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Box 3

GAD-7 questionnaire
Patients rate answers (0 = not at all, 1 = several days, 2 = more than half the
days, 3 = nearly every day) to the following questions:

How often in the past two weeks have you been bothered by:
1 Feeling nervous, anxious or on edge?
2 Not being able to stop or control worrying?
3 Worrying too much about different things?
4 Trouble relaxing?
5 Being so restless that it is hard to sit still?
6 Becoming easily annoyed or irritable?
7 Feeling afraid as if something awful might happen?

Scores of 5, 10 and 15 are taken as the cut-off points for mild, moderate and
severe anxiety respectively. When used as a screening tool, the recommended
threshold score is ≥10.

Spitzer RL, Kroenke K, Williams JB et al. A brief measure for assessing generalised anxiety disorder: the
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with the therapist to reappraise
probability and explore alternative less
catastrophic outcomes.12 Applied
relaxation involves teaching relaxation
skills and applying them in anxiety-
provoking situations.

Tricyclic, SSRI and SNRI antidepressants
have similar overall efficacy in GAD.6

NICE recommends that patients
should be offered an SSRI, preferably
sertraline, as this is the best tolerated
drug with the lowest discontinuation »

rate. If treatment is effective, it should
be continued for at least 12 months. 

Benzodiazepines should not be
prescribed, except as a short-term
measure during crises. Antipsychotics
should not be prescribed in primary
care. NICE does not consider the use
of beta-blockers in GAD. According to
a review in the Lancet6 beta-blockers
have unproven efficacy in GAD but
may be useful for patients with
marked autonomic hyperactivity.

Box 2 
Two question screen for GAD
1 During the past four weeks, have you been bothered by feeling worried,
tense or anxious most of the time?
2 Are you frequently tense, irritable and having trouble sleeping?

Ballenger JC, Davidson JR, Lecrubier Y et al. Consensus statement on GAD from the International
Consensus Group on Depression and Anxiety. J Clin Psychiatry 2001;62:53-8

Box 1 
Quality and Outcomes Framework: Depression
DEP 1: The percentage of patients on the diabetes register and/or the CHD
register for whom case finding for depression has been undertaken on one
occasion during the previous 15 months using two standard screening
questions. 8 points

DEP 2: In those patients with a new diagnosis of depression, recorded
between the preceding 1 April to 31 March, the percentage of patients who
have had an assessment of severity at the outset of treatment using an
assessment tool validated for use in primary care. 25 points

DEP 3: In those patients with a new diagnosis of depression and assessment
of severity recorded between the preceding 1 April to 31 March, the
percentage of patients who have had a further assessment of severity 5-12
weeks (inclusive) after the initial recording of the assessment of severity.
Both assessments should be completed using an assessment tool validated
for use in primary care. 20 points

Step 4: Referral to secondary care
Patients should be referred if there is:
•An inadequate response to Step 3
treatments
•Severe anxiety with marked
functional impairment
•A high risk of self-harm or suicide

IMPLICATIONS FOR THE 
QOF INDICATORS
DEP 1: Case finding
Depression is more common among
patients with chronic physical health
problems and is associated with
increased morbidity and mortality.
Since 2006, there have been QOF
incentive payments for depression
case finding among patients with
diabetes and CHD (see box 1, left),
although the number needed to
screen is large. 

Anxiety disorders have been less
well studied, but there is now
increasing evidence that they are of
equal importance. GAD is commonly
associated with chronic conditions
(14% of diabetes patients have GAD)13

and anxiety disorders are associated
with poor quality of life, disability and
cardiovascular mortality.14 It is
suggested, therefore, that we should
not look for depression without also
searching for anxiety.15

If we decide to screen for anxiety, 
I suggest a three-step procedure.
Patients who respond positively to
either of the two screening questions
(see box 2, left) are asked to complete
a HADS questionnaire, and those with
a score ≥8 are then interviewed by the
practice nurse. 

The HADS anxiety scale (HADS-A)
consists of seven questions which are
scored on a scale of 0 to 3. The anxiety
score is the sum of the seven individual
scores, with a range of 0 to 21. The score
is categorised as normal (0-7), mild 
(8-10), moderate (11-14) or severe (15-21).

With a cut-off HADS-A score of ≥8,
GAD is detected with a sensitivity of
80% and a specificity of 88%.16 Among
diabetes patients, the positive predictive
value (PPV) will be 0.52 which compares
favourably with the PPV of 0.22 for
those who screen positive for depression.17

An alternative case-finding strategy
is to identify and screen persistent
frequent attenders, among whom there
is a high prevalence of both anxiety
and functional somatic symptoms.18

DEP 2: Diagnosis
It is no longer sufficient simply to
assess whether the diagnostic criteria
for DSM IV major depression are met.
We must also consider whether the




