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[bookmark: _Toc206677037]Background
Indicators on the topic of asthma are currently in development by NICE. In June 2025 NCCID agreed to commence work on a pilot to obtain rapid feedback on two draft indicators, with online interviews taking place with colleagues associated with primary care in July 2025. 
The purpose of this work was to obtain feedback on whether the draft indicators are feasible and acceptable, and to understand any implementation issues or unintended consequences. A summary of the participants and the selection process is included in Appendix 1. 
Views were received via interview on MS Teams, plus one email summary received from a participant who had planned to join a call but was unable to. 
The two draft indicators are:
[bookmark: _Hlk207797709]GID-IND10338: 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.

GID-IND10338: The percentage of patients with asthma aged 12 years or over with a risk factor for poor outcomes who are receiving maintenance and reliever therapy (MART).

A risk factor for poor outcomes is defined here as any of the following in the last 12 months:
•	6 or more prescriptions for short-acting beta2 agonist (SABA) inhalers
•	2 or more courses of oral corticosteroids
•	2 or more visits to an emergency department for asthma
•	Any hospital admission for asthma.



[bookmark: _Toc206677038]Indicator 1: Summary of views
· The majority of participants expressed support for the indicator in principle (and no-one objected to the purpose of the indicator), however all raised concerns and issues with the definition and/or the implementation. Current variations in the way that care (in relation to an exacerbation) is sought and/or delivered outside of general practice, and how information from acute and community services flows back to primary care systems mean that it is possible that the indicator could both over- and under-identify patients defined as ‘with a risk factor for poor outcomes’. 
· Clinical judgement was mostly supported, although concerns were raised about the opportunities for gaming. Participants thought there could be a potential negative impact on health inequalities due to the current variations in coding of wider risk factors. 
· Although some suggestions were made for indicator exclusions, participants were keen to ensure these did not negatively impact on specific groups of patients who would benefit from the review. 
· The majority of participants considered that the indicator would be suitable for financial incentivisation.  

[bookmark: _Toc206677039]Indicator 2: Summary of views
· Views on this indicator were mixed, with GPs in particular expressing concerns about the purpose and feasibility, although many participants felt it would be a positive step to improve care and outcomes for patients. There were suggestions that MART is not the right therapy for all of the ‘high-risk’ patient group.
· In addition to the concerns raised about the definition of indicator 1, which also apply here, specific concerns were raised relating to the definition and implementation of this indicator, in particular to the definition of, and identification of patients on MART therapy. 
· The majority of participants considered that the indicator would be most suitable for quality improvement purposes.


[bookmark: _Toc206677040]Indicator 1 (GID-IND10338): Patients with asthma with a risk factor for poor outcomes who have had an asthma review
General view of indicator
The majority of participants expressed support for the indicator’s purpose, with some elaborating further, stating that the indicator aligns with guidelines, that it was the right thing to do, that it focuses on improving outcomes for the right group of patients and suggested that it may help to improve the quality of reviews offered.  
“It's about actually reducing deaths […] it’s an important part of the asthma population, and it will deal with the ones who are ill rather than ones who've got seasonal asthma, hay fever and all the others who fall into the category, who probably don't need (an annual review) in the same way.” [GP]
“I think they're the people we want in the slots, in the clinics, so anything that helps get them there could be a good thing.” [GP]	
“We know from the evidence that there's a significant proportion of people that fall into this higher risk that aren't having adequate reviews and asthma care plans put in place that cater to their particular needs, and we know the prescribing data tells us that far too many people are getting excessive numbers of SABAs. And there's been lots of publications about the increased risk of adverse effect outcomes because of that poor prescribing behaviour.” [Regional lead, pharmacist] 	 	 	
“Focus on at risk patients is absolutely crucial.” [Regional lead, respiratory and children's health]
Some concerns were raised about the indicator’s feasibility and acceptability, and issues with implementation were identified. These are described in the following sections.
Feasibility
Identification of patients
Most participants had concerns that the identification of patients in the clinical system with a risk factor for poor outcomes would be challenging. Two of the risk factors relate to hospital activity (emergency department attendance or admission relating to asthma) and almost all participants (including all GPs) provided feedback that identification of this patient group could be problematic because of variable and inconsistent information supplied by secondary care following hospital attendance or admission, as well as due to delays in receiving discharge letters. 
“The emergency department letters are completely inadequate and don't include a diagnosis. You should exclude the emergency department letters because they're wrong. Simple as that.” [GP]
One regional lead suggested a national, standardised approach to hospital discharge would be required, including mandated codes to be used.
Whilst one GP described how his practice undertook detailed coding of discharge letters, feedback from other participants suggested this is not common practice. 
“You use the word ‘could’ be coded. What ‘would’ be coded is quite a different thing. It's one letter, but it's an awful lot. We ‘could’ do anything, but a lot of practices will not.” [Practice manager]
Another GP pointed out that variability in coding would be likely to lead to bias.
“That variability means that you're then not going to be comparing like with like in terms of the coding and what's actually on there because the practice that's coding very well is going to have more high-risk patients flagging up than a practice that's behind with their coding or you know, isn't maybe coding everything.” [GP]
Specifically in relation to emergency department attendances, two GPs highlighted that variability in the way patients with an exacerbation of asthma either sought same day urgent care or were managed in the community would affect the utility of using emergency department attendance to identify high risk patients.
Two GPs raised concerns with regard to inhaler prescriptions, one pointing out that some people (particularly children) often have multiple spare reliever inhalers, but this does not necessarily reflect overuse. The other GP stated that SystmOne can only count prescriptions issued rather than the actual number of inhalers dispensed (but suggested this could be resolved with a new search looking at medication mass). This same GP also raised concern about the ‘2 or more courses of oral corticosteroids’ risk factor:
“Virtually impossible to tell the difference between lots of acute course of steroids and chronic steroid use […] If you are going to measure exacerbations don't use steroid issues as a proxy – use the asthma exacerbation codes and the 'number of exacerbations in last 12 months' code.” [	GP and regional expert in informatics, via email]



Indicator definition
One GP felt that the criteria for patients at risk of poor outcomes should incorporate wider factors, providing examples such as patients living in areas of high deprivation, the traveller community, those with poor literacy and people in winter fuel poverty. There was a suggestion that changes to clinical templates could capture these social circumstances.  
However, in a separate interview, one participant noted that these wider risk factors are already associated with poorer clinical outcomes and therefore these patients would be identified by this indicator definition. 
“But the risk factors are in effect the outcomes of a myriad of different environmental issues anyway. So you're capturing that and I can't imagine that QOF can do an awful lot to sort out people's housing situation all the rest of it. So yeah, it's important. But in the context of making sure general practice is doing a good job in managing particular diseases, I don't think that's the purpose of these indicators, is it?” [Regional lead, pharmacist]
One participant pointed out that risk factors for an individual can change over time, and therefore it is important to ensure the indicator definition captures the right people at any one time. 
In addition to the comments on wider risk factors described above, views on health inequalities were mixed. One participant felt that although in principle the indicator would reduce health inequalities, implementing the indicator without addressing the many problems caused by poor and variable coding would mean that this would not be the case in practice.
“… obviously we know who our regular attenders are and actually often as a clinician, I'm not really interested in the regular attenders because they're engaging with me […] it's the people who are missing in action, people who aren't being picked up, who aren't coming to see us and then landing in A&E, they're not attending for their reviews, asthma reviews. But the inhalers are going on every month. They're the patients that perhaps would worry me the most in terms of needing that focused piece of work.” [Current GP with various regional leadership roles]


Acceptability
Views on the potential impact of the indicator on quality of care and on outcomes were mixed. Of those who responded to this point, one GP felt it would improve the quality of care, and two other GPs felt it would improve coding but not improve outcomes.
Another participant felt it may help to increase the focus on those who do not attend for reviews, which may help to address the issues specifically relating to children who are not brought for their health reviews. Two participants were concerned about variation in the quality of reviews currently delivered and stressed the importance of ensuring that the components of the review were all delivered to a high quality. 
“What we want is the outcomes to be better for patients not it be a tick box exercise.” [Regional lead, pharmacist]
Participants were asked whether the indicator should be financially incentivised, or developed for quality improvement purposes, and most respondents (80%, 8/10) suggested financial incentivisation, with one GP stating:
“Financial incentive as well (as quality improvement), purely because certainly if they're the deprived population, we know they're harder to engage. DNA rate is higher. So actually having your asthma nurse time and following them up, it requires a bit more effort. They're not a cohort who easily presents.” [GP]
Of the eight:
· Three (including the one quoted above) felt the indicator would also be suitable for quality improvement purposes.
· Two felt quality improvement would be more appropriate in principle, but that the indicator would not be effective without financial incentivisation:
“I think [...] interested people would […] think, oh, we need to do an audit and see what's going on in our practice. But if the practice [...] doesn't have that culture or particularly interested people or just [...] we're just running off our feet doing everything else so that drops off the table. So if NHS England or whoever think that this is something important that needs to be tackled then it needs to be financially incentivised because otherwise you won't get a universal uptake of this to improve the picture across the board and we know there are quite high level of excess deaths from poorly controlled asthma.” [Regional lead, pharmacist] 
· Another participant felt financial incentivisation should not be implemented immediately, but that the indicator should begin as a quality improvement indicator, with financial incentivisation to follow when the system coding issues are resolved.
Suggested amendments
Participants were asked whether, as well as the proposed risk factors for poor outcomes in the indicator definition, clinical judgement should be included to incorporate individual patients into the group at higher risk (serving to add them to the indicator denominator). Most respondents (80%, 8/10) agreed that clinical judgement should be included, and this included all GP participants. The GP who felt that the proposed criteria for high-risk patients should incorporate wider factors suggested that clinical judgement would be an appropriate method to address this. Another GP who agreed with the inclusion of clinical judgment in principle was concerned that it might serve to widen inequalities. A non-GP, when asked whether practices should have the option to apply clinical judgment, suggested this approach may be a practical way to address the issues of under-recording of hospital activity:
“I would say yes, if you've got a perfect system where you were recalling all these people for an annual asthma check, one of the questions would be asked is about your control and what problems you've had. So you'd hope that those conversations would elicit “Well, I had to go to A&E three times this last 12 months and you don't appear to have it in your record, but I was also admitted.” […] so I would say yes that you should enable practices to have […] their own spin on how they record some of this. Because, I mean, there's a danger, isn't there, by saying we can only pin down these patients by particular codes or the rigour of the coding system that we might miss some of the patients that actually with not a lot of extra work, the practice would have identified would fall into this cohort so should be included in in the indicator.” [Regional lead, pharmacist] 
The two participants (both pharmacists) who disagreed with the option for clinical judgment raised concerns about the opportunities for gaming and the ability for practices to “effectively set their own denominator.”

Implementation issues and impact
In addition to the significant patient identification concerns described above, other drawbacks and concerns were raised. Participants were asked about potential impact on workload, and while two (both GPs) felt that more time would be required for administrative staff to code discharge letters, two (non-GPs) felt this work should be happening anyway and therefore there should be no impact on workload. One GP also felt that longer appointment times would be needed to address the needs of the individuals.
As described above, two participants raised the potential for gaming, in relation to the comprehensive recording of risk factors for poor outcomes into the patient record and whether clinical judgement should also be included to incorporate individual patients into this group at higher risk.
Participants were asked whether any groups of patients should be excluded from the indicator definition, and views on this were mixed. Some participants suggested that patients requiring palliative care should be excluded, although one participant said that this would not always be appropriate, and for this reason they recommended no ‘blanket’ exclusions:
“I wouldn't have any exclusions on it because [...] even the palliative care, it depends how long their palliative care pathway is going to be. If it's the end of life within two months […] I would exclude them (but) if it's 3-4 years, why would you exclude them? Because you want them to have some quality of life [...] I can't think of any exclusions [...] these are the difficult to manage patients and they're the ones that we need to be picking up, whether they're LD, whether they're house bound.” [Regional lead, pharmacist]
Others agreed that patients should be excluded at end-of-life rather than all palliative patients.
Two participants suggested any defined exclusions could serve to widen health inequalities: 
“If we start siloing groups of patients, then we risk all of this being undermined as a whole way of addressing health inequalities. So I think obviously that there will be contraindications [...] on the whole, I think the more exclusions we create, the more we risk undermining the variability of the data we will then hold.” [Current GP with various regional leadership roles]
“You can't exclude housebound because they have asthma and they still have needs. You know, we need to address health inequalities. So I think that's the only cohort I can think of that would need that consideration, and not automatically excluded either, because […] just because you've got palliative care needs, doesn't mean to say you don't have a right to have your asthma controlled.” [Regional lead, respiratory and children’s health]
However, others made specific suggestions for groups to exclude in the definition, including:
· Care home residents with RESPECT forms.
· Patients with concomitant COPD, pulmonary fibrosis, cystic fibrosis. 
· Patients with severe or difficult-to-manage asthma (on the assumption that these patients would already be receiving additional care from other professionals).
Other views or suggestions on implementation
· One suggestion to measure exacerbations to assign patients to the ‘high risk’ group by using the asthma exacerbation codes and the 'number of exacerbations in last 12 months' code, rather than prescribing of oral corticosteroids, or to use the ACT score as a proxy for poorly controlled asthma.
· A participant who had raised variability in coding as an issue in identifying patients suggested a 12 month ‘lead in’ time to allow GPs to start coding in detail, in advance of the new requirements.
· One participant felt hospitals could play a bigger role in identifying and managing these patients:
“I would rather effort be concentrated on the hospitals challenging the patients. “When were you last reviewed by your GP?” than trying to push the work back to the GP […] Making Every Contact Counts should be the basis. You know, if you see someone who's had three or four admissions and still hasn't been into the GP for the last three years, the hospital should be doing something about it, not adding it to QOF.” [Practice Manager]	
· As a general comment on QOF indicator AST007, one participant, concerned about child health, asked:
“Asthma diagnostics are different in terms of objective testing between children and adults, and they've split that out in QOF successfully. So my challenge is why can't they split out the annual review requirements because children can't just be exempted from QOF because they're not responsible for bringing themselves […] So we need that requirement that practices can't just automatically PCA the child. They can for the adult because they've had two letters but it's a flaw in the system and many of our children are just going under the radar. [Regional lead, respiratory and children’s health]

[bookmark: _Toc206677041]Indicator 2 (GID-IND10339): Patients aged 12+ with asthma with a risk factor for poor outcomes receiving MART 
General view of indicator
The non-GP participants (including pharmacists and other regional leads) expressed support for this indicator, suggesting it would drive changes in practice and focus on achievement in terms of adherence to the guideline. One participant saw this as the ‘direction of travel’ rather than something to implement straight away, in order to give time for clinicians to get on board. All three pharmacist participants agreed with this view, recognising that a change in behaviour and practice was required.  
However, the participants who were GPs had mixed views. Two expressed that they agreed with the indicator:
“We're targeting a population which would most probably benefit from having their risk factors addressed for better outcomes.” [Current GP with various regional leadership roles]
“It's about raising awareness of the regimes that we should be using and it's also outside of general practice as well. It's making our paramedic colleagues, hospital colleagues aware of the current guidance as well.” [GP]
The other three GPs expressed concerns. Two felt there would be problems in identifying the patient group accurately, and another felt this was not an appropriate monitoring indicator and was simply a record of prescribing. 
“In the greater scheme of things this this will just disappear into the background if it's just recording.” [GP]
Another participant (not a GP) gave a contradictory view:
“If we follow the line […] all the evidence tells us that undoubtedly pushing more people to this sort of therapy will improve outcomes.” [Regional lead, pharmacist]
Two GPs queried the purpose of the indicator, stating that MART may not be the best therapy for everyone, and one suggested it may have been superseded by AIR (anti-inflammatory reliever) therapy for certain patients.
Concerns were also raised about indicator 2’s feasibility and acceptability, and issues with implementation were identified. These are described in the following sections.
Feasibility
Indicator definition 
The definition of ‘high-risk’ for this indicator is the same as for indicator 1, and therefore the issues describe in that section also apply here. 
In addition to the issues relating to the denominator mentioned above, two GPs felt it would be difficult to accurately identify the patients who were receiving MART:
“There's a bit of ambiguity, so there's different local formularies to what your MART-recommended and MART-approved inhalers are, and which are licenced for MART and which aren't. And then I'm sure I've seen creeping in some reference to sort of high-level MART as opposed to normal MART. So it just depends what the line in the sand is, is it just anyone who is on a MART approved inhaler versus if they're actually taking that inhaler for MART? There'll be some patients who are prescribed these inhalers but aren't using a MART regime […] It might be tricky to code and pick that up, and it could change over time.” [GP]
“I'm not sure how you are going to measures ' receiving MART therapy' – how is that status going to be turned on and off?” [Current GP and regional expert in informatics, via email]
Two other participants, both GPs, felt that patient identification would be possible via coding, with one adding that financial incentivisation could support this. In addition, another participant confirmed that a code for MART therapy exists and suggested that some practices are currently using this to record AIR therapy, but that a separate SNOMED code to differentiate AIR therapy from MART had been requested from NHS Digital (England).
Acceptability
As mentioned above, one participant felt that MART was not necessarily the most appropriate therapy for all asthma patients with a risk factor for poor outcomes, and therefore the indicator was more suited for quality improvement purposes than for financial incentivisation:
“I guess the tick box is, is this asthma patient on the best recommended treatment for them, whether that's MART, whether it's AIR because essentially MART isn't best for everyone, AIR is not best for everyone. So it's more of a quality piece.” [GP]
Another participant stated that if a patient is on MART they shouldn’t also be receiving regular SABA medication although SABA prescribing is one of the risk factors for poor outcomes within the indicator definition.
Seven participants gave explicit or implicit views on whether the indicator should be financially incentivised or not, and 71.4% (5/7) felt the indicator was more suited for quality improvement, with one commenting:
The risk is always (if) you financially incentivise, you drive people to do something. Actually, what's probably more appropriate is to say, “do you know that actually you've got 10% guideline adherence compared to the practice down the road with exactly the same type of population, who've got 95%” and that tells you that you've got a problem, and you should be doing something different.” [Regional lead, pharmacist] 
Three of the four GPs who responded to this question suggested that the indicator should be for quality improvement, and the fourth suggested ‘both’.
One participant cautioned that the ‘switch’ to MART must be handled appropriately, or it would not lead to improved outcomes, particularly if financially incentivised, suggesting careful consideration of appropriate thresholds:
[bookmark: _Hlk205313713]I do think you'll need different levels of reward to drive it, because […] what you don't want is people just switched without telling the patient. […] It's just what percentage you put on it, I suppose because this percentage, if it's a very high percentage […] you want it in a managed way that it involves that discussion with the patient […] I'm just concerned that it will be some practices would just think “right I've got to get 80% on MART” and they just say to some admin “right, just send out letters and change all of the prescriptions overnight”.” [Regional lead, pharmacist]
This view on determining appropriate indicator thresholds was shared with another participant who questioned what would be defined as ‘good’ and what is ‘improvement’. 
Suggested amendments
When asked about patient exclusions, one GP raised the issue of patients who should be on AIR therapy instead, suggesting they should be excluded from the denominator. 
Implementation issues and impact
Concerns were raised by one participant that if patients are switched to MART ‘overnight’, there is a risk that either the patient doesn’t know how to use the inhaler and the contents are wasted, or they will seek assistance from the GP practice to obtain additional advice on using a MART inhaler.
A small number of participants raised the issue of workload in relation to administrative staff, if the requirement is to identify patients who are on particular combinations of inhalers, and that this might require additional training.
Other views or suggestions on implementation
One GP participant felt that a reliance on secondary care to accurately diagnose asthma was leading to under-diagnosis:
(Asthma is) definitely under diagnosed and I strongly feel that that is due to a lack of adequate diagnostics in primary care […] as a GP in a room, I barely have access to bloods […] so basically I only have two diagnostic tools, one which is imaging and one which is bloods. So I think whatever we can do to make the access as open and easy as possible for general practitioners, you will get a lot more done in the community. I think where we require onward referrals, it just makes it harder to get timely input.” [Current GP with various regional leadership roles]
One participant suggested the indicator should be used to measure the success of the guideline in improving outcomes for patients:
“(Whether the indicator has achieved its aim) absolutely should be the remit of looking at how influential were these guidelines at improving outcomes.” [Regional lead, pharmacist]



[bookmark: _Toc206677042]Appendix 1 Focus group composition
GP practices who participated in the 2023/24 indicator pilot were contacted in June 2025, and 4 of the 22 practices agreed to take part in the focus groups in July 2025. To supplement these views, 7 colleagues associated with primary care (GP practices and regional leads) based in the North East and North Cumbria (NENC) area were also invited to participate on this topic. A brief description of the draft indicators and the rationale for inclusion was shared with participants in advance of the focus group interview.
The interviews were carried out with:
4 pilot practices from 2023/24 (3 GPs and 1 practice manager)
2 regional leads from NENC (who were also GPs)
5 regional leads from NENC (3 pharmacists, 2 clinical programme leads)
Table 1: Attendee type and region 
	Region 
	GP practice
	Regional lead

	East of England
	1
	

	London
	0
	

	Midlands
	2
	

	North East and Yorkshire
	3
	5

	North West
	0
	

	South East
	0
	

	South West
	0
	


Table 2: Attendee practice deprivation (GP practice participants)
	Practice deprivation decile 
	Count of attendees

	1-3
	0

	4-7
	5

	8-10
	1


1 is the most deprived decile, 10 the least deprived decile. 
Table 3: Attendee practice list size (GP practice participants)
	Practice list size 
	Count of attendees

	Less than 8000
	4

	8000 to 10999
	0

	More than 11000
	2


National average list size (mean), July 2025 = 10,276
Table 4: Attendee practice QOF achievement 2023/24 (GP practice participants)
	Practice achievement 
	Count of attendees

	Less than 590
	1

	590 to 620
	2

	More than 620
	3


Total points available: 635 (national average (mean) practice achievement: 591)

21


