthma, or any hospital admission for asthma). The stakeholder noted that based on how most studies/guidelines define an asthma attack/exacerbation (i.e OCS, ED visit, hospital admission), the NICE data are saying that around one third of all asthma patients have 2 or more asthma attacks a year or use 6+ SABA. They believed this was not the case in any study, and it is likely the 28% includes people misclassified as asthma when they actually have COPD - a common issue in CPRD studies. 
The stakeholder supplied a list of 7 papers to support the above comment. NICE has analysed these papers and did not find any of the data for SABA, OCS, ED visits, hospital admissions or exacerbations to significantly challenge the figures from the NICE CPRD testing (see Appendix A for analysis of the papers).
Considerations for the advisory committee 
The committee is asked to consider: 
Whether the current list of risk factors for poor outcomes may lead to less recognition of other risk factors such as food allergy.
Whether papers supplied to the consultation cast doubt on NICE findings from CPRD testing that 28% of all patients aged 6 years or over with asthma on the register had 1 or more risk factor for poor outcomes.




[bookmark: _Toc206596220]Asthma: annual review (higher risk patients) 
IND315: The percentage of patients with asthma on the register with a risk factor for poor outcomes, who have had an asthma review in the preceding 12 months that includes an assessment of asthma control, a recording of the number of exacerbations, an assessment of inhaler technique and a written personalised action plan.
Rationale
NICE guidance recommends all people with asthma are reviewed at least annually, and this is reflected in existing NICE indicator IND273 (QOF AST007). This draft indicator has been developed as a complementary indicator to IND273 and focuses on those most at risk of poor outcomes (including death, hospital admission, and the need for out-of-hours contacts or visits to an emergency department for asthma exacerbations). A risk factor for poor outcomes is defined as any of the following in the year preceding the current reporting period: 
6 or more short-acting beta2 agonist (SABA) inhalers 
2 or more oral corticosteroids
2 or more visits to an emergency department for asthma
Any hospital admission for asthma.
Summary of consultation comments
Support for the indicator
Stakeholders welcomed the proposed indicator. It was noted that practices try to meet the annual review quota but often those with the most controlled asthma are the ones receiving reviews.
Content / delivery / frequency of annual review
A stakeholder noted that fractional exhaled nitric oxide (FeNO) should be included in annual reviews but acknowledged variability in access. Use of FeNO to monitor asthma control is a ‘consider’ recommendation in BTS/NICE/SIGN guideline NG245 (1.5.4) with the guideline committee noting only a minority of GP practices have on-site access. The draft indicator rationale noted that the indicator will be reviewed as access to FeNO increases.
[bookmark: _Hlk206163974]A stakeholder felt that the indicator would benefit from a clearer description of ‘an assessment of asthma control’ e.g. an assessment of existing treatment to assess reliever inhaler and OCS use and ensure patients are optimised on the right treatment. Another stakeholder queried why asthma control questionnaires are not included in the indicator. Use of asthma control questionnaires is a ‘consider’ recommendation in BTS/NICE/SIGN guideline NG245 (1.5.2). 
A stakeholder felt that it was important that these reviews are conducted face to face, and that text messages to assess control may not be sufficient. The proposed indicator wording includes an inhaler technique check, which may imply reviews should ideally be face to face. Asthma + Lung UK state: ‘Asthma reviews done remotely are considered safe. They can be […] more convenient […] If you are struggling with your inhaler technique or staying on top of symptoms, ask for a face to face appointment.’
A stakeholder also requested that patients who are more at risk (including factors such as ethnicity, learning difficulties and cognitive impairment) should have more frequent than annual reviews. 
Specific question/s included at consultation
[bookmark: _Hlk203647997]Stakeholders were asked to comment on the suitability of a pragmatic cutoff of 6 or more SABA inhalers in the indicator definition to identify patients at risk of poor outcomes. There was some support from a stakeholder, but others thought 6+ was too high (referencing the BTS/NICE/SIGN guideline and the MHRA’s April 2025 drug safety update for SABAs). A stakeholder noted that a 6+ cutoff would miss the opportunity to switch many people using 3+ SABAs onto MART. Another stakeholder did not agree that a 3+ cutoff identifying too many people as high risk was a reason to use a higher threshold, and that all SABA overuse needs appropriate care.
Stakeholders were also asked to comment on using SNOMED codes in general practice records only to identify patients with risk factors based on ED visits or hospital admission. There was some agreement with a pragmatic approach but noting it may limit the numbers identified.
Considerations for the advisory committee
The committee is asked to consider:
if the count of SABA prescriptions should remain as 6 or more. 
if the indicator should specify that the review take place face-to-face.
If required, additional commentary can be included in accompanying documentation to provide a description of assessment of asthma control.

[bookmark: _Hlk118099340]

[bookmark: _Toc206596221]Asthma: MART (higher risk patients) 
IND316: The percentage of patients with asthma aged 12 years or over with a risk factor for poor outcomes who are prescribed maintenance and reliever therapy (MART).
Rationale
This indicator aims to improve asthma control and prevent future events such as exacerbations, hospitalisations and deaths.
People with medication over-use or previous emergency attendance at hospital for an exacerbation are more likely to be at greater risk of poor outcomes (including death, hospital admission, and the need for out-of-hours contacts or visits to an emergency department for asthma exacerbations). A focus on improved medicines optimisation in this population aims to support better asthma control through individualised, patient-centred care.
A risk factor for poor outcomes is defined as any of the following in the year preceding the current reporting period: 
6 or more short-acting beta2 agonist (SABA) inhalers 
2 or more oral corticosteroids
2 or more visits to an emergency department for asthma
Any hospital admission for asthma.
Summary of consultation comments
Support for the indicator
Stakeholders welcomed the proposed indicator. They agreed with the stated rationale that a focus on improved medicines optimisation in this population will better support asthma control. They also noted studies demonstrating that an asthma review and transition to MART reduced exacerbations and SABA prescribing, and that MART is more effective than fixed-dose regular ICS/LABA regimens.
Suitability of MART
A stakeholder queried whether all high-risk patients should be on MART however their concern seems to relate to young children who are not included in this indicator. They went on to note that they were uncomfortable with financial incentive to change the most at risk patients to a non-evidence-based treatment.
A stakeholder also noted that the proposed MART indicator applies only to patients aged 12 and above, and raised concerns that this may contribute to health inequalities and reduce uptake among younger children. For the 5–11 age group, treatment options include MART or conventional therapy, so they felt the indicator should reflect the percentage of patients for whom MART was considered and discussed with families, rather than those actively receiving it. They highlighted a recent consensus statement on AIR and MART in children and young people which outlines the recommended treatment approach. For children aged 5 to 11 years BTS/NICE/SIGN guideline NG245 recommends MART as one of 2 treatment pathways (section 1.8). 
Specific question/s included at consultation
The question for indicator GID-IND10338 (annual review in high risk patients) related to the definition of ‘risk factors for poor outcomes’ are also relevant to this indicator. Stakeholders were asked if they had any additional comments on risk factors that specifically relate to this indicator.
There were no additional comments on risk factors specifically related to the proposed indicator on MART for high risk patients.
Considerations for the advisory committee
The committee is asked to consider proposals to include children under 12 years and discussions about suitability of MART.  
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[bookmark: _Appendix_A:_Analysis][bookmark: _Toc206596222]Appendix A: Analysis of papers supplied by stakeholder
Note: Some figures in the table were not directly reported in the paper but were manually calculated from data within the paper.
	Study
	SABA use/yr
	OCS use/yr
	ED visits/yr
	Hospital admissions/yr
	Exacerbations

	NICE analysis of CPRD data

All pts in CPRD on asthma register as of 31.03.24 aged 6+ yrs
	6+ SABA: 22%
	2+ OCS: 9.5%
	2+ visits: 0.9%
	1+ admission: 1.3%
	NA
(Patients who had either 6+ SABA, 2+ OCS, 2+ ED visit, or 1+ hospital visit: 28%)

	PMID 30765507 (Bloom et al. 2019)

Asthma pts (n=not stated) of any age from CPRD 01.01.06 – 31.12.16
	NA
	1+ OCS:
Ranged from 12.3% (in pts aged 5-17 yrs) to 29.5% (in pts aged 55+ yrs) 
	NA
	1+ exacerbation needing admission: 
Ranged from 0.5% (in pts aged 55+ yrs) to 4.2% (in pts aged <5 yrs)
	See hospital admissions

	PMID 38071524
(Khalaf et al. 2024)

Children with asthma (n=119,611) aged 5-16 from CPRD records 2004–2021 linked to HES data
	5+ SABA:
17% (aged 12-15 yrs)
	1+ OCS in the year before asthma diagnosis:
5.3% (aged 5-15 yrs)
	1+ unscheduled hospital visit in the year before asthma diagnosis: 1.3% (aged 5-15 yrs)

	NA
	Exacerbation data provided as rate per 100 person years (therefore cannot be compared with NICE analysis)


	PMID 29074814 
(Bloom et al. 2018)

Asthma pts (n=424,326) of any age from CPRD records April 2007– Sept 2015 linked to HES data
	NA
	NA
	NA
	NA
	Annual exacerbation frequency1:
>1 exacerbation: 10.4% (aged 5+ yrs)

	PMID 34669568 (Bloom et al. 2021)

Adults (n=434,348 with asthma and 748,327 matched gen. pop.) aged 18+ from CPRD records 01.01.20 – 26.06.20 linked to HES data
	NA
	1 GP-managed exacerbation (short course OCS) in past year:
11.7% (aged 18+ yrs)
	NA
	NA
	>1 GP-managed or ⩾1 hospital admission for asthma in the past 5 years:
7.5% (aged 18 yrs)



	PMID 31550948 (Bloom et al. 2021b)

Adults (n=246,116) aged 18+ with asthma from CPRD with HES linked data.

Nested case-control
‘Cases’ (n=5032): Pts with an incident referral to secondary care (‘incident’=no referral in the previous 12-months) between 01.01.06 and 31.12.17
‘Controls’ (n=20,128): Pts with no referral to secondary care in the previous 12 months or more from the index date (matched by age, gender and general practice to each case). The index date was the date of the hospital appt. 
	Data only available for 3+ SABA
	2+ GP-treated exacerbations (short course OCS) in previous year:
Cases: 31%
Controls: 7.2%
Total: 11.9% 
(all aged 18+ yrs)
	1+ A&E visit in previous year:
Cases: 6.4%
Controls: 0.4%
Total: 1.6% 
(all aged 18+ yrs)
	1+ hospital admission in previous year:
Cases: 13.8%
Controls: 0.3%
Total: 3.0% 
(all aged 18+ yrs)
	NA

	PMID 32720299 (Bloom et al. 2020)

Asthma pts (n=574,913) aged 12+ from CPRD records April 2007– Dec 2017 linked to HES data.
	3+ SABA:
36.3%

7+ SABA:
13.2%
(all aged 12+ yrs)

	NA
	NA
	NA
	Exacerbation data provided as mean no. of exacerbations/yr, and rate per 10 person years (therefore cannot be compared with NICE analysis)

	PMID: 34211281 (Tran et al. 2021)

Asthma pts (n=148,021) aged 13+ from OPCRD & CPRD with ≥3 blood eosinophil count (BEC) recordings.
	SABA data provided as daily dose salbutamol equivalent in mg (therefore cannot be compared with NICE analysis)
	OCS data provided as mean daily dose in mg (therefore cannot be compared with NICE analysis)

	4+ ED visits (no data provided for fewer visits):
1.9% (aged 13+ yrs)
	>1 overnight hospitalisation with asthma as primary diagnosis:
0.7% (aged 13+ yrs)

>1 overnight hospitalisation with a respiratory condition as primary diagnosis:
4.0% (aged 13+ yrs)
	In baseline year:
1+ severe exacerbation2: 24.2%
2+ severe exacerbations2: 9.8%

In outcome year: 
1+ severe exacerbation3: 23.9%
2+ severe exacerbations3: 9.7%

1+ acute respiratory event4: 38.5%
2+ acute respiratory events4: 17.0%
(All aged 13+ yrs)


Footnotes:
1: Exacerbation defined as ≤300mg OCS, or A&E visit, or hospital admission.
2: Severe exacerbation in the baseline year defined as a prescription for acute OCS, asthma-related ED visit or hospitalisation.
3: Severe exacerbation in the outcome year defined as a prescription for acute OCS, hospitalisation with asthma as the primary diagnosis, a respiratory-related ED visit and/or a recording of an acute exacerbation in the electronic medical record.
4: Acute respiratory event in the outcome year defined as a hospitalisation with asthma as the primary diagnosis, a respiratory-related ED visit, a prescription for acute OCS, a recording of an acute exacerbation in the electronic medical record, and/or prescription for antibiotics in conjunction with an asthma-related primary care consultation.


[bookmark: _Toc206596223]Appendix B: Consultation comments
	ID
	Proforma question no.
	Stakeholder organisation
	Comment
	Response

	1
	1: Do you think there are any barriers to implementing the care described by these indicators?
	Individual 1
	The risk factor based on SABA will not be applicable for patients on MART.
I have asked primary care to identify these patients int eh past and there has been poor engagement so I assume there are barriers, largely related to time and manpower. I suspect (sadly in some respect) that linking this request to QoF will motivate overcoming these barriers.

Asthma is badly coded in some EDs and this may limit the numbers identified.
	Thank you for your comment.
The risk factors for poor outcomes are taken from the BTS/NICE/SIGN asthma guideline recommendation on risk-stratified care, which is why short-acting beta2 agonists (SABAs) are included as risk factors in the indicators. The other 3 risk factors will still enable maintenance and reliever therapy (MART) users to be identified as being at risk of poor outcomes and included in the indicator. Additionally the existing NICE indicator on annual review in all patients (IND273) will continue on the NICE menu.
We agree implementation of these indicators will help to increase the identification of patients at risk of poor outcomes so they can be offered suitable interventions.
The indicators advisory committee (IAC) were aware of the shortcomings with the coding of emergency department (ED) visits and hospital admissions, and the transmission of this data to general practice. They agreed it was useful to include those patients who have been correctly coded, than not to include hospital activity as risk factors. The 10 Year Health Plan for England highlights a shift from analogue to digital and transforming use of health data, which may help to improve data gathering and sharing.

	2
	2: Do you think there are potential unintended consequences to implementing/ using any of these indicators?
	Individual 1
	There could be further demonisation of SABA which can alienate families who have complex lives and require SABA across a number of  addresses/locations

It may lead to less recognition of other risk factors such as food allergy
	Thank you for your comment.
The intention of including SABA use as a risk factor in the indicators is to enable those showing signs of uncontrolled asthma, such as multiple SABA prescriptions per year, to be identified and offered suitable interventions. It is not to criticise or prevent use of multiple SABAs where there is a valid clinical need. For patients picked up by the SABA risk factor, the intervention in the indicator can be declined or may not be appropriate – which can be managed by personalised care adjustments or exception reporting.
The intention of the risk factors in the indicator is not to overshadow other risk factors, and healthcare practitioners are still able to identify other risk factors and take appropriate action if required (for example, atopic disorders [such as food allergies] are referred to in the BTS/NICE/SIGN asthma guideline).

	 3
	3: Do you think there is potential for differential impact (in respect of age, disability, gender and gender reassignment, pregnancy and maternity, race, religion or belief, and sexual orientation)? 
	Individual 1
	I suspect OCS prescription will differentially detect children as high risk. This is no bad thing but will be most effective if linked to an intervention that is appropriate for improving asthma care in young people.

Children are poorly coded in ED often even beyond 6 years coded as wheeze rather than asthma so may not be identified.
	Thank you for your comment.
Children with 2 or more oral corticosteroid (OCS) prescriptions per year would fall within the indicator for annual review in higher risk patients. The review is an opportunity to assess the child’s asthma and ensure that they are receiving the most suitable interventions.
The IAC were aware of the shortcomings with the coding of ED visits and hospital admissions, and the transmission of this data to general practice. They agreed it was useful to include those patients who have been correctly coded, than not to include hospital activity as risk factors. The 10 Year Health Plan for England highlights a shift from analogue to digital and transforming use of health data, which may help to improve data gathering and sharing.


	4
	4: If you think any of these indicators may have an adverse impact in different groups in the community, can you suggest how the indicator might be delivered differently to different groups to reduce health inequalities?
	Individual 1
	The biggest inequality relates to not actually being on the asthma register. This is a problem for children where objective testing is inconsistently provided and can lead to underdiagnosis.
	Thank you for your comment.
We understand your concern that children not on the asthma register will not be identified by the indicators.
NICE indicator IND272 Asthma: objective tests aims to encourage the use of objective tests to confirm asthma diagnosis. Additionally, NICE indicator IND186 Asthma: register aims to encourage practices to record the diagnosis of asthma and to use that register of patients to inform the care they deliver.

	5
	IND315
	Association of Respiratory Nurses (ARNS)
	In the absence of mandatory training and competencies in asthma, all patients in primary care are at risk of their review being a 'box-ticking' exercise, with some clinicians having no real insight into what should be done and why, when it comes to identifying and managing high risk cases.  Access to FeNO is highly variable for diagnostics, never mind as part of the annual review.  The BTS/SIGN/NICE guidelines simply the process of diagnosing asthma but only if clinicians have access to FeNO or spirometry. The management of asthma is much more straightforward too, but we need an informed and competent workforce to implement them. As long as anyone can undertake the asthma annual review, trained or not, and as long as primary care continues to be delivered by multiple small business with varying levels of commitment to training and development, health inequalities will persist. Respiratory diseases are too important to treat in this casual way. 

FeNO should be included in annual reviews and patients who are more at risk should have more frequent than annual reviews.
	Thank you for your comment.
Training and competency of staff undertaking reviews of people with asthma is not within the remit of NICE. 
Fractional exhaled nitric oxide (FeNO) monitoring has not been included as a means of assessing asthma control within an asthma review as the recommendation in the NICE/BTS/SIGN guideline is only to consider FeNO monitoring for adults with asthma at their regular review. The guideline committee noted only a minority of GP practices have on-site access.
Healthcare professionals can choose to review patients more frequently than annually if there is a valid clinical need.

	6
	IND315
	Asthma + Lung UK
	Asthma + Lung UK welcomes the opportunity to submit to this consultation to aid the implementation of the NICE/SIGN/BTS asthma guideline and improve asthma care for the 7.2 million people in the UK with asthma.
 
The draft indicator's inclusion of SABA overuse as a risk factor is appropriate, but the threshold of six or more SABAs annually is too high. In line with the SABINA study and the NICE/SIGN/BTS asthma guideline, we'd advocate for the threshold to be amended to two or more SABAs per year. We note that NICE concludes that this would identify too many people with asthma as being high risk patients; this is not a suitable reason to amend the SABA overuse threshold, and everyone who is at risk of overusing SABA deserves appropriate care and support.
The draft indicator's inclusion of oral corticosteroid (OCS) use as a risk factor is appropriate. 
 
The draft indicator's inclusion of emergency admission and hospital admission as risk factors is appropriate. While the thresholds reflect those included in the NICE/SIGN/BTS asthma guideline, Asthma + Lung UK wishes to highlight than any unplanned admission is a sign of high risk. The National Review of Asthma Deaths highlights that prior admission was a common factor in 47% of the fatal cases analysed. A single unplanned admission quantifies high risk in a person with asthma and highlights that their treatment must be reviewed (and likely amended) urgently.
	Thank you for your comment.
We recognise that the BTS/NICE/SIGN asthma guideline defines over-use of SABA inhalers as more than 2 inhalers per year. However, the committee agreed that using 6 or more SABAs was a pragmatic approach to identify a higher risk population given that testing in Clinical Practice Research Datalink (CPRD) Aurum found that 45% of people aged 6 or over with asthma on the register were prescribed more than 2 SABAs per year. When other risk factors are added to this, it was thought to identify too high a proportion of asthma patients to be substantially different to existing indicator IND273. The committee agree that everyone who is at risk of overusing SABA deserves appropriate care and support. The BTS/NICE/SIGN guideline recommends that patients aged 12 and over are offered SABA-free combination regimens such as anti-inflammatory reliever (AIR) therapy or MART, or switched away from SABA-containing regimens in treatment pathways from previous guidelines. The guideline also states do not prescribe SABAs to people of any age with asthma without a concomitant prescription of an ICS. Healthcare professionals are encouraged to follow these recommendations. The new indicators are complementary to NICE indicator IND273 on annual review for all patients, which includes checking medicines adherence and assessing asthma control, and which will continue alongside the new indicators.
An unplanned hospital admission for asthma has been retained as a risk factor in the final indicator. 

	7
	IND315
	AstraZeneca UK Ltd.
	AstraZeneca welcomes this proposed high-risk annual review asthma indicator which if implemented via QOF and regional/local incentives, will help to implement the BTS/NICE/SIGN asthma guideline (NG245) and embed a more proactive, risk and outcome-based approach to asthma care and treatment.

In England, 81% of asthma patients receive an annual review [1]. Despite this, seven out of ten (69%) people are not receiving basic asthma care [2], access to that care is highly variable across England’s ICSs [3] and 40% of patients who have been admitted to hospital due to an asthma attack, do not have a follow up appointment within a 28-day period [4] As such, this proposed indicator, alongside aligned NICE quality standards, is an opportunity to reinforce the key elements of a high-quality review.

Currently, the proposed indicator defines an annual review as including an assessment of asthma control, a recording of the number of exacerbations, an assessment of inhaler technique and a written personalised action plan. The accompanying specification would benefit from a clearer description of what “an assessment of asthma control” entails. A comprehensive annual review must include an assessment of existing treatment (per NG245 – monitoring control) to assess reliever inhaler and OCS use and ensure patients are optimised on the right treatment. Anecdotes of patients receiving a text message asking them on a scale of 1-5 whether their asthma is controlled, may not be sufficient for uncontrolled patients and for patients who are being switched to a new inhaled treatment (e.g. MDI SABA monotherapy to DPI AIR), education on inhaler technique is essential to ensure patients are confident using their new inhaler and that they are effectively adhering to their new treatment. Real world evidence from the asthma quality improvement programme, SENTINEL, demonstrates that regular medical reviews, asthma education, discouraging SABA overuse and implementation of personal asthma action plans, can support patients in recognizing when their asthma control is deteriorating and can further assist in curbing SABA overuse [5,6].

Patient stories highlight the importance of a comprehensive annual review and the importance of patient education and proactive HCP care. Asthma and Lung UK reported in 2022, that Paul Wilson, 47, from Beith near Glasgow, has asthma and says that during periods of poor asthma management he was “overmedicating” on his reliever inhaler, using up around one a month [7]. Paul ended up in hospital 48 times because of his asthma and had to be resuscitated on 25 occasions.  

We welcome the inclusion of SABA overuse as a risk factor for poor outcomes, in line with NG245, the MHRA’s drug safety update for SABA, and a wealth of clinical evidence including from the global study SABINA [8]. 

As acknowledged in NG245, the systemic overuse of SABA remains a challenge in the UK, putting patients at a higher risk of exacerbations and mortality. 
•	Approximately twice as many exacerbations occur in patients who are prescribed ≥3 SABAs/year versus 0–2 SABAs/year. Despite this, 38% of patients in the UK are still prescribed ≥3 SABAs/year [9].
•	45% of people with asthma were prescribed ≥3 SABAs per year, as demonstrated by the testing in CPRD Aurum for this proposed indicator. 
•	IQVIA data shows that as of June 2025, in the UK over the past 12 months, there remain over 500,000 patients with asthma* prescribed SABA monotherapy. In line with NG245, these patients should be moved to AIR [10]. 
•	IQVIA data shows that as of June 2025, in the UK over the past 12 months, there remains over 3 million patients with asthma* on prescribed a SABA-containing prescription. In line with NG245, these patients should be moved to MART [10]. 
•	IQVIA data shows that as of June 2025, in the UK over the past 12 months, 570,000 patients with asthma* are prescribed 3-5 SABAs and 414,000 patients with asthma* are prescribed ≥6 SABAs [10]. Those using ≥3 SABAs per year have twice as many exacerbations, compared to low SABA users [8].

*Patients diagnosed with asthma (excluding patients who also have a COPD diagnosis)

This demonstrates the scale of prescribing practice change yet to be achieved and as such the need for this indicator to be ambitious in its efforts to eradicate SABA over-use. NG245 clearly states that patients are at an increased risk of exacerbations if they use more than 2 SABA inhalers per week and as such AstraZeneca strongly recommend that the cutoff for this proposed indicator should be drawn at more than 2 SABA inhalers.

NICE states that feedback from NHS England noted that for data extraction purposes, a high prescription count could cause issues for IT system suppliers and hence a cutoff of 6 or more SABAs has been adopted. Effective implementation of BTS/NICE/SIGN and the move of hundreds of thousands of patients using multiple SABA inhalers to single combination inhalers, could reduce the number of prescriptions issued. 

For those with severe asthma, we welcome the inclusion of OCS as a risk factor for poor outcomes. This should state 2 or more courses of maintenance OCS, as a necessary diagnostic and criteria for the identification and referral of patients with severe asthma to specialist centres for biologic initiation. This approach is in line with the NG245.

Regarding implementation of this indicator, this proposed indicator should sit alongside the existing annual review indicator (IND273) to ensure that every person living with asthma receives an asthma review, regardless of severity of disease and risk factors. This proposed indicator, if implemented via QOF, would then ensure that for those with more severe disease, who are uncontrolled and at risk of admissions, that primary care practitioners know how to identify them and conduct high-quality reviews to improve disease control for those patients.
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	Thank you for your comment.
The rationale section of the annual review indicator has been updated to provide a description of the components that should be included in an annual review (including checking medicines, assessing asthma control, observing inhaler technique and checking other reasons for uncontrolled asthma).
We agree with the importance of a comprehensive annual review and the aim of the new annual review indicator is to improve delivery in higher risk patients.
We recognise that the BTS/NICE/SIGN asthma guideline defines over-use of SABA inhalers as more than 2 inhalers per year. However, the committee agreed that using 6 or more SABAs was a pragmatic approach to identify a higher risk population given that testing in Clinical Practice Research Datalink (CPRD) Aurum found that 45% of people aged 6 or over with asthma on the register were prescribed more than 2 SABAs per year. When other risk factors are added to this, it was thought to identify too high a proportion of asthma patients to be substantially different to existing indicator IND273. The committee agree that everyone who is at risk of overusing SABA deserves appropriate care and support. The BTS/NICE/SIGN guideline recommends that patients aged 12 and over are offered SABA-free combination regimens such as anti-inflammatory reliever (AIR) therapy or MART, or switched away from SABA-containing regimens in treatment pathways from previous guidelines. The guideline also states do not prescribe SABAs to people of any age with asthma without a concomitant prescription of an ICS. Healthcare professionals are encouraged to follow these recommendations. The new indicators are complementary to NICE indicator IND273 on annual review for all patients, which includes checking medicines adherence and assessing asthma control, and which will continue alongside the new indicators.
OCS use is one of a set of risk factors to identify higher risk patients. The new indicator will help ensure these higher risk patients receive an annual review, where asthma control and appropriate medication can be discussed. If asthma remains uncontrolled despite optimised pharmaceutical therapy, then the patient should be referred to a specialist as per the BTS/NICE/SIGN asthma guideline. It is not the aim of the indicator to re-iterate all relevant treatment pathways from the guideline.
As you suggest, the new indicator will sit alongside the existing annual review indicator (IND273) which will continue on the NICE menu.



	8
	IND315
	AstraZeneca UK Ltd.
	Given the data join-up constraints, we agree with the proposed approach to identify patients with these risk factors using SNOMED codes in general practice records. 

NICE should highlight to DHSC and NHS England, that the lack of health data join-up across primary and secondary asthma care, is hindering the identification of patients at risk of admissions and poor outcomes from uncontrolled asthma. The 10 Year Health Plan commits to shifting from analogue to digital and transforming how the NHS uses health data and digital – this is an example of where benefits would be felt, if this were to be successfully implemented."
	Thank you for your comment.
NHS England are aware of the issues you raise around health data join-up, and are involved with the IAC.
As you note, the 10 Year Health Plan commits to shifting from analogue to digital and transforming how the NHS uses health data and digital, which may lead to improvements in the gathering and sharing of data in the NHS.

	9
	IND315
	Individual 1
	It may be the wording but it sounds like the numerator and denominator have been switched surely it should be the number with a risk factor (numerator) divided by the number eligible because they have had the required assessments and are on the asthma register
	Thank you for your comment.
A NICE indicator is made up of the following:
· a denominator, describing the target population included in an indicator
· a numerator, describing the number of people in the denominator who have the specified intervention, treatment or outcome.
In this case, the denominator (i.e. target population) is the number of patients on the asthma register with a risk factor for poor outcomes. The numerator (i.e. people within the target population who have the intervention) is the number of patients at risk of poor outcomes who have had an annual review. The calculation (numerator divided by the denominator, multiplied by 100) gives the percentage of people at risk of poor outcomes who have had a review.

	10
	IND315
	Individual 1
	QoF will encourage superficial engagement at best
	Thank you for your comment.
The existing QOF indicator on annual review in all patients (AST007) has seen an increase in the national intervention rate from 52% in 2021/22 to 66% 2024/25. We hope that the new indicator on annual review in higher risk patients may bring about a similar improvement.


	11
	IND315
	Individual 1
	Rationale is sound, is this to eb linked to any intervention though, will it just result in those considered low risk being deprioritised?
	Thank you for your comment.
The indicator is linked to annual review as the intervention. The annual review may then bring about further interventions such as starting or adjusting medicines.
The intention is not to deprioritise people at lower risk, and the existing NICE indicator on annual review in all patients (IND273) will continue on the NICE menu.

	12
	IND315
	NHS England
	NHSE National Respiratory team are  supportive of these steps and supportive of development.
	Thank you for your comment.

	13
	IND315
	Primary Care Respiratory Society (PCRS)
	Overall, this approach to target the high-risk patients is welcomed. 

Practices try to meet the annual review quota but often those with the most controlled asthma are the ones undertaking the reviews.

However, the 28% is unclear. It is far too high for percentage meeting all the criteria in one year. If it is referring to those meeting at least one criteria, this also does not make sense as below in the same document it says 45% meet 6 or more SABA criteria. This is therefore confusing. 

The last 3 definitions (oral steroids, AE and hospital) are the criteria most studies/guidelines use to define an asthma attack/exacerbation - meaning this data is saying around one third of all asthma patients have 2 or more asthma attacks a year or use 6 SABA. This is simply not true in any study. It is likely this 28% includes people misclassified as asthma when they actually have COPD - a common issue in CPRD studies. There are no methods with this single reported % to check the validity of this statement.

See the following list of studies showing a much lower % with exacerbations and SABA use: PMID: 30765507, PMID: 38071524, PMID: 29074814, PMID: 34669568, PMID: 31550948, PMID: 32720299, PMID: 34211281
	Thank you for your comment.
The figure of 28% originated from NICE testing in CPRD Aurum, and refers to patients aged 6 or over who are on the asthma register and have at least one of the following risk factors (the figures in brackets are the % of patients with that individual factor from CPRD testing): 
· 6+ SABAs/yr (22%)
· 2+ OCS/yr (10%)
· 2+ visits to an ED for asthma (0.9%)
· any hospital admission for asthma (1.3%)
SABA and OCS use are based on prescription data. ED visits and hospitalisations are based on codes for asthma-specific ED visit/hospital admission, or codes for generic ED visit/hospital admission accompanied by a code for same-day asthma/lower-respiratory tract infection diagnosis.
We have validated these individual figures from CPRD testing against external data sources and found them to be comparable (all CPRD values were lower than the external source – for example, there are known shortcomings with the coding of ED visits and hospital admissions, and the transmission of this data to general practice, leading to underestimates in CPRD).
We have reviewed the papers you supplied, and did not find any of the data for SABA, OCS, ED visits, hospital admissions or exacerbations to significantly challenge the figures from the NICE CPRD testing (see Appendix A for analysis of the papers).

	14
	IND315
	Primary Care Respiratory Society (PCRS)
	Section 1.3: Why were validated asthma control questionnaires also not included?
	Thank you for your comment.
In the BTS/NICE/SIGN asthma guideline, recommendation 1.5.2 on using a validated symptom questionnaire (for example, the Asthma Control Questionnaire, the Asthma Control Test or the Childhood Asthma Control Test) at any asthma review is a consider recommendation and therefore has not been included in the indicator wording.
However, the rationale section of the annual review indicator has been updated to provide a description of the components that should be included in an annual review, including assessing asthma control (which could be by using a validated symptom questionnaire such as the Asthma Control Questionnaire, the Asthma Control Test or the Childhood Asthma Control Test).

	15
	IND315
	Primary Care Respiratory Society (PCRS)
	Section 1.7 (paragraph 1): People residing in more deprived backgrounds are less likely to receive reviews. Even if sent 3 texts as reminders. Difficulty in ensuring those most needing them, attend them.
	Thank you for your comment.
The committee noted that deprived populations are at greater risk of uncontrolled asthma and poorer outcomes. It is hoped that the new indicators will help focus on patients showing signs of more uncontrolled asthma and encourage the delivery of annual reviews for those patients at higher risk of poor outcomes, who may have not previously been in receipt of regular review.

	16
	IND315
	Primary Care Respiratory Society (PCRS)
	Section 1.7 (paragraph 2: If allowing 6+ marker, miss out people overusing SABA and opportunity to introduce them to MART.
	Thank you for your comment.
We recognise that the BTS/NICE/SIGN asthma guideline defines over-use of SABA inhalers as more than 2 inhalers per year. However, the committee agreed that using 6 or more SABAs was a pragmatic approach to identify a higher risk population given that testing in Clinical Practice Research Datalink (CPRD) Aurum found that 45% of people aged 6 or over with asthma on the register were prescribed more than 2 SABAs per year. When other risk factors are added to this, it was thought to identify too high a proportion of asthma patients to be substantially different to existing indicator IND273. The committee agree that everyone who is at risk of overusing SABA deserves appropriate care and support. The BTS/NICE/SIGN guideline recommends that patients aged 12 and over are offered SABA-free combination regimens such as anti-inflammatory reliever (AIR) therapy or MART, or switched away from SABA-containing regimens in treatment pathways from previous guidelines. The guideline also states do not prescribe SABAs to people of any age with asthma without a concomitant prescription of an ICS. Healthcare professionals are encouraged to follow these recommendations. The new indicators are complementary to NICE indicator IND273 on annual review for all patients, which includes checking medicines adherence and assessing asthma control, and which will continue alongside the new indicators.

	17
	IND315
	Primary Care Respiratory Society (PCRS)
	Section 1.7 (paragraph 3): This question is not possible to answer without seeing the data. When NICE looked at CPRD, did they not look at this? Some data such as age and gender are very easy to see in CPRD and could have compared. 

For children, younger ones and those residing in areas of lower socioeconomic status are less likely to receive an annual asthma review (PMID: 39515516, Figure 4).
Whereas those children with higher SABA use were already more likely to receive an asthma review. But those with a recent asthma attack were not.
	Thank you for your comment.
People in lower socioeconomic groups have higher rates of uncontrolled asthma and poorer outcomes. The new indicator will encourage the delivery of annual reviews to patients at higher risk of poor outcomes – which could include any children, or people with lower socioeconomic status, who have not previously been in receipt of regular review and who have risk factors for poor outcomes. The new indicator will sit alongside the existing annual review indicator (IND273) which will continue on the NICE menu for those not defined as higher risk.
In the indicator, higher risk is defined as 6+ SABAs/yr, or 2+ OCS/yr, or 2+ visits to an ED for asthma, or any hospital admission for asthma. Therefore, as well as children with high SABA use, those who have had a recent more severe asthma attack (and may therefore have received OCS or hospital treatment), are all likely to be covered by the indicator with the intention that all higher-risk children, young people and adults will be a priority for annual review.

	18
	IND315
	Primary Care Respiratory Society (PCRS)
	Section 1.7 (paragraph 4): Very important that these reviews are conducted face to face
	Thank you for your comment.
It would not be appropriate to rule out virtual consultations for patients who prefer it. Asthma + Lung UK consider asthma reviews done remotely to be safe, but note that patients struggling with inhaler technique or staying on top of symptoms should ask for a face to face appointment.

	19
	IND315
	Primary Care Respiratory Society (PCRS)
	Section 1.7 (paragraph 5): The use of 6 or more SABA is too high. This equates to 3-4 puffs per day. Based on published data this is around 15%.

4+ is more pragmatic. But that is still around 2 puffs per day - indicating a high asthma symptom burden OR unclear education on SABA use.

Using 3+ meets guidelines, shown to be associated with poor outcomes and if the review is effective, they will not reach that criteria thereafter. 

NICE argue that is too many people. However, the figure quoted of 45% may be an overestimate as previous CPRD peer-reviewed published studies have found around one third. PMID: 32720299 (adults) and https://publications.ersnet.org/content/erjor/9/2/00571-2022 (children >6yrs). 
There are no methods in the NICE document including no description of study population etc.

As all criteria are relying on high prescription counts, the IT issue will occur regardless.
	Thank you for your comment.
We recognise that the BTS/NICE/SIGN asthma guideline defines over-use of SABA inhalers as more than 2 inhalers per year. However, the committee agreed that using 6 or more SABAs was a pragmatic approach to identify a higher risk population given that testing in Clinical Practice Research Datalink (CPRD) Aurum found that 45% of people aged 6 or over with asthma on the register were prescribed more than 2 SABAs per year. When other risk factors are added to this, it was thought to identify too high a proportion of asthma patients to be substantially different to existing indicator IND273. The committee agree that everyone who is at risk of overusing SABA deserves appropriate care and support. The BTS/NICE/SIGN guideline recommends that patients aged 12 and over are offered SABA-free combination regimens such as anti-inflammatory reliever (AIR) therapy or MART, or switched away from SABA-containing regimens in treatment pathways from previous guidelines. The guideline also states do not prescribe SABAs to people of any age with asthma without a concomitant prescription of an ICS. Healthcare professionals are encouraged to follow these recommendations. The new indicators are complementary to NICE indicator IND273 on annual review for all patients, which includes checking medicines adherence and assessing asthma control, and which will continue alongside the new indicators.
The supplied study in adults found that 38% had high (i.e. 3+) SABA inhaler use per year. The IAC were aware of the same 38% figure during development of the indicator, which was not felt to be different enough to invalidate the NICE CPRD findings of 45%.
The supplied study in children/young people found that 38% of 6-11 year olds and 36% of 12-17 year olds were prescribed 3+ SABAs/yr.
However even a figure of 36-38%, when combined with the other risk factors of 2+ OCS, 2+ ED visits or any hospitalisation, would be too high a proportion of asthma patients to be flagged as higher risk in the indicators.
Regarding prescription counts, a count only needs to go up to the minimum value needed to cross the risk factor threshold (in this case 6 SABAs or 2 OCSs). Counting further prescriptions is not required as the individual has already reached the threshold of being classified as higher risk.

	20
	IND316
	Association of Respiratory Nurses (ARNS)
	I think that it is important to consider lower socioeconomic groups as noted by asthma and lung UK because of the higher rates of known uncontrolled asthma. I don't know if it should be linked in with severe asthma patients who are in secondary or tertiary care or also for primary care. 

It considers various factors such as ethnicity and  considering people with learning difficulties , cognitive impairment and other difficulties, may experience poorer outcomes with their asthma and that MART and improved medication optimization and support can help. It maybe worth thinking about this in relation to the timing of asthma reviews and that these patients may need more regular reviews in order to optimize asthma control , for example if then in primary care the annual review may not be enough for these patients.
	Thank you for your comment.
We agree that consideration of lower socioeconomic groups is important. People in lower socioeconomic groups have higher rates of uncontrolled asthma and poorer outcomes. The new indicator will encourage the delivery of annual reviews to patients at higher risk of poor outcomes – which may be more likely to include those of lower socioeconomic status.
This indicator uses general practice data only, in order to be suitable for use in QOF which cannot link to secondary care data to identify people with severe asthma.
The committee agreed that some patients need more frequent reviews and the indicator is not intended to prevent this if needed.


	21
	IND316
	Association of Respiratory Nurses (ARNS)
	It is right that potential health inequalities should be considered. HCPs should be encouraged to consider different ways of accessing harder-to-reach populations. There is an ongoing risk to people with asthma from variations in competence in asthma care provision and access to tools such as FeNO, especially in primary care. Without addressing these fundamental issues, health inequalities will persist, arguably in those at greatest risk.
	Thank you for your comment.
Any patients in harder to reach populations showing signs of more uncontrolled asthma, such as the risk factors in the indicator definition, will be targeted by the new indicator. This indicator will encourage the use of MART therapy in those patients at higher risk of poor outcomes, which may be more likely to include harder to reach populations if their asthma has not previously been well controlled through lack of engagement with primary care.

	22
	IND316
	AstraZeneca UK Ltd.
	AstraZeneca welcomes this proposed MART asthma indicator which if implemented via QOF and regional/local incentives, will help to shift the paradigm of asthma treatment, in line with NG245.

The comments made above regarding the high-risk annual review and the SABA cutoff for risk factors for poor outcomes applies to this proposed MART indicator.

In addition, we agree with the stated rationale that a focus on improved medicines optimisation in this population will better support asthma control.

The asthma quality improvement programme, SENTINEL, demonstrates that conduct of an asthma review and transition to MART, resulted in a 29.8% and 19.6% reduction, respectively, in the number of patients experiencing >1 exacerbation in the 12 months post-SENTINEL implementation [1], with over 85% of these patients remaining SABA-free. This demonstrates the benefit of high-quality asthma reviews and MART prescribing, and subsequent reductions in SABA prescribing.  Furthermore, evidence shows that MART is more effective than using fixed-dose regular ICS/long-acting bronchodilator inhaler (LABA) regimens, which demand high levels of patient adherence, at the same and higher ICS doses [2].

This proposed indicator should sit alongside the existing asthma indicators and the proposed high-risk annual review indicator to ensure that every person living with asthma can access MART treatment.

References:
1.	Crooks M, et al., “Improving asthma care through implementation of the SENTINEL programme: findings from the pilot site,” ERJ Open Research, vol. 9, no. 3, pp. 00685-2022, 2023.
2.	M. Levy, et al., “Asthma: effect of excess short-acting β2-agonist (SABA) inhaler prescriptions on healthcare resource utilisation,” British Journal of General Practice, vol. 74, no. 745, pp. 374–376, 2024."
	Thank you for your comment.
Please see the response to your comment ID7 regarding the SABA cutoff for risk factors for poor outcomes.



	23
	IND316
	Individual 1
	Should all high risk patients be on MART? There is no evidence (yet) for superiority of MART over conventional treatment in young children. It's main benefit is compensation for poor adherence. This is not always driven by the same behaviours in young children and their parents than in adults.
	Thank you for your comment.
The indicator for MART in higher risk patients is only for people aged 12 years or over. The IAC discussed that the indicator was restricted to people aged 12 and over mainly because of the 2 equal treatment pathways for under 12s (i.e. MART or conventional therapy) therefore incentivising only one of these pathways would not be appropriate. But there was also consideration that no MART therapy is licensed in under 12s. It was also noted that by including under 12s, the numerator would require recording of a discussion weighing up MART vs conventional therapy - rather than as currently the prescription of MART for which data is readily available.
For adults, personalised care adjustments or exception reporting can be considered to account for situations where the patient declines or if MART is not appropriate.

	24
	IND316
	Individual 1
	uncomfortable with financial incentive to change most at risk patients to an non evidence based treatment
	Thank you for your comment.
In people aged 12 and over, the BTS/NICE/SIGN asthma guideline found that low-dose MART was better than regular low-dose ICS plus SABA as needed in reducing asthma exacerbations, and better than low-dose ICS/LABA plus SABA as needed in reducing asthma exacerbations and hospital admissions. An economic analysis found that low-dose MART was cost-effective versus low-dose ICS/LABA plus SABA as needed. Moderate dose MART reduced severe asthma exacerbations compared with both regular moderate dose ICS/LABA with SABA as reliever and with regular moderate dose ICS with SABA as reliever.
Personalised care adjustments or exception reporting can be considered to account for situations where the patient declines or if MART is not appropriate.
People aged under 12 years are excluded from the indicator for MART in higher risk patients.

	25
	IND316
	Individual 1
	Has there been any modelling of how well these factors correlate with 'adverse outcomes'? does this mean death, poor control, poor QoL, school absence?
	Thank you for your comment.
Poor outcomes is defined in the indicator as death, hospital admission, and the need for out-of-hours contacts or visits to an emergency department for asthma exacerbations.
The risk factors for poor outcomes are taken from  BTS/NICE/SIGN asthma guideline section 1.15 on risk-stratified care. The guideline committee noted that most of the studies examined for the recommendation showed some reduction in A&E attendance or hospitalisation after risk stratification. An associated health economic review showed that risk stratification is likely to be cost-effective. Based on this evidence and their clinical experience, the committee agreed there should be a benefit in identifying people 'at risk' of poor asthma outcomes and recommended that primary care services should consider introducing a risk-stratification system which then allows care to be adjusted according to the greater needs of some people. Heterogeneity among the studies meant the committee were unable to define precisely how to identify people at risk.

	26
	IND316
	Individual 1
	should 6 or more saba be a risk factor when this is part of conventional not MART treatment it might skew the indicator
	Thank you for your comment.
People who are on conventional treatment pathways which may involve greater use of SABAs are a key target population for this indicator. Individuals found to be at higher risk of poor outcomes through use of 6+ SABAs per year can be identified and moved to more effective treatments such as MART.

	27
	IND316
	Individual 2
	The indicator on MART is currently limited to 12 years and above, but the NICE guidelines recommend MART for age 5 and above. By limiting the indicator to age 12 and above, it risks introducing health inequalities related to age, and there will be less of a push to put the younger children on MART. The difference in this 5-11 years group is that there are 2 options - either MART or conventional (non-MART treatment), so the indicator would need to be related to the percentage of patients where MART was considered and discussed with the family rather than the percentage who actually are on MART, as it may be that is was discussed but was not thought to be appropriate. A recent consensus statement on AIR and MART in CYP has been produced outlining recommended treatment approach as is available here: https://www.beatasthma.co.uk/wp-content/uploads/2025/04/MART-Consensus-statement-FINAL.pdf
	Thank you for your comment.
The indicator for MART in higher risk patients is only for people aged 12 years or over. The IAC discussed that the indicator was restricted to people aged 12 and over mainly because of the 2 equal treatment pathways for under 12s (i.e. MART or conventional therapy) therefore incentivising only one of these pathways would not be appropriate. But there was also consideration that no MART therapy is licensed in under 12s. It was also noted that by including under 12s, the numerator would require recording of a discussion weighing up MART vs conventional therapy - rather than as currently the prescription of MART for which data is readily available.

	28
	IND316
	Primary Care Respiratory Society (PCRS)
	Section 1.7 (paragraph 2): By using such a high cut-off of 6+, it implies less than that is ok. See comments in the Asthma Review consultation.
	Thank you for your comment.
Please see the response to your comment ID16 regarding the SABA cutoff for risk factors for poor outcomes.


	29
	IND316
	Primary Care Respiratory Society (PCRS)
	Section 1.7 (paragraph 5): Same comment as for Asthma Review. 

6+ is too high. 

Definition used for asthma attacks is ok as most asthma attacks are treated by GP. 
However, it will miss some of the minority that only seek hospital-based care which are often those not engaging with asthma reviews anyway. This will further exacerbate healthcare disparities with those groups. Identifying them would require active engagement through A&E.
	Thank you for your comment.
Please see the response to your comment ID16 regarding the SABA cutoff for risk factors for poor outcomes.
Patients that only seek hospital-based care for asthma can be identified through the risk factors of 2 or more ED visits for asthma, or any hospital admission for asthma.
The IAC were aware of the shortcomings with the coding of ED visits and hospital admissions, and the transmission of this data to general practice. They agreed it was useful to include those patients who have been correctly coded, than not to include hospital activity as risk factors. The 10 Year Health Plan for England highlights a shift from analogue to digital and transforming use of health data, which may help to improve data gathering and sharing.

	30
	5 – Use of 6+SABAs rather than 3+
	Royal College of General Practitioners
	In defining high risk the document proposes a cut -off of 6 or more SABA inhalers per year. We believe a cut off of 3 or more SABA per year should be used :

1. The major research showing the risk associated with High SABA use, uses 3 or more as a cut off  and in particular the BTS/NICE/SIGN Asthma Guideline 2024 uses this. It is important that the quality standard should be aligned with then guideline.
 
2. A recent paper in Nature pcrm (Price et al 2024) shows that many people who have a high prescribing of SABA also purchase OTC SABA. Therefore, a cut-off point of 6 or more inhalers is potentially dangerously underestimating risk.

3. Whilst we appreciate the finding from GPRD suggesting that using a cut off of 3 or more inhalers may represent 45% of adult asthma patients SABA use is a major indicator of poor control and urgently needs to be tackled. It is vital that patients using 3 or more inhalers per year are reviewed and then converted to AIR or MART therapy."
	Thank you for your comment.
We recognise that the BTS/NICE/SIGN asthma guideline defines over-use of SABA inhalers as more than 2 inhalers per year. However, the committee agreed that using 6 or more SABAs was a pragmatic approach to identify a higher risk population given that testing in Clinical Practice Research Datalink (CPRD) Aurum found that 45% of people aged 6 or over with asthma on the register were prescribed more than 2 SABAs per year. When other risk factors are added to this, it was thought to identify too high a proportion of asthma patients to be substantially different to existing indicator IND273. The committee agree that everyone who is at risk of overusing SABA deserves appropriate care and support. The BTS/NICE/SIGN guideline recommends that patients aged 12 and over are offered SABA-free combination regimens such as anti-inflammatory reliever (AIR) therapy or MART, or switched away from SABA-containing regimens in treatment pathways from previous guidelines. The guideline also states do not prescribe SABAs to people of any age with asthma without a concomitant prescription of an ICS. Healthcare professionals are encouraged to follow these recommendations. The new indicators are complementary to NICE indicator IND273 on annual review for all patients, which includes checking medicines adherence and assessing asthma control, and which will continue alongside the new indicators.
SABAs are a prescription-only medicine in the UK and are not available to purchase over-the-counter. The world map in supplementary figure 1 in the supplied paper shows that no patients reported over-the-counter purchases of SABAs in the UK or any other European country. It is therefore unlikely that patients in the UK are supplementing their SABA prescriptions with further SABAs purchased over-the-counter.
We agree that everyone who is at risk of overusing SABA deserves appropriate care and support. The BTS/NICE/SIGN asthma guideline recommends that patients aged 12 and over are offered SABA-free combination regimens such as anti-inflammatory reliever (AIR) therapy or MART, or switched away from SABA-containing regimens in treatment pathways from previous guidelines. The guideline also states do not prescribe SABAs to people of any age with asthma without a concomitant prescription of an ICS. Healthcare professionals are encouraged to follow these recommendations. NICE indicator IND273 on annual review in all patients, which includes checking medicines adherence and assessing asthma control, will continue alongside the new indicators.

	31
	5 – Use of 6+SABAs rather than 3+
	British Medical Association’ General Practitioner Committee 
	This seems to be based in good clinical care. We would support the change to high-risk classification of SABA use form 2 to 6, which is in line with many local schemes.
	Thank you for your comment.

	32
	6 – using general practice records to identify hospital attendance
	British Medical Association’ General Practitioner Committee 
	This would be change in practice for coding of asthma related admissions, requiring appropriate training for staff associated with this and time to embed the change in practice. It’s therefore likely to be hit and miss for a period and would agree with pragmatic approach proposed.

	Thank you for your comment.
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