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National Institute for Health and Care Excellence

Indicator Advisory Committee meeting minutes
FINAL
Date: Tuesday 03 March 2026, 10:00 – 16:00	
Location: Virtual via Zoom 
Attendees: 
Indicator Advisory Committee members: 
Ronny Cheung (RC) [Chair], Victoria Welsh (VW) [vice-chair], Chloe Evans (CE), (MV), Chris Wilkinson (CW), Paula Parvulescu (PP), Liz Cross (LC), Mieke Van Hemelrijck [joined at 11:35] (MVH), Adrian Barker (AB), Ben Bray (BB), Philip Xiu (PX), Sue Jones (SJ), Jacqueline Harris (JH), Thomas Salisbury (TS), Laura Beattie (LB)  

NICE attendees:
Mark Minchin (MM), Victoria Fitton (VF), Craig Grime (CG), Emma Connelly (EC), Daniel Smithson (DS), Patrick Langford (PL), Christina Barnes (CB) [minutes], Leah Murphy (LM) [host]
National Collaborating Centre for Indicator Development (NCCID):
Kate Thurland (KT) 
NICE observers:
Daisy Nash, Hugh McGuire (PM only), Jessica Davis (PM only)
Apologies:
Ben Anderson, Michael Bainbridge, Waqas Tahir, Martin Vernon, Andrea Brown, Nicola Greenway, Laura Corbett
Quoracy: The meeting was quorate.

Outline of the meeting
RC welcomed the attendees and the indicator advisory committee (IAC) members introduced themselves. 
RC informed the committee that Rajeev Shah has stepped down from the committee due to other commitments. RC thanked him for his contribution during his time on the committee. 


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 circulated in today’s papers) and all interests related to items under discussion during the meeting. 

· VW declared with effect from 02 March 2026, she is now employed by Brighton and Sussex Medical School for her academic work.  
· AB declared he has now stepped down as chair of the PPG and has now been appointed as vice chair. 

Item 1 - Review of minutes and actions from 16 September 2025 meeting 
MM informed the committee that all actions from the last meeting which was held on 16 September 2025 had been progressed or have been included in today’s agenda. 

The 16 September 2025 minutes were approved by the committee as an accurate record.

MM provided a brief update on the GP contract and clarified which indicators have been taken forward as part of the current contract discussions. RC congratulated the committee on their collective achievements in successfully getting these indicators incorporated into the GP contract.

· Indicator Programme recap 
CG provided an update on the Indicator Programme, he presented a summary of the current activity, including recently published indicators, progress since the last committee meeting, and any upcoming milestones relating to testing and piloting. 
 
CG advised that NEQOS are currently undertaking piloting work on the indicators for pain, diabetes and acne.  These topics are scheduled to go out for consultation in April 2026 followed by Clinical Practice Research Datalink (CPRD) testing.  The findings will be presented at the June 2026 IAC.  


Item 2 – Frailty (PJ-26)
PL presented to the committee the background for a discussion of the continued use of frailty as a modifier for existing indicators.  There are 8 NICE indicators that currently include frailty modifiers relating to the following areas: 

· ​HbA1c target in diabetes
· ​Lipid-lowering therapy in diabetes
· Cardiovascular disease risk assessment in diabetes
· Blood pressure targets in diabetes and chronic kidney disease

PL presented information on the alignment of the indicators with relevant NICE guidance, the estimated numbers of patients excluded from the indicators due to frailty, and evidence from a brief literature review. For each indicator, the committee were asked to consider the continued use of frailty as a modifier and whether further consultation and testing is needed.

PL advised that MV would not be present for today’s meeting, but that he had reviewed the relevant paper prior to the meeting and was supportive of the need to discuss the issues raised. He also noted the possibility of new indicators that could target, rather than exclude, people with frailty.

ACTION: NICE team to examine whether new indicators could be developed that focus on, rather than exclude, people with frailty.

HbA1c target in diabetes – IND179 and IND180
Committee discussions emphasised the need for appropriate exclusions for people with moderate or severe frailty, acknowledging that glycaemic goals differ for these groups that and lower HbA1c can be harmful in severe frailty.  

The term ‘moderate or severe frailty’ was discussed, and that management may differ for the 2 categories.  The committee also discussed the use of the Electronic Frailty Index (eFI) within the indicator, including its suitability, accuracy, and how it would influence patient stratification.  It was noted that the eFI2 has now been developed, which is more robust and uses weighted coding to determine frailty status. The committee noted the importance of careful integration of frailty into indicators, and that a dedicated NICE frailty guideline could help to support this work.

The committee raised wider concerns about how frailty status is communicated to patients, including whether the concept is explained clearly, how clinicians convey what frailty means for individuals, how frailty might influence the management of other conditions, and how these processes would work in practice. In response, the current primary care approaches were outlined, describing how frailty status may not always be discussed with patients before coding it on their record. But that knowledge of frailty status is important to enable stratified care in line with the evidence, helping to reduce risk among people living with frailty. It was noted that frailty is already used as a modifier in existing QOF indicators.

The committee discussed the specific HbA1c targets in the 2 indicators, noting that IND179 (for people without frailty) aligns with NICE guidance. A question was raised about the suitability of a specific HbA1c target of 75mmol/mol in IND180 (for people with moderate or severe frailty), given that current NICE guidance does not define a target for this group. MM confirmed the benefits and risks of applying HbA1c targets to frail populations had been fully considered, and that the HbA1c target in IND180 was developed in conjunction with the diabetes national clinical director and Diabetes UK. It was also noted that since 2011, QOF included an indicator measuring the percentage of patients with a more relaxed target of 75mmol/mol, which may have been a precedent for the current indicator in frail individuals.

The term “frailty” was discussed and it was queried whether this was easily understood by the public compared with its clinical meaning, raising concerns about communication and potential misunderstanding.  

The committee members expressed broad support for retaining the current indicators, agreeing that a stratified approach ensures thresholds reflect differing levels of frailty, while emphasising the importance of robust frailty measurement, accurate coding, and practical implications for implementation.

Lipid lowering therapy – IND274 and IND275
VW noted that IND274 includes an age‑based exclusion for people aged 85 and over, consistent with the exclusion of this age group from QRISK3 assessment in NICE guidance for cardiovascular disease, whereas IND275 does not include the same exclusion. The committee expressed support for retaining the frailty exclusion in both indicators to ensure consistency and alignment with clinical practice and guidance. PX added that this should not be viewed as an age‑based exclusion, emphasising that the frailty index provides meaningful clinical value in guiding decision‑making and supports its continued inclusion within the indicators.

CVD risk assessment in people with diabetes – IND181
The committee noted there was no inherent risk in performing a QRISK assessment for people with frailty, and that the result does not mandate any treatment, so the exclusion of people with frailty did not appear justified. It was felt that CVD risk assessment was a useful tool which would enable interventions such as lifestyle changes to be discussed even if no medications were prescribed. A conversation about cardiovascular risk may also be useful as it could promote deprescribing in frail patients with polypharmacy. It was noted that QRISK3 is not validated in people aged 85 or over, and so is not a suitable tool for this age group.

ACTION: NICE team to amend IND181 on CVD risk assessment to remove the frailty exclusion.

Blood pressure targets – IND249, IND235 and IND264
It was noted that introducing specific blood pressure targets for people with frailty without sufficient evidence could be harmful. It was also noted that blood pressure should be measured in both sitting and standing positions, with the lower reading recorded, due to risk of falls in frail patients.  Concern was expressed about removing frailty modifications given that much evidence in hypertension comes from non‑diabetic or non-frail populations.

The committee agreed that there are risks of harm if blood pressure is managed too intensively in frail patients, and that the indicators IND249, IND263 and IND264 should remain unchanged.

BREAK 

Item 3 – Waist-to-height ratios (PJ-24)
DS presented to the committee the background for the proposed changes to indicators IND83, IND120, IND248, IND320, IND237, IND238, IND220, IND221 and IND319. 

DS noted that there is no currently published evidence available which describes how frequently waist‑to‑height ratio is recorded in current practice. The Health Survey for England 2024 was referenced, indicating that 36% of adults were overweight and 30% had obesity. Data comparing waist‑to‑height ratio categories with BMI classifications showed that, while most individuals with a ‘healthy weight’ BMI also had healthy central adiposity, a notable proportion had increased or high central adiposity. In those classified as overweight, 17% had high central adiposity, meaning that an indicator focused on people with obesity would not include some people with similar risks based on waist-to-height ratio.

DS advised that there are 9 indicators in the NICE indicator menu which are relevant to weight management in adults (indicators for children and young people were not included due to weaker recommendations), which are as follows: 

· 4 indicators focused on annual recording of BMI.​
· 2 registers based on opportunistic recording of BMI ​
· 3 indicators on the provision of interventions based on opportunistic BMI recording. 

DS outlined the proposed amendments to the relevant indicators. 

The committee considered the proposal to incorporate waist‑to‑height ratio into the indicator set. It was noted that BMI is not always the most accurate measure of weight related health risk, and that waist to height ratio could provide added clinical value, though members acknowledged this may initially be perceived by practices as additional work. The committee queried how waist to height ratio data would be used once collected.

The committee raised concerns regarding the frequency and consistency of waist to height ratio measurement, noting an absence of published data on how often it is collected in practice. It was suggested that further testing may be required. It was confirmed that SNOMED codes for waist to height ratio are available, meaning the measure can technically be recorded within current primary care systems.

The committee highlighted the challenges related to low collection rates, including some patients may not have the tools to measure waist to height ratio at home. The emphasis on the importance of aligning with NICE guidance and the noted potential for waist to height ratio to support positive changes in practice could help to address health inequalities. The committee noted that waist to height ratio measurement could feel intrusive for some patients and stressed the need for sensitive communication. The practical delivery options were discussed.   They supported taking the proposal to consultation, while recognising potential workload implications for practices.

MM queried whether waist to height ratio would materially change practice or patient care.  He noted that implementation would require system changes for providers, despite its foundation in NICE recommendations. It was noted that while waist to height ratio may not necessarily alter current practice, its inclusion in indicators on registers of people at risk based on weight could encourage improved data collection, and prepare practices for wider use of waist to height ratio in assessing and managing health risk.

The committee discussed opportunities to engage wider system partners. VW suggested whether organisational levers could be explored, including engagement with commissioned weight‑management groups. CG confirmed that the timeline provides sufficient time to explore this further. 

BB suggested that community pharmacists could be considered as potential contributors to waist to height ratio measurement, particularly for patients with weight-related needs.

The committee discussed weight management services and whether waist to height ratio alone is an accepted as a reason for referral. It was thought that referral criteria may be vary and noted that some localities allow access to health coaching for anyone, potentially blurring the distinction between general support and formal referral to a weight management programme.

CG emphasised the need to consider potential impact on IND220 and therefore the new QOF indicator, and to ensure alignment with wider stakeholder plans. 

The committee agreed that if supporting evidence is robust, waist to height ratio should be included in the indicators alongside BMI recording. VW suggested that the use of “and/or” within the indicators should be considered as part of the consultation process.

The committee agreed that the indicators should be explored further, including consideration for the next round of consultation, and stressed the importance of reviewing both referral requirements in practice and the associated business rules for any indicators incorporated into QOF.

ACTION: NICE to liaise with system partners to explore feasibility of expanding weight management service referral criteria to include waist-to-height ratios. 

Item 4 - Existing indicators
CG noted all published NICE indicators have scheduled review dates: with 26 scheduled for review in early 2026. Of these, 4 have been brought to committee for potential amendment. 

· IND128 Atrial fibrillation: current treatment with anticoagulation  
CG noted that IND128 has been superseded by IND247.  It was suggested that this indicator should be retired from the NICE indicator menu.  The committee were in support of retiring IND128 from the menu. 

· IND130 Kidney conditions: CKD and renin-angiotensin system antagonists  
CG outlined the proposed revisions to this indicator; this committee were asked whether to replace ‘proteinuria’ with ‘ACR over 30mg/mmol’ in line with the guideline recommendation wording. 

The committee were supportive of this indicator and agreed that the amendment would align with NICE guidance and make the indicator clearer.  The committee were in support of the change.

· IND197 Alcohol use: brief intervention for people with hypertension
· IND199 Alcohol use: brief intervention for people with depression or anxiety

CG informed the committee that both indicators likely have small numbers of patients per practice that would not be considered adequate for QOF.  The committee agreed that these indicators should be reclassified for use outside of the QOF.

CG asked the committee to consider the remaining 22 indicators that were reviewed but require no amendment. 

· IND189 – The percentage of patients with asthma on the register aged 19 or under, in whom there is a record of smoking status (active or passive) in the preceding 12 months

JH highlighted that the asthma register applies to people over 5 years and questioned the need for recording of smoking status in young children.  It was noted that the indicator requires active or passive smoking to be recorded, with passive smoking status likely to be more relevant to young children.

· IND200 - The percentage of patients with schizophrenia, bipolar affective disorder and other psychoses with a FAST score of 3 or more or AUDIT-C score of 5 or more in the preceding 12 months who have received a brief intervention to help them reduce their alcohol related risk within 3 months of the score being recorded.

AB questioned if IND200 had the same small‑population challenges seen with IND197/199. CG noted that this was correct but IND200 was already classified as suitable for use outside QOF. Future papers will make the indicator type clearer.

ACTION
· NICE team to retire IND128 
· NICE team to amend IND130
· NICE team to reclassify IND197 and IND199 to use outside QOF 

Lunch Break
VW has taken over as Chair for the afternoon session.
Item 5 - Acne 2025-36 and 2025-37
PL presented 2 proposed acne indicators to the committee.
He gave some background into the proposed indicators, advising the committee that: 
· Lymecycline is classified in the UK AWaRe ‘Watch’ category due to its higher resistance risk, and emerging evidence shows increasing antimicrobial‑resistant Cutibacterium acnes linked to antibiotic use in acne. 
· By 2029, the UK AMR 5‑year action plan seeks to reduce overall human antibiotic use by 5% from 2019 levels and increase use of ‘Access’ antibiotics to 70%. 
· NHS England had identified two acne‑related indicators as potentially suitable for use in QOF  to support reduced antibiotic exposure. An IAC working group was convened in Oct 2025 and approved the piloting of the two indicators.
Proposal 1: Lymecycline combination therapy - The percentage of patients with acne aged 12 years or over currently treated with lymecycline who are also prescribed a topical treatment.
The committee discussed the appropriateness of focusing on lymecycline within the proposed indicator as doxycycline is also a recommended option. The committee agreed that it was clinically valid  focusing on lymecycline, noting that it is predominantly used for acne whereas doxycycline is used for many other indications.
There was some discussion around whether to add single-agent benzoyl peroxide to the list of suitable topical treatments in the indicator definition, based on uncertainty around the interpretation of recommendation 1.5.2 in NICE’s guideline on acne. It was noted that other resources such as Clinical Knowledge Summaries and Primary Care Dermatological Society guidelines appear to recommend single-agent benzoyl peroxide for use alongside antibiotics. It was suggested that clarification may be required on how current guidance is interpreted in practice.  The committee agreed this should be explored further within NICE before public consultation.
The committee noted that some patients may be advised to buy topical treatments over-the-counter, which would be recorded as free text in their electronic record, and would therefore appear as non-compliant with the indicator in the data. This issue can be explored during testing.
The committee noted that the indicator should focus specifically on acne vulgaris. They highlighted that there are many SNOMED codes for acne and recommended that all relevant codes be reviewed to ensure comprehensive coverage within the indicator specification.
RC emphasised the importance of ensuring the indicator fully aligns with NICE guidance to maintain clinical and methodological consistency.
CG confirmed that these coding and alignment issues will not be addressed within the piloting phase but may be explored through CPRD data as part of further development work.
ACTION: 
· NICE team progress with proposal 1 to consultation and CPRD testing 
· NICE team to examine the suitability of including single-agent benzoyl peroxide in the list of defined topical treatments
· NICE team to bring CPRD, consultation and testing findings to the June 2026 Committee for discussion 

Proposal 2: Long-term antibiotic use - The percentage of patients with acne aged 12 years or over prescribed lymecycline in the preceding 12 months and at 6 months prior to the latest prescription who had a review of antibiotic use 3 days before or after the latest prescription.
The committee discussed how long-term antibiotic prescribing should be defined within the proposed indicator. Key considerations included how to reliably identify long-term use and whether this can be operationalised within current extraction for QOF.
The committee agreed with the focus on lymecycline.
The committee discussed the feasibility and data requirements of this indicator, and had concerns around how long-term use could be captured and validated.  The need to test feasibility, both clinically and within CRPD, was emphasised. 
The committee highlighted uncertainty around how long-term antibiotic use is currently recorded, and noted that a new SNOMED code would be needed for antibiotic review.  The committee acknowledged that assessing long-term use on a patient-by-patient basis may be challenging.   It was suggested that further work with NHS England is required to ensure suitability for business rules.
MM noted the uncertainty about the viability of the indicator in a national QOF system but suggested it may be useful in local or non QOF context depending on feasibility.
The NICE team agreed to proceed with CPRD testing to determine feasibility and continue discussions with NHS England on business rule and extraction feasibility. 
ACTION
· NICE to progress with proposal 2 to consultation and CPRD testing
· NICE team to have further discussions with NHS England around feasibility of identifying long-term antibiotic use from electronic health records
· NICE team to investigate the creation of a new SNOMED code for antibiotic review
· NICE team to bring CPRD, consultation and testing findings to the June 2026 Committee for discussion

Break 
Item 6 – COPD
CG presented a proposed indicator suggested by NHS England and Department for Health and Social Care antimicrobial stewardship teams. CG outlined the rationale and intended purpose of the new indicator. 

Proposed COPD indicator - The percentage of people with COPD prescribed fewer than 3 acute courses of respiratory antibiotics (amoxicillin, doxycycline, co-amoxiclav or clarithromycin) in the preceding 12 months.

The committee discuss the feasibility and coding challenges of this indicator, it was noted that although the rationale for the indicator was understood, there is currently no reliable method to link prescriptions to specific clinical indications, particularly for COPD.  This makes implementation complex and may render the indicator unworkable in practice. 

Additional challenges were raised regarding the use of rescue packs as the prescription date does not necessarily mean that the medication was used by the patient. 

Members queried whether antibiotics issued in hospital settings would be included.

The committee collectively expressed concerns that the proposed indicator would not generate meaningful or reliable information for primary care, and that it would not alter practice if a patient did require an antibiotic because of an exacerbation.

The committee noted the intended outcome was to reduce COPD exacerbations, and were concerned about the overlap with the existing COPD annual review indicator in the QOF. 

The committee stated that the additional indicator is unlikely to add value and risked distorting antimicrobial prescribing data, without delivering clear clinical or analytical benefit.

CG to inform NHS England that the committee does not recommend proceeding with the proposed indicator.

ACTION 
· NICE team not to progress this indicator 
· CG to update NHS England on the proposed COPD indicator

Review of decisions 
CG confirmed details of the business, and all recorded decisions and actions discussed had been noted.

Item 7 – NICE Committee Hub
EC provided an overview of the new NICE Committee Hub, outlining enhancements to usability, improved access to documents, and strengthened security features. EC confirmed that committee members should have received a registration email containing the link to the IAC Committee space, which will enable access to the new system. Members were invited to ask questions.

VW expressed support for the new Committee Hub, describing it as a positive development. 

SJ queried whether the papers will be accessible via both Teams and SharePoint.  EC explained that these platforms are one and the same however if any members are experiencing any authentication or access issues to contact her directly and hopefully she will be able to get those addressed. 

Members were reminded that once registered, they will be able to access papers directly via the IAC committee site.


Item 8 – AOB

· NICE Lay member away day 

AB provided reflections from the recent NICE lay member away day, highlighting an increased emphasis across NICE on incorporating lived experience on committees. AB suggested exploring greater patient involvement within the IAC, including the potential for patients to contribute to the piloting indicators to strengthen lived experience insights.

RC advised that the committee should consider how this could work in practice and noted that there may be scope to align with the role of lay members in guideline and quality standard development. The committee agreed that this is a valuable area to explore further.  The NICE team will take this forward and consider next steps.

RC and VW thanked members for their contributions to the day’s discussions and expressed appreciation to the NICE team for the quality of the information presented, which supported effective decision‑making.

· Date IAC meeting 
Tuesday 09 June 2026 in person in the Manchester office
Close of meeting 
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