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2019/2020 Personalised Care Adjustment (Formerly known as Exception Reporting)

Criteria in simplified format

There are six areas of Criteria as shown below: 

1. The Investigative Service or Secondary Care Service is unavailable

Where a service is unavailable you should record this using specific codes which state that the service is completely unavailable after researching with the CCG to establish whether any suitable services are available – practices will need to co-ordinate with the CCG or IT in order to establish these

HF002. The percentage of patients with a diagnosis of heart failure (diagnosed on or after 1 April 2006) which has been confirmed by an echocardiogram or by specialist assessment 3 months before or 12 months after entering on to the register NICE 2015 menu ID: NM116

Business Rule

	ECOG_DAT
	ECOG_COD
	Earliest <= ACHV_DAT 
AND >= (HF_DAT – 93 days)
	Date of the first echocardiogram code recorded at any point within the period from 93 days before the patient’s heart failure diagnosis up to and including the achievement date.





AST002. The percentage of patients aged 8 or over with asthma (diagnosed on or after 1 April 2006), on the register, with measures of variability or reversibility recorded between 3 months before or any time after diagnosis NICE 2015 menu ID: NM101

Business Rule

	If AST_DAT > (PPED – 3 months)
	Reject	Next rule	Reject patients passed to this rule who were recently diagnosed (first asthma diagnosis recorded in the 3 month period leading up to and including the payment period end date). Pass all remaining patients to the next rule.









COPD002. The percentage of patients with COPD (diagnosed on or after 1 April 2011) in whom the diagnosis has been confirmed by post bronchodilator spirometry between 3 months before and 12 months after entering on to the register NICE 2015 menu ID: NM103 

Business Rule

	If COPDSPIR_DAT >= (COPD_DAT – 93 days) AND
If COPDSPIR_DAT <= (COPD_DAT + 1 year)
	Select	Reject	Select patients from the denominator who had spirometry for COPD any time from 3 months (93 days) before their COPD diagnosis up to and including 1 year following diagnosis. Reject the remaining patients.




COPD008. The percentage of patients with COPD and Medical Research Council (MRC) dyspnoea scale ≥3 at any time in the preceding 12 months, with a subsequent record of an offer of referral to a pulmonary rehabilitation programme (excluding those who have previously attended a pulmonary rehabilitation programme) NICE 2012 menu ID: NM47

Business Rule

	If PULRHBOFF_DAT >= MRC1_DAT
AND 
If PULRHBOFF_DAT > (PPED – 12 months)

	Select	Next rule	Select patients passed to this rule who have been offered pulmonary rehabilitation on or after the recording of a MRC breathlessness scale score of >3 in the 12 months up to and including the payment period end date. Pass all remaining patients to the next rule.











DM014. The percentage of patients newly diagnosed with diabetes, on the register, in the preceding 1 April to 31 March who have a record of being referred to a structured education programme within 9 months after entry on to the diabetes register NICE 2011 menu ID: NM27

Business Rule

	If DSEP_DAT <= (DM_DAT + 279 days)
	Select	Next rule	Select patients passed to this rule who have been referred to a structured education programme in the 279 days following their diabetes diagnosis. Pass all remaining patients to the next rule.




2. Intervention described in the indicator is clinically unsuitable

Patient Unsuitable codes recommended which apply to all indicators in the clinical area and more specific codes which can be attributed to single indicators

Historical Exception Reporting : 1. Patients for whom it is not appropriate to review the chronic disease parameters due to particular circumstances i.e. EOL 2. maximum tolerated dose 3. Allergies, contraindication 4. Not tolerated medication 5. Supervening conditions

3. The patient has chosen not to receive the intervention described in the indicator

Informed Dissent codes recommended which apply to all indicators in the clinical area and more specific codes which can be attributed to single indicators

1. CS005 and CS006 continue to review regularly


4. The patient has not responded to invitations for the intervention described in the indicator

Minimum of two invitations for QOF care at two unique times in the QOF year, exception CS005 and CS006 three invitations must be sent
Record methods of communication, invitations should be personalised, invitations should be coded, minimum 7 calendar days between each invitation, practices should use judgement.





PATIENTS SHOULD BE SENT A MINIMUM OF TWO INVITATIONS FOR CARE WITH THE QOF YEAR I.E. 1ST APRIL TO 31ST MARCH.  IF THESE INVITATIONS ARE CORRECTLY CODED THEN THEY WILL BE IDENTIFIED THROUGH THE BUSINESS RULES AND THERE WILL BE NO NEED TO ADD ADDITIONAL CODES AT YEAR-END TO INDICATE THAT A PATIENT HAS NOT RESPONDED TO THESE INVITATIONS

Business Rule – Cancer example - same for all domains, once two invitations have been initiated the patient will be removed from the indicators and you will be unable to easily locate the missing patients!


	If CANINVITE1_DAT ≠ Null 
AND
If CANINVITE2_DAT ≠ Null
	Reject	Next rule	Reject patients passed to this rule who have not responded to at least two cancer care review invitations, made at least 7 days apart, in the 12 months leading up to and including the payment period end date. Pass all remaining patients to the next rule.




Cervical Screening – as noted above women to be screened on three separate occasions to continue in line with national screening programme requirements

Women not responding to these three invitations need to have a specific code entered code i.e. “Excepted from cervical screening quality indicators – no response to three invitations”

Women declining altogether should be recorded as such

5. The patient has registered with the practice or been newly diagnosed with the condition in the last 3 months of the QOF year and has not received defined clinical measurements

Where a patient has registered with the practice or is newly diagnosed with a clinical condition in the last three months of the QOF year (1 January – 31 March) this criteria applies automatically, unless the practice has defined clinical measurements within the timeframe for the indicator.  Achievement automatically overrides any PCA (Exception Reporting)


6. The patient has registered with the practice or has been newly diagnosed with the condition in the last 9 months of the QOF year and has not achieved defined clinical standards

Where a patient newly registers with a practice or is newly diagnosed with a clinical condition in the last 9 months of the QOF year (1 July – 31 March) this criteria applies automatically, unless the practice has achieved the defined clinical standards within the timeframe for the indicator.  This is because achievement automatically overrides any PCS (Exception Reporting)
OPTIONS FOR PRACTICES :

a) Review your own in-house procedure for recalls
b) Review patients that have already received invites and cease further invites based on findings if appropriate and this fits with the expected criteria
c) Work through the patients that you have already forwarded invites to and remove the invite read codes and replace with error entry code stipulating reason why? Re-invite following appropriate criteria using more generalised invite read code, entering in text the specific recall i.e. “asthma, etc.” 
d) Establish patients who are already “excepted” and again work through options?
e) “Find & Replace” read codes – this is currently being trialled – the practice trialling this is willing to share the outcome once completed

Additionally, I believe there is an option on systems for practices to utilise the Universal Offer “pop-ups”.  However, this would only cover the Universal Offer areas not all areas appertaining to QOF.  Practices would have to review this to see if it would be an option to utilise whilst reviewing their recall system.
 
We hope this guidance is helpful. The above are recommendations only, it is up to individual practices to determine exactly how they manage this issue going forward in order to ensure that both appropriate patient care is provided and QOF achievement maximised. 

 
