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Introduction  
This document provides details of the feedback received from stakeholders on proposals for 
retaining, amending or retiring the 17 current (2014/15) QIPP prescribing comparators1 and 
introducing new comparators. The proposals were outlined in a document - QIPP Prescribing 
Comparators: Proposals for retaining, amending or retiring current comparators and introducing 
new comparators - made available on the Health and Social Care Information Centre website in 
February 2015. Full details on the current QIPP Prescribing Comparators are available in the 
document QIPP Prescribing Comparators (2013/14): Descriptions and Specifications 
(December 2013)2.  
  
An invitation for feedback was disseminated to stakeholders via NHS England’s Medicines 
Optimisation Intelligence Group (Medicines Optimisation Measurement work stream), Medicines 
and Prescribing Centre (NICE) Associates network, Pharmaceutical Advisers Group (PAG), 
Association of British Pharmaceutical Industry (ABPI) and other commercial partners. The 
proposals were also forwarded to individuals and national groups at NHS England, Department 
of Health and Public Health England with an interest in the use of antibiotics. 
   
1 QIPP prescribing comparators have been renamed Medicines Optimisation Key Therapeutic 
Topic Comparators.   
2  Currently being updated at time  of publication of this document. See HSCIC website for 
updated document. 
 

2015/16 Medicines Optimisation Key Therapeutic 
Topics Comparators  
The Medicines Optimisation Intelligence Group (NHSE Medicines Optimisation Measurement 
Work Stream) approved the changes to the Medicines Optimisation Key Therapeutic Topic 
Comparators (formerly QIPP prescribing comparators) on 7th April 2015. In approving the 
2015/16 comparators, consideration was given to: 

• the feedback received, 

• the feedback received from a previous invitation for feedback in August 2014, 

• the work being undertaken by NHS England regarding medicines optimisation, 

• the development of the Medicines Optimisation Dashboard. 

 
The details of the changes are available in the document Medicines Optimisation KTT 
comparators 2015/16. 
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http://www.hscic.gov.uk/media/16285/Proposal-document/pdf/QIPP_prescribing_comparators_Proposals_2015_16_(Feb_2015).pdf
http://www.hscic.gov.uk/media/16285/Proposal-document/pdf/QIPP_prescribing_comparators_Proposals_2015_16_(Feb_2015).pdf
http://www.hscic.gov.uk/media/16285/Proposal-document/pdf/QIPP_prescribing_comparators_Proposals_2015_16_(Feb_2015).pdf
http://www.hscic.gov.uk/media/13350/QIPP-prescribing-comparators-201314-Descriptions-and-specifications-Dec-2013/pdf/QIPP_prescribing_comparators_(2013_14)_Descriptions_and_specifications_(Dec_2013).pdf
http://www.hscic.gov.uk/media/13350/QIPP-prescribing-comparators-201314-Descriptions-and-specifications-Dec-2013/pdf/QIPP_prescribing_comparators_(2013_14)_Descriptions_and_specifications_(Dec_2013).pdf
http://www.hscic.gov.uk/prescribing/measures
http://www.hscic.gov.uk/media/15040/Feedback-on-proposals/pdf/Feedback_on_proposals_Aug_14.pdf
http://www.hscic.gov.uk/media/17152/MO-KTT-Comparators-March-2015-Finalpdf/pdf/MO_KTT_Comparators_March_2015_Final.pdf
http://www.hscic.gov.uk/media/17152/MO-KTT-Comparators-March-2015-Finalpdf/pdf/MO_KTT_Comparators_March_2015_Final.pdf


 
 
 
 
 
 

Feedback on proposals for retaining, amending or 
retiring the current (2013/14) comparators  
A total of 17 responses (representing 19 individuals / organisations) were received providing 
feedback to one or more of the proposals.  

The feedback should be read alongside: 
• the proposal document 
• the document detailing the 2015/16 comparators - Medicines Optimisation KTT comparators 

2015/16  
• the publication ‘Key therapeutic topics – Medicines management options for local 

implementation (last updated 15 January 2015), produced by the Medicines and Prescribing 
Centre (MPC), NICE.  

The feedback received is detailed below by Key Therapeutic Topic and also by responder in 
appendix 1. All personal and contact details are removed from the responses and each 
responder was given the opportunity to request that their organisational name is anonymised.   

  

4 
 

http://www.hscic.gov.uk/media/16285/Proposal-document/pdf/QIPP_prescribing_comparators_Proposals_2015_16_(Feb_2015).pdf
http://www.hscic.gov.uk/media/17152/MO-KTT-Comparators-March-2015-Finalpdf/pdf/MO_KTT_Comparators_March_2015_Final.pdf
http://www.hscic.gov.uk/media/17152/MO-KTT-Comparators-March-2015-Finalpdf/pdf/MO_KTT_Comparators_March_2015_Final.pdf
http://www.nice.org.uk/Media/Default/About/what-we-do/NICE-advice/Key-therapeutic-topics/Key-therapeutic-topics-2015.pdf
http://www.nice.org.uk/Media/Default/About/what-we-do/NICE-advice/Key-therapeutic-topics/Key-therapeutic-topics-2015.pdf


 
 
 
 
 
 

Medicines Optimisation Key Therapeutic Topics Comparators:  
Feedback on proposals to retain, revise or retire current comparators and introduce new comparators. 
NB: Number in brackets ( ) corresponds to an individual response (see appendix 1) and not the total number of responses 
 

Key Therapeutic Topic KTT3: Lipid modifying drugs 
 

Proposed 
comparator 
 

Statins: Items/STAR-PU 

Proposal 
Agree with 
proposal: 
Y or N 

Comments/feedback 

New comparator -Statins: 
Items/STAR-PU - to replace 
current  
comparator (low cost lipid 
lowering drugs) 

Y  This would be my preferred option as branded Lipitor  would be classed as high cost (1) 

N Retire (6) 

Y In light of NICE guidance, proportions of Ator 20mg for primary & 40mg-80mg for secondary prevention (9) 

Y (but) We would be wary of changing to any indicators that use items as suggested for lipid lowering & ezetimibe as 
too influenced by duration of script.   
 
Current focus on low cost lipid lowering appears more useful – new indicator will identify rosuvastatin but not 
other high cost statins eg chewable atorva, brands etc  
 
Would like to see 2 comparators: 

1.  focus on unmet need / under prescribing  - could be linked to CHD prevalence data from practice profiles and  
2. continues to look at utilising best evidence based choice of statins – so proportions of appropriate “best evidence” vs. 

weaker evidence choice  (10) 
 
(See also ‘Rosuvastatin’ below) i.e. Would it be better to look at % levels of Atorvo  Rxing – i.e. compliance with NICE? – need to 
recognise it  is used (10) 
 

Y (11) 
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Response/comments to feedback 
An ideal comparator would provide an indication of patients who should be prescribed a statin that are prescribed a statin. The number of ‘eligible’ 
patients is not known. There is not a QoF register(s) that include(s) all patients who may be eligible for a statin. The CVD register only includes patients 
with a history of CVD/CHD (secondary prevention). There isn’t a register of patients who are at risk (primary prevention) of developing CVD. NB: STAR-
PU weightings are derived from a sample of current prescribing practice which may not reflect optimum prescribing.  
 
The HSCIC has explored developing a weighting based on number of tablets (qty) rather than items i.e. Quantity (number of tablets)/STAR-PU. 
However questionable whether current prescribing (as seen via a sample used to develop patient weightings) would be a true indication of the 
appropriate use of statins as per NICE guidance. 
 
Decision taken not to introduce the proposed comparator and retire the current ‘Low cost lipid modifying drugs’ comparator.  Presenting proportions of 
prescribing for all lipid modifying drugs as stacked bar charts is being explored. See also Medicines Optimisation KTT comparators 2015/16. 
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Key Therapeutic Topic KTT3: Lipid modifying drugs 
 

Proposed 
comparator 

Ezetimibe: % item (retain current comparator)  
or  
Ezetimibe: items per patient (new comparator) 

Proposal 
Agree with 
proposal: 
Y or N 

Comments/feedback 

Retain current comparator:  
Ezetimibe: % item 

Y  (1) 

N (6) 

Y % items work best where have mixed dispensing practice and prescribing practices where large difference in 
length of treatment prescribed due to external issues eg 28days for dispensing practice and 2-3 months for 
prescribing practices (8) 

Y (9) 

Y Not clear that you can link data to patient numbers – so confused how that can be done  - so retain (10) 

N Inappropriate prescribing of ezetimibe can be masked with the way the current  comparator is set up (i.e. if a much larger 
proportion of statins are prescribed the comparator may be low). Measuring ezetimibe items in isolation would be more accurate 
(11) 
 

 N See letter (14) 
 
 

or   

New comparator:  
Ezetimibe: items per patient 
(to replace current  
comparator above) 

Y Maybe cost/star PU? (6) 

Y I think the items per patient gives a better idea of practices using higher proportions for their patient  
population (7) 

N (8) 
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Y Inappropriate prescribing of ezetimibe can be masked with the way the current  comparator is set up (i.e. if a much larger 
proportion of statins are prescribed the comparator may be low). Measuring ezetimibe items in isolation would be more accurate 
(11) 
 

 N See letter (14) 

 

Response/comments to feedback 
The HSCIC has explored a STAR-PU weighting for ezetimibe. However questionable whether current prescribing (as seen via a sample) would be 
indicative of appropriate use as per NICE guidance. The number of eligible patients rather than STAR-PU would be more appropriate. Work is on-going 
to identify an estimate of the number of patients eligible for ezetimibe.  
 
Decision taken not to introduce the proposed comparator and retire the current ‘Lipid modifying drugs: Ezetimibe % items’ comparator.   Presenting 
proportions of prescribing for all lipid modifying drugs as stacked bar charts is being explored.  
 
See also Medicines Optimisation KTT comparators 2015/16  
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Key Therapeutic Topic KTT3: Lipid modifying drugs 
 

Proposed 
comparator 

Rosuvastatin: % items 

 

Proposal 
Agree with 
proposal: 
Y or N 

Comments/feedback 

New comparator: 
Rosuvastatin: % items 

 

? Maybe cost/star PU? (6) 

N Locally this indicator wouldn’t be of any use because we’ve already looked at this and any practices who are 
willing to switch have done so.(7) 

Y yes would help move this indicator forward and pick up areas where used in past for dispensing patients (8) 

N Would it be better to look at % levels of Atorvo  Rxing – i.e. compliance with NICE? – need to recognise it  is used (10) 
See also above i.e. new indicator will identify rosuvastatin but not other high cost statins eg chewable atorva, 
brands etc (10) 
 

Y The variation justifies its inclusion at this stage (11). 

N See letter (13) 

 

Response/comments to feedback 
Decision taken not to introduce the proposed comparator. Presenting proportions of prescribing for all lipid modifying drugs as stacked bar charts is 
being explored.  
 
See also Medicines Optimisation KTT comparators 2015/16  
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Key Therapeutic Topic KTT3: Lipid modifying drugs 
 

Proposed 
comparator 

Other lipid modifying drugs: % items  

Proposal 
Agree with 
proposal: 
Y or N 

Comments/feedback 

New comparator: Other lipid 
modifying drugs: % items 

Y (10) 

Y I think it is worth looking at the fibrates and others non-statins (11) 
 

 

Response/comments to feedback 
Decision taken to introduce the proposed comparator and to include Omega-3 fatty acids compounds in the comparator. The Omega-3 ADQ/STAR-PU 
comparator (KTT 4) is to be retired.   
   
Presenting proportions of prescribing for all lipid modifying drugs as stacked bar charts is also being explored.  
 
See also Medicines Optimisation KTT comparators 2015/16  
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Key Therapeutic Topic KTT5: High dose inhaled corticosteroids in 

asthma 
 

Proposed 
comparator 

No comparator 

Proposal 
Agree with 
proposal: 
Y or N 

Comments/feedback 

Suggestions invited for 
potential comparators to 
support KTT  

N/A  It is really difficult to measure indication specific markers (1). 
 
Very important to be able to highlight practices with high use of these doses. , maybe ADQ/SPU?  Also could 
consider high dose inhaler ADQs as % all inhaled steroid ADQs? (6) 
 

Is it possible to link the indicator to number of asthma QOF register?  From a safety point of view its always useful to highlight this 
issue (7) 
 

yes would be very welcome for patient safety (8) 
 

Breakdown targets for combination ICS in relation to equivalent of beclomethasone they contain? i.e. 
20% patients on >=1200mcg 
50% patients on 500 to 1200mcg 
30% patients on <= 400 
Not put thought into above figures, but an idea (9) 
 
Would suggest  review Presqipp indicator and recognise as with all indicators it is not perfect! (10) 
 
See letter (13) 
 

 

Response/comments to feedback 
The development of appropriate and meaningful comparators to support the KTT will continue to be explored with consideration to the suggestions 
received.   
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Key Therapeutic Topic KTT7: Low dose antipsychotics in people with 
dementia  

Proposed 
comparator 

No comparator 

Proposal 
Agree with 
proposal: 
Y or N 

Comments/feedback 

Suggestions invited for 
potential comparators to 
support KTT 

N/A Again indication cannot be measured so the marker has less relevance. It could be mapped to prevalence but 
this would require the use of data outside of E-pact.(1) 

Although not ideal comparator, very useful to see trends etc.  We use ADQ/PU. (6) 
NB: list of presentations included in ADQ/PU comparator provided with response (see appendix 1)  
 

Useful to have an indicator on this with safety in mind but unless there is a link with the QOF register then I’m 
not sure how helpful this would be (7) 
 
Indicator for low dose antipsychotics for dementia is sensible but how would you measure with epact data 
since no link to condition? (9) 
 
Would suggest this is picked up through QUOF as an indicator – impossible to do via Rx data (10) 
 

 

Response/comments to feedback 
The development of appropriate and meaningful comparators to support the KTT will continue to be explored with consideration to the suggestions 
received.   
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Key Therapeutic Topic KTT8: First choice antidepressant use in adults 
with depression or anxiety disorder 
 

Proposed 
comparator 

Antidepressants: First choice % items 

Proposal 
Agree with 
proposal: 
Y or N 

Comments/feedback 

Revise comparator to 
change medicines included 
in numerator 

Y still useful (8) 

Maybe Interested to see if this may be made more useful (10) 

Y Prudent to specify generic forms of SSRIs (11) 

N See letter (17) 

 

Response/comments to feedback 
Decision taken to introduce the proposed comparator. See Medicines Optimisation KTT comparators 2015/16  
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Key Therapeutic Topic KTT8: First choice antidepressant use in adults 
with depression or anxiety disorder 
 

Proposed 
comparator 

Dosulepin: % items 

Proposal 
Agree with 
proposal: 
Y or N 

Comments/feedback 

New comparator: 
Dosulepin: % items 

Y  This would be my preference given the risks of Dosulepin (1). 

? Maybe ADQ/patient better, rather than %? (6) 
 

Y yes would be very welcome for patient safety (8) 

Y But need to recognise that as with Co-proxomol  some patients choose to stay on it even when they are talked through the risks  
(10) 
 

Y Archaic drug and good rationale from the Drug Safety Update from the MHRA (11) 

 

Response/comments to feedback 
Decision taken to introduce the proposed comparator. See Medicines Optimisation KTT comparators 2015/16  
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http://www.hscic.gov.uk/media/17152/MO-KTT-Comparators-March-2015-Finalpdf/pdf/MO_KTT_Comparators_March_2015_Final.pdf


 
 
 
 
 
 

 

Key Therapeutic Topic KTT10: Three-day courses of antibiotics for 
uncomplicated urinary tract infection  
 

Proposed 
comparator 

3 day courses of antibiotics: ADQ/item   

Proposal 
Agree with 
proposal: 
Y or N 

Comments/feedback 

New comparator; 3 day 
courses of antibiotics: 
ADQ/item  
(to replace current  
comparator: 3 days 
trimethoprim ADQ/item) 

 

N   PHE is now adding Pivmecillinam and for men they recommend 7 days of all so indicator may get skewed if 
just looking at trimethoprim and nitro 3 days.(2) 
 

Y? Local sensitivity is a major factor in this and is hard to adjust for, however extending it beyond trimethoprim  is a pragmatic 
approach. Again the indication is a confounding factor given the availability of OTC courses for UTI which may 
GPS advise. This will skew the data and make benchmarking more difficult (1) 
 

N Keep original, not convinced re 3 days nitrofurantoin evidence (6) 
 

N keep current comparator to embed in practice (8) 
 

Y Although 3 day prescribing of some antibiotics may not always be for uncomplicated UTI unless you add 
nitrofurantoin etc to the current comparator (9) 
 

N Agree with proposals for all 3 comparators, in particular would be very keen to support a UTI antibiotic group 
3 day items as a proportion of all items comparator (10).  
 

Y Good to include nitrofurantoin also (11). 
 

 

Response/comments to feedback 
Decision taken to introduce the proposed comparator as interim whilst another comparator – ‘3 day courses of antibiotics: % items’ - is developed which 
measures the number of items for 3 day courses of antibiotics for uncomplicated urinary tract infection as a percentage of all items (for antibiotics for 
uncomplicated urinary tract infection). Both comparators will include trimethoprim, nitrofurantoin and pivmecillinam. See Medicines Optimisation KTT 
comparators 2015/16  
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Key Therapeutic Topic KTT12: Type 2 diabetes mellitus  Proposed 
comparator 

None   

Proposal 
Agree with 
proposal: 
Y or N 

Comments/feedback 

Suggestions or proposals 
invited for future 
comparators to support 
KTT. 

N/A 

 

Spend on GBT as % all diabetes spend? (6) 

Keep Metformin comparator, review sulphonylurea. New NICE guidance may not Include them?  
Proportion of DPP-4’s as alogliptin in view of lower cost.?  
Maybe % of patients with Hba1c > 9% and on insulin or insulin discussed ? (9) 

Remove current % metformin and sulphonylureas comparator. 
This is a highly contentious comparator when discussed with GPs on the basis that this comparator does not 
reflect control of diabetes well as most patient (as according to NICE guidelines) will already be prescribed 
metformin/sulphonylureas in addition to newer agents (11). 
 
See letter (12) 
 
See letter (13) 
 
See letter (14) 
 
See letter (15) 
 

 

Response/comments to feedback 
The decision was taken to retain the current comparators whilst work is undertaken to explore other comparators and metrics that provide a broader 
range and scope of comparators. These are likely to incorporate other sources of data and focus on outcomes e.g. QoF, admissions.  
 
The decision to retain the current comparator will be revisited before Q1 data 2015/16 is available.  
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Other comments 
 
Key Therapeutic Topic Comparator Comments 
Antibiotics Co-amoxiclav, cephalosporins & 

quinolones % items 
I’ve already (previously) commented on splitting the cephs, quins and co-amoxiclav as 
combined indicators hide lots of sins (2) 

Antibiotics 

 

 I’m also aware of a growing secondary care trend to recommend co-trimoxazole for all 
sorts of infections given the MRSA and C diff targets – Locally I’ve cautioned re licensing 
and unexpected consequences.  
It would be useful to see how much is being used nationally (2) 
 

Specials 

 

Spend on specials per ASTRO-
PU 

Given the cost of specials some focus on this area would be of benefit (1) 

Opiate use 

 

% of morphine used compared 
to morphine plus oxycodone 

Would encourage the use of morphine. We are seeing a real increase in oxycodone 
prescribing where morphine has not been used or optimised (1) 

Gabapentin Gabapentin items as % of 
pregabalin and gabapentin 
combines 

Would encourage the use of more cost effective pregabalin (1) 

Darifenacin  use Darifenacin items as a % of 
solifenacin and darifnacin 

Would encourage use of NICE supported darifenacin against the heavily marketed 
solifenacin (1). 

All proposals All comparators Look OK (3) 
 

Laxatives Laxatives ADQ/STAR-PU The laxative comparator - we found this not to be at all helpful. GPs and practices could 
not make any sense of this as a quality marker. They only prescribe laxatives if patients 
are unwilling or unable to make any further lifestyle modifications and it should not be a 
marker of the quality of care provided by the GP. Laxatives on prescription may not be 
great -but they are hardly unsafe (4) 
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Key Therapeutic Topic Comparator Comments 
Antidepressants Antidepressants ADQ/STAR-PU The total number of antidepressants prescribed -also not helpful and in our area closely 

match the deprivation and social situation of the practice locality. Patients are often 
unwilling to embark on the recommended first line psychological therapies. Also -without 
an insight into the depression prevalence at the practice or the number of patients using 
antidepressants for other conditions such as neuropathic pain, we could not use this 
marker for QI work. (4) 
 

Antibiotics 

 

Co-amoxiclav, cephalosporins & 
quinolones % items 

The cefalosporin/quinolone marker. Again this is very unhelpful in our CCG area as 
cephalexin is first line on our local antibiotic formulary for UTIs based on local resistance 
patterns and as agreed between our local microbiologist and medicines management 
team. We have had to create our own comparator not including cephalexin - but the use of 
this marker (now as part of the CQC Intelligent monitoring system) is particularly 
unhelpful.(4) 
 

General comments  In general we found the way that you rank and coloured coded practices unhelpful and 
negative. Data is just data. It needs context before it comes information. We are delighted 
to receive quality data as we are very interested in the use of data to drive up quality, 
especially benchmarking data -however this was the feedback from our use of your QIPP 
indicators this year. (4) 

Response/comment: The comparators available via the NHSBSA Information Services 
Portal are presented in order of comparator value (to highlight variation) but are not ranked 
or colour coded. Organisations are able to apply the data (secondary use) in different 
ways.            

General comments  General Comments: although supportive of these areas as good practice, we will need to 
do this work in addition to providing a best practice Chronic Disease Management 
Programme, whether QOF is suspended or not. If this ADDITIONAL work is commissioned 
there should be adequate funding for this (5). 
 

Anticoagulant use 
especially in AF 

 The use of anticoagulants to prevent stoke is becoming a hot topic so comparison of use of 
anticoagulants may be helpful although recognising that we don’t know what is the optimal 
level of prescribing (7) 
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Key Therapeutic Topic Comparator Comments 
Minocycline  % volume of all antibiotics  but 

don’t mind any activity 
comparator  

Welcome for patient safety to embed no use in practice (8) 

General comments  See letter (12) 

General comments  See letter (13) 

General comments  See letter (16) 
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Appendix 1 
NB: Numbers correlate to the numbers in ( ) in the feedback 

1 CCG Medicines
Optimisation lead 

1_ANON_QIPP_Pres
cribing_Comparators_

2 Somerset CCG 

2_Somerset CCG.pdf

3 CCG(s) Prescribing
Lead 

E-mail 
correspondence 

4 Tameside and Glossop 
CCG 

4_ANON_Tameside & 
Glossop CCG.pdf

5 GP Practice,
West Leicester CCG 

5_ANON_QIPP_Pres
cribing_Comparators_

6 CCG Prescribing 
Adviser 

6_ANON_QIPP_Pres
cribing_Comparators_

7 Redditch and Bromsgrove
CCG 
South Worcestershire 
CCG  
Wyre Forest CCG  

7_ANON_QIPP_Pres
cribing_Comparators_

8 Herefordshire CCG 

8_ANON_QIPP_Pres
cribing_Comparators_

9 Walsall CCG 

9_ANON_QIPP_Pres
cribing_Comparators_

10 Bath and North East
Somerset CCG 

10_ANON_QIPP 
Prescribing Comparato

11 CCG Medicines
Management Pharmacist 

11_ANON_QIPP_Pre
scribing_Comparators

12 ABPI (Therapy Group 
for Diabetes) 

12. FINAL ABPI PDI
QIPP Response 6 Mar

13 Astra Zeneca 

13_ANON_QIPP 
Prescribing Comparato

14 Anon 

14_ANON.pdf

15 Sanofi 

15_ANON_Sanofi.pd
f

16 ABPI 

16_ANON_ABPI.pdf

17 Lundbeck 

17_ANON_QIPP 
Prescribing Comparat
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT3: 
Lipid modifying drugs 


Statins: Items/STAR-PU New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


  
 


Ezetimibe: % item 


 


Retain current 
comparator 


 


  


or or or 


Ezetimibe: items per patient New comparator to 
replace current  
comparator (above) 


 


Rosuvastatin: % items 


 


 


New comparator    


 


Other lipid modifying drugs: 
% items 


 


 


New comparator   


 
 
 


KTT5: 
High dose inhaled 


No comparator Suggestions invited    
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


corticosteroids in 
asthma 
 


KTT7:  
Low dose 
antipsychotics in 
people with dementia 
 


No comparator Suggestions invited   


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 
 


Antidepressants: First choice 
% items 


 


Revise comparator   


Dosulepin: % items New comparator 


 


 


  


KTT10:  
Three-day courses of 
antibiotics for 
uncomplicated urinary 
tract infection 


3 day courses of antibiotics: 
ADQ/item   


New comparator to 
replace current  
Comparator (3 days 
trimethoprim 
ADQ/item) 


 


  


KTT12: Type 2 diabetes 
mellitus 


 


Long-
acting 
insulin 
analogues  


Number of 
prescription 
items for 
long-acting 
human 
analogue 
insulins as a 
percentage 
of the total 
number of 
prescription 


Suggestions or 
proposals for future 
comparators invited. 


 


N Sanofi has previously highlighted opportunity for the QIPP 
comparators to support the medicines optimisation agenda and 
ensure it is embedded into the NHS. Therefore we welcome the 
integration of these comparators into that work stream; however we 
would urge that this work focuses on the whole of medicines 
optimisation including outcomes and adherence. 
 
Therefore Sanofi believes that there is an opportunity to design a 
comparator which drives improved outcomes. This could be done by 
using QOF and the National Diabetes Audit alongside prescribing to 
elaborate a more sophisticated comparator which focusses on the 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


items for all 
long- acting 
and 
intermediate 
acting 
insulins 
excluding 
biphasic 
insulins.  


 


cost related to percentage achievement of HbA1c targets as 
proposed by HSCIC in 2012. This could also better reflect the need 
for individualised patient care 
 
In the interim, Sanofi believes that it would be better to retire the 
comparator given that: 


1. As it stands the comparator currently does not support 
prescribing in line with current NICE guidelinesi or the draft 
revised NICE guidelines are currently under consultation.  


2. The comparator drives changes in prescribing behaviour 
without taking into account patient outcomes or the need for 
individualised care.  


3. The comparator does not address the burden of treatment of 
complications related to diabetes. 


 
Current NICE Guidelines: 
There are a substantial number of exceptions which are also 
reflected in the current draft guidelines which mean that for a 
proportion of people with type 2 diabetes the right choice of insulin 
is a Long Acting Analogue (LAA) including those who do not reach 
their target HbA1c because of significant hypoglycaemia (CG87 
p.21) or for patients who would otherwise require twice daily NPH 
(CG87 p.20). This would also allow for a more individualised 
approach to managing a person’s diabetes. 
 
Patient outcomes 
Diabetes UK’s State of the Nation 2014 shows that, a third of people 
with diabetes in England are still not reaching the NICE 
recommended target for HbA1C levels of <7.5% in 2012/13 (DM26). 
This means that 900,000 people with diabetes across England do 
not have good control of their blood glucose levels. This issue is 
exacerbated further when we consider that the proportion of 
patients meeting DM27 (HbA1c <8%) and DM28 (HbA1c <9%) also 
fell. The percentage of patients with HbA1c above 9% increased 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


from 11.4% in 2011/12 to 13.6% in 2012/13 – this equates to an 
increase of almost 90,000 people in one year. 
 
There is an opportunity to elaborate an indicator focussing on the 
cost related to percentage achievement of HbA1c targets, as 
proposed by HSCIC in 2012.  
 
We have worked with several CCGs to support them to integrate 
data such as hospital admissions, QOF and prescribing data with 
practice level information on patient outcomes and costs. We would 
be happy to discuss these programmes further with HSCIC and look 
into how we could progress such an initiative at a national level. 
 
Burden of complications 
It is widely recognised that improved control of HbA1c will have a 
positive impact on long term micro and macro-vascular 
complications which have long term financial benefits for the NHSii, 
but more importantly long term benefits for patient outcomes. 
Current estimations suggest that, of the £10bn spent on diabetes, 
80% is spent on treating complications, many of which are 
avoidableiii. In addition to the possible detrimental impact on patient 
outcomes, considering medicines use in isolation is likely to incur 
additional costs elsewhere in the system.  
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Other comments 


Key Therapeutic Topic Comparator Comments 


 


 


  


 


 


  


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


Sanofi 


 


Other contact details (optional) 


Name  


Title  


Role  


Contact details (other 
than e-mail address used 
to send feedback) 


 


 


 


                                            
i 


CG87 Type 2 diabetes - newer agents (a partial update of CG66): short guideline http://www.nice.org.uk/nicemedia/live/12165/44318/44318.pdf
 


Initiate insulin therapy from a choice of a number of insulin types and regimens.  


 Begin with human NPH insulin injected at bed-time or twice daily according to need.  


 Consider, as an alternative, using a long-acting insulin analogue (insulin detemir, insulin glargine) if: − the person needs assistance from a 
carer or healthcare professional to inject insulin, and use of a long-acting insulin analogue (insulin detemir, insulin glargine) would reduce the 
frequency of injections from twice to once daily, or  


o the person’s lifestyle is restricted by recurrent symptomatic hypoglycaemic episodes, or  
o the person would otherwise need twice-daily NPH insulin injections in combination with oral glucose-lowering drugs, or  
o the person cannot use the device to inject NPH insulin.  


 Consider twice-daily pre-mixed (biphasic) human insulin (particularly if HbA1c ≥ 9.0%). A once-daily regimen may be an option.  


 Consider pre-mixed preparations that include short-acting insulin analogues, rather than pre-mixed preparations that include short-acting human insulin 
preparations, if:  


o a person prefers injecting insulin immediately before a meal, or  
o hypoglycaemia is a problem, or  
o blood glucose levels rise markedly after meals.  


 Consider switching to a long-acting insulin analogue (insulin detemir, insulin glargine) from NPH insulin in people:  
o who do not reach their target HbA1c because of significant hypoglycaemia, or  
o who experience significant hypoglycaemia on NPH insulin irrespective of the level of HbA1c reached, or  
o who cannot use the device needed to inject NPH insulin but who could administer their own insulin safely and accurately if a 


switch to a long-acting insulin analogue were made, or  
who need help from a carer or healthcare professional to administer insulin injections and for whom switching to a long-acting insulin analogue 
would reduce the number of daily injections. 


ii
 
The UKPDS and its global impact.  Diabet Med. 2008 Aug;25 Suppl 2:57-62.


  
 


iii
 Hex et al. Estimating the current and future costs of Type 1 and Type 2 diabetes in the UK, including direct health costs and indirect societal and productivity costs. Diabetic Medicine (2012). 


Available at: http://onlinelibrary.wiley.com/ doi/10.1111/j.1464-5491.2012.03698.x/abstract Last accessed 15 November 2013
 



mailto:qippcomparators@hscic.gov.uk

http://www.nice.org.uk/nicemedia/live/12165/44318/44318.pdf

http://www.ncbi.nlm.nih.gov/pubmed/18717981
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ABPI RESPONSE TO CONSULTATION 
 
1. Introduction 
1.1. The Association of the British Pharmaceutical Industry (ABPI) Therapy Group for Diabetes – 


ABPI Pharmaceutical Diabetes Initiative (PDI) welcomes the opportunity to respond to the 
Health and Social Care Information Centre (HSCIC) on the proposals to amend QIPP 
prescribing comparators that sit alongside the NICE Key Therapeutic Topics (KTT) for 2015-
2016. 


 
1.2. The members of the ABPI Pharmaceutical Diabetes Initiative supporting this response are 


AstraZeneca, MSD, Novo Nordisk, Sanofi, Janssen and Eli-Lilly. 
 


1.3. The ABPI represents innovative research-based biopharmaceutical companies, large, medium 
and small, leading an exciting new era of biosciences in the UK. Our industry, a major 
contributor to the economy of the UK, brings life-saving and life-enhancing medicines to 
patients. Our members supply 90 per cent of all medicines used by the NHS, and are 
researching and developing over two-thirds of the current medicines pipeline, ensuring that 
the UK remains at the forefront of helping patients prevent and overcome diseases. 


 
1.4. The ABPI is recognised by government as the industry body negotiating on behalf of the 


branded pharmaceutical industry for statutory consultation requirements including the pricing 
scheme for medicines in the UK. 


 


2. Key points 
 


2.1. The ABPI PDI calls for a for a more balanced approach to ensure all 4 principles are 
represented throughout the QIPP comparators so that it is fully in line with the requirements 
of medicines optimisation and calls for the retirement of the type 2 diabetes mellitus QIPP 
comparators, both of which restrict patient access to innovative antidiabetic drugs. 


 
2.2 Whilst the ABPI PDI supports the move to integrate the QIPP prescribing comparators into the 


‘Measurement’ work stream of the NHSE Medicines Optimisation Programme, we are 
disappointed that the main focus of the type 2 diabetes mellitus QIPP comparators seem to be 
heavily focused on achieving short-term cost efficiencies, at the expense of individualised 
patient care.  It is fundamentally inconsistent with the medicines optimisation agenda and runs 
counter to NICE’s own guidance and focus on promoting high quality care within the NHS 


 


 
3. Proposals to retain revise or replace current comparators and introduce new comparators 
 
3.1 The ABPI PDI calls for a more balanced approach to ensure all 4 principles are represented 


throughout the QIPP comparators so that it is fully in line with the requirements of medicines 
optimisation and calls for the retirement of the type 2 diabetes mellitus QIPP comparators which 
restrict patient access to innovative antidiabetic drugs. 
 


3.2 Whilst the ABPI PDI supports the move to integrate the QIPP prescribing comparators into the 
‘Measurement’ work stream of the NHSE Medicines Optimisation Programme, we are 



http://www.nice.org.uk/Media/Default/About/what-we-do/NICE-advice/Key-therapeutic-topics/Key-therapeutic-topics-2015.pdf





 


2 


 


disappointed that the main focus of type 2 diabetes mellitus QIPP comparators seems to be too 
heavily focused on achieving short-term cost efficiencies, at the expense of individualised 
patient care.  It is fundamentally inconsistent with the medicines optimisation agenda and runs 
counter to NICE’s own guidance and focus on promoting high quality care within the NHS.   
 


3.3 The type 2 diabetes mellitus QIPP comparators, both of which restrict patient access to 
innovative antidiabetic drugs, are not in line with the NHS Constitution (Department of Health, 
2012) that states patients “ … have the right to drugs and treatments that have been 
recommended by NICE for use in the NHS, if your doctor says they are clinically appropriate for 
you.”   
 


3.4 One of the core stated aims of the NHS Five Year Forward View is to accelerate useful health 
innovation: ‘we are committed to accelerating the quicker adoption of cost-effective innovation – 
both medicines and medtech’. Furthermore, the PPRS agreement presents the NHS with a 
unique opportunity to increase the availability and use of the best branded medicines and most 
innovative treatments. It allows clinicians to have greater flexibility to prescribe newer, more 
innovative medicines, because all of the costs of prescribing branded medicines over agreed 
levels are underwritten by the pharmaceutical industry.   
 


3.5 It also does not reflect the principles and opportunity to improve patient care set out within the 
Pharmaceutical Price Regulation Scheme 2014 (PPRS) agreement between the UK Government 
and the pharmaceutical industry; specifically ‘1.4.3 to improve access to innovative medicines 
commensurate with the outcomes they offer patients by ensuring that medicines approved by 
NICE are available widely in the NHS’.  If implemented, this comparator would discourage and 
delay the use of innovative, cost-effective medicines which the NHS – including the Department 
of Health, NICE and NHS England – has done so much to embed within clinical practice over the 
last four years through the Innovation, Health and Wealth programme and now enshrined  
within the NHS Five Year Forward View. 


 
4. Evidence context 
 
4.1 The ABPI PDI agrees with the need for an individualised mutlifactorial approach, balancing 


intensity of treatment regimen whilst avoiding hypoglycaemia and addressing lifestyle issues 
(e.g. smoking cessation and the need to lose weight). Whilst the inclusion of metformin as a 
prescribing comparator denominator makes sense due to its breadth of prescribing experience 
and evidence for both microvascular and macrovascular risk reduction, the inclusion of 
sulfonylureas (SU) as a denominator for the comparator is concerning and may look to increase 
inappropriate prescribing for a class of medicines that whilst reducing HbA1c also suffer from 
significant limitations in terms of safety and tolerability. 
 


4.2 The evidence context in the key therapeutics topic document makes reference to cardiovascular 
(CV) outcomes studies for saxagliptin and alogliptin that did not demonstrate reductions for CV 
events. These studies were designed to test the safety and efficacy with respect to CV outcomes 
in patients with Type 2 Diabetes. These studies met their non inferiority endpoint in comparison 
to standard of care i.e. did not increase risk of CV death, MI or stroke. However significant 
reductions in HbA1c were demonstrated1,2  
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4.3 With specific reference to saxagliptin that demonstrated ‘increased risk of hypoglycaemia and 


may have increased risk of admission to hospital because of heart failure’. Major (requiring third 
party intervention) hypoglycaemic events occurred in 2.1% in the saxagliptin group compared 
with 1.7% in the placebo group (P=0.047) 1. Futhermore in a direct head to head study of 
saxagliptin versus the SU glipizide (on a background of metformin therapy) the rate of 
hypoglycaemic events were 3% vs. 36% respectively3. The incidence for hospitalisation for heart 
failure was also low 3.5% v 2.8% (saxagliptin vs. placebo) no increase in harm, increase in 
hospital stay or difference in how the heart failure was treated was demonstrated4. 


 
4.4 The evidence context also refers to the limitations and safety concerns for the newer blood 


glucose therapies (DDP4 inhibitors, pioglitazones and GLP-1 based therapies) but does not 
consider or make reference to the concerns/ limitations of the SU glucose lowering agents. 
These agents can cause weight gain and increase the risk of hypoglceamia5,6. The dangers of 
hypoglycaemia with SUs is of particular concern, in a recent audit patients taking SUs accounted 
for 33% of admission for hypoglycaemia to an A and E department amongst patients with type 2 
diabetes7. 


 
4.5 As such, the use of SUs as the automatic add on agent to metformin is increasingly losing favour 


in the clinical community8. Respected international EASD / ADA joint guidelines position SUs 
equally to newer glucose lowering agents9. Whilst the evidence context document correctly 
makes reference to the 2009 NICE guidelines that position SUs as a second line treatment, this 
positioning has been downgraded in the new NICE 2015 draft guidelines for the management of 
patients with Type 2 Diabetes10. Therefore the inclusion of SUs as a prescribing comparator 
denominator is at odds and counterproductive to the position that ‘treatment to control blood 
glucose should be tailored to each person’s clinical needs; with safety paramount’ as detailed in 
the evidence context. 


 
4.6 The ABPI PDI is also concerned with the reference in the evidence context to “All the glucagon-


like-peptide-1 (GLP-1)-based therapies, GLP-1 agonists and dipeptidylpeptidase-4 inhibitors 
(gliptins) have warnings in their summaries of product characteristics about a risk of developing 
acute pancreatitis. In the March 2009 edition of Drug Safety Update, the MHRA drew attention 
to reports of severe pancreatitis and renal failure associated with exenatide, and in the 
September 2012 edition of Drug Safety Update, reports of acute pancreatitis associated with 
gliptins.” 


 
4.7 The March 2009 edition of Drug Safety Update, referenced is for exenatide twice-daily (Byetta) 


and not exenatide once-weekly (Bydureon) and by not making this clear, this is misleading to 
healthcare professionals. 


 
4.8 In addition, reports of acute pancreatitis are rare for all GLP-1 receptor agonists. This should be 


made clear so that health care professionals can make informed clinical judgements on the 
risks/benefits of these medicines.  While safety of all diabetes medications is paramount, it is 
also important not to lose sight of the fundamental role GLP-1-based therapies have in providing 
cost-effective opportunities to clinicians and their patients seeking better individually tailored 
diabetes care. 
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4.9 There are a substantial number of exceptions which are also reflected in the current and draft 


guidelines for type 2 diabetes. Thjs means that for a proportion of people with type 2 diabetes 
the right choice of insulin is a Long Acting Analogue (LAA) including those who do not reach their 
target HbA1c because of significant hypoglycaemia (CG87 p.21) or for patients who would 
otherwise require twice daily NPH (CG87 p.20). This would also allow for a more individualised 
approach to managing a person’s diabetes. 


 
References: 


1. Scirica et al. NEJM 369;14:1317-1326 
2. White et al. NEJM 369;14:1327-1335 
3. Göke et al. Int J Clin Pract 2010;64(12):1619-31 
4. Scirica et al. doi: 10.1161/CIRCULATIONAHA.114.010389 
5. SPC Gliclazide tablets 80mg http://www.medicines.org.uk/emc/medicine/25838 
6. SPC Glipizide tablets 5mg http://www.medicines.org.uk/emc/medicine/9851   
7. Rajendran et al. Postgrad Med J 2015;91:65-71 
8. O Hare et al. Br J Diabetes Vasc Dis 2015;15:http://dx.doi.org/10.15277/bjdvd.2015.006  
9. Inzucchi et al. Diabetes Care 2015;38:140–149 
10. NICE draft guidelines, Management of type 2 diabetes in adults 


https://www.nice.org.uk/guidance/gid-cgwave0612/resources/type-2-diabetes-draft-
guideline2 


 
 
6 March 2015 
 
For further information, please contact Ruth Wilson, Therapy Group Manager 
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT3: 
Lipid modifying drugs 


Statins: 
Items/STAR-PU 


New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


N Retire 
 


Ezetimibe: % item 


 


Retain current 
comparator 


 


N  


 


 


 


Maybe cost/star PU? 


or or or 


Ezetimibe: items 
per patient 


New comparator to 
replace current  
comparator (above) 


Y 


Rosuvastatin: % 
items 


 


 


New comparator  ? Maybe cost/star PU 


 


Other lipid 
modifying drugs: % 
items 


 


 


New comparator   
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT5: 
High dose inhaled 
corticosteroids in 
asthma 
 


No comparator Suggestions invited  Y Very important to be able to highlight practices with high use of these doses. , maybe 
ADQ/SPU?  Also could consider high dose inhaler  ADQs as % all inhaled steroid ADQs?  


KTT7:  
Low dose 
antipsychotics in 
people with dementia 
 


No comparator Suggestions invited Y Although not ideal comparator, very useful to see trends etc.  We use ADQ/PU. 


 


Included: 


ADQ Amisulpride_Tab 50mg 


ADQ Fortunan_Tab 1.5mg 


ADQ Fortunan_Tab 500mcg 


ADQ Haldol_Tab 1.5mg 


ADQ Haldol_Tab 500mcg 


ADQ Haloperidol_Cap 250mcg 


ADQ Haloperidol_Cap 500mcg 


ADQ Haloperidol_Cap 500mcg @gn 


ADQ Haloperidol_Tab 1.5mg 


ADQ Haloperidol_Tab 500mcg 


ADQ Kentace_Tab 1.5mg 


ADQ Olanzapine_Tab 2.5mg 


ADQ Quetiapine_Tab 25mg 


ADQ Quetiapine_Tab 50mg M/R 


ADQ Risperdal Quicklet_Orodisper Tab 500mcg 


ADQ Risperdal_Tab 500mcg 


ADQ Risperidone_Orodisper Tab 500mcg S/F 


ADQ Risperidone_Tab 500mcg 


ADQ Serenace_Cap 500mcg 


ADQ Serenace_Tab 1.5mg 


ADQ Seroquel_Tab 25mg 


ADQ Solian 50_Tab 50mg 


ADQ Sondate XL_Tab 50mg 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


ADQ Tenprolide XL_Tab 50mg 


ADQ Zalasta_Tab 2.5mg 


ADQ Zyprexa_Tab 2.5mg 
 


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 
 


Antidepressants: 
First choice % 
items 


 


Revise comparator Y  


Dosulepin: % items New comparator 


 


 


? Maybe ADQ/patient better, rather than %? 


 


KTT10:  
Three-day courses of 
antibiotics for 
uncomplicated urinary 
tract infection 


3 day courses of 
antibiotics: 
ADQ/item   


New comparator to 
replace current  
Comparator (3 days 
trimethoprim ADQ/item) 


 


N Keep original, not convinced re 3 days notrofurantoin evidence.   


KTT12: Type 2 diabetes 
mellitus 


 


 


 


Suggestions or 
proposals for future 
comparators invited. 


 


 
Spend on GBT as % all diabetes spend? 
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Other comments 


Key Therapeutic Topic Comparator Comments 


 


 


  


 


 


  


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


CCG 


 



mailto:qippcomparators@hscic.gov.uk
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT3: 
Lipid modifying drugs 


Statins: 
Items/STAR-PU 


New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


  
 


Ezetimibe: % item 


 


Retain current 
comparator 


 


  


or or or 


Ezetimibe: items 
per patient 


New comparator to 
replace current  
comparator (above) 


 


Rosuvastatin: % 
items 


 


 


New comparator    


 


Other lipid 
modifying drugs: % 
items 


 


 


New comparator   
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT5: 
High dose inhaled 
corticosteroids in 
asthma 
 


No comparator Suggestions invited    


KTT7:  
Low dose 
antipsychotics in 
people with dementia 
 


No comparator Suggestions invited   


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 
 


Antidepressants: 
First choice % 
items 


 


Revise comparator  Please note, the answer to this question has been framed around depression 
though we are aware that this comparator should be considered in light of 
recommendations in CG113 and QS53 with focus on anxiety disorder.  


We agree that in line with NICE guidance, SSRIs should be encouraged for use, 
where clinically appropriate, as the 'first choice' antidepressant. 


However for patients who need to 'switch' antidepressants following an 
inadequate response to their initial pharmacological intervention (i.e. a 'first 
choice' antidepressant) NICE recommend a range of options. 


The wording of the indicator as it is currently written does not take into account 
NICE CG90


1
 recommendations for further lines of treatment i.e. in cases where 


inadequate response  does occurs and the patient requires a treatment switch. 
The need for a treatment switch is a common occurrence with between 30-
50%


2,3
 of patients failing to achieve an adequate response to their first line 


treatment. In this situation the use of antidepressants currently not in the 'first 
choice' category, is acceptable and recommended. 


NICE Quality Standard 12
4 
states that people with depression that has not 


responded adequately to initial treatment within 6 to 8 weeks have their 
treatment plan reviewed in line with section 1.8 of CG90


1
. Section 1.8.1.2 of 


CG90 states that when switching antidepressants consider switching to: 


 initially a different SSRI or a better tolerated newer-generation 
antidepressant  


 subsequently, an antidepressant of a different pharmacological class 
that may be less well tolerated, for example venlafaxine, a TCA or an 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


MAOI. 


The need to allow the use of additional classes of products at subsequent 
treatment lines is clear when considering the disorder and available treatments. 
MDD is a broad and heterogeneous disorder with a highly variable course, and 
an inconsistent response to treatment 


1
. The currently available pharmacological 


treatments have different mechanisms of action with equally distinct side effect 
liability


5,6
. This fact is acknowledged by numerous guidelines


1,7,8 
that recommend 


taking into account the patients’ individual needs and preferences, and matching 
them to the treatments’ likely efficacy and side effect profile. Also, intolerable 
side-effects can lead to poor adherence or premature withdrawal


1
. Particularly, 


after failure of initial treatment, the choice of antidepressant should be driven by 
NICE guidance alongside by clinical judgement and the patient needs to ensure 
that treatment choice and hence patient outcomes are optimised. 


To 'truly' reflect and drive NICE guidance in clinical practice, this indicator should 
include the words 'first line' to the numerator and denominator of the calculation 
i.e. Items for SSRIs prescribed first-line by approved name as a percentage of 
total number of items for other antidepressants used first line as a denominator. 
'First line' means the first prescribed medication the patient receives for the 
treatment of their depression. The classification of 1st line should also account 
for a patients’ history i.e. treatment response in previous episodes, in line with 
CG90 recommendations.  


Without the addition of the 'first line' caveat, the indicator is at risk of driving 
behaviour contrary to those encouraged by the guidelines by conveying the 
message that only SSRIs should be used across the whole treatment pathway.   


We appreciate there is currently no national data source which reliably 
captures 'line of prescribing' and therefore feel that rather than publish the 
indicator, that further development work is undertaken to ensure that 
misinterpretation is minimised.  This will avoid potentially wasting valuable NHS 
resources investigating and justifying variations in prescribing when there are a 
number of clear reasons why these variations may be valid and in line with NICE 
recommendations. 


An additional concern is that localities with a low first choice SSRI indicator in 
the national range may be encouraged to undertake switching campaigns for 
patients controlled on their medication. This is well evidenced to be 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


inappropriate.    
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


Psychopharmacology (Oxford, England) 2008; 22(4): 343-396. 


 


 


Dosulepin: % items New comparator 


 


 


  


KTT10:  
Three-day courses of 
antibiotics for 
uncomplicated urinary 
tract infection 


3 day courses of 
antibiotics: 
ADQ/item   


New comparator to 
replace current  
Comparator (3 days 
trimethoprim ADQ/item) 


 


  


KTT12: Type 2 diabetes 
mellitus 


 


 


 


Suggestions or 
proposals for future 
comparators invited. 
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Other comments 


Key Therapeutic Topic Comparator Comments 


 


 


  


 


 


  


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


Lundbeck UK Ltd 


 


Other contact details (optional) 


Name  


 


Title  


 


Role  


 


Contact details (other 
than e-mail address used 
to send feedback) 


 


 


 



mailto:qippcomparators@hscic.gov.uk
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


General 
Comments 


   Whilst AstraZeneca supports the move to integrate the QIPP prescribing comparators into the 


‘Measurement’ work stream of the NHSE Medicines Optimisation Programme, AstraZeneca is 
disappointed that the main focus of the QIPP comparators is too heavily focused on achieving 
short-term cost efficiencies. As such, many of the comparators are inconsistent with the 
medicines optimisation agenda and run counter to NICE’s own guidance and focus on 
promoting high quality care within the NHS.  


 


The Royal Pharmaceutical Society Good Practice Guidance for HCPs makes clear: “Medicines 
optimisation differs from medicines management in a number of ways but most importantly it 
focuses on outcomes and patients rather than process and systems.” By integrating some of 
these specific comparators into the Medicines Optimisation programme, it would compromise 
the integrity of Medicines Optimisation as being viewed as distinct from traditional cost focused 
medicines management. AstraZeneca calls for a more balanced approach to ensure all four 
principles of Medicines Optimisation are represented throughout the comparators. 


 


Also, some of the comparators do not reflect the principles and opportunity to improve patient 
care set out within the Pharmaceutical Price Regulation Scheme 2014 (PPRS) agreement 
between the UK Government and the pharmaceutical industry; specifically ‘1.4.3 to improve 
access to innovative medicines commensurate with the outcomes they offer patients by 
ensuring that medicines approved by NICE are available widely in the NHS’. If implemented, 
these comparators would discourage and delay the use of innovative, cost-effective medicines 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


which the NHS (including the Department of Health, NICE and NHS England) has done so 
much to embed within clinical practice over the last four years through the Innovation, Health 
and Wealth programme.  


 


One of the core stated aims of the NHS Five Year Forward View is to accelerate useful health 
innovation: “we are committed to accelerating the quicker adoption of cost-effective innovation 
– both medicines and medtech”. Furthermore, the PPRS agreement presents the NHS with a 
unique opportunity to increase the availability and use of the best branded medicines and most 
innovative treatments. It should allow clinicians to have greater flexibility to prescribe newer, 
more innovative medicines, because all of the costs of prescribing branded medicines over 
agreed levels are underwritten by the pharmaceutical industry. We believe that the cost focus 
of some of these comparators are evidence of a disconnect with the commitments entered into 
by the Department of Health through the PPRS and also of the principles underlying the Life 
Sciences Strategy and IHW programme, all of which are strongly supported by AstraZeneca. 


 


KTT3: 
Lipid 
modifying 
drugs 


Statins: 
Items/STAR-
PU 


New 
comparat
or to 
replace 
current  
comparat
or (low 
cost lipid 
lowering 
drugs)  


  
 
 
 
 
 


Ezetimibe: % 
item 


 


Retain 
current 
comparat
or 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


  


 or or or 


Ezetimibe: 
items per 
patient 


New 
comparat
or to 
replace 
current  
comparat
or (above) 


 


 


Rosuvastatin: 
% items 


 


 


New 
comparat
or  


N  


AstraZeneca calls for the removal of the proposed rosuvastatin QIPP comparator that restricts 
the access of rosuvastatin. 


 


We are disappointed that the main focus of the rosuvastatin drugs QIPP comparator seems to 
be too heavily focused on achieving short-term cost efficiencies, at the expense of 
individualised patient care.  It is fundamentally inconsistent with the medicines optimisation 
agenda and runs counter to NICE’s own guidance and focus on promoting high quality care 
within the NHS and the NHS has already gained significant cost savings from the introduction 
of other generic statins.   


 


The NHS ‘Better Care, Better Value (BCBV) Indicator on Statins’ document states 


 “health professionals should base their prescribing decisions on individual assessments of 
their patients’ clinical circumstances, and prescribe in accordance with appropriate guidance 
from NICE or other authoritative sources. Some individual patient circumstances will dictate 
that one medicine is preferable to another, e.g. some patients will require treatment with a high 
intensity statin and others might suffer adverse reactions from certain medicines. While it is 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


likely to be appropriate for those PCTs with much lower levels of low-cost statin prescribing to 
continue to focus in this area, PCTs already above the upper quartile level for low-cost statin 
prescribing may wish to consider whether continuing to encourage prescribers to attain higher 
levels is consistent with local implementation of NICE guidance.’  


QIPP comparators are intended to enable comparisons between the prescribing patterns of 
organisations. They do not take into account differences in demography and the prevalence of 
disease and are not intended to determine clinical practice for individual patients. AstraZeneca 
is concerned that the QIPP prescribing comparator for rosuvastatin might be used as a target 
and thus encourage inappropriate clinical care.  It may encourage switch programmes to move 
patients to atorvastatin, who have already tried and been prescribed rosuvastatin due to an 
intolerance or cholesterol targets not reached on atorvastatin.   


 


QIPP comparators are also designed to revise prescribing where appropriate.  The current 
national volume market share of rosuvastatin is 3.3% and AstraZeneca believes that is 
appropriate in large proportions of the UK.  To destabilise patients on statins for a short term 
cost savings is against the principles of the Better Care, Better Values document, especially as 
the patent for rosuvastatin is set to expire in Europe in June 2017.   


 


Evidence context 


AstraZeneca would like to highlight that the evidence base for statins reducing adverse 
cardiovascular outcomes in proportion to their ability to reduce LDL cholesterol is robust. 


 


The NICE lipid modification guideline recommends that when a decision is made to prescribe a 
statin for a high risk patient, a statin of high intensity and low acquisition cost should be used. 
The recommended high intensity statin  in the guideline is atorvastatin 20–80 mg daily.The only 
other possible high-intensity statins are rosuvastatin 10–40 mg daily and simvastatin 80 mg 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


daily. The use of simvastatin 80mg is restricted due to the increased risk of myopathy and this 
dose should be considered only in people with severe hypercholesterolaemia and high risk of 
cardiovascular complications who have not achieved their treatment goals on lower doses, 
when the benefits are expected to outweigh the potential risk.  AstraZeneca would advocate 
using rosuvastatin second line after atorvastatin and in line with the NICE recommendation on 
using the lowest available dose to get the greatest reduction. 


 


AstraZeneca would like to emphasize that the risk versus benefit consideration is important 
when choosing to treat an individual patient.  Statins are generally well tolerated1, although 
some drug-drug interactions may increase the risk of adverse events such as myopathy2. For 
example, the risk of rhabdomyolysis is increased when atorvastatin is administered 
concomitantly with potent inhibitors of CYP3A4 and alternative (non-interacting) therapies 
should be considered3.  Rosuvastatin is not expected to be associated with drug interactions 
resulting from cytochrome P450-mediated metabolism4.  Therefore, given the need for some 
patients for an alternative high intensity statin AstraZeneca believe that there is a need for 
rosuvastatin as a treatment option for some patients at higher CV risk.  


  


The evidence context from the key therapeutics topics document quotes guidelines that are 8 
years out of date (Ezetimibe for the treatment of primary (heterozygous-familial and non-familial) 


hypercholesterolaemia, Nov 2007) and have omitted other more recent NICE guidance on lipid 
modification.  There was a strategic decision not to review Ezetimibe within the lipid medication 
guidelines by NICE and AstraZeneca would like to understand why this is now being reviewed 
with lipid lowering medication, given that NICE have stated that there is a review of ezetimibe 
due next year. 


 


In the case of the 2007 ezetimibe guidance the guidance states;  
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


“Therefore, in the second of these situations, adding ezetimibe to atorvastatin is an option if a 
greater than 40% reduction in non-HDL cholesterol is not achieved with atorvastatin after the 
measures recommended in the NICE lipid modification guideline have been tried (see  Follow-
up of people started on statin treatment) and changing to a different statin is being considered”.   


AstraZeneca would like to understand why this has been highlighted in the document and does 
not appear to be taken into account. Changing to another high intensity statin that has been 
shown to be well tolerated should not be penalised by this quality measure, especially as the 
driver for non-recommendation is cost based and the combination of atorvastatin and ezetimibe 
is more expensive than Rosuvastatin 


AstraZeneca would like to highlight that the therapeutic topics document makes reference to 
the higher cost of rosuvastatin, however the cost of the proposed atorvastatin  + ezetimibe 
combination  is ezetimibe (£26.31 ) + generic atorvastatin (£1.70) = £28.12.  This is more £10 
more expensive than rosuvastatin 5 and 10 mg (£18.03).  AstraZeneca would also like to 
highlight the issue of compliance.  A patient is more likely to take 1 rather than 2 tablets.  From 
the clinical effectiveness section of the ezetimibe guidance 20075, seven RCTs (n = 2577) 
comparing ezetimibe monotherapy with placebo represented the population in which statin 
therapy is considered inappropriate or is not tolerated. All were 12-week studies and were 
included in a meta-analysis performed by the Assessment Group. Ezetimibe monotherapy was 
associated with a statistically significant mean reduction in total cholesterol concentrations 
(13.4%, 95% CI, 14.2 to 12.6) and LDL cholesterol concentrations (18.6%, 95% CI, 19.7 to 
17.4) compared with placebo, thus not warranting the prescribing vs. statins as monotherapy. 


 


Further to this AstraZeneca would challenge the use of the IMPROVE-IT study results to an 
atorvastatin group as this study, not even yet published, was completed with simvastatin so 
there is no evidence of CVD prevention with the association atorvastatin and ezetimibe  


 


To date, ezetimibe, either as monotherapy or add-on to statin, is not licensed for primary or 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


secondary prevention of CVD6.  On the basis of the JUPITER study, rosuvastatin is approved to 
reduce first major cardiovascular events among high risk primary prevention patients.4,7 


 


References 


1. Shepherd J et al. Safety of rosuvastatin: update on 16,876 rosuvastatin-treated patients in a 
multinational clinical trial program. Cardiology 2007; 107: 433–443 
 


2.  Chatzizisis YS et al.Risk Factors and Drug Interactions Predisposing to Statin-Induced 
Myopathy Implications for Risk Assessment, Prevention and TreatmentDrug Saf 2010; 33 
(3): 171-187 
 


3. Lipitor, atorvastatin, UK SmPC 
http://www.medicines.org.uk/emc/medicine/28523/SPC/Lipitor+80+mg+film-coated+tablets/ 
 


4. CRESTOR, rosuvastatin, UK SmPC 
http://www.medicines.org.uk/emc/medicine/11976/SPC/CRESTOR+5mg%2c+10mg%2c+20m


g+and+40mg+film-coated+tablets/ 


5. http://www.nice.org.uk/guidance/ta132/chapter/4-evidence-and-interpretation 


6. Ezeterol, ezetimibe UK SmPC   


http://www.medicines.org.uk/emc/medicine/12091 


7. Koenig W, Ridker PM. Rosuvastatin for primary prevention in patients with European 


systematic coronary risk evaluation risk >=5% or Framingham risk >20%: post hoc analyses 


of the JUPITER trial requested by European health authorities. Eur Heart J 2011;32:75-83 


 



http://www.nice.org.uk/guidance/ta132/chapter/4-evidence-and-interpretation
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


 
Other lipid 
modifying 
drugs: % 
items 


 


 


New 
comparat
or 


  


 
 
 


KTT5: 
High dose 
inhaled 
corticosteroi
ds in 
asthma 
 


No 
comparator 


Suggestio
ns invited  


N Whilst AstraZeneca supports the objective of the comparator, we believe that there is a 
parallel imperative for patients who are sub-optimally treated or to ensure that they are 
appropriately stepped up.  National Review of Asthma deaths (NRAD)1 suggests that under-
treatment is as much of an issue as over-treatment and we propose that the comparator 
should reflect both aspects.  This is also in line with the medicines optimisation agenda to 
ensure that the right patient is receiving the right medicine at the right time. 
 


We believe additional relevant comparators would measure the following to identify 
potentially sub-optimally treated patients: 


 


1) Patients prescribed  > 12 SABAs in a calendar year  
2) Patients prescribed less than 50% ICS prescriptions compared with SABA prescriptions 


for asthma patients who are prescribed both in a calendar year  
3) ICS / LABA with a separate reliever versus ICS / LABA without a separate reliever  
4) Patients prescribed greater than two short courses of oral corticosteroids (e.g. 30mg 


prednisolone for 3 or more days) 
 


References 


1. https://www.rcplondon.ac.uk/sites/default/files/why-asthma-still-kills-full-report.pdf 


KTT7:  No Suggestio   
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


Low dose 
antipsychoti
cs in people 
with 
dementia 
 


comparator ns invited 


KTT8: First 
choice 
antidepress
ant use in 
adults with 
depression 
or anxiety 
disorder 
 


Antidepressan
ts: First choice 
% items 


 


Revise 
comparat
or 


  


Dosulepin: % 
items 


New 
comparat
or 


 


 


  


KTT10:  
Three-day 
courses of 
antibiotics 
for 
uncomplicat
ed urinary 
tract 
infection 


3 day courses 
of antibiotics: 
ADQ/item   


New 
comparat
or to 
replace 
current  
Comparat
or (3 days 
trimethopr
im 
ADQ/item) 


 


  


KTT12: Type 
2 diabetes 
mellitus 


 


Hypoglycae
mic drugs  


 


Suggestio
ns or 
proposals 
for future 
comparat


N AstraZeneca calls for the retirement of the hypoglycaemic agents QIPP comparator that 
restricts the access of innovative antidiabetic drugs. 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


 ors 
invited. 


 


We are disappointed that the main focus of the hypoglycaemic drugs QIPP comparator seems 
to be too heavily focused on achieving short-term cost efficiencies, at the expense of 
individualised patient care.  It is fundamentally inconsistent with the medicines optimisation 
agenda and runs counter to NICE’s own guidance and focus on promoting high quality care 
within the NHS. 


 


The key therapeutics topics medicines management options for local implementation document 
which informs the rationale for the QIPP prescribing comparators, discusses the ‘considerable’ 
increase in prescribing data for ‘other antidiabetic drugs’ (which includes the newer blood 
glucose-lowering drugs).  This does not reflect the principles and opportunity to improve patient 
care set out within the Pharmaceutical Price Regulation Scheme 2014 (PPRS) agreement 
between the UK Government and the pharmaceutical industry. 


 


Evidence context 


AstraZeneca agrees with the need for an individualised mutlifactorial approach, balancing 
intensity of treatment regimen whilst avoiding hypoglycaemia and addressing lifestyle issues 
(e.g. smoking cessation and the need to lose weight). Whilst the inclusion of metformin as a 
prescribing comparator denominator makes sense due to its breadth of prescribing experience 
and evidence for both microvascular and macrovascular risk reduction, the inclusion of 
sulfonylureas (SU) as a denominator for the comparator is concerning and may look to increase 
inappropriate prescribing for a class of medicines that whilst reducing HbA1c also suffer from 
significant limitations in terms of safety and tolerability, in particular the increased risk of weight 
gain and hypoglycaemia.   


 


The evidence context in the key therapeutics topic document makes reference to 
cardiovascular (CV) outcomes studies for saxagliptin and alogliptin that did not demonstrate 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


reductions for CV events. These studies were designed to test the safety and efficacy with 
respect to CV outcomes in patients with Type 2 Diabetes. These studies met their non 
inferiority endpoint in comparison to standard of care i.e. did not increase risk of CV death, MI 
or stroke. However significant reductions in HbA1c were demonstrated1,2  


 


With specific reference to saxagliptin that demonstrated ‘increased risk of hypoglycaemia and 
may have increased risk of admission to hospital because of heart failure’. Major (requiring third 
party intervention) hypoglycaemic events occurred in 2.1% in the saxagliptin group compared 
with 1.7% in the placebo group (P=0.047) 1. The overall increase was small vs. placebo, with no 
significant difference for hospitalisations for hypoglycaemic events. Futhermore in a direct head 
to head study of saxagliptin versus the SU glipizide (on a background of metformin therapy) the 
rate of hypoglycaemic events were 3% vs. 36% respectively3. The incidence for hospitalization 
for heart failure was also low 3.5% v 2.8% (saxagliptin vs. placebo) no increase in harm, 
increase in hospital stay or difference in how the heart failure was treated was demonstrated4. 


 


The evidence context also refers to the limitations and safety concerns for the newer blood 
glucose therapies (DDP4 inhibitors, pioglitazones and GLP-1 based therapies) but does not 
consider or make reference to the concerns/ limitations of the SU glucose lowering agents. 
These agents can cause weight gain and increase the risk of hypoglcaemia5,6. The dangers of 
hypoglycaemia with SUs is of particular concern, in a recent audit patients taking SUs 
accounted for 33% of admission for hypoglycaemia to an A & E department amongst patients 
with type 2 diabetes7. 


 


As such, the use of SUs as the automatic add on agent to metformin is increasingly losing 
favour in the clinical community8. Respected international EASD / ADA joint guidelines position 
SUs equally to newer glucose lowering agents9. Whilst the evidence context document correctly 
makes reference to the 2009 NICE guidelines that position SUs as a second line treatment, this 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


positioning has been downgraded in the new NICE 2015 draft guidelines for the management 
of patients with Type 2 diabetes10. Therefore the inclusion of SUs as a prescribing comparator 
denominator is at odds and counterproductive to the position that ‘treatment to control blood 
glucose should be tailored to each person’s clinical needs; with safety paramount’ as detailed in 
the evidence context. 


 


AstraZeneca is also concerned with the reference in the evidence context to “All the glucagon-
like-peptide-1 (GLP-1)-based therapies, GLP-1 agonists and dipeptidylpeptidase-4 inhibitors 
(gliptins) have warnings in their summaries of product characteristics about a risk of developing 
acute pancreatitis. In the March 2009 edition of Drug Safety Update, the MHRA drew attention 
to reports of severe pancreatitis and renal failure associated with exenatide, and in the 
September 2012 edition of Drug Safety Update, reports of acute pancreatitis associated with 
gliptins.” 


 


The March 2009 edition of Drug Safety Update, referenced is for exenatide twice-daily (Byetta) 
and not exenatide once-weekly (Bydureon) and by not making this clear, this is misleading to 
healthcare professionals. 


 


In addition, reports of acute pancreatitis are rare for all GLP-1 receptor agonists. This should be 
made clear so that health care professionals can make informed clinical judgements on the 
risks/benefits of these medicines.  While safety of all diabetes medications is paramount, it is 
also important not to lose sight of the fundamental role GLP-1-based therapies have in 
providing cost-effective opportunities to clinicians and their patients seeking better individually 
tailored diabetes care. 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


propos
al: Y or 


N 


Comments, including reasons if do not agree with proposal.  


References 


1. Scirica et al. NEJM 369;14:1317-1326 
2. White et al. NEJM 369;14:1327-1335 
3. Göke et al. Int J Clin Pract 2010;64(12):1619-31 
4. Scirica et al. doi: 10.1161/CIRCULATIONAHA.114.010389 
5. SPC Gliclazide tablets 80mg http://www.medicines.org.uk/emc/medicine/25838 
6. SPC Glipizide tablets 5mg http://www.medicines.org.uk/emc/medicine/9851   
7. Rajendran et al. Postgrad Med J 2015;91:65-71 
8. O Hare et al. Br J Diabetes Vasc Dis 2015;15:http://dx.doi.org/10.15277/bjdvd.2015.006  
9. Inzucchi et al. Diabetes Care 2015;38:140–149 
10. NICE draft guidelines, Management of type 2 diabetes in adults 


https://www.nice.org.uk/guidance/gid-cgwave0612/resources/type-2-diabetes-draft-
guideline2 


 


 


Other comments 


Key Therapeutic Topic Comparator Comments 
KTT9: Antibiotic 
prescribing – 
especially broad 
spectrum antibiotics  
 


Cephalosporins 
& quinolones % 
items  


 


 


AstraZeneca welcomes the comparator for antibiotic prescribing which encourages a diverse use of 
antibiotic classes and discourage the increasing trend to using more last line agents, which have been 
highlighted by the Chief Medical Officer (CMO) as a significant and increasing concern. 


 


The aim behind this change is to focus on antibiotic stewardship by not using broad spectrum 
antibiotics inappropriately. Hence the title should reflect this aim and we propose that the title of the 
comparator should change to reflect this as follows; 



http://www.medicines.org.uk/emc/medicine/25838

http://www.medicines.org.uk/emc/medicine/9851

http://dx.doi.org/10.15277/bjdvd.2015.006

https://www.nice.org.uk/guidance/gid-cgwave0612/resources/type-2-diabetes-draft-guideline2

https://www.nice.org.uk/guidance/gid-cgwave0612/resources/type-2-diabetes-draft-guideline2
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Existing title: Co-amoxiclav, Cephalosporins & Quinolones % items 
 
Change to:  Broad spectrum antibiotics % items 


 


 


 


 


  


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


AstraZeneca UKMC 


 


Other contact details (optional) 


Name  


Title  


Role  


Contact details (other 
than e-mail address used 
to send feedback) 


Address: AstraZeneca UKMC, Horizon Place, 600 Capability Green, Luton, LU1 3LU 


 


 



mailto:qippcomparators@hscic.gov.uk
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT3: 
Lipid modifying drugs 


Statins: 
Items/STAR-PU 


New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


  
 


Ezetimibe: % item 


 


Retain current 
comparator 


 


  


or or or 


Ezetimibe: items 
per patient 


New comparator to 
replace current  
comparator (above) 


 


Rosuvastatin: % 
items 


 


 


New comparator    


 


Other lipid 
modifying drugs: % 
items 


 


 


New comparator   


 
 
 







2 
 


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT5: 
High dose inhaled 
corticosteroids in 
asthma 
 


No comparator Suggestions invited    


KTT7:  
Low dose 
antipsychotics in 
people with dementia 
 


No comparator Suggestions invited   


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 
 


Antidepressants: 
First choice % 
items 


 


Revise comparator   


Dosulepin: % items New comparator 


 


 


  


KTT10:  
Three-day courses of 
antibiotics for 
uncomplicated urinary 
tract infection 


3 day courses of 
antibiotics: 
ADQ/item   


New comparator to 
replace current  
Comparator (3 days 
trimethoprim ADQ/item) 


 


  


KTT12: Type 2 diabetes 
mellitus 


 


 


 


Suggestions or 
proposals for future 
comparators invited. 
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Other comments 


Key Therapeutic Topic Comparator Comments 


 


 


 General Comments: although supportive of these areas 
as good practice, we will need to do this work in addition 
to providing a best practice Chronic Disease 
Management Programme, whether QOF is suspended 
or not. If this ADDITIONAL work is comissioned there 
should be adequate funding for this. 


 


 


  


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


Medical Practice, West Leicestershire CCG 


 


Other contact details (optional) 


Name  


 


Title  


 


Role  


 


Contact details (other 
than e-mail address used 
to send feedback) 


 


 


 



mailto:qippcomparators@hscic.gov.uk
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT3: 
Lipid modifying drugs 


Statins: 
Items/STAR-PU 


New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


  
 


Ezetimibe: % item 


 


Retain current 
comparator 


 


 I think the items per patient gives a better idea of practices using higher proportions for their 
patient  population  


or or or 


Ezetimibe: items 
per patient 


New comparator to 
replace current  
comparator (above) 


Y 


Rosuvastatin: % 
items 


 


 


New comparator   Locally this indicator wouldn’t be of any use because we’ve already 
looked at this and any practices who are willing to switch have 
done so.  


Other lipid 
modifying drugs: % 
items 


 


 


New comparator   
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT5: 
High dose inhaled 
corticosteroids in 
asthma 
 


No comparator Suggestions invited  y Is it possible to link the indicator to number of asthma QOF register?  


From a safety point of view its always useful to highlight this issue 


KTT7:  
Low dose 
antipsychotics in 
people with dementia 
 


No comparator Suggestions invited y Useful to have an indicator on this with safety in mind but unless there is a link with the QOF 
register then I’m not sure how helpful this would be  


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 
 


Antidepressants: 
First choice % 
items 


 


Revise comparator   


Dosulepin: % items New comparator 


 


 


  


KTT10:  
Three-day courses of 
antibiotics for 
uncomplicated urinary 
tract infection 


3 day courses of 
antibiotics: 
ADQ/item   


New comparator to 
replace current  
Comparator (3 days 
trimethoprim ADQ/item) 


 


  


KTT12: Type 2 diabetes 
mellitus 


 


 


 


Suggestions or 
proposals for future 
comparators invited. 
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Other comments 


Key Therapeutic Topic Comparator Comments 


Anticoagulant use 
especially in AF 


 


 The use of anticoagulants to prevent stoke is becoming 
a hot topic so comparison of use of anticoagulants may 
be helpful although recognising that we don’t know what 
is the optimal level of prescribing  


 


 


  


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisations 


 


Redditch and Bromsgrove CCG, South Worcestershire CCG and 
Wyre Forest CCG 


 



mailto:qippcomparators@hscic.gov.uk
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT3: 
Lipid modifying drugs 


Statins: 
Items/STAR-PU 


New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


Y  
In light of NICE guidance, proportions of Ator 20mg for primary & 40mg-80mg for secondary 
prevention 


Ezetimibe: % item 


 


Retain current 
comparator 


 


Y  


or or or 


Ezetimibe: items 
per patient 


New comparator to 
replace current  
comparator (above) 


 


Rosuvastatin: % 
items 


 


 


New comparator    


 


Other lipid 
modifying drugs: % 
items 


 


 


New comparator   
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT5: 
High dose inhaled 
corticosteroids in 
asthma 
 


No comparator Suggestions invited   Breakdown targets for combination ICS in relation to equivalent of beclomethasone they 
contain? i.e. 


20% patients on >=1200mcg 


50% patients on 500 to 1200mcg 


30% patients on <= 400 


 Not put thought into above figures, but an idea 


KTT7:  
Low dose 
antipsychotics in 
people with dementia 
 


No comparator Suggestions invited  Indicator for low dose antipsychotics for dementia is sensible but how would you 
measure with epact data since no link to condition? 


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 
 


Antidepressants: 
First choice % 
items 


 


Revise comparator   


Dosulepin: % items New comparator 


 


 


Y  


KTT10:  
Three-day courses of 
antibiotics for 
uncomplicated urinary 
tract infection 


3 day courses of 
antibiotics: 
ADQ/item   


New comparator to 
replace current  
Comparator (3 days 
trimethoprim ADQ/item) 


 


Y Although 3 day prescribing of some antibiotics may not always be for uncomplicated UTI unless 
you add nitrofurantoin etc to the current comparator. 


KTT12: Type 2 diabetes 
mellitus 


 


 


 


Suggestions or 
proposals for future 
comparators invited. 


 


 
Keep Metformin comparator, review sulphonylurea. New NICE guidance may not Include 
them?  


Proportion of DPP-4’s as alogliptin in view of lower cost.? 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


Maybe % of patients with Hba1c > 9% and on insulin or insulin 
discussed ? 
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Other comments 


Key Therapeutic Topic Comparator Comments 


 


 


  


 


 


  


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


Walsall CCG 


 



mailto:qippcomparators@hscic.gov.uk
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


General 
Comments 


   Whilst AstraZeneca supports the move to integrate the QIPP prescribing comparators into the 
‘Measurement’ work stream of the NHSE Medicines Optimisation Programme, AstraZeneca is 
disappointed that the main focus of the QIPP comparators is too heavily focused on achieving short-
term cost efficiencies. As such, many of the comparators are inconsistent with the medicines 
optimisation agenda and run counter to NICE’s own guidance and focus on promoting high quality 
care within the NHS.  


 


The Royal Pharmaceutical Society Good Practice Guidance for HCPs makes clear: “Medicines 
optimisation differs from medicines management in a number of ways but most importantly it focuses 
on outcomes and patients rather than process and systems.” By integrating some of these specific 
comparators into the Medicines Optimisation programme, it would compromise the integrity of 
Medicines Optimisation as being viewed as distinct from traditional cost focused medicines 
management. AstraZeneca calls for a more balanced approach to ensure all four principles of 
Medicines Optimisation are represented throughout the comparators. 


 


Also, some of the comparators do not reflect the principles and opportunity to improve patient care 
set out within the Pharmaceutical Price Regulation Scheme 2014 (PPRS) agreement between the UK 
Government and the pharmaceutical industry; specifically ‘1.4.3 to improve access to innovative 
medicines commensurate with the outcomes they offer patients by ensuring that medicines approved 
by NICE are available widely in the NHS’. If implemented, these comparators would discourage and 
delay the use of innovative, cost-effective medicines which the NHS (including the Department of 
Health, NICE and NHS England) has done so much to embed within clinical practice over the last four 
years through the Innovation, Health and Wealth programme.  







2 
 


Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


 


One of the core stated aims of the NHS Five Year Forward View is to accelerate useful health 
innovation: “we are committed to accelerating the quicker adoption of cost-effective innovation – both 
medicines and medtech”. Furthermore, the PPRS agreement presents the NHS with a unique 
opportunity to increase the availability and use of the best branded medicines and most innovative 
treatments. It should allow clinicians to have greater flexibility to prescribe newer, more innovative 
medicines, because all of the costs of prescribing branded medicines over agreed levels are 
underwritten by the pharmaceutical industry. We believe that the cost focus of some of these 
comparators are evidence of a disconnect with the commitments entered into by the Department of 
Health through the PPRS and also of the principles underlying the Life Sciences Strategy and IHW 
programme, all of which are strongly supported by AstraZeneca. 


 


KTT3: 
Lipid 
modifying 
drugs 


Statins: 
Items/STAR-
PU 


New 
comparato
r to 
replace 
current  
comparato
r (low cost 
lipid 
lowering 
drugs)  


  
 
 
 
 
 


Ezetimibe: % 
item 


 


Retain 
current 
comparato
r 


 


  


 


 


 


or or or 


Ezetimibe: 
items per 


New 
comparato
r to 


 







3 
 


Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


patient replace 
current  
comparato
r (above) 


 


Rosuvastatin: 
% items 


 


 


New 
comparato
r  


N  


AstraZeneca calls for the removal of the proposed rosuvastatin QIPP comparator that restricts the 
access of rosuvastatin. 


 


We are disappointed that the main focus of the rosuvastatin drugs QIPP comparator seems to be too 
heavily focused on achieving short-term cost efficiencies, at the expense of individualised patient 
care.  It is fundamentally inconsistent with the medicines optimisation agenda and runs counter to 
NICE’s own guidance and focus on promoting high quality care within the NHS and the NHS has 
already gained significant cost savings from the introduction of other generic statins.   


 


The NHS ‘Better Care, Better Value (BCBV) Indicator on Statins’ document states 


 “health professionals should base their prescribing decisions on individual assessments of their 
patients’ clinical circumstances, and prescribe in accordance with appropriate guidance from NICE or 
other authoritative sources. Some individual patient circumstances will dictate that one medicine is 
preferable to another, e.g. some patients will require treatment with a high intensity statin and others 
might suffer adverse reactions from certain medicines. While it is likely to be appropriate for those 
PCTs with much lower levels of low-cost statin prescribing to continue to focus in this area, PCTs 
already above the upper quartile level for low-cost statin prescribing may wish to consider whether 
continuing to encourage prescribers to attain higher levels is consistent with local implementation of 
NICE guidance.’  


QIPP comparators are intended to enable comparisons between the prescribing patterns of 
organisations. They do not take into account differences in demography and the prevalence of 
disease and are not intended to determine clinical practice for individual patients. AstraZeneca is 
concerned that the QIPP prescribing comparator for rosuvastatin might be used as a target and thus 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


encourage inappropriate clinical care.  It may encourage switch programmes to move patients to 
atorvastatin, who have already tried and been prescribed rosuvastatin due to an intolerance or 
cholesterol targets not reached on atorvastatin.   


 


QIPP comparators are also designed to revise prescribing where appropriate.  The current national 
volume market share of rosuvastatin is 3.3% and AstraZeneca believes that is appropriate in large 
proportions of the UK.  To destabilise patients on statins for a short term cost savings is against the 
principles of the Better Care, Better Values document, especially as the patent for rosuvastatin is set 
to expire in Europe in June 2017.   


 


Evidence context 


AstraZeneca would like to highlight that the evidence base for statins reducing adverse 
cardiovascular outcomes in proportion to their ability to reduce LDL cholesterol is robust. 


 


The NICE lipid modification guideline recommends that when a decision is made to prescribe a statin 
for a high risk patient, a statin of high intensity and low acquisition cost should be used. The 
recommended high intensity statin  in the guideline is atorvastatin 20–80 mg daily.The only other 
possible high-intensity statins are rosuvastatin 10–40 mg daily and simvastatin 80 mg daily. The use 
of simvastatin 80mg is restricted due to the increased risk of myopathy and this dose should be 
considered only in people with severe hypercholesterolaemia and high risk of cardiovascular 
complications who have not achieved their treatment goals on lower doses, when the benefits are 
expected to outweigh the potential risk.  AstraZeneca would advocate using rosuvastatin second line 
after atorvastatin and in line with the NICE recommendation on using the lowest available dose to get 
the greatest reduction. 


 


AstraZeneca would like to emphasize that the risk versus benefit consideration is important when 
choosing to treat an individual patient.  Statins are generally well tolerated1, although some drug-drug 
interactions may increase the risk of adverse events such as myopathy2. For example, the risk of 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


rhabdomyolysis is increased when atorvastatin is administered concomitantly with potent inhibitors of 
CYP3A4 and alternative (non-interacting) therapies should be considered3.  Rosuvastatin is not 
expected to be associated with drug interactions resulting from cytochrome P450-mediated 
metabolism4.  Therefore, given the need for some patients for an alternative high intensity statin 
AstraZeneca believe that there is a need for rosuvastatin as a treatment option for some patients at 
higher CV risk.  


  


The evidence context from the key therapeutics topics document quotes guidelines that are 8 years 


out of date (Ezetimibe for the treatment of primary (heterozygous-familial and non-familial) 
hypercholesterolaemia, Nov 2007) and have omitted other more recent NICE guidance on lipid 
modification.  There was a strategic decision not to review Ezetimibe within the lipid medication 
guidelines by NICE and AstraZeneca would like to understand why this is now being reviewed with 
lipid lowering medication, given that NICE have stated that there is a review of ezetimibe due next 
year. 


 


In the case of the 2007 ezetimibe guidance the guidance states;  


“Therefore, in the second of these situations, adding ezetimibe to atorvastatin is an option if a greater 
than 40% reduction in non-HDL cholesterol is not achieved with atorvastatin after the measures 
recommended in the NICE lipid modification guideline have been tried (see  Follow-up of people 
started on statin treatment) and changing to a different statin is being considered”.   


AstraZeneca would like to understand why this has been highlighted in the document and does not 
appear to be taken into account. Changing to another high intensity statin that has been shown to be 
well tolerated should not be penalised by this quality measure, especially as the driver for non-
recommendation is cost based and the combination of atorvastatin and ezetimibe is more expensive 
than Rosuvastatin 


AstraZeneca would like to highlight that the therapeutic topics document makes reference to the 
higher cost of rosuvastatin, however the cost of the proposed atorvastatin  + ezetimibe combination  
is ezetimibe (£26.31 ) + generic atorvastatin (£1.70) = £28.12.  This is more £10 more expensive than 
rosuvastatin 5 and 10 mg (£18.03).  AstraZeneca would also like to highlight the issue of compliance.  
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


A patient is more likely to take 1 rather than 2 tablets.  From the clinical effectiveness section of the 
ezetimibe guidance 20075, seven RCTs (n = 2577) comparing ezetimibe monotherapy with placebo 
represented the population in which statin therapy is considered inappropriate or is not tolerated. All 
were 12-week studies and were included in a meta-analysis performed by the Assessment Group. 
Ezetimibe monotherapy was associated with a statistically significant mean reduction in total 
cholesterol concentrations (13.4%, 95% CI, 14.2 to 12.6) and LDL cholesterol concentrations (18.6%, 
95% CI, 19.7 to 17.4) compared with placebo, thus not warranting the prescribing vs. statins as 
monotherapy. 


 


Further to this AstraZeneca would challenge the use of the IMPROVE-IT study results to an 
atorvastatin group as this study, not even yet published, was completed with simvastatin so there is 
no evidence of CVD prevention with the association atorvastatin and ezetimibe  


 


To date, ezetimibe, either as monotherapy or add-on to statin, is not licensed for primary or 
secondary prevention of CVD6.  On the basis of the JUPITER study, rosuvastatin is approved to 
reduce first major cardiovascular events among high risk primary prevention patients.4,7 


 


References 


1. Shepherd J et al. Safety of rosuvastatin: update on 16,876 rosuvastatin-treated patients in a 
multinational clinical trial program. Cardiology 2007; 107: 433–443 
 


2.  Chatzizisis YS et al.Risk Factors and Drug Interactions Predisposing to Statin-Induced Myopathy 
Implications for Risk Assessment, Prevention and TreatmentDrug Saf 2010; 33 (3): 171-187 
 


3. Lipitor, atorvastatin, UK SmPC 
http://www.medicines.org.uk/emc/medicine/28523/SPC/Lipitor+80+mg+film-coated+tablets/ 
 


4. CRESTOR, rosuvastatin, UK SmPC 
http://www.medicines.org.uk/emc/medicine/11976/SPC/CRESTOR+5mg%2c+10mg%2c+20mg+and
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


+40mg+film-coated+tablets/ 


5. http://www.nice.org.uk/guidance/ta132/chapter/4-evidence-and-interpretation 


6. Ezeterol, ezetimibe UK SmPC   


http://www.medicines.org.uk/emc/medicine/12091 


7. Koenig W, Ridker PM. Rosuvastatin for primary prevention in patients with European 


systematic coronary risk evaluation risk >=5% or Framingham risk >20%: post hoc analyses 


of the JUPITER trial requested by European health authorities. Eur Heart J 2011;32:75-83 


 


 


Other lipid 
modifying 
drugs: % items 


 


 


New 
comparato
r 


  


 
 
 


KTT5: 
High dose 
inhaled 
corticosteroi
ds in asthma 
 


No comparator Suggestio
ns invited  


N Whilst AstraZeneca supports the objective of the comparator, we believe that there is a parallel 
imperative for patients who are sub-optimally treated or to ensure that they are appropriately 
stepped up.  National Review of Asthma deaths (NRAD)1 suggests that under-treatment is as 
much of an issue as over-treatment and we propose that the comparator should reflect both 
aspects.  This is also in line with the medicines optimisation agenda to ensure that the right 
patient is receiving the right medicine at the right time. 
 


We believe additional relevant comparators would measure the following to identify potentially 
sub-optimally treated patients: 


 


1) Patients prescribed  > 12 SABAs in a calendar year  
2) Patients prescribed less than 50% ICS prescriptions compared with SABA prescriptions for 



http://www.nice.org.uk/guidance/ta132/chapter/4-evidence-and-interpretation
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


asthma patients who are prescribed both in a calendar year  
3) ICS / LABA with a separate reliever versus ICS / LABA without a separate reliever  
4) Patients prescribed greater than two short courses of oral corticosteroids (e.g. 30mg 


prednisolone for 3 or more days) 
 


References 


1. https://www.rcplondon.ac.uk/sites/default/files/why-asthma-still-kills-full-report.pdf 


KTT7:  
Low dose 
antipsychotic
s in people 
with 
dementia 
 


No comparator Suggestio
ns invited 


  


KTT8: First 
choice 
antidepressa
nt use in 
adults with 
depression 
or anxiety 
disorder 
 


Antidepressant
s: First choice 
% items 


 


Revise 
comparato
r 


  


Dosulepin: % 
items 


New 
comparato
r 


 


 


  


KTT10:  
Three-day 
courses of 
antibiotics 
for 
uncomplicat
ed urinary 
tract 


3 day courses 
of antibiotics: 
ADQ/item   


New 
comparato
r to 
replace 
current  
Comparato
r (3 days 
trimethopri
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


infection m 
ADQ/item) 


 


KTT12: Type 
2 diabetes 
mellitus 


 


Hypoglycaem
ic drugs  
 


 


Suggestio
ns or 
proposals 
for future 
comparato
rs invited. 


 


N AstraZeneca calls for the retirement of the hypoglycaemic agents QIPP comparator that restricts the 
access of innovative antidiabetic drugs. 


 


We are disappointed that the main focus of the hypoglycaemic drugs QIPP comparator seems to be 
too heavily focused on achieving short-term cost efficiencies, at the expense of individualised patient 
care.  It is fundamentally inconsistent with the medicines optimisation agenda and runs counter to 
NICE’s own guidance and focus on promoting high quality care within the NHS. 


 


The key therapeutics topics medicines management options for local implementation document which 
informs the rationale for the QIPP prescribing comparators, discusses the ‘considerable’ increase in 
prescribing data for ‘other antidiabetic drugs’ (which includes the newer blood glucose-lowering 
drugs).  This does not reflect the principles and opportunity to improve patient care set out within the 
Pharmaceutical Price Regulation Scheme 2014 (PPRS) agreement between the UK Government and 
the pharmaceutical industry. 


 


Evidence context 


AstraZeneca agrees with the need for an individualised mutlifactorial approach, balancing intensity of 
treatment regimen whilst avoiding hypoglycaemia and addressing lifestyle issues (e.g. smoking 
cessation and the need to lose weight). Whilst the inclusion of metformin as a prescribing comparator 
denominator makes sense due to its breadth of prescribing experience and evidence for both 


microvascular and macrovascular risk reduction, the inclusion of sulfonylureas (SU) as a 
denominator for the comparator is concerning and may look to increase inappropriate prescribing for 
a class of medicines that whilst reducing HbA1c also suffer from significant limitations in terms of 
safety and tolerability, in particular the increased risk of weight gain and hypoglycaemia.   
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


 


The evidence context in the key therapeutics topic document makes reference to cardiovascular (CV) 
outcomes studies for saxagliptin and alogliptin that did not demonstrate reductions for CV events. 
These studies were designed to test the safety and efficacy with respect to CV outcomes in patients 
with Type 2 Diabetes. These studies met their non inferiority endpoint in comparison to standard of 
care i.e. did not increase risk of CV death, MI or stroke. However significant reductions in HbA1c 
were demonstrated1,2  


 


With specific reference to saxagliptin that demonstrated ‘increased risk of hypoglycaemia and may 
have increased risk of admission to hospital because of heart failure’. Major (requiring third party 
intervention) hypoglycaemic events occurred in 2.1% in the saxagliptin group compared with 1.7% in 
the placebo group (P=0.047) 1. The overall increase was small vs. placebo, with no significant 
difference for hospitalisations for hypoglycaemic events. Futhermore in a direct head to head study of 
saxagliptin versus the SU glipizide (on a background of metformin therapy) the rate of hypoglycaemic 
events were 3% vs. 36% respectively3. The incidence for hospitalization for heart failure was also low 
3.5% v 2.8% (saxagliptin vs. placebo) no increase in harm, increase in hospital stay or difference in 
how the heart failure was treated was demonstrated4. 


 


The evidence context also refers to the limitations and safety concerns for the newer blood glucose 
therapies (DDP4 inhibitors, pioglitazones and GLP-1 based therapies) but does not consider or make 
reference to the concerns/ limitations of the SU glucose lowering agents. These agents can cause 
weight gain and increase the risk of hypoglcaemia5,6. The dangers of hypoglycaemia with SUs is of 
particular concern, in a recent audit patients taking SUs accounted for 33% of admission for 
hypoglycaemia to an A & E department amongst patients with type 2 diabetes7. 


 


As such, the use of SUs as the automatic add on agent to metformin is increasingly losing favour in 
the clinical community8. Respected international EASD / ADA joint guidelines position SUs equally to 
newer glucose lowering agents9. Whilst the evidence context document correctly makes reference to 
the 2009 NICE guidelines that position SUs as a second line treatment, this positioning has been 
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


downgraded in the new NICE 2015 draft guidelines for the management of patients with Type 2 
diabetes10. Therefore the inclusion of SUs as a prescribing comparator denominator is at odds and 
counterproductive to the position that ‘treatment to control blood glucose should be tailored to each 
person’s clinical needs; with safety paramount’ as detailed in the evidence context. 


 


AstraZeneca is also concerned with the reference in the evidence context to “All the glucagon-like-
peptide-1 (GLP-1)-based therapies, GLP-1 agonists and dipeptidylpeptidase-4 inhibitors (gliptins) 
have warnings in their summaries of product characteristics about a risk of developing acute 
pancreatitis. In the March 2009 edition of Drug Safety Update, the MHRA drew attention to reports of 
severe pancreatitis and renal failure associated with exenatide, and in the September 2012 edition of 
Drug Safety Update, reports of acute pancreatitis associated with gliptins.” 


 


The March 2009 edition of Drug Safety Update, referenced is for exenatide twice-daily (Byetta) and 
not exenatide once-weekly (Bydureon) and by not making this clear, this is misleading to healthcare 
professionals. 


 


In addition, reports of acute pancreatitis are rare for all GLP-1 receptor agonists. This should be made 
clear so that health care professionals can make informed clinical judgements on the risks/benefits of 
these medicines.  While safety of all diabetes medications is paramount, it is also important not to 
lose sight of the fundamental role GLP-1-based therapies have in providing cost-effective 
opportunities to clinicians and their patients seeking better individually tailored diabetes care. 


 


References 


1. Scirica et al. NEJM 369;14:1317-1326 
2. White et al. NEJM 369;14:1327-1335 
3. Göke et al. Int J Clin Pract 2010;64(12):1619-31 
4. Scirica et al. doi: 10.1161/CIRCULATIONAHA.114.010389 
5. SPC Gliclazide tablets 80mg http://www.medicines.org.uk/emc/medicine/25838 



http://www.medicines.org.uk/emc/medicine/25838
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Key 
Therapeutic 
Topic 


Comparator Proposal 


Agree 
with 


proposa
l: Y or N 


Comments, including reasons if do not agree with proposal.  


6. SPC Glipizide tablets 5mg http://www.medicines.org.uk/emc/medicine/9851   
7. Rajendran et al. Postgrad Med J 2015;91:65-71 
8. O Hare et al. Br J Diabetes Vasc Dis 2015;15:http://dx.doi.org/10.15277/bjdvd.2015.006  
9. Inzucchi et al. Diabetes Care 2015;38:140–149 
10. NICE draft guidelines, Management of type 2 diabetes in adults 


https://www.nice.org.uk/guidance/gid-cgwave0612/resources/type-2-diabetes-draft-guideline2 
 


 


Other comments 


Key Therapeutic Topic Comparator Comments 


KTT9: Antibiotic 
prescribing – 
especially broad 
spectrum antibiotics  
 


Cephalosporins 
& quinolones % 
items  
 


 
AstraZeneca welcomes the comparator for antibiotic prescribing which encourages a diverse use of antibiotic 
classes and discourage the increasing trend to using more last line agents, which have been highlighted by the 
Chief Medical Officer (CMO) as a significant and increasing concern. 


 


The aim behind this change is to focus on antibiotic stewardship by not using broad spectrum antibiotics 
inappropriately. Hence the title should reflect this aim and we propose that the title of the comparator should 
change to reflect this as follows; 


 


Existing title: Co-amoxiclav, Cephalosporins & Quinolones % items 
 
Change to:  Broad spectrum antibiotics % items 
 


 


 


 


  



http://www.medicines.org.uk/emc/medicine/9851

http://dx.doi.org/10.15277/bjdvd.2015.006

https://www.nice.org.uk/guidance/gid-cgwave0612/resources/type-2-diabetes-draft-guideline2
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Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


AstraZeneca UKMC 


 


Other contact details (optional) 


Name Rachel Ainsworth 


 


Title NHS Relations Lead 


 


Role Government & NHS Affairs 


 


Contact details (other than 
e-mail address used to 
send feedback) 


Tel: 07500 128966 


Address: AstraZeneca UKMC, Horizon Place, 600 Capability Green, Luton, LU1 3LU 
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT3: 
Lipid modifying drugs 


Statins: 
Items/STAR-PU 


New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


  
 


Ezetimibe: % item 


 


Retain current 
comparator 


 


yes  % items work best where have mixed dispensing practice and prescribing practices where 
large difference in length of treatment prescribed due to external issues eg 28days for 
dispensing practice and 2-3 months for prescribing prcytaices  


or or or 


Ezetimibe: items 
per patient 


New comparator to 
replace current  
comparator (above) 


N 


Rosuvastatin: % 
items 


 


 


New comparator  yes  


yes would help move this indicator forward and pick up areas 
where used in past for dispensing patients  


Other lipid 
modifying drugs: % 
items 


 


 


New comparator   
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT5: 
High dose inhaled 
corticosteroids in 
asthma 
 


No comparator Suggestions invited  Y yes would be very welcome for patient safety 


KTT7:  
Low dose 
antipsychotics in 
people with dementia 
 


No comparator Suggestions invited   


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 
 


Antidepressants: 
First choice % 
items 


 


Revise comparator Y still useful  


Dosulepin: % items New comparator 


 


 


Y yes would be very welcome for patient safety 


KTT10:  
Three-day courses of 
antibiotics for 
uncomplicated urinary 
tract infection 


3 day courses of 
antibiotics: 
ADQ/item   


New comparator to 
replace current  
Comparator (3 days 
trimethoprim ADQ/item) 


 


N keep current comparator to embed in practice  


KTT12: Type 2 diabetes 
mellitus 


 


 


 


Suggestions or 
proposals for future 
comparators invited. 
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Other comments 


Key Therapeutic Topic Comparator Comments 


 


minocycline  


% volume of all 
antibiotics  but 
don’t mind any 
activity 
comparator  


welcome for patient safety to embed no use in practice  


 


 


  


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


Herefordshire CCG 


 



mailto:qippcomparators@hscic.gov.uk
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT3: 
Lipid modifying drugs 


Statins: 
Items/STAR-PU 


New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


 


 Y But 


 


We would be wary of changing to any indicators that use items as suggested for 
lipid lowering & ezetimibe as too influenced by duration of script.   
 
Current focus on low cost lipid lowering appears more useful – new indicator 
will identify rosuvastatin but not other high cost statins eg chewable atorva, 
brands etc  
 
Would like to see 2 comparators: 


1.  focus on unmet need / under prescribing  - could be linked to CHD prevalence data 
from practice profiles and  
 


2. continues to look at utilising best evidence based choice of statins – so proportions of 
appropriate “best evidence” vrs weaker evidence choice 
 


Ezetimibe: % item 


 


Retain current 
comparator 


 


Y  Not clear that you can link data to patient numbers – so confused how that can be 
done  - so retain 


 


or or or 


Ezetimibe: items 
per patient 


New comparator to 
replace current  
comparator (above) 


 


Rosuvastatin: % 
items 


New comparator  N Would it be better to look at % levels of Atorvo  Rxing – i.e. compliance with NICE? – need to 
recognise it  is used 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


 


 


Other lipid 
modifying drugs: % 
items 


 


 


New comparator Y  


 
 
 


KTT5: 
High dose inhaled 
corticosteroids in 
asthma 
 


No comparator Suggestions invited   Would suggest  review Presqipp indicator and recognise as with all indicators it is not perfect! 


KTT7:  
Low dose 
antipsychotics in 
people with dementia 
 


No comparator Suggestions invited  Would suggest this is picked up through QUOF as an indicator – impossible to do via Rx data 


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 
 


Antidepressants: 
First choice % 
items 


 


Revise comparator maybe Interested to see if this may be made more useful  


Dosulepin: % items New comparator 


 


 


Y But need to recognise that as with Co-proxomol  some patients choose to stay on it even when 
they are talked through the risks 


KTT10:  
Three-day courses of 
antibiotics for 
uncomplicated urinary 
tract infection 


3 day courses of 
antibiotics: 
ADQ/item   


New comparator to 
replace current  
Comparator (3 days 
trimethoprim ADQ/item) 


 


N Agree with proposals for all 3 comparators, in particular would be very 
keen to support a UTI antibiotic group 3 day items as a proportion of all 
items comparator.  
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT12: Type 2 diabetes 
mellitus 


 


 


 


Suggestions or 
proposals for future 
comparators invited. 
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Other comments 


Key Therapeutic Topic Comparator Comments 


 


 


  


 


 


  


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


Bath and North East Somerset CCG 


 



mailto:qippcomparators@hscic.gov.uk






I have some feedback from trying to use your prescribing comparators for Quality Improvement 
work at a practice level in a CCG. 
 
1. The laxative comparator - we found this not to be at all helpful. GPs and practices could not make 
any sense of this as a quality marker. They only prescribe laxatives if patients are unwilling or unable 
to make any further lifestyle modifications and it should not be a marker of the quality of care 
provided by the GP. Laxatives on prescription may not be great -but they are hardly unsafe. 
 
2. The total number of antidepressants prescribed -also not helpful and in our area closely match the 
deprivation and social situation of the practice locality. Patients are often unwill to embark on the 
recommended first line psychological therapies. Also -without an insight into the depression 
prevalence at the practice or the number of patients using antidepressants for other conditions such 
as neuropathic pain, we could not use this marker for QI work. 
 
3.  The cefalosporin/quinolone marker. Again this is very unhelpful in our CCG area as cephalexin is 
first line on our local antibiotic formulary for UTIs based on local resistance patterns and as agreed 
between our local microbiologist and medicines management team. We have had to create our own 
comparator not including cephalexin - but the use of this marker (now as part of the CQC Intelligent 
monitoring system) is particularly unhelpful.  
 
In general we found the way that you rank and coloured coded practices unhelpful and negative. 
Data is just data. It needs context before it comes information. 
 
We are delighted to receive quality data as we are very interested in the use of data to drive up 
quality, especially benchmarking data -however this was the feedback from our use of your QIPP 
indicators this year. 
 
Kind regards 
 
Tameside and Glossop CCG 
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain reviseor replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT3: 
Lipid modifying drugs 


Statins: 
Items/STAR-PU 


New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


Y  
 


Ezetimibe: % item 


 


Retain current 
comparator 


 


N Inappropriate prescribing of ezetimibe can be masked with the way the current  comparator is 
set up (i.e. if a much larger proportion of statins are prescribed the comparator may be low). 
Measuring ezetimibe items in isolation would be more accurate. 


or or or 


Ezetimibe: items 
per patient 


New comparator to 
replace current  
comparator (above) 


Y 


Rosuvastatin: % 
items 


 


 


New comparator  Y The variation justifies its inclusion at this stage. 


Other lipid 
modifying drugs: % 
items 


 


 


New comparator Y I think it is worth looking at the fibrates and others non-statins.. 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT5: 
High dose inhaled 
corticosteroids in 
asthma 
 


No comparator Suggestions invited    


KTT7:  
Low dose 
antipsychotics in 
people with dementia 
 


No comparator Suggestions invited   


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 
 


Antidepressants: 
First choice % 
items 


 


Revise comparator Y Prudent to specify generic forms of SSRIs 


Dosulepin: % items New comparator 


 


 


Y Archaic drug and good rationale from the Drug Safety Update from the MHRA 


KTT10:  
Three-day courses of 
antibiotics for 
uncomplicated urinary 
tract infection 


3 day courses of 
antibiotics: 
ADQ/item  


New comparator to 
replace current  
Comparator (3 days 
trimethoprim ADQ/item) 


 


Y Good to include nitrofurantoin also. 


KTT12: Type 2 diabetes 
mellitus 


 


 


 


Suggestions or 
proposals for future 
comparators invited. 


 


 
Remove current % metformin and sulphonylureas comparator. 


This is a highly contentious comparator when discussed with GPs on the basis 
that this comparator does not reflect control of diabetes well as most patient (as 
according to NICE guidelines) will already be prescribed 
metformin/sulphonylureas in addition to newer agents. 
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Other comments 


Key Therapeutic Topic Comparator Comments 


   


   


 


 
 
 


Please send to qippcomparators@hscic.gov.ukby Friday 6th March 2015.  


 


Name of organisation 


 


CCG 


 



mailto:qippcomparators@hscic.gov.uk






 


Health and Social Care Information Centre 
Leeds 
 
6 March 2015 
 


Dear  


Thank you for the opportunity to comment on the proposals published by HSCIC for amendments to 


the set of comparators to accompany the NICE Key Therapeutic Topics (KTT).  


When considering our response, we have sought the views of our members as well as teams within 


ABPI. We have taken the position that this response will not cover any specific medicines issues but 


will consider the strategic direction for the comparators. 


The original suite of comparators published alongside the KTT was badged as QIPP comparators and 


although was well intentioned to support the NHS to achieve cost minimisation without loss of 


quality, in reality became embedded within primary care as a set of metrics to drive particular 


prescribing behaviours. Many organisations used the suite to financially incentivise prescribers to 


achieve targets. Historically some of these activities have included discouraging the prescribing of 


some medicines as well as activities related to cost containment within specific therapy groups. It is 


well known that medicines management teams in Primary Care Trusts used these metrics to build 


QIPP prescribing strategies for short term cost savings. 


However, NHS England has, over recent years, recognised the economic need for a shift in the way 


medicines are used in the NHS. It is the ABPI view that clinicians should be given greater choice by 


moving away from decisions which are dominated by financial considerations to a culture based on 


clinical need and encouraging longer term economic and patient centric considerations into the way 


medicines are used and prescribed. With the introduction of a comprehensive medicines 


optimisation (MO) strategy, the 2014 PPRS-MO joint programme between NHSE and ABPI and the 


associated agreed metrics to demonstrate the value of adopting a holistic approach, the patient 


should receive the most appropriate medicine for their needs. 


It is the ABPI view that by changing the name of the comparators to Medicines Optimisation KTT 


(from QIPP KTT) is merely window dressing as the suite of comparators remains in essence the same 


and will perpetuate cost containment behaviours and culture. We believe that, what set out initially 


to support the NHS to achieve quality care continues to be used as a method for local CCGs to 


develop protocols which attempt to restrict usage of medicines without consideration of the 


principles of medicines optimisation. ABPI is aware of examples of the unintended consequences of 


local implementation activities developed from the comparators, which can be articulated from 







 


individual companies with medicines in the specific therapy area. This information can be made 


available on request. 


In the QIPP documents produced by HSCIC it states; “targets are not assigned to the comparators 


and they are not intended to be used in this way”, however we understand that this has not 


prevented CCGs using them to set cost reduction targets.   


ABPI believes there needs to be a fundamental shift away from such comparators that potentially 


could restrict access to medicines to measures that align to the nationally agreed medicines 


optimisation principles and the implementation of NICE technology appraisals where appropriate.    


“Medicines optimisation is about ensuring that the right patients get the right choice of medicine, at 


the right time. By focusing on patients and their experiences, the goal is to help patients to: improve 


their outcomes; take their medicines correctly; avoid taking unnecessary medicines; reduce wastage 


of medicines; and improve medicines safety. Ultimately medicines optimisation can help encourage 


patients to take ownership of their treatment.”1 


The focus of any comparators now should be on embedding these principles and not providing a 


mechanism for CCGs to sustain a culture that ABPI believes is not in the best interests of the NHS or 


the UK population as it stifles innovation and limits choice. It is the ABPI view that appropriate 


comparators should be used alongside other indicators so that the quality of care is safeguarded by 


giving clinicians choice to prescribe the most appropriate evidence-based treatment for their 


patient. 


ABPI welcomes being a regular member of the NHSE metrics development working group and would 


like to work productively with HSCIC, through our relevant networks, to create metrics that align to 


the national direction of travel for Medicines Optimisation. 


 


Kind regards 


 


On behalf of ABPI  


1 Medicines Optimisation supporting Information for the prototype dashboard .Available at 


http://www.england.nhs.uk/wp-content/uploads/2014/06/mo-dash-supp-info.pdf 


 



http://www.england.nhs.uk/wp-content/uploads/2014/06/mo-dash-supp-info.pdf
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Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT3: 
Lipid modifying drugs 


Statins: 
Items/STAR-PU 


New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


  
 


Ezetimibe: % item 


 


Retain current 
comparator 


 


N The responder considers strongly that any QIPP Prescribing Comparator (PC) 
that focuses on ezetimibe should be retired.  The responder understands that 
QIPP PCs are developed from the KTT document, and their intention is to 
highlight variation in ezetimibe prescribing in an effort to optimise prescribing 
in-line with ezetimibe’s NICE guidance, TA132.1 This would indicate that 
prescribing would allow for local variation, and in theory allow for an increase 
and decrease in ezetimibe prescribing as appropriate.  The responder’s 
perspective is that the previous inclusion of ezetimibe has had the consequence 
of supporting a decrease in ezetimibe prescribing due to inadequate 
implementation of TA132; the impact of this may have been detrimental to 
patients.  Having a national QIPP PC on ezetimibe has led to the inadvertent 
consequence that every local example of implementing a QIPP agenda has led 
to a focus only on decreasing ezetimibe prescribing to reduce cost, rather than 
appropriate usage in-line with TA132. There are a number of publicly available 
examples: 
 


 A CCG prescribing incentive scheme has a prescribing measure 
“ezetimibe as % statins and ezetimibe prescriptions items is a national 
QIPP measure; The CCG is above the national average.”2  Their proposal 
is to review ezetimibe prescribing to allow use in monotherapy (patient 


or or or 


Ezetimibe: items 
per patient 


New comparator to 
replace current  
comparator (above) 


N 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


should have a recorded contraindication or intolerance to statins) or 
prescribed alongside a statin (combined treatment is only indicated in 
familial hypercholesterolaemia or type 2 diabetes, and only then if 
failed to reach target on the highest tolerated statin dose.  In all other 
cases, ezetimibe should be discontinued.  This proposal is inaccurate 
and does not cover all the recommendations from TA132. 


 In another CCG a Medicines Optimisation Scheme is being proposed to 
review and switch suitable patients for three agreed QIPP initiatives.  
There is an arbitrary target to reduce ezetimibe usage by 25%, with no 
consideration as to whether the current prescribing is appropriate and 
in-line with TA132.3 


 Another CCG is proposing a prescribing indicator to ensure prescribing 
is in accordance with NICE guidance.4 They inappropriately recommend 
a STAR-PU measure with an associated cost/1000 STAR-PU.  This 
example is particularly worrying given that STAR-PU values do not exist 
for ezetimibe and their target (calculated using statin STAR-PU) would 
reduce current ezetimibe prescribing by 50%.  The cost/1000 STAR-PU 
value appears to be arbitrary, not considering an eligible population for 
ezetimibe. 


 Another CCG Prescribing Incentive Scheme (2012-2014)5 introduced a 
prescribing incentive scheme in October 2012, which was active 
through to March 2014.  This incentivised a target level of prescribing 
of ezetimibe of 2% or less.  No rationale was provided for the specific 
value, but the Scheme referenced its rationale as “Included as an NPC 
QIPP indicator for 2012/2013”, along with “NICE guidance”.  


 A group of CCGs Key Prescribing Performance Indicators (KPPI) 2013-
20146 also incentivises a prescribing target for ezetimibe of ≤2% 
(relative to all statin + ezetimibe items).  The documents states that 
“The majority [of the indicators] are in line with nationally published 
recommendations from the National Prescribing Centre and Scottish 
Therapeutic Indicators”.  Since February 2012, the NPC (now MPC) KTT 
chapter on ezetimibe has reproduced some of the recommendations 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


for ezetimibe from relevant NICE guidance/guidelines (none of which 
contain a prescribing target).  The document also states “[Prescribing 
incentive] Schemes usually identify areas where practices are outliers 
within national benchmarks or where there is variation or clear room 
for improvement”.   


 
There are other similar examples available, but we believe the above illustrates 
that what has set out to be a well-intentioned QIPP PC has led to the uniform 
targeting of a NICE approved medicine in an effort to reduce cost rather than 
focus on individual patient care.  The above examples highlight that adding 
wording to the QIPP PCs to describe their true intention and deter them being 
used to restrict prescribing of ezetimibe does not work.  In the QIPP documents 
produced by H&SCIC it does state that “targets are not assigned to the 
comparators and they are not intended to be used in this way”, however this 
has not prevented CCGs using them to set arbitrary reduction targets.  There is 
a lack of evidence that any of these local QIPP schemes have been designed 
with the intention of delivering the recommendations of TA132, and the 
responder has been unable to identify any local QIPP initiatives which aim to 
increase prescribing to a level consistent with implementation of TA132.  This 
would support the selective interpretation by local health-economies of the 
inclusion of ezetimibe within the national QIPP PC.  Continued inclusion would 
also appear to contradict the principles of Medicines Optimisation. “Medicines 
optimisation is about ensuring that the right patients get the right choice of 
medicine, at the right time. By focusing on patients and their experiences, the 
goal is to help patients to: improve their outcomes; take their medicines 
correctly; avoid taking unnecessary medicines; reduce wastage of medicines; 
and improve medicines safety. Ultimately medicines optimisation can help 
encourage patients to take ownership of their treatment.”7  
The focus of QIPP PCs should be on correct implementation of TA132 rather 
than a variety of arbitrary measures at the local level to achieve targets to 
deliver savings in prescribing budgets.  For these reasons the responder request 
the removal of this QIPP PC. 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


 
1 TA132: Ezetimibe for the treatment of primary (heterozygous-familial 


and non-familial) hypercholesterolaemia. NICE (2007) [online] Available 
at: http://www.nice.org.uk/nicemedia/live/11886/38799/38799.pdf 
Accessed 5 March 2015. 


 Ezetimibe monotherapy is recommended as an option for the 
treatment of adults with primary (heterozygous-familial or non-
familial) hypercholesterolaemia who would otherwise be initiated 
on statin therapy (as per NICE guidance TA 94 in adults with non-
familial hypercholesterolaemia) but who are unable to do so 
because of contraindications to initial statin therapy.  


 Ezetimibe monotherapy is recommended as an option for the 
treatment of adults with primary (heterozygous-familial or non-
familial) hypercholesterolaemia who are intolerant to statin therapy 
(as defined in section 1.6).  


 Ezetimibe, coadministered with initial statin therapy, is 
recommended as an option for the treatment of adults with primary 
(heterozygous-familial or non-familial) hypercholesterolaemia who 
have been initiated on statin therapy (as per NICE guidance TA 94 in 
adults with non-familial hypercholesterolaemia) when:  


 serum total or low-density lipoprotein (LDL) cholesterol 
concentration is not appropriately controlled (as defined in 
section 1.5) either after appropriate dose titration of initial 
statin therapy or because dose titration is limited by 
intolerance to the initial statin therapy (as defined in section 
1.6)  


and  


 consideration is being given to changing from initial statin 
therapy to an alternative statin.  


2. CCG Prescribing Incentive Scheme. Reference anonymised. 
3. CCG Prescribing Incentive Scheme. Reference anonymised  



http://www.nice.org.uk/nicemedia/live/11886/38799/38799.pdf
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


4. CCG Prescribing Incentiveme. Reference anonymised  
5. CCG Prescribing Incentive Scheme. Reference anonymised  
6. CCG Prescribing Incentive Scheme. Reference anonymised  
7. Medicines Optimisation supporting Information for the prototype 


dashboard .Available at http://www.england.nhs.uk/wp-
content/uploads/2014/06/mo-dash-supp-info.pdf 


 


Rosuvastatin: % 
items 


 


 


New comparator    


 


Other lipid 
modifying drugs: % 
items 


New comparator   


 
 
 


KTT5: 
High dose inhaled 
corticosteroids in 
asthma 


No comparator Suggestions invited    


KTT7:  
Low dose 
antipsychotics in 
people with dementia 


No comparator Suggestions invited   


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 


Antidepressants: 
First choice % 
items 


 


Revise comparator   


Dosulepin: % items New comparator   


KTT10:  
Three-day courses of 
antibiotics for 


3 day courses of 
antibiotics: 


New comparator to 
replace current  
Comparator (3 days 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


uncomplicated urinary 
tract infection 


ADQ/item   trimethoprim ADQ/item) 


 


KTT12: Type 2 diabetes 
mellitus 


 


 


 


Suggestions or 
proposals for future 
comparators invited. 


 


 The responder does not agree with any proposal for a QIPP PC on anti-
hyperglycaemic agents.  Diabetes treatment is heavily reliant on combination 
therapy – therefore a simplistic comparator looking at individual components is 
inadequate and not reflective of clinical practice.  Diabetes management is 
multi-faceted, involving patients with many co-morbidities and complications 
that need to be taken into account, as well as anti-hyperglycaemic agents with 
different profiles.  With this complexity of the disease and number of anti-
hyperglycaemic agents available, patient and clinician choice is critical.  The 
responder strongly believes that clinicians need access to a wide range of anti-
hyperglycaemic agents with established safety profile and that are clinically 
efficacious to effectively manage the growing number of patients with T2DM 
and minimise the long-term complications associated with the disease.  The 
NICE draft T2DM clinical guideline recommends the adoption of an 
individualised approach to diabetes care, focusing on ‘the person’s needs and 
circumstances, taking into account their personal preferences, comorbidities, 
risk of polypharmacy, and their ability to benefit from long-term interventions 
due to reduced life expectancy’.1 This recommendation is in line with both the 
UK medical optimisation strategy,2 NHS five year forward plan3 and the 
international American Diabetes Association (ADA)-European Association for 
the Study of Diabetes (EASD) position statement on the management of 
hyperglycaemia in T2DM.4 


The responder are deeply concerned that any QIPP PC for anti-hyperglycaemic 
agents is heavily reliant on cost containment. This approach contradicts three 
of the five guiding principles (principle: 1, 3 and 4) of the medical optimisation 
strategy2 and is counter-intuitive of the NICE five year forward plan that states 
the UK want to adopt a ‘national evidence-based diabetes prevention 
programme modelled on proven UK and international models’.3  


It is also inappropriate to scope potential comparators based on a draft NICE 
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


clinical guideline.  The draft version is currently out for consultation for 
stakeholders to provide input on the appropriateness of the synthesis of 
evidence and the proposed recommendations.  Once the final NICE T2DM 
clinical guideline has been published, the MPC should update the KTT to reflect 
the final version of the guideline and then the H&SCIC can explore appropriate 
prescribing comparators. 


 
1 Type 2 diabetes. NICE [online] Available at: 


http://www.nice.org.uk/Guidance/InDevelopment/GID-CGWAVE0612  
Accessed 1 March 2015. 


2 Medicines Optimisation: Helping patients to make the most of 
medicines, May 2013. Royal Pharmaceutical Society [online] 
http://www.rpharms.com/promoting-pharmacy-pdfs/helping-patients-
make-the-most-of-their-medicines.pdf  Accessed 1 March 2015 


3 NHS Five Year Forward View, October 2014. NHSE [online] 
http://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-
web.pdf  Accessed 1 March 2015 


4 Standards of Medical Care in Diabetes 2015. January 2015. American 
Diabetes Association (ADA) [online] 
http://professional.diabetes.org/admin/UserFiles/0%20-
%20Sean/Documents/January%20Supplement%20Combined_Final.pdf  
Accessed 1 March 2015 


 


  



http://www.nice.org.uk/Guidance/InDevelopment/GID-CGWAVE0612

http://www.rpharms.com/promoting-pharmacy-pdfs/helping-patients-make-the-most-of-their-medicines.pdf

http://www.rpharms.com/promoting-pharmacy-pdfs/helping-patients-make-the-most-of-their-medicines.pdf

http://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf

http://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf

http://professional.diabetes.org/admin/UserFiles/0%20-%20Sean/Documents/January%20Supplement%20Combined_Final.pdf

http://professional.diabetes.org/admin/UserFiles/0%20-%20Sean/Documents/January%20Supplement%20Combined_Final.pdf
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Other comments 


Key Therapeutic Topic Comparator Comments 


 


 


  


 


 


  


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


 


 


Other contact details (optional) 


Name  


Title  


Role  


Contact details (other 
than e-mail address used 
to send feedback) 


 


 


 



mailto:qippcomparators@hscic.gov.uk






1 
 


Medicines Optimisation Key Therapeutic Topics Comparators: Proposals to retain revise or replace current 
comparators and introduce new comparators. 


Feedback form  


Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


 Statins: 
Items/STAR-PU 


New comparator to 
replace current  
comparator (low cost 
lipid lowering drugs)  


y This would be my preferred option as branded Lipitor  would be classed as high cost.  
 


Ezetimibe: % item 


 


Retain current 
comparator 


 


y  


or or or 


Ezetimibe: items 
per patient 


New comparator to 
replace current  
comparator (above) 


 


Rosuvastatin: % 
items 


 


 


New comparator    


 


Other lipid 
modifying drugs: % 
items 


 


 


New comparator   
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Key Therapeutic Topic Comparator Proposal 


Agree 
with 


proposal: 
Y or N 


Comments, including reasons if do not agree with proposal.  


KTT5: 
High dose inhaled 
corticosteroids in 
asthma 
 


No comparator Suggestions invited   It is really difficult to measure indication specific markers.  


KTT7:  
Low dose 
antipsychotics in 
people with dementia 
 


No comparator Suggestions invited  Again indication cannot be measured so the arker has less relevance. It could me mapped to 
prevalence but this would require the use of data outside of E-pact. 


KTT8: First choice 
antidepressant use in 
adults with depression 
or anxiety disorder 
 


Antidepressants: 
First choice % 
items 


 


Revise comparator   


Dosulepin: % items New comparator 


 


 


 Tis would be my preference given the risks of  Dosulepin. 


KTT10:  
Three-day courses of 
antibiotics for 
uncomplicated urinary 
tract infection 


3 day courses of 
antibiotics: 
ADQ/item   


New comparator to 
replace current  
Comparator (3 days 
trimethoprim ADQ/item) 


 


 Local sensitivity is a major factor in this and is hard to adjust for, however extending it beyond 
trimethoprim  is a pregamatic approach. 


Again the indication is a confounding factor given the availability of 
OTC courses for UTI which may GPS advise. This will skew the 
data and make benchmarking more difficult 


KTT12: Type 2 diabetes 
mellitus 


 


 


 


Suggestions or 
proposals for future 
comparators invited. 
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Other comments 


Key Therapeutic Topic Comparator Comments 


Specials 


 


Spend on 
specials per 
ASTRO-PU 


Given the cost of specials some focus on this area 
would be of benefit. 


Opiate use 


 


% of morphine 
used compared 
to morphine 
plus oxycodone 


Would encourage the use of morphine . We are seeing 
a real increase in oxycodone prescribing where morpine 
has not been used or optimised. 


Gabapentin Gabapentin 
items as % of 
pregabalin and 
gabapentin 
combines 


Would encourage the use of more cost effective 
pregabalin 


Darifenacin  use Darifenacin 
items as a % of 
solifenacin and 
darifnacin 


Would encourage use of NICE supported darifenacin 
against the heavily marketed solifenacin. 


 


 
 
 


Please send to qippcomparators@hscic.gov.uk by Friday 6th March 2015.  


 


Name of organisation 


 


CCG 
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Somerset CCG 
 
Ive already commented on splitting the cephs, quins and co-amoxiclav as combined indicators hide 
lots of sins. 
 
Re the 3 day UTI issue 
 
PHE is now adding Pivmecillinam and for men they recommend 7 days of all so indicator may get 
skewed if just looking at trimethoprim and nitro 3 days. 
 
Im also aware of a growing secondary care trend to recommend co-trimoxazole for all sorts of 
infections given the MRSA and C diff taregts – Locally Ive cautioned re licensing and unexpected 
consequences 
 
It would be useful to see how much is being used nationally 
 
 
 
 


 
 
 
 







