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A set of QOF FAQs has also been produced by NHS Employers: 
http://www.nhsemployers.org/PayAndContracts/GeneralMedicalServicesContract/LatestNews-
GMS/Pages/Qualityandoutcomesframework(QOF)frequentlyaskedquestions.aspx 

  

http://www.nhsemployers.org/PayAndContracts/GeneralMedicalServicesContract/LatestNews-GMS/Pages/Qualityandoutcomesframework(QOF)frequentlyaskedquestions.aspx
http://www.nhsemployers.org/PayAndContracts/GeneralMedicalServicesContract/LatestNews-GMS/Pages/Qualityandoutcomesframework(QOF)frequentlyaskedquestions.aspx
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What is QOF? 

For an introduction to the Quality and Outcomes Framework, see the general QOF FAQs on the NHS 
Information Centre web site: http://www.ic.nhs.uk/qof 

 

What is QOF exception reporting? 

The Quality and Outcomes Framework includes indicators for a number of clinical areas. Practice 
achievement for many of these indicators is measured according to the percentage of relevant 
patients who are treated in a certain way, or who have certain outcomes resulting from care provided 
by the practice.  

The QOF includes the concept of ‘exception reporting’ to ensure that practices are not penalised 
where, for example, patients do not attend for review, or where a medication cannot be prescribed 
due to a contraindication or side-effect.  

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 designated level of care. 
Exception reporting also applies to one cervical screening indicator in the additional services domain.  

 

How can patients on a QOF disease register be ‘excepted’ from QOF clinical 
indicators? 

The GMS Statement of Financial Entitlements (SFE) lists the following criteria 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.  

 

Do the exception reporting criteria apply to all indicators within a clinical area? 

For 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 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.  

 

http://www.ic.nhs.uk/qof
http://www.dh.gov.uk/en/Healthcare/Primarycare/PMC/contractingroutes/DH_4133079
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Does exception reporting information relate to individual patients? 

Practices report the number of exceptions for each indicator set and individual indicator, using 
exception codes added to systems by suppliers. Practices are not expected to report why individual 
patients were exception-reported. Although practices may be called on to justify why they have 
excepted patients from the QOF (with this being identifiable in the clinical record), this information is 
not part of the national QMAS database, and is not available for publication.  

 

How many indicators have exception reporting information? 

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. 
Across the clinical domain of the QOF (2010/11) there are 68 indicators that are measured in terms 
of percentage achievement. These cover 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.) 

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. 

 

How does exception reporting relate to QOF clinical registers? 

Clinical registers relate to each of the indicator groups within the clinical domain of the QOF. For 
example, there is a register count for all people on each practice list who are diagnosed with 
coronary heart disease.  

Patients on a clinical register are considered eligible for indicator denominators for that clinical area 
unless: 

 They are not included in the denominator for reasons associated with the definition of the 
indicators. 

 They are not included in the denominator because they have been exception-reported. 

 

Tell me more about why patients on clinical registers can be omitted from 
indicator denominators. 

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 register, but not included in the 
indicator denominator for definitional reasons, are sometimes referred to as exclusions.  

Where differences between an indicator denominator and the number on a register are not due to 
indicator definition, this is due to exception reporting. 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 exception criteria 
outlined in the GMS Statement of Financial Entitlements.  
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So what is the relationship between registers, denominators, exclusions and 
exceptions? 

The normal relationship between registers, denominators, exclusions and exceptions is as follows: 

 

Register = Denominator + Exclusions + Exceptions 

 

However, there is one important caveat: 

Practices using QMAS are able to amend disease registers and measures of QOF achievement 
(indicator numerators and denominators) following the financial year-end, and prior to agreement of 
QOF achievement with their primary care trusts (PCTs) for payment. But information captured by 
QMAS relating to exceptions and exclusions cannot be amended on the QMAS system.  

Where amendments to registers or indicator denominators occurred, the relationship between clinical 
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. 

 

How are exception rates calculated? 

Because the relationship between clinical registers, indicator denominators, exclusions and 
exceptions can be affected by post year-end amendments to QMAS, a proxy for the potential 
indicators denominator (omitting definitional exclusions) is defined as: 

 

Number of Exceptions + Indicator Denominator 

 

This figure is then used as the denominator in the calculation of exception reporting rates, which are 
referred to as effective exception rates. For each indicator the effective exception rate is calculated 
as follows: 

 

[Number of Exceptions / (Number of Exceptions + Indicator Denominator)] * 100 

 

Thus 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, not counted as 
exclusions for definitional reasons. 

 

What is the source data for QOF exception reporting? 

The source for exception reporting information published by the NHS Information Centre was an 
extract of data from QMAS (the national IT system delivered by Connecting for Health that supports 
the QOF payment process).  

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 (subject to caveats) does allow summary information on the levels of exception 
reporting to be generated. This information is the basis for this publication.  

  



QOF 2010/11 Frequently asked questions  6 

 
Copyright © 2011, The Health and Social Care Information Centre. All rights reserved. 

 

How many practices are included in 2010/11 exception reporting information? 

Exception reporting information was compiled for 8,228 of the 8,245 practices included in published 
QOF achievement statistics for 2010/11 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. 

 

How were numbers of exceptions derived from QMAS? 

The number of exceptions was derived for each practice-indicator combination for the 8,228 practice 
codes that were included in the 2010/11 exception reporting dataset. 

QMAS does not hold a specific figure of numbers of exceptions, but holds figures against a series of 
exception ID codes. It is important to emphasise that the distinction between exceptions and 
exclusions is not explicit within QMAS (they are both recorded under the same QMAS data item). For 
this publication, QMAS exception ID codes are defined as either exclusion codes or exception codes 
on a pragmatic basis in order to present a picture of exception reporting.    

For those codes defined as exceptions, the total number of exceptions was derived for each practice-
indicator combination, 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. 

 

Is it possible to see a breakdown of exception reporting? 
(to see different reasons why patients can be exception-reported from an indicator) 
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. 

QMAS users can access reports showing some information on reasons for exception reporting. 
However the published information on QOF exception reporting does not include a breakdown by 
reason because: 

 QMAS uses an internal set of exception ID codes that do not map directly into the nine exception 
reporting criteria in the SFE; rather, these exception ID codes relate to exception reporting coding 
‘clusters’ within QOF business rules, often specific to individual QOF indicators.  

 QMAS reporting functionality does not make a distinction between exception reporting and 
definitional exclusions – both types of omission from indicator denominators are included on 
reports available to QMAS users. 

 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 exception-report a 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. 
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 Testing of data extraction to QMAS in line QOF business rules around patient exceptions is 
primarily focused on ensuring that data values used for achievement calculations are accurate for 
payment purposes; ie that patients are not included in indicator denominators where appropriate 
in terms of the business rules. 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. 

 

Are high or low exception rates good or bad?  How should I interpret 
exception rates for practices? 

Exception reporting information is potentially complex, and analysis of this information should only 
follow an understanding of all the data issues described in these FAQs. Exception rates calculated at 
practice level should therefore be regarded as indicative, and as the basis for analysis, potentially in 
collaboration with practices and PCTs themselves. 

The Quality and Outcomes Framework aims to encourage appropriate and high quality clinical care 
in respect of key chronic diseases. Potentially, exception reporting could influence the level of 
financial reward to practices. 

However, it is not possible to say in simplistic terms that high or low rates are good or bad. This is a 
judgement that can only be made in respect of specific practices, and in respect of specific indicators, 
in the context of local circumstances. It is essential that users of exception reporting information are 
aware of the importance of context, and use this in interpreting exception reporting rates. 

The reason that exception reporting exists is because there are valid reasons for exception reporting 
to occur. More valid questions in interpreting exception reporting data may include: 

 Is there evidence for over-reporting of exceptions? 

 Is there evidence for under-reporting of exceptions? 

 Is the level of exception reporting justifiable in relation to the clinical context? 

Any comparison of exception reporting rates should also take account of the numbers of patients 
involved. Identical exception reporting rates of 10% may, for example, be interpreted differently when 
they refer to one patient out of 10, as opposed to 10 patients out of 100. 

Very small numbers of patients could result in relatively high or relatively low exception reporting 
rates at practice-indicator level. Exception reporting rates of 100% may be found for all indicators at 
practice level, and may be due to very small numbers of patients. 

In summary, care should be taken to interpret exception reporting information 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 more closely.  

 

 

 

 

 

  


