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Background
Physical health checks in primary care for people with severe
mental illness ((SMI) defined as schizophrenia, bipolar disorders
and non-organic psychosis) aim to reduce health inequalities.
Patients who decline or are deemed unsuitable for screening are
removed from the denominator used to calculate incentivisa-
tion, termed exception reporting.

Aims
To describe the prevalence of, and patient characteristics
associated with, exception reporting in patients with SMI.

Method
We identified adult patients with SMI from the UK Clinical
Practice Research Datalink (CPRD), registered with a general
practice between 2004 and 2018. We calculated the annual
prevalence of exception reporting and investigated patient
characteristics associated with exception reporting, using
logistic regression.

Results
Of 193 850 patients with SMI, 27.7% were exception reported
from physical health checks at least once. Exception reporting
owing to non-response or declining screening increased over
the study period. Patients of Asian or Black ethnicity (Asian: odds
ratio 0.72, 95% CI 0.65–0.80; Black: odds ratio 0.86, 95%
CI 0.76–0.97; compared with White) and women (odds ratio 0.90,

95% CI 0.88–0.92) had a reduced odds of being exception
reported, whereas patients diagnosed with ‘other psychoses’
(odds ratio 1.19, 95% CI 1.15–1.23; compared with bipolar
disorder) had increased odds. Younger patients and those
diagnosed with schizophrenia were more likely to be exception
reported owing to informed dissent.

Conclusions
Exception reporting was common in people with SMI.
Interventions are required to improve accessibility and uptake
of physical health checks to improve physical health in people
with SMI.
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People with severe mental illness (SMI) are at an increased risk of
a range of physical health conditions1 and have higher premature
mortality from cardiovascular disease (CVD) and other natural
causes.2 The causes of these health inequalities are complex and
include the adverse effects of psychotropic medications, poor diet
or sedentary lifestyles, a higher prevalence of smoking, stigma and
barriers to self-management and accessing optimal healthcare.3–5

Financial incentivisation for physical health checks in primary
care was introduced for people with SMI in the UK in 2004,
through the Quality and Outcomes Framework (QOF).6 Although
definitions of SMI vary, the QOF mental health indicators
incentivise general practitioner (GP) practices to hold a register of
patients with SMI – defined as schizophrenia, bipolar disorder and
other psychotic illness – to ensure that a care plan is in place and
provide annual screening for physical health for this population.
QOF incentivisation remains in place in England and Northern
Ireland; Scotland withdrew from the incentivisation scheme in
2016, and Wales withdrew in 2019. Furthermore, there have been
notable changes in the exact incentives applied under the mental
health indicators.7

To ensure incentivisation was fairly applied, a system of
exception reporting was employed until April 2019, allowing GP
practices to remove patients from the denominator used to

calculate incentives either because they are deemed unsuitable
(e.g. because of contraindication or ineligibility) or because of
informed dissent (declining invitation) or non-response.8 Although
an exception-reported patient is removed from the denominator for
calculating incentivisation, the patient remains on the practice list
and on disease registers. The GP practice therefore continues to
have a duty of care to an exception-reported patient, and the patient
is included on patient lists for funding purposes other than that
particular QOF indicator. In 2019, exception reporting was replaced
with Personalised Care Adjustment (PCA).9 PCAs are a direct
replacement of exception reporting, allowing better documentation of
the reasons for removing a patient from incentivisation.

A review of pay for performance schemes lists exception
reporting as a key component, ensuring practices are not penalised
for factors outside of their control, such as a higher than average
proportion of patients being unsuitable for a given indicator.10

However, although exception reporting may be necessary, it is also
crucial that people removed from an incentivisation scheme receive
high-quality care. In the case of patients with SMI, removal from
the QOF incentivisation may signify a patient is experiencing
barriers to care, issues navigating the complex and siloed healthcare
system, and the complexity of managing both mental and physical
health problems. There have been no studies to investigate patient
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characteristics associated with exception reporting from mental
health measures in the UK. Given the potential impact of not
providing physical health checks for people with SMI, it is
imperative we understand which patients with SMI are exception
reported and why. This study aims to characterise the pattern of
exception reporting from QOF mental health indicators in people
with SMI, and investigate patient characteristics associated with
exception reporting.

Method

Study design

This study was a descriptive analysis of exception reporting from
mental health measures in the UK, based on a cohort of patients
with SMI identified in the Clinical Practice Research Datalink (CPRD)
GOLD and Aurum databases. CPRD GOLD and Aurum contain
electronic health records from over 2000 GP practices in the UK,
extracted from the EMIS and Vision clinical systems, and patients have
been shown to have a similar age, gender and ethnicity profile as the
UK population.11,12 We investigated annual trends in exception
reporting at a population level, and patient characteristics associated
with exception reporting in a cross-sectional analysis at an individual
level. Our protocol was preregistered with the Open Science
Framework (https://osf.io/czetb/).

Population

The population of interest was based on an existing cohort of
patients aged over 18 years, with a diagnosis of SMI (schizophrenia,
bipolar disorder or other non-organic psychosis) recorded in GP
practice records for at least a year between 2000 and 2018.7 For this
current study, we limited the cohort to those active for at least a year
between April 2004, when QOF incentivisation was introduced, and
March 2018. Entry to the cohort was the latest date of the following:
first recording of SMI in GP records, registration at GP practice and
1 April 2004. Exit was the earliest date of the following: death,
leaving the GP practice, age 100 years and 31 March 2018. For
patients resident in Scotland, the latest date of exit was set to
31 March 2016, as they were no longer eligible for QOF
incentivisation after this point. Patients were required to be
registered with the GP practice for 1 year, and for annual prevalence
of exception reporting, for the final 3 months of each financial year,
in line with QOF reporting rules.

Covariates

We investigated the following factors potentially associated with
being exception reported from the QOF mental health incentivisa-
tion and defined a priori: patient age at cohort entry, gender,
ethnicity, country of GP practice, prescription of antipsychotics or
mood stabilisers (lithium, sodium valproate or lamotrigine),
specific SMI diagnosis (most recently recorded of schizophrenia,
bipolar disorder or ‘other psychoses’) and ever appearing on
another QOF register (atrial fibrillation, coronary heart disease,
hypertension, peripheral artery disease, stroke or diabetes registers)
that incentivises CVD risk factor screening. For ethnicity,
individual terms used to define an individual’s ethnicity were
grouped into the broader ethnicity categories used in the UK 2011
and 2021 Census.13,14 For mood stabilisers, we did not include
carbamazepine because of the low prevalence of prescribing in the
UK during the study period,15 potential misclassification of epilepsy
use and the low number of patients with bipolar disorder for which
this would be the sole antipsychotic/mood stabiliser ever

prescribed. Code lists for covariates and outcomes are available
on the HDR UK Phenotype Library (Supplementary Tables 1
and 2).

Outcomes

The primary outcome was exception reporting from the QOF
mental health indicators. We defined this using the Read codes
listed under QOF in 2017/2018, and through searches for similar
terms. Our search identified four potential codes suggesting
removal from either the total mental health indicator, or from
physical health checks, and a further 28 that suggested removal
from some part of the physical health checks. We stratified this into
codes denoting exception reporting resulting from informed dissent
(i.e. declining or non-response) and those denoting that a patient
was unsuitable for the indicator (Supplementary Table 1).

Statistical analysis

We calculated the annual prevalence of exception reporting by
financial year and stratified by covariates.

We investigated patient characteristics associated with ever
being exception reported in a cross-sectional design, using logistic
regression. We mutually adjusted for all covariates and used robust
sandwich standard errors to account for clustering by GP practice.16

This method of calculating standard errors allowed us to adjust
confidence intervals to account for potential lack of independence
between individual patients within a GP practice. We additionally
adjusted for the time since SMI diagnosis, time since GP practice
registration, year of end of record and total time from cohort entry
to exit.

All analysis was performed in R version 4.4.0 for Windows
(R Foundation for Statistical Computing, Vienna, Austria; see
https://www.r-project.org/) and RStudio version 2024.04.1 Build
478 for Windows (Posit, Boston, MA, USA; see http://www.rstudio.
com/), and reported in line with the RECORD checklist.17

Missing data

Missing ethnicity was included as a separate category, as missing
ethnicity is likely a marker of reduced or absent healthcare. For all
diagnostic and screening variables, absence of a code was deemed to
indicate an absence of diagnosis or screening. Location data for one
GP practice was missing. As the country that this practice was
operating in was unknown, patients from this practice (n = 122)
were excluded from the analysis.

Sensitivity analysis

We investigated exception reporting by deprivation as a sensitivity
analysis because of large amount of missing data for this variable.
We limited the analysis to patients resident in England with
available deprivation data (English Index of Multiple Deprivation
quintiles) and re-ran the logistic regression models with Index of
Multiple Deprivation quintiles included.

Ethics and consent

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and
institutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2013. Approval for this
study was obtained from the Independent Scientific Advisory
Committee of CPRD (protocol number 18_288). All CPRD data are
anonymised and therefore consent is not required.
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Results

We identified 193 850 patients with SMI who were registered for at
least a year between 2004 and 2018, of which 27.7% received a code
suggesting they were exception reported from the QOF mental
health indicators or physical health checks at least once between
cohort entry and exit (Table 1). A further 3.2% were not exception
reported from all measures, but received a code for withdrawal
from individual CVD risk factor screening. Over half of the cohort
were male (51.9%), 32% did not have details on ethnicity recorded
and 2% were an ethnicity other than Asian, Black, White or Mixed
(termed ‘other ethnicity’; Table 2).

Of the 53 790 patients who were exception reported from all
QOF mental health indicators at least once, 50.8% had a code
indicating they were deemed unsuitable and 56.4% had at least one
code indicating informed dissent (Table 1), and 11.1% of patients
received codes for both. Of those exception reported at least once,
3568 (6.6%) of patients were exception reported for every year that
they were active, and 14 692 (27.3%) for 50% or more of the years
they were eligible.

Population-level trends in exception reporting from
QOF mental health indicators over time

The prevalence of exception reporting from mental health
indicators was lowest in 2005–2006 (2.6%) and 2004–2005
(2.7%) financial years, and highest in 2013–2014 (13.3%) followed
by 2006–2007 (13.1%). For all other years, exception reporting was
between 7.6 and 11.1% (Fig. 1). Over the study period, the
proportion of patients who had a code for informed dissent
increased, whereas the proportion of patients recorded as
unsuitable decreased (Fig. 1). When stratified by patient character-
istics, the pattern of exception reporting from mental health
indicators was consistent over time. Annual exception reporting
was more common in those who were male, of ‘other’ or missing
ethnicity, not receiving antipsychotics or mood stabilisers, under
the age of 40 years and with a diagnosis of ‘other psychoses’
(Supplementary Fig. 1).

Individual-level factors associated with patients being
exception reported from mental health indicators

Patients who were exception reported from mental health
indicators were active in the cohort for longer (median years
between cohort entry and exit: 6.9; interquartile range (IQR):
3.7–11.5) than those who were never exception reported (3.9 years,
IQR: 2.1–8.0), although the median age at cohort entry was similar
between these two groups (exception reported: median 43 years,
IQR: 32–56; never exception reported: median 44 years, IQR:
33–59; Table 2).

Being prescribed antipsychotics or mood stabilisers (odds
ratio 0.64, 95% CI 0.62–0.67), being on another QOF register
that also incentivises CVD risk factor screening (odds ratio 0.76,
95% CI 0.74–0.79), residence in Northern Ireland (odds ratio
0.59, 95% CI 0.44–0.80) compared with England, Asian (odds
ratio 0.72, 95% CI 0.65–0.80) or Black ethnicity (odds ratio 0.86,
95% CI 0.76–0.97) compared with White, female gender (odds
ratio 0.90, 95% CI 0.88–0.92) and a diagnosis of schizophrenia
(odds ratio 0.95, 95% CI 0.92–0.99) compared with bipolar
disorder were associated with reduced odds of being exception
reported from mental health indicators (Table 3, Supplementary
Table 3).

Conversely, residing in Scotland (odds ratio 1.42, 95%
CI 1.22–1.66) or Wales (odds ratio 1.27, 95% CI 1.08–1.50)
compared with England, having missing (odds ratio 1.23, 95% CI
1.17–1.31) or ‘other’ ethnicity (odds ratio 1.25, 95% CI: 1.11–1.41)
compared with White ethnicity, or having a diagnosis of ‘other
psychoses’ (odds ratio 1.19, 95% CI 1.15–1.23) compared with
bipolar disorder were associated with an increased risk of being
exception reported from mental health indicators (Table 3).

When the analysis was performed separately for patients who
were exception reported because of informed dissent and being
unsuitable, many of the associations remained (Table 3).
However, despite finding no association between older age
and exception reporting overall (odds ratio per 10-year increase
in age: 0.99; 95% CI 0.98–1.00), increased age was associated
with a slightly lower risk of being exception reported because of
informed dissent (odds ratio per 10-year increase in age: 0.99;
95% CI 0.99–0.99), but an increased risk of being exception
reported because of being unsuitable (odds ratio per 10-year
increase in age: 1.11; 95% CI 1.09–1.12). Furthermore, Asian and
Black ethnicity was only associated with lower risk of exception
reporting because of informed dissent (Asian: odds ratio 0.66,
95% CI 0.57–0.75; Black: odds ratio 0.81, 95% CI 0.69–0.96;
relative to White ethnicity) and not because of being deemed
unsuitable (Asian: odds ratio 0.90, 95% CI 0.81–1.01; Black: odds
ratio 0.97, 95% CI 0.83–1.13). Finally, a diagnosis of schizophre-
nia (relative to bipolar disorder) was associated with an
increased risk of being exception reported because of informed
dissent (odds ratio 1.09, 95% CI 1.05–1.14), but lower risk of
being exception reported because of being unsuitable (odds ratio
0.85, 95% CI 0.81–0.89).

In a sensitivity analysis of patients in England with available
deprivation data (n = 69 883/123 123; 56.8%), deprivation was not
associated with risk of exception reporting (Supplementary Table 4).
However, the lower risk of any exception reporting observed in
those of Black ethnicity was no longer significant (odds ratio 0.88,
95% CI 0.76–1.01). Additionally, patients with diagnosis of
schizophrenia (odds ratio 1.05, 95% CI 0.98–1.13) no longer had

Table 1 Patients with severe mental illness receiving exception reporting codes for Quality and Outcomes Framework mental health indicators, April
2004 to March 2018

Type of exception report

Exception reporting reason, n = 193 850a

Informed dissent Patient unsuitable Unknown Any

Removal from mental health indicator or physical health screening, n (%) 30 326 (15.6) 27 333 (14.1) 4524 (2.3) 53 790 (27.7)
Removal from individual cardiovascular risk factor screening, n (%)
Alcohol 3865 (2.0) (0) (0) 3865 (2.0)
Smoking 5624 (2.9) 2224 (1.1) 150 (0.1) 7544 (3.9)
Body mass index 248 (0.1) 17 (0.0) 9 (0) 272 (0.1)
Cholesterol 433 (0.2) (0) (0) 433 (0.2)
Blood pressure 4953 (2.6) (0) (0) 4953 (2.6)
Glucose 1012 (0.5) (0) (0) 1012 (0.5)

Removal from any mental health measures 37 968 (19.6) 27 916 (14.4) 4611 (2.4) 59 971 (30.9)

a. Patients may have more than one type of exception report.
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an increased risk of exception reporting because of informed
dissent, compared with those with bipolar disorder.

Discussion

Our study is the first to investigate trends in exception reporting
from the QOF mental health indicators in the UK, and patient
characteristics associated with exception reporting.

This large analysis of electronic health records suggests that
almost a third of patients with SMI in the UK are excepted from the
QOF mental health indicators at least once. In any given year,

around 10% of patients with SMI are not included in the mental
health indicators. This is concerning, given the persisting physical
health inequalities in people with SMI. For interventions aimed at
improving the health of people with SMI to be successful, they need
to consider how to best engage individuals who either do not
receive screening or treatment. Missed opportunities to diagnose or
intervene on cardiovascular risk factors continue to put people with
SMI at increased risk of CVD.

We found that the proportion of patients exception reported
because of informed dissent increased over the study period, that
patients with a diagnosis of ‘other psychoses’ were more likely to be

Table 2 Characteristics of people with severe mental illness, by Quality and Outcomes Framework mental health indicators exception reporting status,
2004–2018

Characteristics

Exception reported versus never By type of exception report

Never
exception
reported

Ever
exception
reported

Ever
informed
dissent

Ever
deemed
unsuitable

Full cohort
n 140 060 53 790 30 326 27 333
Age at SMI diagnosis, median [IQR] 35 [26–48] 34 [25–45] 33 [25–43] 35 [25–48]
Age at cohort entry, median [IQR] 44 [33–59] 43 [32–56] 42 [32–53] 48 [35–64]
Gender, n (%)

Female 68 427 (48.9) 24 866 (46.2) 13 348 (44.0) 13 233 (48.4)
Male 71 633 (51.1) 28 924 (53.8) 16 978 (56.0) 14 100 (51.6)

Ethnicity, n (%)
Asian 5927 (4.2) 1610 (3.0) 917 (3.0) 817 (3.0)
Black 7430 (5.3) 2282 (4.2) 1341 (4.4) 1102 (4.0)
Mixed 2028 (1.4) 657 (1.2) 400 (1.3) 299 (1.0)
Other 2806 (2.0) 1278 (2.4) 769 (2.5) 598 (2.2)
White 77 772 (55.5) 30 871 (57.4) 18 021 (59.4) 15 027 (55.0)
Missing 44 097 (31.5) 17 092 (31.8) 8878 (29.3) 9490 (34.7)

Last SMI diagnosis, n (%)
Schizophrenia 47 836 (34.2) 17 364 (32.3) 10 556 (34.8) 8182 (29.9)
Bipolar disorder 45 907 (32.8) 17 004 (31.6) 9738 (32.1) 8392 (30.7)
Other psychoses 46 317 (33.1) 19 422 (36.1) 10 032 (33.1) 10 759 (39.4)

Country, n (%)
England 123 123 (87.9) 44 970 (83.6) 25 228 (83.2) 22 808 (83.4)
Northern Ireland 2404 (1.7) 714 (1.3) 360 (1.2) 404 (1.5)
Scotland 7469 (5.3) 4279 (8.0) 2497 (8.2) 2235 (8.2)
Wales 7064 (5.0) 3827 (7.1) 2241 (7.4) 1886 (6.9)

Died, n (%) 18 513 (13.2) 6496 (12.1) 2324 (7.7) 4471 (16.4)
Age at death, median [IQR] 74.6 [61.6–84.3] 76.6 [63.3–86.0] 68.5 [55.4–79.4] 79.9 [67.9–87.6]
On other QOF register, n (%) 43 333 (30.9) 15 208 (28.3) 7386 (24.4) 8770 (32.1)
Ever prescribed antipsychotics or mood stabilisers, n (%) 115 257 (82.3) 41 923 (77.9) 25 039 (82.6) 19 839 (72.6)
Ever received any physical health screening measure, n (%) 135 221 (96.5) 52 555 (97.7) 29 810 (98.3) 26 596 (97.3)
Years between cohort entry and exit, median [IQR] 3.9 [2.1–8.0] 6.9 [3.7–11.5] 7.5 [4.1–12.0] 7.3 [4.0–11.8]

Resident in England
n (%) 123 123 (87.9) 44 970 (83.6) 25 228 (83.2) 22 808 (83.4)
English region, n (%)

East Midlands 2816 (2.3) 1269 (2.8) 703 (2.8) 634 (2.8)
East of England 7953 (6.5) 3020 (6.7) 1372 (5.4) 1819 (8.0)
London 28 344 (23.0) 6771 (15.1) 3641 (14.4) 3426 (15.0)
North-East 4410 (3.6) 1998 (4.4) 1236 (4.9) 903 (4.0)
North-West 19 781 (16.1) 8161 (18.1) 4730 (18.7) 4058 (17.8)
South Central 12 822 (10.4) 4801 (10.7) 2662 (10.6) 2455 (10.7)
South-East Coast 9402 (7.6) 3892 (8.7) 2448 (9.7) 1812 (7.8)
South-West 15 187 (12.3) 7054 (15.7) 3919 (15.5) 3693 (16.2)
West Midlands 18 077 (14.7) 6066 (13.5) 3468 (13.7) 2921 (12.8)
Yorkshire and The Humber 4331 (3.5) 1938 (4.3) 1049 (4.2) 1087 (4.8)

Resident in England and with available deprivation data
Number resident in England with deprivation data (%) 50 359 (36.0) 19 524 (36.3) 10 854 (35.8) 9933 (36.3)
Index of Multiple Deprivation, n (%)

1 – least deprived 7314 (14.5) 2895 (14.8) 1536 (14.1) 1578 (15.9)
2 7772 (15.4) 3179 (16.3) 1672 (15.4) 1726 (17.4)
3 9428 (18.7) 3600 (18.4) 1955 (18.0) 1895 (19.1)
4 12 287 (24.4) 4642 (23.8) 2657 (24.5) 2226 (22.4)
5 – most deprived 13 558 (26.9) 5208 (26.7) 3034 (28.0) 2508 (25.2)

SMI, severe mental illness; IQR, interquartile range; QOF, Quality and Outcomes Framework.
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exception reported in general, and that men, patients of Asian or
Black ethnicity, patients of younger age and those with
schizophrenia were more likely to be exception reported because
of informed dissent. Further investigation is warranted to
understand the reasons for these findings. Although more details
on why patients were exception reported were not available, QOF
guidelines include broad criteria for exception reporting. These
include non-response and informed dissent, as well as patients for
whom it is not appropriate because of conditions such as terminal
illness or extreme frailty, or where a patient has another condition
that means these checks would be inappropriate.

No other studies have described characteristics of patients with
SMI who are exception reported, although Kontopantelis et al
found that in the general population of the UK, men were more
likely to be exception reported from any QOF indicator than
women, and older age was associated with exception reporting
because of being deemed unsuitable.18 However, in contrast to our
findings, they also found older age was associated with exceptions
because of informed dissent.18 The reasons for higher exception
reporting because of informed dissent in younger people with SMI in
our study therefore requires further investigation. It may be that
young people with SMI are more likely to not perceive the need for
physical health checks than, for example, young people on the diabetes
register. Alternatively, younger patients with SMI may experience
more barriers to attending appointments or may have relatively new

mental health diagnoses, meaning physical health screening is done
under the care of secondary care mental health services.

Implications

It has been argued that exception reporting is a marker of patients
making informed decisions and of high-quality practice.19

Although this may be true for some patients, perhaps because of
screening activities in secondary care mental health services, the
lack of screening in primary care means that GPs do not have
information on CVD risk factors for these patients. This is further
compounded by a lack of coordination of physical health screening
between primary care, early intervention and secondary care
mental health services.20,21 Furthermore, although informed dissent
exception reporting may represent an active informed decision not
to engage, it may also be used for patients who do not respond to
invitations for screening. For vulnerable, complex or disengaged
patients, exception reporting likely results in a reduction in services,
putting them at risk of undetected physical health problems.
Increasing the coverage and accessibility of broad physical health
checks is crucial, if we are to improve the management of physical
health in people with SMI.

Current National Health Service and National Institute for
Health and Care Excellence guidance suggest that physical health
checks in primary care occur as part of a comprehensive annual
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review of physical health, and are offered to all patients who are
severely affected by their mental health.22 However, the focus of the
QOF incentivisation scheme on a narrow set of CVD risk factors
and on specific mental health diagnoses does not support this
approach, and means that patients outside of these specific mental
health diagnoses, such as those prescribed antipsychotics in the
absence of an SMI diagnosis,23 do not receive these services, and
that the broader physical health of people with SMI is not
considered in physical health checks.

Broad physical health and medication reviews with support for
follow-up interventions would allow for approaches such as tailored
antipsychotic prescribing based on weight gain or obesity, alongside
support to manage weight.5 Tools and programmes to support this
coordinated approach exist, but our research highlights the
importance of considering those not responding to invitations or
declining screening services, if these are going to be successful in
managing physical health.

The Lester positive cardiometabolic resource provides a flow
chart for considering the interventions and targets following
physical health screening.24 Further, a recent study by Joury et al
produced co-designed recommendations for best practice for
physical health checks and follow-up interventions in both primary
and secondary care,20 and PRIMROSE-A provides a model for
supported, individualised care. PRIMROSE-A is a National
Institute for Health and Care Research-funded implementation

programme for CVD support in SMI that aims to improve both
engagement with, and outcomes of, physical health checks. The
programme provides mental health review, social support and
outreach to those patients who do not engage with physical health
checks, and clinical review and support for behaviour change
following physical health checks.25

GPs should be aware that exception reporting is common in
people with SMI, particularly in those with a diagnosis of ‘other
psychosis’, and that this group of patients are less likely to have
complete CVD risk factor screening.7 Although there are many
different presentations included in the ‘other psychoses’ group
(including schizoaffective disorder, other non-organic psychoses
and symptoms of psychosis), it is likely that some patients in this
group are experiencing first-episode psychosis or more transient
episodes of psychosis, and therefore may be harder to engage. For
some, the lack of a definitive psychiatric diagnosis may be
attributable to non-engagement with services.

Younger patients, men, patients of Black or Asian ethnicity and
patients with a diagnosis of schizophrenia may be more likely to
decline or not respond to invitations for physical health checks. The
reasons for this are likely to be complex, driven by factors
associated with a patient’s underlying characteristics, their mental
illness, access and barriers to care, and previous experiences within
the healthcare system, and further work is warranted to identify
reasons for declining these services. GPs should be aware that

Table 3 Mutually adjusted odds ratios and 95% confidence intervals from multivariable logistic regression comparing patient characteristics of those
ever versus never exception reported from Quality and Outcomes Framework mental health indicators

Characteristics

Ever exception
reported, odds ratio

(95% CI)

Ever informed
dissent, odds ratio

(95% CI)

Ever deemed
unsuitable, odds ratio

(95% CI)

Age at cohort entry (odds ratio per 10-year increase) 0.99 (0.98–1.00) 0.99 (0.99–0.99) 1.11 (1.09–1.12)
Gender (reference male)

Female 0.90 (0.88–0.92) 0.88 (0.86–0.91) 0.94 (0.91–0.97)
Ethnicity (reference White)

Asian 0.72 (0.65–0.80) 0.66 (0.57–0.75) 0.90 (0.81–1.01)
Black 0.86 (0.76–0.97) 0.81 (0.69–0.96) 0.97 (0.83–1.13)
Mixed 0.89 (0.79–1.01) 0.85 (0.73–0.99) 0.98 (0.84–1.13)
Other 1.25 (1.11–1.41) 1.31 (1.11–1.54) 1.12 (0.95–1.32)
Missing 1.23 (1.17–1.31) 1.19 (1.10–1.28) 1.20 (1.13–1.28)

Country (reference England)
Northern Ireland 0.59 (0.44–0.80) 0.51 (0.33–0.79) 0.77 (0.55–1.08)
Scotland 1.42 (1.22–1.66) 1.48 (1.17–1.87) 1.29 (1.10–1.52)
Wales 1.27 (1.08–1.50) 1.23 (0.98–1.54) 1.18 (0.99–1.40)

SMI diagnosis (reference bipolar disorder)
Schizophrenia 0.95 (0.92–0.99) 1.09 (1.05–1.14) 0.85 (0.81–0.89)
Other psychoses 1.19 (1.15–1.23) 1.02 (0.99–1.06) 1.32 (1.27–1.38)

Ever on other QOF 0.76 (0.74–0.79) 0.74 (0.71–0.76) 0.82 (0.79–0.85)
On antipsychotics 0.64 (0.62–0.67) 0.94 (0.90–0.99) 0.48 (0.46–0.51)
Time since diagnosis 1.00 (1.00–1.00) 0.99 (0.99–1.00) 1.01 (1.00–1.01)
Time since registration 1.00 (1.00–1.00) 1.00 (1.00–1.00) 1.00 (1.00–1.00)
Years between cohort entry and exit 1.12 (1.11–1.13) 1.10 (1.09–1.11) 1.14 (1.13–1.15)
Year of cohort exit (reference 2017–2018)

2004–2005 0.52 (0.12–2.31) 0.48 (0.06–3.91) 0.69 (0.09–5.41)
2005–2006 0.13 (0.11–0.16) 0.08 (0.06–0.11) 0.23 (0.19–0.29)
2006–2007 0.17 (0.15–0.20) 0.11 (0.09–0.14) 0.31 (0.25–0.37)
2007–2008 0.87 (0.78–0.98) 0.35 (0.28–0.43) 1.74 (1.53–1.99)
2008–2009 0.80 (0.69–0.93) 0.33 (0.28–0.40) 1.55 (1.32–1.83)
2009–2010 0.88 (0.80–0.96) 0.47 (0.40–0.54) 1.60 (1.44–1.78)
2010–2011 1.00 (0.89–1.12) 0.58 (0.48–0.71) 1.67 (1.50–1.86)
2011–2012 0.98 (0.88–1.08) 0.63 (0.54–0.73) 1.53 (1.38–1.70)
2012–2013 1.09 (0.98–1.21) 0.74 (0.64–0.87) 1.61 (1.42–1.82)
2013–2014 0.88 (0.77–1.00) 0.73 (0.60–0.89) 1.13 (1.00–1.26)
2014–2015 1.08 (1.00–1.17) 0.81 (0.74–0.90) 1.48 (1.36–1.62)
2015–2016 1.11 (1.02–1.21) 0.97 (0.86–1.09) 1.28 (1.17–1.41)
2016–2017 1.06 (0.97–1.15) 0.98 (0.89–1.09) 1.22 (1.11–1.34)

SMI, severe mental illness; QOF, Quality and Outcomes Framework.
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although informed dissent may be more common in older patients
in the general population, for people with SMI, this is more
prevalent in younger patients.

Strengths and limitations

We believe that our study provides the first description of exception
reporting in people with SMI in the UK, using the pseudonymised
records of almost 200 000 patients. We have identified key patient
characteristics associated with being exception reported, such as age,
gender, ethnicity and specific SMI diagnosis, and critical research
gaps that urgently need filling to improve the health of people with
SMI. We preregistered our protocol for this study, ensuring that we
only investigated hypotheses and covariates set out a priori.

Our study is descriptive in nature, and we did not seek to
ascribe causality to the groups of patients at risk of being exception
reported from QOF mental health indicators. We assessed risk of
ever being exception reported, and therefore unmeasured con-
founding and temporal change could account for some of our
findings. Furthermore, we were not able to separate non-response
from informed dissent, nor determine the reasons for a patient
being unsuitable for physical health checks. The limited codes for
exception reporting likely mean there is some misclassification bias
between those deemed unsuitable and those exception reported
because of informed dissent. Although this is a limitation, our study
sought to describe the patterns of exception reporting, providing a
basis for future studies to investigate predictors and outcomes of
receiving exception reporting or PCAs. The introduction of PCAs
in 2019 included more complete documentation on the reasons that
patients are removed from incentivised indicators, which will aid
future research using electronic health records. Further research –
both quantitative and qualitative – is required to determine the
drivers of the increased informed dissent from physical health
screening in patients with SMI observed in this study.

Although we know that exception reporting results in low
prevalence of screening for cardiovascular risk factors,7 we did not
consider the impact of being exception reported on physical health
outcomes. In the general population, patients who are exception
reported from any QOF indicators are at a higher risk of death in
the following year,18 and the potential for life-limiting illness and
complex disease to inform exception reporting makes impacts on
mortality hard to determine.

In our sensitivity analysis, we did not find any association
between deprivation and exception reporting. However, we only
had deprivation data for England, and it was often missing (43%).
This finding is in contrast to three studies of exception reporting
from all QOF measures in the general population.18,26,27 Further
research is required to determine whether this finding is correct and
potentially unique to people with SMI, or a result of the high level of
missing deprivation data in our study.

Finally, this study investigated trends in exception reporting up
to 2018, and therefore may not reflect current practices. However,
our work shows the long-term trend of exception reporting
remained unchanged for much of the study period, and provides
a basis for further research. We did not consider the COVID-19
pandemic period because between April 2020 and March 2022,
most QOF indicators were payment protected. This means that
payment was made irrespective of achieving an indicator, and
therefore the data from this period are therefore thought to be a
less accurate representation of the activities that took place.28

Research has shown that for hypertension management in the
general population, although blood pressure measurements were
reduced during the pandemic, by 2023 they were returning to
pre-pandemic levels.29 Future research is now warranted to
investigate the recovery of QOF incentivisation for the mental

health measures and exception reporting rates, following the
COVID-19 pandemic.

In conclusion, exception reporting from the mental health QOF
indicators is common in people with SMI. This is concerning, given
the persisting inequities in physical health and life expectancy in this
population. Although exception reporting, or PCAs, are necessary for
the functioning of the QOF incentivisation, it is essential that they are
applied fairly and appropriately. These measures include the
provision of physical health checks, an important component of
preventative medicine in a population known to have worse physical
health than the general population. Men and those with ‘other
psychoses’ diagnoses may bemore likely to be exception reported, and
men, younger patients and those with a diagnosis of schizophrenia are
more likely to be exception reported because of informed dissent.
Further research is required to determine the reasons for exception
reporting from both patient and provider perspectives, to inform
interventions to ensure that those disengaging from physical health
checks are truly informed, and to improve the uptake of physical
health screening and interventions in people with SMI.
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