Paper 6c: Infections NCCID piloting 
North East Quality Observatory Service
(National Collaborating Centre for Indicator Development) 
FOR
National Institute for Health and Care Excellence
Indicator Development Programme

Feedback report on Infections indicators
Feedback period: July 2025
IAC meeting date: 16th September 2025

Background	2
Indicator 1: Summary of views	3
Indicator 2: Summary of views	3
Indicator 1 (GID-IND10330): Recorded sore throat, otitis media, sinusitis or cough with self-care advice only or back up delayed prescription for antibiotics	4
Indicator 2 (GID-IND10331): Sore throat diagnoses with FeverPain or Centor score	9
Appendix 1 Focus group composition	13




[bookmark: _Toc207785548]Background
Indicators on the topic of infections 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:
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.
GID-IND10331: The percentage of diagnoses of sore throat in the preceding 12 months with a recorded FeverPain or Centor score



[bookmark: _Toc207785549][bookmark: _Toc203819651]Indicator 1: Summary of views
· Participant views on the intention of the indicator were mixed, with some feeling that the principle was reasonable, and others thought it was not in keeping with the aim of the recently introduced Pharmacy First scheme. Only one participant (a GP) was in full support of the indicator and its purpose.
· There was minimal support in practice for the indicator due to the growing diversity of the workforce involved in managing these conditions. It was also suggested that the patient groups targeted by the indicator are too broad, but that efforts to refine these would be challenging and potentially leave the indicator vulnerable to gaming. 
· It was generally agreed that self-care advice and delayed prescriptions are coded poorly and variably across practices, and in addition the use of delayed prescriptions can depend on factors such as the day of week. 
· Financial incentivisation was not supported for this indicator, as the aim of the indicator was considered to be for quality improvement. 
[bookmark: _Toc207785550]Indicator 2: Summary of views
· Participant views on the intention of the indicator were mixed, with some feeling that the indicator would improve diagnostic accuracy and reduce inappropriate antibiotic use.
· Others felt it was either already current practice or was such a small part of the overall picture it was not worth a specific focus. Two participants suggested it was more suited as a local audit exercise. Two participants felt it risked becoming ‘box-ticking’.
· There were suggestions that the patient group targeted (those with a sore throat) would need to be more specific to exclude those where it was not as a result of infection.
· Participants fed back that standardised tools might be welcomed by non-GP primary care staff but were less likely to be used consistently by GPs.
· Risks that this indicator could both potentially increase inappropriate antibiotic prescribing and decrease appropriate prescribing were highlighted.
· Financial incentivisation was not supported for this indicator. One participant suggested that this topic, although important, should not be a priority for financial incentivisation. 
[bookmark: _Toc207785551]Indicator 1 (GID-IND10330): Recorded sore throat, otitis media, sinusitis or cough with self-care advice only or back up delayed prescription for antibiotics
General view of indicator
Only one participant (a GP) stated clearly that they agreed with the intention of the indicator, and that it would standardise quality and consistency of care.
Other views were mixed, for example, one participant thought that the indicator’s intention was reasonable but also felt that it was too blunt:
“I can see what they're trying to do with this, which is, which is entirely reasonable, that we that we should have a higher threshold to prescribing for lots of these conditions, but it's always got to be around the individual patient circumstance. But it's just far too blunt and too broad an indicator to try and do what I imagine the people that came up with this were intending it to do.” [Regional lead, pharmacist]
The view that the indicator was too broad was supported by a GP:
“If you want to do antimicrobial stewardship, you go specific to a particular condition and a particular antibiotic which relates to local guidelines. Because my guidelines (in my local area) are different to those […] six miles away […] antimicrobial stewardship is a more local and specific thing. This is far too vague and woolly.” [GP]
Another two participants felt that the indicator countered the ‘direction of travel’ in this area, in relation to Pharmacy First:
“This was probably the most bonkers (indicator) […] the reason I say that is there's been a huge national push for Pharmacy First, and so all of those patients we’re supposed to be triaging and diverting to pharmacies at the point of them contacting us. So this almost seems like it's incentivising us to start seeing them again.” [GP]
“I also think we are supposed to be pushing these patients towards Pharmacy First. It is the pathway that we want to go down.” [Regional lead, pharmacist]
Similarly, other participants agreed with the principle of the indicator but felt that it didn’t fit with the current presence of other community services such as Pharmacy First and acute respiratory infection (ARI) hubs, with one GP calling the indicator “a complete nightmare”.
Feasibility
As described above feedback was received from a number of participants that an increasing proportion of the activity relating to this indicator now takes place outside general practice. There was agreement from participants that the potential ‘split’ of activity between GP practices and Pharmacy First would make the indicator unfeasible.
“I just wondered where the Pharmacy First scheme fitted into this and referral by GP practices to that scheme, because over time I'm assuming that the thinking is that lots of people in the general population will learn not to go to their GP, and they can go to their community pharmacy to get advice and, if necessary, a prescription-only medicine via PGD (patient group direction). So I don't know where this fits […] what does good look like here? It's a pretty complicated picture now about where people might present to go and get advice or treatment. Because then they could go to their GP. The GP, if they're on board with the Pharmacy First scheme will triage people to go and see the pharmacist rather than taking the GP appointment. So is that coded? I don't know. And would that count as self-care advice, or it might not be? These people may end up with an antibiotic with the Pharmacy First scheme, which then goes back into the patient's record in the GP practice. So it's a bit complicated […] is that then sort of a penalty for the GP practice? That another service gave their patient an antibiotic for one of these conditions?” [Regional lead, pharmacist] 
Although the quote above describes how data from Pharmacy First could flow back into the patient’s clinical record, a GP suggested that this would not necessarily be the case consistently, and for all practices. The practice manager interviewed was concerned that the impact of including coding of activity taking place via Pharmacy First could be a major issue in general practice.
Participants also fed back that it would be difficult to accurately identify patients who had received self-care advice only or a delayed prescription because of variations in coding, noting that these criteria are difficult to code in a standard way.  Regarding delayed prescriptions, a pharmacist stated that it was not possible to tell if or when the prescription had been dispensed, and a few others added that the likelihood of issuing a delayed prescription rather than self-care advice only would vary based on the day of the week:
“Delayed scripts are notoriously difficult to search for because different people tend to do different things.” [GP]
“Even if we did an audit at the practice and they went manually through the notes, they could see if there was self-care advice they could see if there was advice to delay the prescription, but they wouldn't even know if the prescription was delayed, so I just think it's impossible to measure […] If it's a Friday […] the day of the week comes into it.” [Regional lead, pharmacist] 
“I wouldn't give a prescription at all if I thought self-care was the right course of action.” [GP]
Acceptability
Although this indicator is not intended to improve outcomes for individual patients, some participants expressed concern that the indicator could result in under-treatment:
“What does good look like? Because if you've had a persistent cough for a number of months in your 70s, then you're going to take a different view from somebody who's 25 with a persistent cough, I would imagine in terms of your concern that there's something more sinister going on.” [Regional lead, pharmacist] 
“Difficult to set denominator as patient presentations or conditions may be indicative of more serious concerns.” [GP and regional expert in informatics, via email]
Four participants provided views on whether the indicator should be financially incentivised. One replied that neither financial incentivisation or quality improvement was appropriate and that financial incentivisation would present “opposite pressures”, linked to earlier comments about how the indicator might undermine the direction of travel in relation to the Pharmacy First scheme. Two suggested that quality improvement was most appropriate, with one participant noting that the indicator did not represent additional work. The other participant felt that although quality improvement was most appropriate in principle, financial incentivisation would be required to drive change:
“I don't know whether I would pay to do (the indicator) because I'm not sure it's going to change practice that much because these are messages that have been out consistently now for several years, and I think I've got to say hand on heart on I'm more confident that (GPs) probably do (appropriate antibiotic prescribing) than maybe the comprehensive asthma review in practice. I just don't think they're very good at recording them in a consistent way. So therefore I wouldn't pay them to do it […] if I've got a pot of money, I'd rather use it for asthma, please.” [Regional lead, pharmacist] 
A practice manager also fed back that he did not feel the indicator would change practice: “I would like to think my reception staff care-navigate all of these patients straight to Pharmacy First, and don't bother the GP.”
Suggested amendments
Relatively few suggestions for potential groups of patients to exclude were received, and these included patients having prophylactic antibiotics (for example for acne or splenectomy) and those who were immunosuppressed. There was a suggestion that it would be most appropriate to exclude patients on a case-by-case basis.
Implementation issues and impact
Some participants identified that there was the potential for gaming with the indicator. In relation to the indicator’s denominator being too broad (as particular patient circumstances may indicate more serious concerns) there was a view that: “Any attempt to narrow down (the list of conditions included in the indicator) would introduce opportunities for gaming.” [GP and regional expert in informatics, via email]
One participant suggested that activity relating to this indicator could be attributed to a non-GP practice organisation code instead:
“(ARI hubs are) probably a way of gaming […] “Let's use the ARI hub code because then they're on a different (organisation code that isn't allocated to a GP practice) […] “Let's get them all over to the community pharmacy because they won't be hitting their GPs”.” [Regional lead, pharmacist]
As an example of an opportunity for gaming: “If the patient is given antibiotics, they are given a non-specific (diagnosis) code and if they aren't they are given the specific one.” [GP and regional expert in informatics, via email]
A few participants had a view that the indicator might drive more activity into non-GP settings, with one GP suggesting that this may have a positive effect on antimicrobial prescribing rates:
“Pharmacists are probably a lot stricter than the GPs are, at, you know, saying “no” to antibiotics and promoting self-care. And […] we know that the medical care that's given in the more deprived areas, there is a sense from the clinician to want to help and therefore there may be a lowering of the thresholds to prescribe something.” [Current GP with various regional leadership roles]
Other views or suggestions on implementation
A pharmacist suggested that the indicator could also be applied to Pharmacy First services, and that in this setting the relevant depth of coding and key information regarding whether a prescription was dispensed (rather than just issued) would be available.
One GP participant suggested the indicator might provide an opportunity to enhance system working: 
“With the 10 year plan that just came out […] obviously we are moving (from) hospital to community care and treatment to prevention (and) analogue to digital. So I think in keeping with that, I'm not too concerned about where the care is provided, just concerned that the consistency of care is provided so we're all promoting antibiotic stewardship. We're all supporting patient education and we're all aligning with the NICE and public health goals. And you know, I think the only thing that this indicator may help us to do is capture clinical practice insights and patterns, which can then be addressed in in either forum.” [Current GP with various regional leadership roles]
The same GP wanted to emphasise agreement of the importance of the topic, despite the difficulties she had identified:
“I think it's a very complex area. I think infections are increasing. I think they're getting more complicated as comorbidities increase and become chronic. And I just think that we need to stay on top of this with regular audits and feedback to the clinicians and obviously to the patients as well because I think we have peaks and troughs with our antimicrobial stewardship campaigns and I think we still have a cohort of patients and, no matter what we do, every cough/cold will want to result in an antibiotic prescription. And I think maybe if we could do some targeted promotion you know in whatever way […] I’m not going to get into the nuances of that. But if we could do […] if there are themes of patients approaching the healthcare system coming out, I think we have a role to collate that and then do some targeted comms.” [Current GP with various regional leadership roles]

[bookmark: _Toc203819653]

[bookmark: _Toc207785552]Indicator 2 (GID-IND10331): Sore throat diagnoses with FeverPain or Centor score 
General view of indicator
Support for this indicator’s purpose was mixed, with four of the eight participants who stated a view agreeing with the purpose, two disagreeing, and two participants feeling uncertain, with one of these suggesting that the indicator would be better targeted at areas or practices where prescribing rates were particularly high, rather than as a universal indicator.
“I think it definitely promotes that standardised assessment, doesn’t it? Using a validated scoring tool […] and I think it really helps improve diagnostic accuracy when used so hence reducing inappropriate antibiotic use and better patient education.” [Current GP with various regional leadership roles]
Two of the respondents who stated they agreed in principle, did not feel that the topic was a priority area requiring an indicator:
“It's not a hard thing to do and I would expect people to do it. […] I don't think it's a bad practice. I just, I'm not quite sure what it achieves.” [GP]
“I think it's a good one in terms of compelling people to use a rigorous way of assessing sore throats, but I think it's such a small part of the overall provision of healthcare within GP practice.” [Regional lead, pharmacist] 
One GP who disagreed with the indicator felt it would not achieve the aim of reducing prescribing:
“We've done audits with our students over the last ten years, at least, of doing a Fever score or Centor score. And we don't do it, yet we're very low prescribers of antibiotics. This is around quality improvement. It's certainly not about care improvement and it's not going to reduce your prescribing. We're going to start chasing […] ticking boxes, not improving the care for the patient and making it more appropriate and safer.” [GP]
The other participant who disagreed, a practice manager, also felt this indicator would result in ‘ticking boxes’ rather than improving care and would be better suited to local audit work: “do it locally, or don't do it at all”.


Feasibility
Indicator definition 
As for indicator 1, there was feedback that the activity was increasingly being handled by Pharmacy First, with one participant pointing out that for sore throat there was no upper age limit for eligibility for Pharmacy First, so patient numbers could be large.
Two GPs felt that the indicator’s definition of ‘sore throat’ would need to be more specific:
“You couldn’t just base this on sore throat codes because lots of people present with a sore throat which we don’t think is due to an infection so FeverPain/ Centor is not relevant.  You'd need to limit that to people with more specific codes e.g. acute tonsillitis, acute pharyngitis.” [GP and regional expert in informatics, via email]
“What's a sore throat? I mean, I write ‘pharyngitis’…I’ve got lots of different ways of writing sore throat.” [GP]
A small number of participants fed back that they were concerned about coding accuracy and variability within the primary care systems:
“I think it is in lots of templates, but they all use different templates or they use Arden's templates and things like that and I'm not sure how you would pull it out because […] it's not an actual code, it's a measurement in that box in the template, so it's not always coded as a FeverPain score READ code. […] there's a myriad of different ways of them recording it” [Regional lead, pharmacist] 
A participant on the same call confirmed that a clinical code did exist, and suggested that the indicator might help to improve data quality, particularly if financially incentivised:
“It does have a READ code because we put it in the ARI hub clinical template, so build that in SystmOne and EMIS. And I do know it's in Ardens as well […] if the indicator is there and you've been financially incentivised to use (a particular code), they're going to make sure they find it and make sure it's added on to that template that they are using if it's not already.” [Regional lead, respiratory and children's health]



Acceptability
Most participants fed back that this indicator would not have any impact on patient care, with views on whether it would reduce antibiotic prescribing being mostly negative, as described above. There was a suggestion that primary care staff who are not GPs might value a tool to support their decision-making processes:
“Nurses, for example, find it useful to use the template, particularly then if you've got a low score and the outcome is self-care not to give antibiotics, they can then say to the patient. “Well, look, I've put the details in […]”, they've got something sort of back up and help in that conversation that they're having with the patients.” [GP]
“I think if anything here, non-GPs are better at following processes. So I would think all it's going to do is improve your coding of it […] I think it's probably GPs that don't do it. And nurses and allied health professionals do do it because they follow the process much better in the templates […] it might improve the GPs’ consideration, but other than that, I don't think it would change hugely clinical practice and change the prescribing outcomes.” [Regional lead, pharmacist]
A practice manager supported the view that GPs would not, in general, find a tool valuable:
“My GPs don't like templates, so the chance of them using the scoring template is extremely low. It's medicine by algorithm and scoring. GPs don't do templates […] nurses do.” [Practice manager]
Eight participants provided views on whether the indicator should be financially incentivised or for quality improvement purposes. 38% (3/8) stated or inferred that the indicator was not suitable for either purpose, 50% (4/8) said the indicator would be more suited for quality improvement purposes, and the remaining one suggesting it would be suited to either purpose. As detailed for indicator 1, one participant fed back that an indicator aiming to reduce antimicrobial prescribing would not be the best use of limited funding, which links into the wider feedback that this topic is not a priority area requiring an indicator. 
Suggested amendments
As described above, two GPs felt that the indicator’s definition of ‘sore throat’ would need to be more specific. Another suggestion was that the indicator should include diagnoses for tonsillitis, and that there may be tools for sore throat that are more appropriate for children, in which case these should be incorporated into any indicator definition. 
Implementation issues and impact
One GP suggested that if the indicator was approved there would be staff training needs and also that improvements to documentation and processes in general practice would be required. 
Two GPs raised concerns that the indicator may lead to either an increase in inappropriate antibiotic prescribing, or a failure to prescribe when appropriate, when clinical judgment would suggest they are required: 
“(Highlighting the importance of) seeing who is in front of you rather than just using a validated tool, because then you risk underestimating infection risk.” [GP]
“A couple of years ago with the scarlet fever, there was a national (approach) that you should be erring on the side of offering as opposed to not offering. So I think there's still a bit of a hangover effect from that. […] If it was incentivized that we should be doing it on everyone, we may find it actually increases antibiotic prescribing. […] by forcing people to use the scoring system, you're tying them to act on the results of it […] we ran a trial a couple of years ago with some point of care testing for sore throats where it would give you a CRP and tell you whether you should or shouldn't use antibiotics, and again, we found it increased our antibiotic prescribing, not reduced it, because you're running this test and getting a result in a cohort that may not need it.” [GP]
Other views or suggestions on implementation
As for indicator 1, a participant wanted to emphasise agreement of the importance of the topic, despite the fact they felt this indicator would not have the required impact:
“We've been bashing around at trying to reduce antibiotics for 20 years and everybody's a bit jaded by it and it's really difficult to have conversations with patients when they've come in wanting an antibiotic and trying to disavow them of that view […] It's really tricky. So if you could come up with something that actually was useful in a broad range of patients, that would be really helpful, but I don't think this is it.” [Regional lead, pharmacist]
One GP had a specific suggestion for future development:
“Other areas to focus on, e.g. fluoroquinolones for indications that aren't recommended (outside of Pharmacy First) could have a bigger effect.” [GP]
Two participants highlighted the importance of evaluating interventions and measuring the success of any efforts to reduce antibiotic prescribing that relate to current NICE guidelines and indicators.
[bookmark: _Toc207785553]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, 6 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)
4 regional leads from NENC (3 pharmacists, 1 clinical programme lead)
Table 1: Attendee type and region 
	Region 
	GP practice
	Regional lead

	East of England
	1
	

	London
	0
	

	Midlands
	2
	

	North East and Yorkshire
	3
	4

	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. 
[bookmark: _Hlk205307871]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
[bookmark: _Hlk205307881]

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


