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Summary of recommendations 
Indicator 

1. The percentage of patients with coronary heart disease, stroke or TIA, diabetes, 

hypertension, peripheral arterial disease, heart failure, COPD, asthma, osteoarthritis and/ or 

rheumatoid arthritis who have had a BMI recorded in the preceding 12 months. 

Acceptability recommendation: 

 Band 4: <50% of practices support inclusion. 

 

Implementation recommendation: 

 Band 2: Minor problems identified during piloting or anticipated to arise in wider 

implementation. Problems resolvable prior to implementation through either 1) an 

amendment to indicator wording, 2) an amendment to the business rules and/or 3) by giving 

further clarification of indicator terms in associated guidance. 

 

Cost effectiveness recommendation: 

 Cost effective at the base case of 4 points. 

 

Issues to consider: 

Issue Detail Mitigating activity 

Availability of weight 

management referral options 

To address obesity, general 

practices need to have weight 

management referral options 

available if people have a high 

BMI. 

All practices during piloting had 

some form of service although 

there were regional variations. 

When setting achievement 
thresholds the large population 
included in this indicator would 
need to be considered 

Achievement rates may be 
lower because of the large 
population where achievement 
may depend on time and 
logistics. 

 

Should patients with 
osteoarthritis be included? 

Practices reported that they do 
not routinely see these patients 
if they are well. Given their 
numbers this would represent a 
significant increase in 
workload. 
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Background 
As part of the NICE-managed Quality and Outcomes Framework (QOF) process, all clinical and health 

improvement indicators are piloted, using an agreed methodology, in a representative sample of GP 

practices across England, Scotland, Wales and Northern Ireland. 

The aim of piloting is to test whether indicators work in practice, have any unintended consequences 

and are fit for purpose. 

 

Number of practices recruited:     36 

Number of practices who dropped out during piloting:    1 

Practices unable to interview:       3 

Number of practices interviewed:    32  

[31 GPs,7 practice nurses, 14 practice managers, 1 health care assistant  and 2 administrative staff  = 

55 primary care staff most involved in QOF piloting]. 

 

All percentages reported have been calculated using the 36 practices recruited to the pilot as the 

denominator. 

 

Piloted indicators 
1. The percentage of patients with coronary heart disease, stroke or TIA, diabetes, hypertension, 

peripheral arterial disease, heart failure, COPD, asthma, osteoarthritis and/ or rheumatoid 

arthritis who have had a BMI recorded in the preceding 12 months. 

Assessment of clarity, reliability, feasibility, and acceptability 

Clarity 
No major problems with ambiguity noted during the GP focus group or with pilot practices.  

 

Reliability and feasibility 
Business rules were developed to support this indicator. 
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Issues to be resolved before implementation 

Issue Detail Mitigating activity 

Need to check that the code 
clusters are still valid 

There have been code releases 
since the pilot.  
For example there are now COPD 
resolved codes 

Need to carry out impact 
assessment  
 

Need to check that the 
specific BMI exception cluster 
is correct 

For the pilot only used 
8IAH. Body weight measurement 
declined 
This is not complete 

Discuss with the HSCIC QOF team 
and their clinical coding advisers 
with a view to request a code for 
‘Body height measurement 
declined’ to add to the 
BMIEXC_COD cluster 
 

Only using BMI codes for pilot Is waist measurement to be used 
in the future 

Clarification from evaluation. 

 

Acceptability 
Practices were divided in their views as to whether this indicator should be incentivised. Seventeen 

of the pilot practices (47%) felt that this should be considered for inclusion in QOF. A further six 

practices (17%) were ambivalent. Nine practices (25%) did not support it being considered for 

inclusion. 

 

All practices agreed that obesity is an important health issue and most reported they already 

collected BMI data for most of the conditions included in the indicator, usually as part of the annual 

review. One practice stated this data is not necessarily collected every year and some practices said 

they collected BMI data only for some of the conditions listed. Several practices did not routinely 

collect BMI for people with osteoarthritis and felt it was not effective or relevant to measure BMI in 

these patients. Practical concerns surrounding collecting this data for QOF were also expressed due 

to the large numbers of people with osteoarthritis. The weight of people with osteoarthritis is not 

routinely taken if they are well and many don’t receive an annual review. Two practices felt 

collecting this information was not necessary for people with asthma and COPD , although many 

other practices felt it was important for these conditions.. Three practices stated difficulties of 

measuring BMI in people who are housebound or have mobility problems. 

 

“With regards to the osteoarthritis erm, this was just such a massive number of patients that we did 

not think it was effective use of our resource to actually call them in and check everybody with 

arthritis’ weight.  So what we decided was that erm, for people coming in with osteoarthritis, or even 

in general, we should be trying to update their weights and see if anybody needs advice in general 

erm, but I think we would completely struggle with having to weigh people with osteoarthritis 

because that’s such a large number of patients.” (GP, Practice ID001) 

 

“Well, huge and then and then, what, when you were trying to sort out the register, if you had 

osteoarthritis of your fingers, should you be in there?....These are just bent fingers, thumb and 

elbows and shoulders really irrelevant for your BMI.” (GP, Practice ID002) 
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It was estimated that obesity levels were high in the populations included in this indicator, with most 

practices suggesting that over 50% tended to be overweight. Practices felt most people responded 

well to having their BMI checked because they are weighed routinely for long term condition 

reviews and are used to it. Many practices said some people can be sensitive, particularly if they are 

overweight but the vast majority are willing to be weighed. 

 

“It would normally be that we would just say, “It would be a good idea to, you know, to get you 

weighed.”  Erm, that’s certainly how I approached it.  And most patients are usually pretty happy 

with that.” (GP, Practice ID016) 

 

“I would say, if you look at all these patients, I think 60-70% of them would be overweight anyway.” 

(GP, Practice ID012) 

 

Most practices reported that if someone was overweight the GP or practice nurse would give basic 

lifestyle advice, leaflets, and discuss strategies to reduce their weight. Weight management referral 

options were mainly available outside of general practice. A small number had weight management 

services available within their practice. These included individual appointments with health trainers 

to discuss strategies and create goals, and nurse led weight management groups. 

“We have programmes where our practice nurse – when she gets enough numbers –  she’s started 

Diet Plus exercise programme, which is where she monitors them.....  So she monitors them and gives 

them motivation and then advises them on diet and exercise.” (GP, Practice ID001) 

“We’ve got the health trainer here ..And that’s what she does.  She has a long chat with the patient 

and sort of – ‘how often do you want to come and what do you actually want to achieve?’  And she 

helps them decide the best way [yeah].  Rather than just saying, ‘Well, do this.’  It’s not all going to 

go, either.  It’s all gentle steps at first.” (Practice Nurse, Practice ID011) 

Twenty-nine practices (80.6%) reported having external weight management options including 

discounted or free access to gyms, personal trainers, exercise on referral, and access to weight loss 

programmes such as Slimming World or Weight Watchers. A small number of practices reported 

having access to a dietitian but this was usually only for diabetic patients. Hospital services were 

reported as being more difficult to access unless people were severely obese and there was set 

funding for bariatric surgery in some areas. 

 

“So if you’re over 30, you can go to the hub and they get given Slimming World vouchers or Weight 

Watchers vouchers, but the person on the hub discusses what the best intervention for them would 

be, they also have groups I think.  We also have exercise on prescription for people with a BMI of over 

30, at local sports centres.” (GP, Practice ID015) 
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Six practices (16.7%) said there were restricted referral options in their area, or schemes that were 

previously available had been removed due to funding cuts. 

 

“I think we’ve got health trainer, that’s it...... There are people who qualify for bariatric surgery to 

refer them because they haven’t done Tier 3.  So we have to refer them to Cambridge now, which is 

nearly 100 miles away from here” (GP, Practice ID028) 

 

“Relatively limited.  We, we advise, of course.  Er, access to specialist dietetics is very difficult, unless 

they have some other co-morbidity, like with diabetics; we can get them to see a dietician but people 

who are just overweight, it’s very difficult.  We used to have erm, access to Weight Watchers.....We 

used to be able to give people vouchers to go to Weight Watchers – Rosemary Conley.  That’s 

stopped now just for financial reasons.  We have exercise on referral sometimes.” (GP, Practice 

ID024) 

 

Nine practices (25%) did not support the inclusion of this indicator in QOF. It was suggested that the 

indicator involved a large workload and should not include osteoarthritis. One practice felt the 

indicator should not include COPD or asthma as they didn’t perceive this as clinically useful. 

Although others noted that weight monitoring was important for COPD in order to evaluate any 

weight loss. Some practices felt that general practice is not the right place to address obesity and it 

was a public health issue that required individual behaviour change. 

 

“It should be more of a public health issue, and why should you come in and see me for me to tell you 

to lose weight, go and lose the weight yourself, go out there and do something about it, stop eating 

the cream cakes that you’re having for your break…It’s changing their mind, they’ve got to do it 

themselves.  Everybody wants everybody else to do something for them these days.”  (GP, Practice 

ID027) 

 

“It’s questionable, you need to tweek this osteo-arthritis business here, whether it’s erm, and just 

weight the implications of that included, because it’s going to be a huge indicator, it’s going to be a 

huge indicator.” (GP, Practice ID012) 

 

“The trouble comes, what are you going to do about it?  You get a person who comes in, they’re big, 

they’ve got osteoarthritis of the hip, you want them to exercise more, they can't because they’ve got 

osteoarthritis of the hip.  They’re already too late, aren’t they?”  (GP, Practice ID005) 
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Assessment of implementation 

Assessment of piloting achievement 

 
Final 1 

(BMI 6 Months) 
Final 2 

(BMI 12 Months) 

OBP902 INDICATOR Baseline Final Baseline Final 

Number of Practices Uploading 27 26 27 26 

Practice Population 204,852 198,058 204,852 198,058 

          

Obesity Register 53,540 52,486 53,540 52,486 

Excluded regardless         

Rule 1 True (under 18) 2,210 2,149 2,210 2,149 

Excluded if they do not meet Numerator criteria         

Rule 3 True (bmi exception) 2 5 2 4 

Rule 4 True (obesity exception) 1 0 1 0 

Rule 5 True (recent registration) 195 257 195 210 

Rule 6 True (recent diagnosis) 232 307 232 257 

Total Exclusions 2,640 2,718 2,640 2,620 

OBP902 Denominator 50,900 49,768 50,900 49,866 

OBP902 Numerator 24,692 16,353 24,692 25,417 

Numerator as % of Denominator 48.51% 32.86% 48.51% 50.97% 

 

Baseline achievement was calculated over 12 months and final achievement over a 6 month period 

(Final 1 in table above) and a 12 month period (Final 2 in table above). During piloting baseline 

achievement ranged from 24.6% to 79.58% (median 46.01, Inter Quartile Range 31.56; 65.46), final 

achievement at 6 months from 6.35% to 83.5% (median 31.99%, IQR 24.41; 39.59) and final 

achievement at 12 months from 17.54% to 93.66% (median 50.52%, IQR 39.03; 66.69). The 

differences in achievement between Final 1 and Final 2 is likely to be due to the different timeframes 

used. For example, where an activity is already being performed on annual basis a drop in 

achievement is often observed during a 6 month pilot as practices do not tend to repeat activity 

undertaken outwith the pilot dates unless it is clinically indicated. 

 

Changes in practice organisation 
Some practices reported that BMI data was not collected annually for all conditions and may need to 

be added to the annual review templates. For conditions where they did not perform annual reviews 

such as osteoarthritis, practices would need to set up new call/ recall systems. Most practices felt 

that recording BMI was straightforward but others acknowledged it would add to consultation time 

which was already limited.  

 

Resource utilisation and costs 
It was acknowledged that after measuring BMI, suitable intervention options needed to be available. 

Concerns were raised about the need for weight management referral options to be available in all 

areas which would be dependent on local funding. Some practices said they did not currently 
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measure BMI annually for all conditions included in this indicator. This could be added to templates 

but it would add to consultation time. Practices reported large numbers of patients with 

osteoarthritis and measuring BMI in this population in particular would be a burden on consultation 

time and resources as they are not routinely seen if well and managing. 

Barriers to implementation 
No specific barriers to implementation were reported. 

 

Assessment of exception reporting 
Exception reporting rates were low across the pilot: 4.9% at baseline, 5.2% at six months and 5% at 

12 months. This is comparable to other process indicators. Patients who are housebound and those 

with mobility problems may be more likely to be exception reported. 

 

Assessment of potential unintended consequences 
Additional consultation time may be required if practices need to set up new call/ recall systems and 

clinics to measure BMI. 

Assessment of overlap with and/or impact on existing QOF indicators 
This indicator will overlap with the following indicator currently in QOF: 

OB001: The contractor establishes and maintains a register of patients aged 18 or over with a BMI 

≥30 in the preceding 12 months. 

Suggested amendments to indicator wording 
The Committee may wish to consider removing patients with osteoarthritis from the denominator of 

this indicator. 
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Appendix 1: Practice recruitment 
We planned to recruit 34 practices in England and 2 in each of the Devolved Administrations. English 

practices were to be representative in terms of practice list size, deprivation and clinical QOF score. 

Given the limited variability in clinical QOF score we excluded practices with a score of ≤ 10th centile. 

Practice list size and IMD scores were divided into tertiles and a 3x3 matrix created with target 

recruitment numbers for each cell. These are detailed in the table below. 

 

 List size 

IMD Score Low Medium High 

Low 3 4 5 

Medium 3 4 4 

High 4 4 3 

 

 

As previously presented to the Committee, practice recruitment has been extremely challenging. At 

the beginning of this pilot we had recruited 31 practices in England and 5 in the Devolved 

Administrations (2 in Wales, 2 in Northern Ireland, 1 in Scotland). Practice recruitment by strata is 

shown in the table below with cells in bold where we failed to meet target numbers. We also over 

recruited in two stratas which is shown by the numbers in the table. 

 

 List size 

IMD Score Low Medium High 

Low 2/3 3/4 2/5 

Medium 4/3 4/4 3/4 

High 6/4 4/4 3/3 
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Appendix B: Indicator development details 
During the June 2014 Advisory Committee meeting it was agreed to pilot indicators which form a 

starting point for a weight management/ obesity domain. Key to this is the establishment of a 

register. Patients with long term conditions were identified for targeting. An indicator was 

developed to be tested with a focus group of frontline GPs. See table below. 

 

Recommendation Potential indicator Issues/ Questions 

Consider the potential of an indicator 
incentivising the recording of obesity 
in high risk groups. 

The percentage of patients 
with coronary heart 
disease, stroke or TIA, 
diabetes, hypertension, 
peripheral arterial disease, 
heart failure, COPD, 
asthma and/or 
schizophrenia, bipolar 
affective disorder or other 
psychoses who have had a 
BMI recorded in the 
preceding 12 months. 

Are there any unintended 
consequences to this 
indicator? 
 
Are these the right groups to 
focus BMI measurement on? 
 
 

 

GP focus group 

A focus group to discuss potential indicators was held on 23rd July 2014 where all potential indicators 

were discussed. Focus group attendees were volunteers recruited via our database of GPs who had 

responded to previous invitations. From the volunteers we purposively selected 15 GPs to attend the 

focus group to ensure an equal balance of men and women, representation from minority ethnic 

groups and a range of ages.  

All of those invited attended the meeting. Two-thirds were male.  Approximately half the 

participants described themselves as being of white ethnicity (n=7). Participants were reimbursed 

£250 for their attendance. 

Gavin Flatt and Dr Shirley Crawshaw attended on behalf of NICE. 

A single indicator was proposed focusing upon BMI measurement in groups of patients where being 

overweight may be detrimental to the course of the long-term condition. The longer term aim of this 

leading to an indicator in the future relating to a weight loss intervention was also discussed. 

The group recognised that obesity is a problem for the NHS but had some concerns about whether 

this was appropriate for general practice to address this, where the boundaries are with public 

health and whether the focus upon people with a long-term condition was too late. Although others 

challenged this, noting that weight loss had a positive effect upon parameters such as blood 

pressure control. Participants also expressed some frustration as to what they could do once they 

identified a person with a raised BMI. It was noted that in many areas weight loss referral schemes 

had been decommissioned. Although it was further acknowledged that collecting BMI data more 
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routinely could help build a commissioning case for these schemes to be reinstated by articulating 

the level of need in the community. 

This indicator was progressed to piloting with the inclusion of people with osteoarthritis and 

rheumatoid arthritis. Some disquiet was expressed over the inclusion of people with asthma due to 

the numbers involved.  

Indicator wording as piloted 

1. The percentage of patients with coronary heart disease, stroke or TIA, diabetes, hypertension, 

peripheral arterial disease, heart failure, COPD, asthma, osteoarthritis and/ or rheumatoid 

arthritis who have had a BMI recorded in the preceding 12 months. 

 

 


