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Executive Summary 
 
The national Quality and Outcomes Framework (QOF) was introduced as part of the new 
General Medical Services (GMS) contract on 1 April 2004.  The objective of the QOF is to 
improve the quality of care patients are given by rewarding practices for the quality of care 
they provide to their patients. Participation by practices in the QOF is voluntary, though 
participation rates are very high, with most Personal Medical Services (PMS) practices also 
taking part.   
 
The QOF has undergone some revisions since it was first introduced.  Further changes to 
the QOF were made at the start of 2009/10.  These included the introduction of new 
indicators in the existing heart failure, chronic kidney disease, depression and diabetes 
clinical indicator sets; the introduction of two new indicators under a new cardio-vascular 
disease (primary prevention) clinical indicator set; the removal of two high value indicators 
from the Patient Experience domain; changes to contraception indicators within the 
Additional Services domain of the QOF; and various changes to the points values of some 
QOF indicators.  Overall, the maximum QOF score remained at 1,000 points. 
 
The QOF allows practices to exception-report (exclude) specific patients from data collected 
to calculate achievement scores.  Patients can be exception-reported from individual 
indicators if, for example, they do not attend appointments or where the treatment is judged 
as inappropriate by the GP (such as medication cannot be prescribed due to side-effects).  
The GMS contract sets out the criteria which allow practices to participate in QOF but not to 
be penalised where exception reporting occurs. 
 
Patient exception reporting applies to those indicators in the clinical domain of the QOF 
where level of achievement is determined by the percentage of patients receiving the 
specified level of care.  In 2009/10 there were 68 such clinical indicators.  Exception 
reporting also applies to one cervical screening indicator and two contraceptive services 
indicators in the additional services domain; six ‘records and information’ indicators within 
the organisational domain also have exception reporting.  The information presented in this 
bulletin refers to clinical domain indicators only. 
 
Information is derived from the Quality Management Analysis System (QMAS), a national 
system developed by NHS Connecting for Health that uses data from general practices to 
calculate QOF achievement for individual practices.  Information presented is for 2009/10, as 
held on the QMAS system at the end of July 2010 (some practices’ QOF achievement would 
still have been subject to local agreement at this date). 
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In 2009/10: 
 
• Exception reporting rates reflect the percentage of patients who are not included when 

determining Quality and Outcomes Framework (QOF) achievement.  The overall 
exception rate across all clinical indicators for England increased in 2009/10 to 5.41% 
(from 4.87% in 2008/09).  The increase is probably at least partly due to changes in the 
QOF (including the introduction of new clinical indicators) in 2009/10.   

 
• There is variation between indicators.  Indicators that are classified as process measures 

have a lower exception rate than other types of indicator. 
 
• Exception rates at individual practice level for 2009/10 show that: 
 

• The overall exception rate across all indicators, ranged from 0.05% to 61.54%.  
Unusually high or low exception rates at practice level can be due to very small 
numbers of patients. 

• The average of the individual exception rates for each of the 8,292 practices was 5.68 
(4.85% across 8,215 practices in 2008/09). 

• There were 148 practices (1.78%) with overall exception rates higher than 15%.  
• There were 454 practices (5.48%) with overall exception rates higher than 10%. 
• There were 4127 practices (49.77%) with overall exception rates lower than 5%. 

 
A key feature of the Quality and Outcomes Framework is to encourage appropriate and high 
quality clinical care for key chronic diseases.  Potentially, exception reporting could influence 
the level of financial reward to practices.  The availability of high level information on 
exception reporting provides an indication of the variations in exception rates that are found 
between specific indicators, and between NHS organisational areas.  Care should be taken 
to interpret this high level analysis in the context of local primary care service delivery, 
notably in terms of the numbers of patients associated with relatively high or low exception 
rates.  Primary care trusts will have access to more detailed local information, and 
knowledge of local circumstances, to enable unusual levels of exception reporting to be 
investigated further. 
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1.  Introduction to the Quality and Outcomes 
Framework 
1.1 Overview of the QOF 
 
The national Quality and Outcomes Framework (QOF) was introduced as part of the new 
General Medical Services (GMS) contract on 1 April 2004.  The objective of the QOF is to 
improve the quality of care patients are given by rewarding practices for the quality of care 
they provide to their patients. Participation by practices in the QOF is voluntary, though 
participation rates are very high, with most Personal Medical Services (PMS) practices also 
taking part.   
 
Information in this bulletin was derived from the Quality Management Analysis System 
(QMAS), a national system developed by NHS Connecting for Health.  QMAS uses data 
from general practices to calculate individual practices’ QOF achievement. 
 
Published by the NHS Information Centre, more detailed QOF information for 2009/10, and 
QOF information from previous years, can be found at www.ic.nhs.uk/qof. 
 
The national QOF is an incentive payment scheme for practices that choose to participate, 
and is not a performance management tool.  One of its key principles is that indicators 
should, where possible, be based on the best available research evidence.     
 
1.2 Contents of the QOF  
 
The QOF contains four main components, known as domains.  The four domains are: 
Clinical Domain, Organisational Domain, Patient Experience Domain and Additional Services 
Domain.  Each domain consists of a set of achievement measures, known as indicators, 
against which practices score points according to their level of achievement.  The 2009/10 
QOF measured achievement against 134 indicators, and practices scored points on the 
basis of achievement against each indicator, up to a maximum of 1,000 points.  A list of 
2009/10 QOF clinical domain indicators is provided in the Annex. 
 
The QOF has undergone some revisions since it was first introduced.  Further changes to 
the QOF were made at the start of 2009/10.  These included the introduction of new 
indicators in the existing heart failure, chronic kidney disease, depression and diabetes 
clinical indicator sets; the introduction of two new indicators under a new cardio-vascular 
disease (primary prevention) clinical indicator set; the removal of two high value indicators 
from the Patient Experience domain; changes to contraception indicators within the 
Additional Services domain of the QOF; and various changes to the points values of some 
QOF indicators.  Overall, the maximum QOF score remained at 1,000 points. 
 
Full details of the 2009/10 revision to the QOF are available from the NHS Employers’ web 
site: 
http://www.nhsemployers.org/PayAndContracts/GeneralMedicalServicesContract/QOF/Page
s/ChangesToQOF200910.aspx  
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In 2009/10, the Clinical Domain consisted of 86 indicators across 20 clinical areas, worth up 
to a maximum of 697 points (69.7% of the total): 
 

• Coronary heart disease (10 indicators) 
• Cardio-vascular disease (primary prevention) (2) 
• Heart failure (4) 
• Stroke and transient ischaemic attack (8) 
• Hypertension (3) 
• Diabetes mellitus (17) 
• Chronic obstructive pulmonary disease (5) 
• Epilepsy (4) 
• Hypothyroidism (2) 
• Cancer (2) 
• Palliative care (2) 
• Mental Health (6) 
• Asthma (4) 
• Dementia (2) 
• Depression (3) 
• Chronic kidney disease (5) 
• Atrial fibrillation (3) 
• Obesity (1) 
• Learning disabilities (1) 
• Smoking (2) 

 
In 2009/10 the Organisational Domain consisted of 36 indicators across five organisational 
areas, worth up to 167.5 points (16.75% of the total): 
 

• Records and information (12 indicators) 
• Information for patients (2) 
• Education and training (7) 
• Practice management (7) 
• Medicines management (8) 

 
In 2009/10 the Patient Experience Domain consisted of three indicators relating to length of 
consultations and patient experience of access to GPs.  These indicators were worth up to 
91.5 points (9.15% of the total). 
 
In 2009/10 the Additional Services Domain consisted of nine indicators across four service 
areas, worth up 44 points (4.4% of the total): 
 

• Cervical screening (4 indicators) 
• Child health surveillance (1) 
• Maternity services (1) 
• Contraception (sexual health) (3) 
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1.3 QOF Exception Reporting 
 
Patient exception reporting applies to those indicators in the clinical domain of the QOF 
where level of achievement is determined by the percentage of patients receiving the 
specified level of care.  In 2009/10 there were 68 such clinical indicators.  Exception 
reporting also applies to one cervical screening indicator and two contraceptive services 
indicators in the additional services domain; six ‘records and information’ indicators within 
the organisational domain also have exception reporting.  The information presented in this 
bulletin refers to clinical domain indicators only. 
 
The GMS contract Statement of Financial Entitlements (SFE) includes the following: 
 
The QOF includes the concept of exception reporting. This has been introduced to allow 
practices to pursue the quality improvement agenda and not be penalised, where, for 
example, patients do not attend for review, or where a medication cannot be prescribed due 
to a contraindication or side-effect.  
 
The following criteria have been agreed for exception reporting: 
  
A) patients who have been recorded as refusing to attend review who have been invited on 
at least three occasions during the preceding twelve months  
 
B) patients for whom it is not appropriate to review the chronic disease parameters due to 
particular circumstances e.g. terminal illness, extreme frailty  
 
C) patients newly diagnosed within the practice or who have recently registered with the 
practice, who should have measurements made within three months and delivery of clinical 
standards within nine months e.g. blood pressure or cholesterol measurements within target 
levels  
 
D) patients who are on maximum tolerated doses of medication whose levels remain sub-
optimal  
 
E) patients for whom prescribing a medication is not clinically appropriate e.g. those who 
have an allergy, another contraindication or have experienced an adverse reaction  
 
F) where a patient has not tolerated medication  
 
G) where a patient does not agree to investigation or treatment (informed dissent), and this 
has been recorded in their medical records  
 
H) where the patient has a supervening condition which makes treatment of their condition 
inappropriate e.g. cholesterol reduction where the patient has liver disease  
 
I) where an investigative service or secondary care service is unavailable.  
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In the case of exception reporting on criteria A and B this would apply to the disease register 
and these patients would be subtracted from the denominator for all other indicators. For 
example, in a practice with 100 patients on the CHD disease register, in which four patients 
have been recalled for follow-up on three occasions but have not attended and one patient 
has become terminally ill with metastatic breast carcinoma during the year, the denominator 
for reporting would be 95. This would apply to all relevant indicators in the CHD set.  
 
In addition, practices may exception-report patients relating to single indicators, for example 
a patient who has heart failure due to left ventricular dysfunction (LVD) but who is intolerant 
of ACE inhibitors could be exception-reported. This would again be done by removing the 
patient from the denominator.  
 
Practices should report the number of exceptions for each indicator set and individual 
indicator. Exception codes have been added to systems by suppliers. Practices will not be 
expected to report why individual patients were exception-reported. Practices may be called 
on to justify why they have excepted patients from the QOF and this should be identifiable in 
the clinical record.  
 
1.4 Definitional Background  
 
There is a distinction between: 
 

• Numbers of patients on disease registers for QOF indicator groups (disease areas). 
• Numbers of patients relevant to specific indicators within these indicator groups. 
• Numbers of patients relevant to specific indicators who are included in the indicator 

denominator when measuring QOF achievement. 
 
1.4.1 Registers  
 
Registers relate to each of the indicator groups within the clinical domain of the QOF.  In 
2009/10, there were registers relating to 20 clinical indicator groups, and these are listed in 
section 1.2 above.   
 
Information systems underpinning the QOF hold, for each participating practice, the numbers 
of patients on each of these registers.  For example, there is a register count for all people 
on each practice list who are diagnosed with CHD.   
 
1.4.2 Indicator Denominators, Exclusions and Exceptions 
 
Indicator denominators are the numbers of patients from the appropriate disease register 
who are counted for QOF achievement against a specific QOF indicator.  (The indicator 
numerator is the number of those in the denominator who meet the specific indicator 
success criteria.) 
 
Differences between an indicator denominator and the number on a register can be due to 
indicator definition.  Some indicators refer to subsets of patients on a disease register, for 
example they may refer only to patients who smoke.  Patients who are on the disease 
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register, but not included in the indicator denominator for definitional reasons, are referred to 
here as exclusions.   
 
Where differences between an indicator denominator and the number on a register are not 
due to indicator definition, this is due to exceptions.  Exceptions relate to patients who are 
on the disease register, and who would ordinarily be included in the indicator denominator.  
However they are excepted from the indicator denominator because they meet at least one 
of the SFE exception criteria.   
 
The normal relationship between registers, denominators, exclusions and exceptions is 
therefore: 
 
Register = Denominator + Exclusions + Exceptions 
 
1.5 Effective Exception Rates  
 
Exception reporting rates presented in this bulletin are referred to as ‘effective exception 
rates’.  For each indicator in the clinical domain, the effective exception rate is calculated as 
follows: 
 
[Number of Exceptions / (Number of Exceptions + Indicator Denominator)] * 100 
 
Therefore the recorded number of exceptions is expressed as a percentage of the number of 
patients on a disease register who were qualified to be part of the indicator denominator – ie, 
were not counted as exclusions for definitional reasons. 
 
1.6 Source Data  
 
The source for this bulletin was an extract of data from QMAS (the national IT system 
delivered by NHS Connecting for Health that supports the QOF payment process), taken at 
the end of July 2010.   
 
QMAS is primarily a system to support QOF payments, and exception reporting is recorded 
as part of that process.  QMAS was not designed to deliver specific management information 
about exception reporting, but does allow summary information on the levels of exception 
reporting to be generated.  This information is the basis for this publication.  
 
1.7 Number of Practices Included  
 
Exception reporting information was compiled for 8,292 of the 8,305 practices included in 
published QOF achievement statistics for 2009/10 in England.  Exception information was 
not submitted to QMAS for practices that made manual submissions to QMAS instead of 
automatic submissions from practice clinical systems, or where the version of the QMAS 
software installed on practice systems did not support the submission of information on 
exception reporting. 
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1.8 Derivation of Exception Numbers  
 
For each practice-indicator combination, numbers of exceptions were derived as follows: 
 

• Where QMAS recorded a number of exceptions for a practice and indicator (including 
zero exceptions) this figure was used.   

• Where QMAS did not record a number of exceptions for a practice-indicator 
combination, but did record a number of exclusions, the number of exceptions was 
taken to be zero. 

• Where QMAS did not record a number of exceptions, nor a number of exclusions, for 
a practice-indicator combination, but where the practice was known to be capable of 
submitting exception information to QMAS (by virtue of such information being 
submitted for other indicators), the number of exceptions was taken to be zero. 

 
1.9 Notes on the Data  
 
Practices using QMAS were able to amend disease register figures and measures of QOF 
achievement (numerators and denominators for indicators) following the financial year end 
(2009/10), prior to agreement of QOF achievement with their primary care trusts (PCTs) for 
payment.  However, information captured by QMAS relating to exceptions and exclusions 
could not be amended on the QMAS system.   
 
Where amendments to registers or indicator denominators occurred, the relationship 
between disease register, indicator denominator, exclusions and exceptions could be 
affected – and there could be a difference between effective exception rates computed using 
QMAS data and ‘actual rates’ that would have been computed if exception and exclusion 
counts had been amended in line with changes to registers and denominators. 
 
QMAS does not allow a robust presentation of exceptions broken down by each of the nine 
SFE exception criteria outlined above.  There are two reasons for this: 
 

• Any individual patient can be associated with more than one of the exception criteria, 
but only one such reason needs to be identified by the QMAS system in order to 
except this patient from inclusion in the indicator denominator.  Only the first reason 
identified by the system is therefore captured, and no information is captured for other 
potential reasons. 

 
• The testing of patient exceptions on national QOF systems (such as QMAS) is 

primarily focused on ensuring that data values used for achievement calculations are 
accurate for payment purposes.  Therefore any testing of the order of sequencing (ie 
the order whereby systems check for different exception codes or criteria) is 
secondary.  Different GP clinical information systems may follow different 
sequencing without this impacting on payment accuracy. 
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2.  QOF Exception Reporting 2009/10 
 
2.1 Exception Reporting by Indicator Group 
 
Table 1 shows effective exception rates for 17 areas of the clinical domain.  (Exception 
reporting information is not available for three areas of the clinical domain – obesity, learning 
disabilities and palliative care – because indicators for these three areas refer only to the 
existence of clinical registers.)  The exception rates shown are based on the sum of 
exceptions and the sum of denominators for all indicators within these indicator groups.  
Numbers of exceptions and the sum of the denominators refer to patient records associated 
with indicators, not individual patients.  Individual patients can occur in more than one 
indicator group, and can occur more than once in any specific indicator group when 
associated with more than one indicator. 
 

Indicator Group 
Total Number 
of Exceptions

Sum of 
Denominators 

2009/10 
Exception 

Rate

2008/09 
Exception 

Rate
Asthma 204,486 3,698,658 5.24% 5.13%
Atrial Fibrillation 37,979 897,981 4.06% 4.40%
Cancer 2,151 137,663 1.54% 1.42%
Cardiovascular Disease Primary Prevention1 119,103 508,776 18.97% -
Chronic Kidney Disease2 237,116 5,307,926 4.28% 4.59%
Chronic Obstructive Pulmonary Disease3 348,939 2,410,238 12.65% 10.22%
Coronary Heart Disease 1,059,414 12,722,936 7.69% 7.80%
Dementia 17,611 231,601 7.07% 7.64%
Depression4 277,607 4,314,073 6.05% 3.77%
Diabetes 5 2,264,237 32,898,346 6.44% 5.65%
Epilepsy 77,806 917,125 7.82% 7.85%
Heart Failure 6 93,808 450,605 17.23% 8.01%
Hypertension 376,174 14,247,798 2.57% 2.53%
Hypothyroidism 7,618 1,594,178 0.48% 0.46%
Mental Health 102,104 843,188 10.80% 12.61%
Smoking 98,072 13,625,877 0.71% 0.71%
Stroke or Transient Ischaemic Attack 383,338 5,006,113 7.11% 7.19%
All Clinical Indicators 5,707,563 99,813,082 5.41% 4.87%

 
Table 1: Exception rates by indicator group, 2009/10 (with 2008/09 comparison) 
Notes: 
1 New QOF indicator group with PP1 and PP2 indicators in 2009/10 
2 Includes new CKD6 indicator in 2009/10 
3 Includes one revised indicator in 2009/10. 
4 Includes new DEP3 indicator in 2009/10 
5 Includes new DM23, DM24, DM25 indicators in 2009/10 
6 Includes new HF4 indicator in 2009/10 
 
Table 1 shows that in 2009/10 the overall effective exception rate for England, across all 
clinical domain indicator groups, was 5.41% (4.87% in 2008/09). Exception rates increased 
in 2009/10, compared with 2008/09, for eight of the 16 indicator groups that existed in 
2008/09.  Four of these (COPD, Depression, Diabetes and Heart Failure) had new or revised 
indicators in 2009/10. 

12 Copyright © 2010, The Health and Social Care Information Centre. All Rights Reserved. 
 

  



 

 
2.2 Exception Reporting by Indicator  
 
Effective exception rates for England were calculated for 68 individual indicators from the 
clinical domain of the QOF (a full list of QOF clinical indicator definitions is provided in the 
Annex).  The 10 indicators with the highest exception rates are shown in Table 2.  Four of 
these indicators (Heart Failure 04, Depression 03, Primary Prevention 02 and Primary 
Prevention 01) were new indicators in 2009/10.  The other six indicators were also among 
the indicators with the highest 10 exception rates in 2008/09. 
 

Indicator 
Total Number 
of Exceptions 

Sum of 
Denominators

2009/10 
Exception 

Rate

2008/09 
Exception 

Rate 
Heart Failure 04 67,463 110,952 37.81% - 
Depression 03 121,649 250,480 32.69% - 
CHD 10 445,679 1,437,170 23.67% 24.67% 
Primary Prevention 02 67,672 271,647 19.94% - 
Primary Prevention 01 51,431 237,129 17.82% - 
COPD 12 28,113 149,588 15.82% 25.40% 
Epilepsy 08 52,231 279,480 15.75% 16.13% 
Stroke 10 131,246 789,575 14.25% 13.96% 
Diabetes 18 332,330 2,003,001 14.23% 14.33% 
Mental Health 09 53,934 351,909 13.29% 14.06% 

 
Table 2: Exception rates by indicator (highest ten), 2009/10 (with 2008/09 comparison) 
 
The 10 indicators with the lowest rates are shown in Table 3.  The same 10 indicators had 
the 10 lowest exception rates in 2008/09. 
 

Indicator 
Total Number 
of Exceptions 

Sum of 
Denominators

2009/10 
Exception 

Rate

2008/09 
Exception 

Rate 
Diabetes 22 50,681 2,284,666 2.17% 2.01% 
Stroke 05 15,573 905,227 1.69% 1.72% 
Diabetes 11 37,409 2,297,942 1.60% 1.47% 
Cancer 03 2,151 137,663 1.54% 1.42% 
Hypertension (BP) 04 81,049 7,231,000 1.11% 1.02% 
CHD 05 19,660 1,863,187 1.04% 1.04% 
Smoking 04 18,998 1,963,812 0.96% 0.94% 
Smoking 03 79,074 11,662,065 0.67% 0.67% 
CKD 02 10,336 1,804,757 0.57% 0.45% 
Thyroid 02 7,618 1,594,178 0.48% 0.46% 

 
Table 3: Exception rates by indicator (lowest ten), 2009/10 (with 2008/09 comparison) 
 
2.3 Exception Reporting by Type of Indicator  
 
The QOF programme team at the National Institute for Health and Clinical Excellence (NICE) 
has produced a classification of the types of indicator in the clinical domain of the QOF.  The 
five categories of QOF clinical indicator, defined by NICE, are: 
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• Health outcome (O) – the indicator directly measures a health outcome (such as 

mortality, morbidity, health-related quality of life).  There is one outcome indicator – 
Epilepsy 8: epilepsy seizure-free in the past 12 months. 

• Intermediate outcome (IO) – the indicator measures an intermediate health 
outcome.  Refers to indicators relating to BP target; cholesterol target; HbA1c target; 
lithium levels. 

• Process measure directly linked to health outcomes (P-T-O) – the indicator 
measures an action (process) that is directly linked to a therapeutic intervention that is 
known to improve health outcomes. This is defined as delivery of a drug therapy or 
non-drug interventions and may include referral to specialist service where 
intervention will be delivered (for example, smoking cessation).   

• Process measure (P) – this includes both pure process measures (e.g., BP 
measurement) and process measures that may indirectly lead to an improvement in 
health outcomes (e.g. use of a diagnostic test, clinical review). 

• Register (R) – the indicator is a clinical register. 
 
The classification of each clinical indicator is shown in the Annex.  Table 4 presents a 
summary of 2009/10 achievement and exception reporting for all practices in England 
against these five clinical indicator categories.  (There is no exception reporting for Register 
indicators.) 
 

Indicator Category 
Number of 

Indicators (%)
Associated 
QOF Points

Average 
Points 

Achieved 
per Practice

Points 
Achieved as 

% of 
Available 

(associated 
points x 

8,305 
practices) 

2009/10 
Exception 

Rate 
(based on 

8,292 
practices)

Health outcome 1 (1.2%) 6 5.3 89.1% 15.75%
Intermediate outcome 12 (14.0%) 173 167.3 96.7% 7.05%
Process measure directly 
linked to health outcomes 14 (16.3%) 116 113.5 97.8% 10.58%

Process measure 42 (48.8%) 331 311.5 94.1% 3.54%
Register  17 (19.8%) 71 70.5 99.3% n/a
Total  86 (100%) 697 668.2 95.9% 5.41%

 
Table 4: QOF achievement and exception rates by clinical indicator type in 2009/10 
 
The QOF has one true outcome-based indicator (Epilepsy 8, which refers to seizure 
frequency).  There is an emphasis on improving quality of care through use of intermediate 
outcome measures (for example BP, cholesterol and HbA1c targets), and through process 
measures directly linked to outcomes (for example indicators that incentivise drug therapy).  
These three groups together account for just under a third of QOF clinical indicators (27 out 
of 86 indicators, 31%) and a larger proportion of QOF clinical domain points (289 out of 697 
available points, 41%).  
 
In addition, a proportion of QOF indicators are process measures that may have the potential 
to improve health outcomes through incentivising a clinical assessment or review, or through 
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the use of appropriate diagnostic tests.  Here the link between process and outcome is less 
direct: better review or diagnosis may lead to improved treatment, which in turn may lead to 
improved health outcomes – this may only occur in a proportion of cases. 
 
Table 4 shows that the indicators classified as process measures have the lowest exception 
rate (3.54%).  For example five of the ten indicators with the lowest exception rates (in table 
3) relate to the recording of blood pressure (Stroke 05, Diabetes 11, CHD 05, BP 04 and 
CKD 02), and nine of the ten indicators with the lowest exception rates are classified by 
NICE as process measures (the other being Smoking 04, which is classified as a process 
measure directly linked to health outcomes). 
 
By contrast, the ten indicators with the highest exception rates (table 2) include one indicator 
classified as a health outcome measure (Epilepsy 08) and four indicators classified as 
process measures directly linked to health outcomes (Heart Failure 04, CHD 10, Stroke 10 
and Diabetes 18). 
 
2.4 Exception Reporting at SHA Level  
 
Around the overall national exception rate of 5.41%, geographical variation is found in overall 
exceptions rates (across all indicators) at strategic health authority (SHA) level.  Table 5 
shows that the overall exception rate at SHA level in 2009/10 ranged from 5.04% (West 
Midlands SHA) to 5.85% (South East Coast SHA).   
 

SHA Name 

2009/10 
Exception 

Rate

2008/09 
Exception 

Rate
North East 5.20% 4.82%
North West  5.77% 5.26%
Yorkshire and the Humber  5.22% 4.73%
East Midlands  5.55% 4.95%
West Midlands 5.04% 4.52%
East of England  5.17% 4.65%
London  5.13% 4.66%
South East Coast  5.85% 5.23%
South Central  5.63% 4.99%
South West 5.59% 4.92%
England 5.41% 4.87%

 
Table 5: Effective exception rates by SHA, 2009/10 (with 2008/09comparison) 
 
However, individual SHAs do not tend to be associated with relatively low or high exception 
rates for all indicator groups – there is variation, whereby individual SHAs may have 
relatively high exception rates for one indicator group, and relatively low exception rates for 
another.  This is shown in Table 6 for three illustrative indicator groups (asthma, CHD and 
diabetes), where the rank order of each SHA is shown (rank=1 denotes the highest 
exception rate for that indicator group).  Here, for example, North East SHA has the highest 
exception rate for asthma, but the lowest for CHD and diabetes.  Potentially, greater 
variation may be observed for individual indicators. 
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SHA Name 

2009/10 
Asthma 

Exception 
Rate 

Asthma 
Rank

2009/10 
CHD 

Exception 
Rate

CHD
Rank

2009/10 
Diabetes 

Exception 
Rate 

Diabetes 
Rank

North East 7.00% 1 7.12% 10 5.78% 10
North West  6.41% 3 8.16% 1 6.59% 5
Yorkshire and the 
Humber  5.00% 7 7.54% 7 5.94% 9
East Midlands  5.89% 4 7.56% 6 6.80% 3
West Midlands 4.19% 9 7.39% 9 5.98% 8
East of England  4.65% 8 7.61% 5 6.21% 7
London  3.26% 10 7.45% 8 6.24% 6
South East Coast  6.47% 2 8.08% 2 7.17% 2
South Central  5.41% 6 7.76% 4 7.18% 1
South West 5.61% 5 7.85% 3 6.77% 4

 
Table 6: Illustrative exception rates by indicator group and rank order by SHA, 2009/10 
 
2.5 Exception Reporting at PCT Level  
 
Around the overall national exception rate of 5.41%, geographical variation is found in overall 
exceptions rates (across all indicators) at primary care trust (PCT) level.  In 2009/10, the 
lowest overall exception rate at PCT level was 3.81%, and the highest was 7.65% (the range 
in 2008/09 was from 3.46% to 7.08%). 
 
Figure 1 shows the range of exception rates by PCT and indicator group, presenting 
minimum and maximum values for PCTs, and inter-quartile ranges. 
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Figure 1: Exceptions rates by PCT and indicator group – minimum, maximum and inter-quartile ranges, 
2009/10 

16 Copyright © 2010, The Health and Social Care Information Centre. All Rights Reserved. 
 

  



 

PCTs will be able to use local information on exception reporting to determine where they lie 
within these ranges.  For example, PCTs may examine how their overall rates reflect 
differences at practice level and at indicator level, and the extent to which relatively high or 
low rates are due to small numbers of patients.   
 
2.6 Exception Reporting at Practice Level  
 
Effective exception rates at individual practice level for 2009/10 show that: 
 

• The overall exception rate across all indicators, ranged from 0.05% to 61.54%.  
Unusually high or low exception rates at practice level can be due to very small 
numbers of patients. 

• The average of the individual exception rates for each of the 8,292 practices was 
5.68% (4.85% across 8,215 practices in 2008/09). 

• There were 148 practices (1.78%) with overall exception rates higher than 15% 
(compared with 0.26% of practices in 2008/09).  

• There were 454 practices (5.48%) with overall exception rates higher than 10% 
(compared with 2.25% of practices in 2008/09). 

• There were 4127 practices (49.77%) with overall exception rates lower than 5% 
(compared with 61.31% of practices in 2008/09). 

 
It is important to emphasise some of the limitations of the available data, as described in 
section 1 above.  Care should be taken not to draw false inferences from headline figures of 
exception rates calculated at practice level.  For example, rates which appear to be very high 
(especially at individual indicator level) may simply be a function of very small numbers of 
patients.  Similarly, very low (or zero) rates at indicator level could also result from very small 
numbers of patients.  Figure 2 presents a frequency distribution of overall exception rates by 
practice. 
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Figure 2: Frequency distribution of overall effective exception rates by practice, 2009/10 
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3.  Summary 
 
An important aim of the Quality and Outcomes Framework is to encourage appropriate and 
high quality clinical care for key chronic diseases.  Potentially, exception reporting could 
influence the level of financial reward to practices. 
 
The availability of high level information on exception reporting provides an indication of the 
variations in exception rates that are found between specific indicators, and between NHS 
organisational areas.   
 
It is important to emphasise some of the limitations of the available data, as described in 
section 1 above.  These include practices missing from the analysis; the derivation of 
exception counts; and the potential for amendments to indicator denominators not mirrored 
by changes to counts of exceptions.   
 
Additionally, care should be taken to interpret high level analysis in the context of local 
primary care service delivery, notably in terms of the numbers of patients associated with 
relatively high or low exception rates.  Primary care trusts will have access to more detailed 
local information, and knowledge of local circumstances, to enable unusual levels of 
exception reporting to be investigated further. 
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4.  QOF Links 
 
NHS Employers (for QOF guidance): 
http://www.nhsemployers.org/PayAndContracts/GeneralMedicalServicesContract/QOF/Pages/Quality
OutcomesFramework.aspx 
 
GMS contract Statement of Financial Entitlements: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Legislation/Directionsfromthesecretaryofstate/DH_
119628 
 
QMAS (Connecting for Health): 
http://www.connectingforhealth.nhs.uk/systemsandservices/gpsupport/qmas 
 
Primary Care Commissioning: 
http://www.pcc.nhs.uk/quality-and-outcomes-framework 
 
QOF Publications in other UK countries 
 
Scotland: 
http://www.isdscotland.org/isd/6421.html 
  
Wales: 
http://wales.gov.uk/topics/statistics/theme/health/primary-care/gms-contract/?lang=en 
  
Northern Ireland: 
http://www.dhsspsni.gov.uk/index/hss/gp_contracts/gp_contract_qof.htm 
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Annex: QOF Clinical Domain Indicators 2009/10 
 
Note: R, P, IO, P-T-O and O after the clinical indicator definitions refer to NICE categories of types of 
clinical indicator, as outlined in section 2.3 above. 
 
Coronary Heart Disease 
 
CHD 1: The practice can produce a register of patients with coronary heart disease. (R) 
 
CHD 2: The percentage of patients with newly diagnosed angina (diagnosed after 1 April 2003) who 
are referred for exercise testing and/or specialist assessment. (P) 
 
CHD 5: The percentage of patients with coronary heart disease whose notes have a record of blood 
pressure in the previous 15 months. (P) 
 
CHD 6: The percentage of patients with coronary heart disease in whom the last blood pressure 
reading (measured in the previous 15 months) is 150/90 or less. (IO) 
 
CHD 7: The percentage of patients with coronary heart disease whose notes have a record of total 
cholesterol in the previous 15 months. (P) 
 
CHD 8: The percentage of patients with coronary heart disease whose last measured total 
cholesterol (measured in the previous 15 months) is 5mmol/l or less. (IO) 
 
CHD 9: The percentage of patients with coronary heart disease with a record in the previous 15 
months that aspirin, an alternative anti-platelet therapy, or an anti-coagulant is being taken (unless a 
contraindication or side-effects are recorded). (P-T-O) 
 
CHD 10: The percentage of patients with coronary heart disease who are currently treated with a 
beta blocker (unless a contraindication or side-effects are recorded). (P-T-O) 
 
CHD 11: The percentage of patients with a history of myocardial infarction (diagnosed after 1 April 
2003) who are currently treated with an ACE inhibitor or Angiotensin II antagonist. (P-T-O) 
 
CHD 12: The percentage of patients with coronary heart disease who have a record of influenza 
immunisation in the preceding 1 September to 31 March. (P-T-O) 
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Cardiovascular disease – primary prevention 
 
PP 1: In those patients with a new diagnosis of hypertension (excluding those with pre-existing CHD, 
diabetes, stroke and/or TIA) recorded between the preceding 1 April to 31 March: the percentage of 
patients who have had a face to face cardiovascular risk assessment at the outset of diagnosis 
(within three months of the initial diagnosis) using an agreed risk assessment tool. (P) 
 
PP 2: The percentage of people diagnosed with hypertension, diagnosed after 1 April 2009, who are 
given lifestyle advice in the last 15 months for: increasing physical activity, smoking cessation, safe 
alcohol consumption and healthy diet. (P) 
 
Heart Failure 
 
HF 1: The practice can produce a register of patients with heart failure. (R) 
 
HF 2: The percentage of patients with a diagnosis of heart failure (diagnosed after 1 April 2006) 
which has been confirmed by an echocardiogram or by specialist assessment. (P) 
 
HF 3: The percentage of patients with a current diagnosis of heart failure due to Left Ventricular 
Dysfunction (LVD) who are currently treated with an ACE inhibitor or Angiotensin Receptor Blocker 
(ARB), who can tolerate therapy and for whom there is no contra-indication. (P-T-O) 
 
HF 4: The percentage of patients with a current diagnosis of heart failure due to LVD who are 
currently treated with an ACE inhibitor or Angiotensin Receptor Blocker, who are additionally treated 
with a beta-blocker licensed for heart failure, or recorded as intolerant to or having a contraindication 
to beta-blockers. (P-T-O) 
 
Stroke and Transient Ischaemic Attack (TIA) 
 
STROKE 1: The practice can produce a register of patients with stroke or TIA. (R) 
 
STROKE 13: The percentage of new patients with a stroke or TIA who have been referred for further 
investigation. (P) 
 
STROKE 5: The percentage of patients with TIA or stroke who have a record of blood pressure in the 
notes in the preceding 15 months. (P) 
 
STROKE 6: The percentage of patients with a history of TIA or stroke in whom the last blood 
pressure reading (measured in the previous 15 months) is 150/90 or less. (IO) 
 
STROKE 7: The percentage of patients with TIA or stroke who have a record of total cholesterol in 
the last 15 months. (P) 
 
STROKE 8: The percentage of patients with TIA or stroke whose last measured total cholesterol 
(measured in the previous 15 months) is 5mmol/l or less. (IO) 
 
STROKE 12: The percentage of patients with a stroke shown to be non-haemorrhagic, or a history of 
TIA, who have a record that an anti-platelet agent (aspirin, clopidogrel, dipyridamole or a 
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combination), or an anti-coagulant is being taken (unless a contraindication or side-effects are 
recorded). (P-T-O) 
 
STROKE 10: The percentage of patients with TIA or stroke who have had influenza immunisation in 
the preceding 1 September to 31 March. (P-T-O) 
 
Hypertension 
 
BP 1: The practice can produce a register of patients with established hypertension. (R) 
 
BP 4: The percentage of patients with hypertension in whom there is a record of the blood pressure 
in the previous 9 months. (P) 
 
BP 5: The percentage of patients with hypertension in whom the last blood pressure (measured in 
the previous 9 months) is 150/90 or less. (IO) 
 
Diabetes 
 
DM 19.The practice can produce a register of all patients aged 17 years and over with diabetes 
mellitus, which specifies whether the patient has Type 1 or Type 2 diabetes. (R) 
 
DM 2.The percentage of patients with diabetes whose notes record BMI in the previous 15 months. 
(P) 
 
DM 5: The percentage of patients with diabetes who have a record of HbA1c or equivalent in the 
previous 15 months. (P) 
 
DM 23: The percentage of patients with diabetes in whom the last HbA1c is 7 or less (or equivalent 
test/reference range depending on local laboratory) in the previous 15 months. (IO) 
 
DM 24: The percentage of patients with diabetes in whom the last HbA1c is 8 or less (or equivalent 
test/reference range depending on local laboratory) in the previous 15 months. (IO) 
 
DM 25: The percentage of patients with diabetes in whom the last HbA1c is 9 or less (or equivalent 
test/reference range depending on local laboratory) in the previous 15 months. (IO) 
 
DM 21: The percentage of patients with diabetes who have a record of retinal screening in the 
previous 15 months. (P) 
DM 9: The percentage of patients with diabetes with a record of the presence or absence of 
peripheral pulses in the previous 15 months. (P) 
 
DM 10: The percentage of patients with diabetes with a record of neuropathy testing in the previous 
15 months. (P) 
 
DM 11: The percentage of patients with diabetes who have a record of the blood pressure in the 
previous 15 months. (P) 
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DM 12: The percentage of patients with diabetes in whom the last blood pressure is 145/85 or less. 
(IO) 
 
DM 13: The percentage of patients with diabetes who have a record of micro-albuminuria testing in 
the previous 15 months (exception reporting for patients with proteinuria). (P) 
 
DM 22: The percentage of patients with diabetes who have a record of estimated glomerular filtration 
rate (eGFR) or serum creatinine testing in the previous 15 months. (P) 
 
DM 15: The percentage of patients with diabetes with a diagnosis of proteinuria or micro-albuminuria 
who are treated with ACE inhibitors (or A2 antagonists). (P-T-O) 
 
DM 16: The percentage of patients with diabetes who have a record of total cholesterol in the 
previous 15 months. (P) 
 
DM 17: The percentage of patients with diabetes whose last measured total cholesterol within the 
previous 15 months is 5mmol/l or less. (IO) 
 
DM 18: The percentage of patients with diabetes who have had influenza immunisation in the 
preceding 1 September to 31 March. (P-T-O) 
 
Chronic Obstructive Pulmonary Disease (COPD) 
 
COPD 1: The practice can produce a register of patients with COPD. (R) 
 
COPD 12: The percentage of all patients with COPD diagnosed after 1st April 2008 in whom the 
diagnosis has been confirmed by post bronchodilator spirometry. (P) 
 
COPD 10: The percentage of patients with COPD with a record of FeV1 in the previous 15 months. 
(P) 
 
COPD 13: The percentage of patients with COPD who have had a review, undertaken by a 
healthcare professional, including an assessment of breathlessness using the MRC dyspnoea score 
in the preceding 15 months. (P) 
 
COPD 8: The percentage of patients with COPD who have had influenza immunisation in the 
preceding 1 September to 31 March. (P-T-O) 
 
Epilepsy 
 
EPILEPSY 5: The practice can produce a register of patients aged 18 and over receiving drug 
treatment for epilepsy. (R) 
 
EPILEPSY 6: The percentage of patients age 18 and over on drug treatment for epilepsy who have a 
record of seizure frequency in the previous 15 months. (P) 
 
EPILEPSY 7: The percentage of patients age 18 and over on drug treatment for epilepsy who have a 
record of medication review involving the patient and/or carer in the previous 15 months. (P) 
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EPILEPSY 8: The percentage of patients age 18 and over on drug treatment for epilepsy who have 
been seizure free for the last 12 months recorded in the previous 15 months. (O) 
 
Hypothroidism 
 
THYROID 1: The practice can produce a register of patients with hypothyroidism. (R) 
 
THYROID 2: The percentage of patients with hypothyroidism with thyroid function tests recorded in 
the previous 15 months. (P) 
 
Cancer 
 
CANCER 1: The practice can produce a register of all cancer patients defined as a ‘register of 
patients with a diagnosis of cancer excluding non-melanotic skin 
cancers from 1 April 2003’. (R) 
 
CANCER 3: The percentage of patients with cancer, diagnosed within the last 18 months who have a 
patient review recorded as occurring within 6 months of the practice receiving confirmation of the 
diagnosis. (P) 
 
Palliative care 
 
PC 3: The practice has a complete register available of all patients in need of palliative care/support 
irrespective of age. (R) 
 
PC 2: The practice has regular (at least 3 monthly) multidisciplinary case review meetings where all 
patients on the palliative care register are discussed. (P) 
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Mental Health 
 
MH 8: The practice can produce a register of people with schizophrenia, bipolar disorder and other 
psychoses. (R) 
 
MH 9: The percentage of patients with schizophrenia, bipolar affective disorder and other psychoses 
with a review recorded in the preceding 15 months. In the review there should be evidence that the 
patient has been offered routine health promotion and prevention advice appropriate to their age, 
gender and health status. (P) 
 
MH 4: The percentage of patients on lithium therapy with a record of serum creatinine and TSH in the 
preceding 15 months. (P) 
 
MH 5: The percentage of patients on lithium therapy with a record of lithium levels in the therapeutic 
range within the previous 6 months. (IO) 
 
MH 6: The percentage of patients on the register who have a comprehensive care plan documented 
in the records agreed between individuals, their family and/or carers as appropriate. (P) 
 
MH 7: The percentage of patients with schizophrenia, bipolar affective disorder and other psychoses 
who do not attend the practice for their annual review who are identified and followed up by the 
practice team within 14 days of non-attendance. (P) 
 
Asthma 
 
ASTHMA 1: The practice can produce a register of patients with asthma, excluding patients with 
asthma who have been prescribed no asthma-related drugs in the previous twelve months. (R) 
 
ASTHMA 8: The percentage of patients aged eight and over diagnosed as having asthma from 1 
April 2006 with measures of variability or reversibility. (P) 
 
ASTHMA 3: The percentage of patients with asthma between the ages of 14 and 19 in whom there is 
a record of smoking status in the previous 15 months. (P) 
 
ASTHMA 6: The percentage of patients with asthma who have had an asthma review in the previous 
15 months. (P) 
 
Dementia 
 
DEM 1: The practice can produce a register of patients diagnosed with dementia. (R) 
 
DEM 2: The percentage of patients diagnosed with dementia whose care has been reviewed in the 
previous 15 months. (P) 
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Depression 
 
DEP 1: The percentage of patients on the diabetes register and /or the CHD register for whom case 
finding for depression has been undertaken on one occasion during the previous 15 months using 
two standard screening questions. (P) 
 
DEP 2: In those patients with a new diagnosis of depression, recorded between the preceding 1 April 
to 31 March, the percentage of patients who have had an assessment of severity at the outset of 
treatment using an assessment tool validated for use in primary care. (P) 
 
DEP 3: In those patients with a new diagnosis of depression and assessment of severity recorded 
between the preceding 1 April to 31 March, the percentage of patients who have had a further 
assessment of severity 5-12 weeks (inclusive) after the initial recording of the assessment of severity. 
Both assessments should be completed using an assessment tool validated for use in primary care. 
(P) 
 
Chronic kidney disease (CKD) 
 
CKD 1: The practice can produce a register of patients aged 18 years and over with CKD (US 
National Kidney Foundation: Stage 3 to 5 CKD). (R) 
 
CKD 2: The percentage of patients on the CKD register whose notes have a record of blood pressure 
in the previous 15 months. (P) 
 
CKD 3: The percentage of patients on the CKD register in whom the last blood pressure reading, 
measured in the previous 15 months, is 140/85 or less. (IO) 
 
CKD 5: The percentage of patients on the CKD register with hypertension and proteinuria who are 
treated with an angiotensin converting enzyme inhibitor (ACE-I) or angiotensin receptor blocker 
(ARB) (unless a contraindication or side effects are recorded). (P-T-O) 
 
CKD 6: The percentage of patients on the CKD register whose notes have a record of a urine 
albumin: creatinine ratio (or protein: creatinine ratio) test in the previous 15 months. (P) 
 
Atrial Fibrillation 
 
AF 1: The practice can produce a register of patients with atrial fibrillation. (R) 
 
AF 4: The percentage of patients with atrial fibrillation diagnosed after 1 April 2008 with ECG or 
specialist confirmed diagnosis. (P-T-O) 
 
AF 3: The percentage of patients with atrial fibrillation who are currently treated with anti-coagulation 
drug therapy or an anti-platelet therapy. (P) 
 
Obesity 
 
OB 1: The practice can produce a register of patients aged 16 and over with a Body Mass Index 
(BMI) greater than or equal to 30 in the previous 15 months. (R) 
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Learning disabilities 
 
LD1: The practice can produce a register of patients with learning disabilities. (R) 
 
Smoking 
 
Smoking 3: The percentage of patients with any or any combination of the following conditions: 
coronary heart disease, stroke or TIA, hypertension, diabetes, COPD, CKD, asthma, schizophrenia, 
bipolar affective disorder or other psychoses whose notes record smoking status in the previous 15 
months. (P) 
 
Smoking 4: The percentage of patients with any or any combination of the following conditions: 
coronary heart disease, stroke or TIA, hypertension, diabetes, COPD, CKD, asthma, schizophrenia, 
bipolar affective disorder or other psychoses who smoke whose notes contain a record that smoking 
cessation advice or referral to a specialist service, where available, has been offered within the 
previous 15 months. (P-T-O) 
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