Indicator development programme	
Consultation report: Infections

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 

	GID-IND10330
	The percentage of recorded sore throat, otitis media, sinusitis or cough in the preceding 12 months resulting in the provision of self-care advice only or back up delayed prescription for antibiotics.
	NICE’s guideline on sore throat (2018) recommendations 1.1.1 and 1.1.12. 
NICE’s guideline on otitis media (2018) recommendations 1.1.1 and 1.1.13.
NICE’s guideline on sinusitis (2017) recommendations 1.1.1 and 1.1.8.
NICE’s guideline on cough (2019) recommendations 1.1.8 and 1.1.14.

	GID-IND10331
	The percentage of diagnoses of sore throat in the preceding 12 months with a recorded FeverPain or Centor score.
	NICE’s guideline on sore throat (2018) recommendation 1.1.3. 







[bookmark: _Toc544493081][bookmark: _Toc201916048][bookmark: _Toc206582781]Infections: delayed antibiotic prescribing
GID-IND10330: The percentage of recorded sore throat, otitis media, sinusitis or cough in the preceding 12 months resulting in the provision of self-care advice only or back up delayed prescription for antibiotics.
Note: people who are immunosuppressed were included as an exclusion.
Rationale
Providing ‘self-care advice only’ or ‘back-up (delayed)’ prescriptions can help to prevent overuse of antibiotics, reduce antibiotic resistance and result in fewer side effects for patients from antibiotics. Sore throat, otitis media, sinusitis or cough are all conditions in which most people would not benefit from provision of an antibiotic. 
Summary of consultation comments
Stakeholders noted that individuals with chronic conditions, particularly respiratory illnesses, often come from socioeconomically disadvantaged backgrounds, which may influence their health literacy. Cultural differences may also play a significant role in shaping patient decision-making. These populations could require more frequent clinical reviews, tailored communication, and support strategies.
One stakeholder supported use in an incentivised framework to support accurate and consistent coding, particularly across different care settings, as patients often seek prescriptions through multiple channels (such as primary care, emergency departments, and urgent unscheduled care). However, another did not agree and raised concerns around potential risks to patients related to delay of appropriate treatment. 
It was questioned whether the data extraction would include prescriptions issued by non-GP providers. 
Stakeholders asked for clarity on the definition of people who are immunosuppressed.
Specific question/s included at consultation
Stakeholders were asked what practical challenges clinicians might face in integrating this indicator into routine practice. A stakeholder highlighted that artificial intelligence scribes currently lack the capability to generate ‘read codes,’ requiring clinicians to manually enter self-care codes. Stakeholders highlighted that forward-dating prescriptions is difficult in practice and patients may still obtain them immediately from pharmacies.
Considerations for the advisory committee
The committee is asked to consider stakeholder concerns around the practicality of forward-dating prescriptions and the potential risk of delaying appropriate treatment. 


[bookmark: _Toc1146290237][bookmark: _Toc201916049][bookmark: _Toc206582782][bookmark: _Hlk118099340]Infections: scoring tools for sore throat
GID-IND10331: The percentage of diagnoses of sore throat in the preceding 12 months with a recorded FeverPain or Centor score.
Note: people who are immunosuppressed were included as an exclusion.
Rationale
People with a sore throat caused by streptococcal bacteria are more likely to benefit from antibiotics. FeverPAIN or Centor criteria are clinical scoring tools that can help to identify who might benefit from antibiotic treatment. This can help to prevent overuse of antibiotics, reduce antibiotic resistance and result in fewer side effects from antibiotics.
Summary of consultation comments
Stakeholders questioned whether there was a preference between FeverPAIN and Centor scores and highlighted limited validation of these tools across diverse populations. Additionally, digital exclusion may impact scoring accuracy, as face-to-face consultations allow for physical examination, unlike remote assessments based solely on history. However, another stakeholder did not feel this indicator would affect long term care.
A stakeholder noted that patients may influence diagnostic questioning to obtain preferred outcomes, intentionally or not. 
Stakeholders asked for clarity on the definition of people who are immunosuppressed.
Time constraints and limited access to coded systems, especially for clinical pharmacists, hinder consistent use of scoring tools in primary care. This inconsistency extends to emergency and unscheduled care settings, potentially leading to conflicting messages for patients. System-wide standardisation would support coherent clinical communication and improve patient decision-making.
Specific question/s included at consultation
Stakeholders were asked if there are barriers to recording these scores consistently in primary care. It was highlighted that general practice IT systems do not consistently incorporate built-in decision support tools or scoring systems.
Considerations for the advisory committee
The committee is asked to consider stakeholder concerns around the practicality and impact of this indicator.



[image: Logo: National Institute for Health and Care Excellence
]

IND323 infections consultation report 		Page 2 of 2
IND323: infections consultation report		1 of 1
[bookmark: _Toc206582783]Appendix A: Consultation comments
	ID
	Proforma question no.
	Stakeholder organisation
	Comment
	Responses

	1
	GID-IND10330
	General Practitioners Committee England, British Medical Association
	We would have questions over whether this would distinguish prescriptions issued by no-GP providers e.g. pharmacies. This is particularly important if GPConnect is switched on. GPs should not be financially penalised for decisions made outside of their control by staff not employed by them.
	Thank you for your comment. The indicator was not progressed to publication. 


	2
	GID-IND10330
	General Practitioners Committee England, British Medical Association
	The principle of linking prescribing of antibiotics to practice finances would be both inappropriate and unlikely to alter practice in a safe and constructive fashion. With financial penalties for prescribing this may potentially influence the clinician’s decision to prescribe in a negative way resulting in potential delay of treatment (e.g., sinusitis with risk factors/significant flags indicating immediate start). This is therefore a potentially clinically risky target which may result in negative outcomes for patients. 

Delayed prescribing is often not done in a robust fashion. To truly post-date a script is often difficult and takes additional steps on the computer (which many GPs don’t actually know how to do) which in practice means most give the script dated the same day with advice to collect if not improving on x day. Many patients will simply collect that day and start straight away. 

As a minimum, there would need to scope to apply PCA’s where appropriate and thresholds would need to be robust and realistic, though a much better approach to antimicrobial stewardship would be to learn from local schemes already in place that address sensible and safe changes, such as ensuring 5 day scripts are issued rather than traditional 7 days. 
	Thank you for your comment. The indicator was not progressed to publication.

	3
	GID-IND10330
	General Practitioners Committee England, British Medical Association
	There are also potential unintended consequences of creating extra pressure around weekends/holiday periods on walk in’s/MIUs/OOH and potentially A&E.
	Thank you for your comment. The indicator was not progressed to publication.

	4
	GID-IND10330
	Association of Respiratory Nurses (ARNS)
	I have concerns around health literacy and delayed antibiotics, as we tend to find those with chronic illness (Especially respiratory illness) tend to come from more deprived backgrounds, and these groups may well be more likely to require review such as this. 

I also wonder if there has been any work to ascertain assessment tools (e.g. POC CRP machines) availability across the country, as access to this may guide delayed prescription, but from an equality perspective there would need to be equitable access.
	Thank you for your comment. The indicator was not progressed to publication. 

	5
	GID-IND10330 EHIA
	Primary Care Respiratory Society (PCRS)
	Section 1.2 (point 1): There maybe cultural differences in options which may be less about literacy and more about cultural norms.
	Thank you for your comment. The indicator was not progressed to publication.

	6
	GID-IND10330 EHIA
	Primary Care Respiratory Society (PCRS)
	Section 1.2 (point 2): Access to delayed descriptions maybe harder in more rural areas which are not traditionally more deprived with the recognised basis to deprivation being greater in cities (public transport being sparse and distances too local pharmacy open out of hours even more limited).
	Thank you for your comment. The indicator was not progressed to publication.

	7
	GID-IND10330 EHIA
	Primary Care Respiratory Society (PCRS)
	Section 1.3: We notice the emphasis on recording delayed prescriptions as a code whereas clinicians need to document considerable negative findings medico legally to maintain their license to practice. Incentives would be a good idea, these should cross boundaries as several patients will try a different system (primary care, A&E, urgent unscheduled care), if they feel they need a prescription. coding would be equally important on early presentation in all of these settings.
	Thank you for your comment. The indicator was not progressed to publication. 

	8
	GID-IND10330 EHIA
	Primary Care Respiratory Society (PCRS)
	Section 1.5: There appears to be a lack of specialist paediatric input and emergency services. Though of course PCRS and RCGP have clinicians that cover all ages and manage a lot of the unscheduled care.
	Thank you for your comment. The indicator was not progressed to publication.

	9
	GID-IND10330 EHIA
	Primary Care Respiratory Society (PCRS)
	Section 1.6: It would be good to have clear clarification on the groups being excluded (very young children, diabetes, COPD or bronchiectasis, on steroids chemotherapy?)
	Thank you for your comment. The indicator was not progressed to publication.

	10
	GID-IND10330 Question 9 What practical challenges might clinicians face in integrating this indicator into routine practice?
	NHS England
	Current AI scribes don't generate read codes currently, so clinicians at the moment would have to ensure they added a self care code. delayed scripts are a helpful strategy, although unless the script is forward dated (which provides its own challenges) then patients can simply walk down to the pharmacy to have them dispensed immediately.
	Thank you for your comment. The indicator was not progressed to publication.

	11
	GID-IND10331
	General Practitioners Committee England, British Medical Association
	This would require tools which make recording in the system quick and access to these is commissioned by individual ICBs so provision is not universal.
	Thank you for your comment. The point raised was discussed at the post consultation advisory committee meeting. The committee acknowledged there can be gaps in the recording of clinical codes, for example due to digital limitations. They agreed that financially incentivising this indicator could pose challenges for GPs, particularly where systems do not easily support accurate or consistent coding. The committee agreed to progress the indicator for publication but not for use in the QOF. 

	12
	GID-IND10331
	General Practitioners Committee England, British Medical Association
	As with GID-IND10323 those seen and treated by non-GP providers would need to be accounted for in QOF outcomes.
	Thank you for your comment. The point raised was discussed at the post consultation advisory committee meeting. The committee noted that current strategies aim to shift the management of common infections away from general practice settings. The committee progressed the indicator for publication but not for use in the QOF.


	13
	GID-IND10331
	Primary Care Respiratory Society (PCRS)
	Section 1.2 (point 1): 
· Which of the two scores do NICE recommend? Or should clinicians to both? Should this be at a system level or individual level when deciding on which score as clinicians have limited time allowed for this type of consultation or coding etc.
· Are NICE comfortable that FeverPAIN and Centor scores were validated in sufficient groups (older, people with cognitive impairment, socioeconomic differences).
· Digital exclusion if clinical concerns would usually result in a face-to-face consultation where potentially a more accurate score would be obtained in comparison to a telephone call, when findings are purely from the history. Since the digital exclusion maybe more accurate for scoring.
	Thank you for your comment. Further information about the use of clinical tools for sore throat management and discussion underpinning the recommendations can be located on the NICE guideline webpage. 
Thank you for your comment on the equality and health inequalities assessment regarding digital exclusion. The committee agreed with this point, and further clarification on this point has been added to stage 2 of the assessment. 


	14
	GID-IND10331
	Primary Care Respiratory Society (PCRS)
	Section 1.3: Clinicians are aware in a number of differing clinical scenarios that diagnostic tools and clinical questioning can be unintentionally manipulated by patients so that they obtain the outcome they desire (I was told to come in urgently for a chest x-ray and antibiotics as last time my pneumonia was delayed and was unusual).
	Thank you for your comment. The point raised was discussed at the post consultation advisory committee meeting. The committee considered the potential unintended impacts of this indicator but noted the strong recommendation in the underpinning guidance.

	15
	GID-IND10331
	Primary Care Respiratory Society (PCRS)
	Section 1.5: Primary Care Respiratory Society (PCRS)
	Thank you for your comment. We have added this detail to stage 2 of the equality and health inequalities assessment.

	16
	GID-IND10331
	Primary Care Respiratory Society (PCRS)
	Section 1.6: Is it clear in the guidance who are those considered immunosuppressed to make care more straightforward for clinicians.
	Thank you for your comment. The exclusion of people who are immunosuppressed was discussed by the committee who agreed that it should be replaced by consideration as a personalised care adjustment.

	17
	GID-IND10331
	Primary Care Respiratory Society (PCRS)
	Section 1.7: Time available. Equally a lot of clinician involved in primary care consultation (clinical pharmacists) do not have access to coded systems. Is this purely a primary care issue as a lot of people present to other environments (emergency departments, unscheduled care). Consistency across the system would be appropriate to deliver consistent messages to patients (if a specialist in an emergency department does not need to use the score) despite having seen alot less sore throats than many in primary care the message the patient receives may not be useful in the long run for choosing their source of clinical care.
	Thank you for your comment. The point raised was discussed at the post consultation advisory committee meeting. The committee acknowledged there can be gaps in the recording of clinical codes, for example due to digital limitations. They agreed that financially incentivising this indicator could pose challenges for GPs, particularly where systems do not easily support accurate or consistent coding. The committee agreed to progress the indicator for publication but not for use in the QOF.

	18
	GID-IND10331 Question 10: Are there barriers to recording these scores consistently in primary care?
	NHS England
	GP IT systems don't always have inbuilt decision aid tools/scoring systems, so the clinician needs to know where to look for these and these need to be validated and reliable versions. otherwise, these are helpful tools when assessing patients.
	Thank you for your comment. The point raised was discussed at the post consultation advisory committee meeting. The committee acknowledged there can be gaps in the recording of clinical codes, for example due to digital limitations. They agreed that financially incentivising this indicator could pose challenges for GPs, particularly where systems do not easily support accurate or consistent coding. The committee agreed to progress the indicator for publication but not for use in the QOF.

	19
	GID-IND10331 Question 10: Are there barriers to recording these scores consistently in primary care?
	General Practitioners Committee England, British Medical Association
	Whilst this would potentially affect coding of sore throat it would not affect long term care nor be added to problem lists by majority of GP teams. However, it would make data extraction in the future looking at tonsillitis/strep throat less robust and useful on a public health level.
	Thank you for your comment. The point raised was discussed at the post consultation advisory committee meeting. The committee expressed concern that financially incentivising this indicator could lead to changes in clinical coding practices rather than improvements in care delivery. They also noted the risk of unintended consequences, such as a potential increase in antibiotic prescribing. The committee agreed to progress the indicator for publication but not for use in the QOF.
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