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Indicator Advisory Committee meeting minutes
Date: 5 June 2024		
Location: NICE Manchester office with virtual attendees via Zoom (hybrid) 
Attendees: 
Indicator Advisory Committee members: 
Ronny Cheung (RC) [Chair], Chloe Evans (CE), Martin Vernon (MV), Mieke Van Hemelrijck (MVH), Rachel Brown (RB), Tessa Lewis (TL), Victoria Welsh (VW, Chris Wilkinson (CW), Paula Parvulescu (PP), Liz Cross (LC), Elena Garralda (EG), Adrian Barker (AB), Linn Phipps (LP), Michael Bainbridge (MB), Chris Gale (CG), Ben Anderson (BA)

NICE attendees:
Craig Grime (CDG), Rick Keen (RK) [minutes], Mark Minchin (MM), Charlotte Fairclough (CF), Victoria Fitton (VF), Nicola Greenway (NG), Jean Bennie (JB), Melanie Carr (MC), Paul Daly (PD), Daniel Smithson (DS), Eileen Taylor (ET).

National Collaborating Centre for Indicators Development (NCCID):
Andrea Brown (AB), Kate Thurland (KT), Tony Roberts (TR), Jackie Gray (JG), Naomi Rutherford (NR)

NHS England (NHS Digital):
Laura Corbett (LC), Nicola Wright (NW)

External experts:
Kevin Gruffyd-Jones – GP and member of the asthma guidelines committee (item 5 only)

NICE observers:
Martin Allaby, Victoria Carter, Louise Edwards, Peter Shearn

Invited observers:
Martin White, James Hollinshead

Apologies:
Waqas Tahir

Quoracy: the meeting was quorate.

Outline of the meeting

RC welcomed the attendees and the indicator advisory committee (IAC) members introduced themselves. 

NICE advisory body declarations of interest 

RC asked committee members to declare all new interests, that is those not already included in the register of declared interests NICE has on file and all interests related to items under discussion during the meeting. 

No new interests were declared.

Item 1 - Review of minutes and actions from September 2023 meeting and indicator programme update

MM informed the committee that all actions from the last indicator meeting in September 2023 had been progressed or were included in today’s agenda. 

The September 2023 minutes were approved as an accurate record.

MM gave a brief update on the indicator programme. 

The committee gave a farewell and thanks to Andrew Black, who retired from the committee as Vice Chair. 

Item 2: Cardiovascular disease risk assessment

JB presented to the committee the consultation and testing results for the three draft indicators on cardiovascular disease (CVD) risk assessment:

1) IND2023-164: The percentage of people aged 45 to 84 years who have a recorded CVD risk assessment score in the preceding 5 years.

2) IND2023-165: The percentage of people aged 43 to 84 years with a modifiable risk factor or comorbidity who have a recorded CVD risk assessment score in the preceding 3 years.

3) IND2023-166: The percentage of people aged 43 to 84 years with a modifiable risk factor who have a recorded CVD risk assessment score in the preceding 3 years.

It was noted that NICE guidance recommends using a systematic strategy in primary care to identify people who are likely at high risk of CVD, and that these indicators have been proposed for use in primary care to identify people who are likely at high risk of CVD. It was highlighted that knowing CVD risk can help people make decisions about prevention strategies. 

KT presented to the committee the piloting process and results for the three indicators. 

It was noted that 74 percent of survey respondents, based on feedback from 22 practices, agreed that indicator 1 would improve the quality of care. Issues were raised surrounding the capacity in primary care for prevention services, difficulties with engaging people in relation to primary prevention, and the workload given that the denominator could be large.

It was highlighted that 70 percent of survey respondents, based on feedback from 22 practices, agreed that indicator 2 would improve the quality of care. Issues were raised surrounding the 3-year review period would conflict with NHS Health Checks, the potentially out-of-date coding for comorbidities and modifiable risk factors, and a suggestion that the definition should include pre-diabetes, fatty liver disease and substance misuse as modifiable risk factors.  

It was noted that 72 percent of survey respondents, based on feedback from 22 practices, agreed that indicator 3 would improve the quality of care. Issues were raised surrounding implementation as for previous indicators.

It was highlighted that all three proposed indicators were thought to be feasible using existing data via an NHS England Data and Analytics review.

The committee were asked to consider the consultation, testing and piloting results and whether the three indicators should continue to publication on the NICE menu as suitable for use in the QOF, or that development be halted, and / or additional work be requested. The committee were asked to specifically consider comments on estimating CVD risk using risk factors already recorded in electronic medical records and potential impact. 

Members noted that there is a significant opportunity to take bold actions regarding CVD health, given that CVD is currently the leading cause of premature mortality in the UK. It was highlighted that health checks are currently underutilised in primary care. 

The committee heard that in some areas funding GP funding to undertake health checks is limited.  It was noted that while QRISK3 is endorsed and validated (and recommended by NICE) , it is not well used across the NHS primary care setting, and that many practices are still using QRISK2, because this is embedded in the clinical IT system.   

Whilst the committee agreed with these concerns it was noted that a holistic approach is needed regarding CVD, and these indicators need to be part of a broader strategy at public health level.
	
The committee expressed support for indicator 1 in that it will target the general population who have not had their risk factors and/or comorbidities recorded vand as such may help address inequalities. It was suggested that indicator 3 would have a better chance to addressing inequalities as it focuses on the highest risk population. It was noted that even though an individual may have a calculated risk assessment score, it does not mean that care or intervention will be provided; there needs to be encouragement for additional steps such as contacting the patient and discussing the risk assessment score, lifestyle changes and possible treatment. 

It was suggested that indicator 1 could be implemented as an Integrated Care System (ICS) indicator that could identify people at risk, such an indicator could help support taking a population health approach. It was noted that indicator 1 is possibly more akin to screening than the other indicators, and while the numbers are beneficial for CVD prevention. The NICE team clarified that the question on screening was put to members of the National Screening Committee who noted the indicator would not count as screening. It was highlighted that those conversations would be ongoing during indicator development. 

The committee agreed that due to the stated resource and coding issues, indicator 1 would not be suitable for use of the QOF at this stage but should progress at population level as a network or system level indicator.. It was agreed that indicator 3 should progress for consideration for use in the QOF.

ACTION: NICE team to progress IND2023-164 as a network or system level (ICS) indicator. NICE team to ensure that there is signposting to CVD intervention indicators and advice on avoiding batch coding.

ACTION: NICE team to progress IND2023-166 to the NICE menu as suitable for use in the QOF. NICE team to ensure that there is signposting to CVD intervention indicators and advice on avoiding batch coding. 

Item 3: Smoking cessation in people with serious mental illness (SMI) 

ET presented to the committee a new indicator on smoking cessation in people with SMI:

The percentage of patients with schizophrenia, bipolar affective disorder and other psychoses recorded as current smokers in the previous 1 to 3 years, who were recorded as ex-smokers in the preceding 12 months.
It was noted that NCCID had proposed the indicator as part of wider discussions on health inequalities at the September 2023 IAC. It was then agreed to progress the indicator to consultation and testing as suitable for use at network or system level. It was highlighted that the indicator is not considered suitable for use at general practice level because of the extent to which successful smoking cessation is directly attributable to general practice, stock shortages of pharmacological therapies and the decommissioning of stop smoking services. It was noted that it is also likely that there will be small numbers at practice level. It was highlighted that this indicator focuses on smoking cessation success in people with schizophrenia, bipolar affective disorder, or other psychoses because they are more likely to smoke than the rest of the population and smoking prevalence increases with severity of condition. 
ET presented the consultation feedback received for this indicator. It was noted that the indicator was well received by stakeholders who highlighted that it will enable the monitoring of quit rates among people with SMI, and will encourage a system level approach and tailoring of service to support local needs. Concerns were raised in that it should include nicotine products such as cigarettes, vapes and smokeless tobacco, that community mental health patients will not have access to specialist treatment services, and that it cannot be used to identify causes of changes in quit rates. A stakeholder also expressed disappointment that the indicator is not suitable for use in the QOF due to low numbers of patients at practice level. 
AB presented to the committee the piloting process for this indicator. 

It was noted that only 27 percent of survey respondents, based on feedback from 22 practices, agreed that this would improve the quality of care. Practices identified concerns relating to patient factors, practice factors, system factors, measurement, and to policy concerning financial incentives. It was highlighted that most pilot responses focused on the limitations of this indicator as a measure of primary care processes rather than recognising the role of system and network level indicators, and the opportunities such indicators can have to improve multi-agency working.

ET presented to the committee Clinical Practice Research Datalink (CRPD) data on smoking status that was obtained from 1 April 2020 – 31 March 2023. The data showed:

· 0.6 percent prevalence of SMI (around 62 per 10,000) 
· 93.1 percent of people with SMI had a smoking status recorded and, of these, 39.4 percent of people with SMI were current smokers (around 23 per 10,000)
· 18.9 percent of people with SMI recorded as current smokers in the previous 3 years were recorded as ex-smokers in the most recent 12 months.

The committee was asked to consider the consultation, testing and piloting results and whether the indicator should continue to publication as suitable for use at network/system level.

Members agreed that vaping could not be included in the indicator as it would not align with current guidance but noted that it may do in the future. It was noted that a significant number of people with SMI die early due to physical health conditions, many of which are contributed to by smoking. It was highlighted that there has been additional focus on SMI nationally over the last few years which has enabled incentivisation of recording of data in primary care, but that secondary care also needs to be involved, particularly for smoking cessation. It was agreed that a system level approach for the indicator would be sensible.   

ACTION: NICE team to progress IND2023-161 as a network or system level indicator.

Item 4: Weight management 

DS presented to the committee four draft indicators on weight management:

1) IND 2023-158: The percentage of patients aged 18 to 39 years with a BMI of between 23 kg/m2 to 27.4 kg/m2 (or 25 and 30 kg/m2 if ethnicity is recorded as White) in the preceding 12 months who have been given appropriate weight management advice within 90 days of the BMI being recorded. (General practice indicator suitable for use in the QOF)

2) IND2023-162: The percentage of patients with a BMI measured in the preceding 12 months of 37.5 kg/m2 or more (or 40 kg/m2 or more if ethnicity is recorded as White) who have been offered referral for comprehensive bariatric surgery assessment within the preceding 12 months. (Network / system level indicator)

3) IND2023-159: The percentage of patients aged 18 years and over discharged from bariatric surgery service follow-up more than 12 months previously with a record of nutritional status monitoring in the preceding 12 months. (GP indicator suitable for use in the QOF)

4) IND2023-163: The percentage of patients aged 18 years and over discharged from bariatric surgery service follow-up in the previous 12 to 24 months, with a record of nutritional status monitoring in the preceding 12 months. (Network / system level indicator)

It was noted that early versions of the weight management indicators were progressed by the September 2023 IAC for development both in general practice and at system level. NICE began development of an indicator on keeping record of a physical health check in people with a BMI of 30 kg/m2 or more, but after initial drafting and quality assurance, development was stopped as there were no suitable recommendations to support the indicator. It was highlighted that the publication of the NICE guideline on overweight and obesity management has been delayed which led to the indicators not progressing for consultation. It was highlighted that concerns about acceptability of the indicators were raised during an internal NICE review. It was noted that 4 indicators had undergone piloting via NEQOS.

Piloting for indicator 1 highlighted:
· Likely to be many eligible patients, with potential related impact on workload, though exact numbers are hard to estimate due to requirement for a recent BMI measurement.
· Less than half of survey respondents felt that this indicator would improve the quality of care for patients.
· Substantial issues with implementation were highlighted by practices, though some felt they already carried out something similar, or could do so quite easily.
Piloting for indicator 2 highlighted:
· 61 percent of survey respondents felt that this indicator would improve the quality of care for patients.
· Lack of capacity to deliver bariatric surgery once referred is a significant issue that the indicator won’t solve.
· Estimated numbers of eligible patients per practice seem reasonable.
Piloting for indicators 3 and 4 highlighted:
· Just over half of survey respondents felt that this indicator would improve the quality of care.
· Some insight required into what nutritional monitoring involves.
· Some practices feeling that additional guidance or training would be needed.
· Patient numbers per practice are low and below our usual minimum, but there is some uncertainty and concern due to operations occurring abroad.
The committee was asked to consider the piloting results and whether any or all of the four indicators should continue to consultation and testing, or if development needed to be halted on any or all four indicators.
Members agreed that regardless of whether any of the four indicators were to progress, the NICE guideline on overweight and obesity management should publish first. 
The committee discussed indicator 1 and queried the age range with consideration given to extending it to all ages. It was highlighted that people within the qualifying ‘overweight’ BMI range would only be offered advice and no services in some practices. It was agreed that indicator 1 does target a key demographic and would provide necessary interventions but that further clarity may be required on what the advice is, and if it can include social prescribing, “appropriate advice” needs clearly defining.
The committee discussed indicator 2 and queried whether it would be helpful considering that some localities may have no bariatric services to refer patients to. It was noted that if such services are not available then this indicator would help reveal that issue by measuring demand vs completion of the intervention. It was highlighted that not all patients are suitable for bariatric surgery which could make the indicator problematic. Issues were raised with the 12-month period in that weight management services locally have a four-tier process which, if referral directly to bariatric surgery assessment isn’t possible, could last upwards of 5 years for patients. The committee questioned if the ‘offer’ of a referral would be recorded.        
Members discussed indicators 3 and 4 together. It was queried as to whether the responsibility for monitoring the nutrition status of patients falls under primary care. It was highlighted that some patients who were eferred for bariatric surgery services may only be offered low calorie nutrition support and be discharged without surgery, and whether these patients should be included in the indicator. It was noted that those who accessed bariatric services privately or abroad are difficult to capture. LC clarified that this could be built from the business rules via the record date which denotes the recording on the clinical system of the date that a particular event became known to the practice. It was agreed that it is an important area but that there may be significant complications and challenges when it comes to capturing the data. The NICE team clarified that the consultation process would establish if the data can be collected on follow ups. It was agreed that only IND2023-159 would progress as it encompasses a bigger population. 
ACTION: NICE team to progress IND2023-158, 2023-162 and 2023-159 for consultation after the NICE guideline on overweight and obesity management has published if the required data items are available. 

Item 5: Asthma 

Private session due to discussing unpublished guidance.

Item 6: CVD prevention 

CF presented to the committee an existing indicator on CVD prevention:
IND162: In those patients aged between 25 and 84 years, with a new diagnosis of hypertension or type 2 diabetes recorded in the preceding 12 months (excluding those with pre-existing cardiovascular disease, chronic kidney disease, familial hypercholesterolaemia or type 1 diabetes), who have a recorded cardiovascular risk assessment score of more than 20% in the preceding 12 months: the percentage who are currently treated with statins (unless there is a contraindication).
It was noted that the estimated population number may not meet the requirements to be classified as an indicator suitable for QOF. It was highlighted that NICE’s guideline on cardiovascular disease: risk assessment and reduction, including lipid modification recommends starting atorvastatin 20mg for the primary prevention of CVD to people who have a 10-year QRISK3 score of 10 percent or more. It was noted that the NICE indicator menu includes additional indicators on primary prevention of cardiovascular disease that align with the source guideline.
The committee was asked to consider the following options for IND162:
· Reclassify as suitable for use outside of the QOF.
· Proceed with further work to validate the estimated denominator population size of the current indicator.
· Advise amendment of the indicator.
· Retire from the NICE menu.
· Advise no action.
Members noted that the indicator should remain but that it should align with the 10 percent QRISK3 score as per the NICE guidance. It was highlighted that you may get greater numbers by varying the threshold. The NICE clarified that they can run a data request on both the 10 and 20 percent risk scores to estimate denominators for this indicator and will discuss the results with the committee 
ACTION: NICE team to run a new data request on 10 and 20 percent risk scores and bring the indicator back to the committee. 

Item 7: Kidney conditions 

CF presented to the committee an existing indicator on chronic kidney disease (CKD) and SGLT2 inhibitors:
IND262: The percentage of patients on the CKD register and currently treated with an ARB or an ACE inhibitor who are also currently treated with an SGLT2 inhibitor if they have either: 
· no type 2 diabetes and a urine ACR of 22.6 mg/mmol or more, or
· type 2 diabetes and a urine ACR 3 mg/mmol or more.
It was noted that a NICE technology appraisal (TA) was published in December 2023 which recommended empagliflozin as an option for treating CKD in a broader population than the TA on dapagliflozin for treating CKD. 
The NICE team proposed updating IND262 to reflect this:
The percentage of patients on the CKD register and currently treated with an ARB or an ACE inhibitor who are also currently treated with an SGLT2 inhibitor if they have either: 
· no type 2 diabetes and an eGFR 20 to 44, or
· no type 2 diabetes and an eGFR 45 to 59 and a urine ACR of 22.6 mg/mmol or more, or
· type 2 diabetes and a urine ACR 3 mg/mmol or more.
The following validity concerns were flagged:
· Using the CKD register will miss people with CKD stage 2 who may be eligible for treatment.
· There is an assumption that ARB/ACE inhibitors are at the highest tolerated dose. 
· Urine ACR result needed for denominator. CVD Prevent data to December 2023 reports 42.27 percent achievement for indicator CVDP004CKD on urine ACR/PCR measurement in people on the CKD register.
· NICE propose to continue to use the recommendations from NICE’s guideline on type 2 diabetes in adults for people with type 2 diabetes.
· The proposed indicator update relies on recorded eGFR.
The committee was asked to consider the validity concerns and approve the updated wording of the indicator based on the NICE TA for empagliflozin. The committee was asked to note that NICE do not yet have an estimate of the size of the denominator. It was noted that NICE have requested CPRD data to help with this and will publish the indicator once they have confirmed whether the indicator is suitable for inclusion in QOF or should remain suitable for use outside of QOF. 
Members discussed utilising the latest eGFR in the indicator specification. It was noted that this may be problem as patients could have an acute kidney injury (AKI). It was queried if it was possible to look at the last two or three eGFRs for a patient and see if they fit the criteria for CKD rather than AKI. It was also highlighted that patients will be on the CKD register anyway so those with an AKI would still be within that population and therefore AKI may not be an issue for the indicator. RC queried whether there are current indicators that use eGFR. The committee highlighted that the eGFR criteria did not align with CKD staging, but this is because the indicator is based on the TA. It was noted that it is a good indicator but that there are problems with ACRs recording in general practice. It was agreed that the indicator should updated in line with the TA but with further work required to check if eGFR is codable and extractable. 
ACTION: NICE team to update IND262 with proposed wording in line with NICE TA. 

ACTION: NICE team to check whether eGFR is codable and extractable in line with the indicator.  

Item 8: Atrial Fibrillation – IND168 

MC presented to the committee an existing indicator on pulse rhythm assessment for atrial fibrillation (AF):
IND168: The percentage of patients registered at the practice aged 65 years and over who have been diagnosed with 1 or more of the following conditions: coronary heart disease, heart failure, hypertension, diabetes, CKD, PAD, or stroke/TIA who have had a pulse rhythm assessment in the preceding 12 months.
It was noted that this indicator is not included in QOF and has the potential to develop as a CVD Prevent indicator.
The committee was asked to decide:
· If the age limit should be removed or,
· If a separate new indicator for all people with coronary heart disease, heart failure, hypertension, diabetes, CKD, PAD, or stroke/TIA should be developed.
Members noted that there is a potential unknown regarding the uptake of people with hypertension but that removing the age threshold would be welcome and would align with the latest CPRD studies and NICE guidance. It was highlighted that removing the age threshold would support identification of those at greater risk of atrial fibrillation within the population with relevant comorbidities. 
ACTION: NICE team to create a new indicator for adults 18 years and over. 

ACTION: NICE team to remove IND168 from the NICE menu. 

Item 9: Atrial fibrillation – IND127

MC presented to the committee an existing indicator on annual stroke risk assessment for atrial fibrillation (AF):
IND127: The percentage of patients with atrial fibrillation in whom stroke risk has been assessed using the CHA2DS2-VASc score risk stratification scoring system in the preceding 12 months (excluding those patients with a previous CHADS2 or CHA2DS2-VASc score of 2 or more).
It was noted that this indicator has been included in QOF (AF006) since 2015/16.
The committee was asked to decide if the indicator should be amended to exclude men with a score of 1 and recorded anticoagulation and/or, include people with a risk score of 2 or more who are not taking anticoagulants.
Members suggested rewording the indicator to “exclude all people who are taking anticoagulants” as this would be a simpler approach. It was noted that some people may be taking anticoagulation due to other conditions and so there would be no need to worry about their risk stratification score. It was agreed that further discussion is required with members of the committee and other stakeholders as to the amendment of IND127.  
ACTION: NICE team to explore with relevant stakeholders and members of the committee amending IND127 to exclude anyone on anticoagulants. 

Item 10: ACR monitoring in people with hypertension 

PD presented to the committee a potential new indicator on ACR monitoring in people with hypertension:
The percentage of people aged 18 and over with a diagnosis of hypertension who have a record of urinary albumin: creatinine ratio test in the preceding 12 months.
It was noted that this new indicator may help identify chronic kidney disease earlier. It was highlighted that NICE guidelines do not specifically recommend annual ACR tests for people with hypertension however the NICE CKS does.
People with diabetes or chronic kidney disease could be excluded because existing indicators on the NICE menu cover ACR testing for these groups.
The committee was asked to advise whether the indicator should be progressed for further development and on the exclusions. 
Members queried the extent to which this happens in current practice and whether the indicator would add any value beyond aligning with NICE guidelines. It was agreed that further discussion with the NICE guideline team would be required to understand the discrepancy between the guideline and the CKS and ascertain if there is value in this indicator and bring it back to a future committee meeting. 
ACTION: NICE team to consult with the guidelines team and bring the indicator back to a future committee. 

Review of decisions

CDG confirmed details of the business and all recorded decisions and actions discussed had been noted.

AOB

None.

Close of meeting
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