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Rationale for QOF SMI indicators

• Mortality rates for people with SMI (schizophrenia, bipolar 
disorder, or other psychosis) are 2-3 times higher than 
average, largely due to physical disorders, especially smoking 
and obesity related cardiovascular and respiratory problems

• Responsibility for health promotion and care of the physical 
health of people with SMI sits with GPs and Practice Nurses

• GPs help look after patients’ mental health care needs too

• Research shows 1 in 2 people with schizophrenia and 1 in 3 
people with bipolar disorder are seen only in primary care 
(Reilly et al, PLoS ONE 2012)



What were GPs doing for their SMI 
patients before the QOF?

• Treating physical problems and issuing sickness 
certificates and repeat prescriptions (Parkes et al 
1962, Kendrick et al 1994)

• Reviews of mental state and mental health 
medication were relatively uncommon  (Nazareth 
et al 1993, Kendrick et al 1994)

• Health promotion was almost non-existent 
(Kendrick, 1996)

• GPs’ open-ended consultation style tended to miss 
problems in patients with apathy and withdrawal



Evidence base for reviews of SMI patients
• Trial of teaching GPs to carry out structured assessments of 

their long-term mentally ill patients:

– Changes in drug treatment and referrals to community psychiatric 
teams were significantly more frequent in the intervention group 
(Kendrick et al, BMJ 1995)

• Trial of monitoring people with psychosis in general 
practice:

– Significant improvements were recorded in the intervention group 
on the Global Assessment Scale and Present State Examination 
(Nazareth et al, Br J Psychiatry, 1996)
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SMI indicators in the QOF
• 23 points for structured reviews within 15 months

• 6 points for documented comprehensive care plan 

• 2 points for monitoring of blood lithium levels 

• 1 point for monitoring lithium patients’ thyroid and kidney 
function

• Total QOF points approximately 1000

• 1 point is worth a mean of £157 to practices in 2013/14
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Annual review of SMI patients
• Use of alcohol, drugs and smoking behaviour 

• Blood pressure

• Body mass index

• Blood test for diabetes 

• Cholesterol

• Cervical screening if appropriate

• Medication review
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QOF SMI registers and reviews 2005

Region
% of practices with a 
register of patients 
with severe mental 

illness

% of practices which 
reviewed >90% of 
patients with SMI

NW England 99.4 76.0

NE England 99.2 77.4

London 99.3 77.0

E England 99.3 85.2

S England 100 87.8

Average points for completion of patient reviews: 21/23 



Potential benefits of QOF SMI indicators
More proactive, better quality care might lead to:

•Fewer unplanned hospital admissions

– For both mental and physical health problems, through 
preventing emergency situations

•More planned hospital admissions 

– For physical health problems, through identifying and 
tackling undetected and unmet needs

•Better health outcomes, both physical and mental
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Rationale for QOF depression indicators

• GPs failed to recognise a half to a third of people with 
depression (Freeling et al, BMJ 1985), and did not look for it in 
people with risk factors (notably chronic physical disorders)

• Most depressed patients, even if recognised, received 
inadequate treatment with short term antidepressants

• Education of GPs alone did not improve recognition of 
depression or patient outcomes (Thompson et al, Lancet, 2000)

• Many patients with only mild depression were being treated 
inappropriately (Kendrick et al, BJGP 2005), and antidepressant 
prescriptions were increasing year on year



GPs offered antidepressants to patients  they 
perceived were more depressed…

   
GP  perception of severity of 

depression 
 

 
 
 

   
mild 

 

 
moderate 

Total 

Whether or 
not patient 
was offered 

anti-
depressants 

 
No 

 

 
68 

 
19 

 
87 

 
Yes 

 

 
3 (4%) 

 
11 (37%) 

 
14 

 
 

 
Total 

 

 
71 

 
30 

 
101 

 
    Fisher’s exact test p < 0.05 



But GP diagnoses of depression did not accord 
with the HADS valid depression measure

 

 
                                Kendrick et al, BJGP, 2005   
 

  Whether or not a case on 
the HAD-D (score 8+) 

 
 
 

   
Yes 

 

 
No 

 
Total 

 
GP 

diagnosis 
of 

depression 

 
Yes 

 

 
31 

 
70 

 
101 

 
No 

 

 
66 

 
502 

 
568 

 
 

 
Total 

 

 
97 

 
572 

 
669 



Depression indicators in the QOF
• Screening patients with diabetes and/or coronary heart 

disease for depression: 8 points (removed 2012)

• Assessing severity at the outset of treatment using a 
validated questionnaire (PHQ-9, HADS, BDI or other): 25 
points (reduced to 21 points, then removed from 2013)

• Assessing severity 5-12 weeks after diagnosis using a 
validated questionnaire: 10 points (the use of a 
questionnaire measure has been optional from 2013)

• ‘Biopsychosocial’ checklist at diagnosis introduced in 2013, 
instead of symptom questionnaires (to be removed in 2014)
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Management of depression following 
introduction of QOF symptom questionnaires

• Rates of antidepressant drug prescribing and referrals 
to specialist services varied appropriately in line with 
patients’ scores on the QOF depression questionnaires 
(PHQ-9 and HAD-D)

• GPs took other potentially important predictors taken 
into account including age, past history of depression, 
and concurrent physical illness 

(Kendrick et al, BMJ, 2009)



Item of management 
received

Number (%) of patients in receipt of item
by PHQ-9 severity category

Minimal
(N = 85)

Mild
(N = 189)

Moderate 
to severe 
(N = 1384)

Total
(N = 1658)

Prescription for an 
antidepressant 

23
(27.1)

92
(48.7)

1195
(86.7)

1310
(79.0)***

Any referral to mental 
health/ social services

11
(12.9)

31
(16.4)

351
(25.36)

393
(23.7)**

Significance of differences between severity categories: **p<0.01; ***p<0.001
(χ2 test, adjusted for clustering)

Intervention and severity on PHQ-9



Item of 
management

Severity
score

Age 
65+ 

Past history 
of 

depression

Diabetes 
mellitus

Coronary 
heart 

disease

Southampton v 
Liverpool and

Norfolk

PHQ-9 
patients

Prescription + +

Referral

HAD-D 
patients

Prescription

Referral + 

Factors affecting prescribing and referral 
(logistic regression)

+



Treatment changes related to follow-up scores

Odds of a treatment 
change (95% CI)

Adjusted odds of a 
treatment change*

Probably adequate 2.54 (1.54, 4.18) 2.41 (1.52, 3.80)
Inadequate 5.41 (3.49, 8.38) 5.34 (3.44, 8.29)
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*model includes: gender, age, comorbid physical illness, previous history of 
depression, and clustering by practice

(Moore  et al, BJGP 2012)

Drug changes/referrals compared to the adequate response group:

Response to treatment (categorical) N (%)

Adequate response (score reduced by 5+) 379 (63%)

Probably adequate (score reduced by 2-4) 97 (16.%)

Inadequate (score reduced by 0, 1 or increased) 128 (21%)

Changes in PHQ-9 scores among 604 patients in 14 practices: 



Depression questionnaires controversial
• Screening diabetes and CHD patients was felt intrusive and 

yielded few new cases

• Patients found the symptom questionnaires were helpful 
adjuncts to medical judgment, and an indication that their 
depressive symptoms were taken seriously 

• Some GPs complained that questionnaires could not be 
used with patients with language difficulties, were often 
inaccurate, and intrusive in sensitive consultations 

• GPs considered their clinical judgment more important 
than questionnaires, and were concerned that 
questionnaires were a threat to their professionalism 18



In defence of symptom questionnaires
• Our observational research suggests that questionnaires 

have improved the targeting of treatment for patients in 
line with NICE guidance (Kendrick et al, BMJ, 2009)

• Improved patient outcomes were found in a trial of 
symptom questionnaire assessment and monitoring in 
primary care in the USA (Yeung et al, Depression & Anxiety, 2012) 

• Systematic reviews show evidence of benefit in patient 
outcomes from questionnaire monitoring in psychotherapy 
and psychiatric practice (Knaup et al, Br J Psychiatry, 2009)

• PHQ-9 and GAD-7 are routinely used in IAPT services
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Changes to QOF MH indicators in 2014
• 38% reduction in the QOF with 341 points being removed; 

238 go into the global sum and 103 into enhanced services

• Removal of annual check of BMI, cholesterol, and glucose 
in SMI (not recommended by the Advisory Committee)

• Removal of biopsychosocial assessment at diagnosis of 
depression (as recommended by the Advisory Committee), 
although follow-up indicator remains

• NHS England looking more to enhanced services for 
improvements in mental health care (LES and DES)
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Will the QOF derived improvements persist?

• SMI registers, annual checks, and care plans are still 
incentivised, so obesity and diabetes checks could persist

• Practices may continue to use depression symptom 
questionnaires at diagnosis and at QOF funded follow-up 
appointments (>50% of research practices surveyed in 
Hampshire still use them, at least for some patients)

• Local enhanced schemes are easier to agree than national 
QOF negotiations which contractually bind all practices

• We need to learn from the QOF experience as well as from 
LES exemplars
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Learning from the QOF experience
• Proposed changes must be evidence-based, and ideally 

supported by primary care based trial evidence of changes in 
health outcomes not just changes in the process of care

• Interventions must be piloted to assure feasibility, 
acceptability, effectiveness and likely cost-effectiveness in 
practice as opposed to the clinical trial situation

• Interventions must fit with existing services, or work needs 
to be done to help integrate them, taking into account May’s 
theory of normalisation (fit with existing doctor-patient 
relationships, clinical practice, and organisational structure)
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