
The QOF indicator 5 (which replaces
indicator 3) records the percentage of
patients who have had a further
assessment of severity 4-12 weeks
after the initial assessment, see box 2,
above. Although this allows
considerable flexibility with regard to
the timing of reassessment, both NICE
and the BAP recommend 6-8 weeks
as the optimum time for assessing
initial treatment response: if there is no
response by this time, there is only a
20% chance of remission at 12 weeks.10

We should continue to provide
regular follow-up after the first three
months. It is important to identify
patients at increased risk of relapse,
which may be indicated by:
• residual symptoms with functional
impairment
• lack of psychological well-being
• two or more recent episodes with
significant functional impairment
• multiple previous episodes
• a history of severe, prolonged or
treatment resistant episodes

We should advise these patients to
continue antidepressant treatment for
at least two years and should
recommend referral for appropriate
psychological interventions.
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IMPLICATIONS FOR PRACTICE
Diagnosis
Not only do we need to distinguish
subthreshold depression from major
depression, but we should also
attempt to grade the severity of major
depression. This is very difficult. It is
impossible to set precise boundaries
and we should guard against
assuming that a particular severity
measure score should automatically
imply a specific treatment. The PHQ-9
overestimates depression severity24

and is not a substitute for clinical
judgement.

The DSM IV criteria define major
depression. The PHQ-9 is based on
these criteria but counts symptoms if
they are present on more than half the
days whereas the definition of major
depression requires them to be
present on nearly every day. If the
score is 15 or greater this suggests that
a clinical diagnosis of major depression
is likely to be correct, whereas a score
of 10-14 is borderline.

Acute treatment
Given the categorical uncertainty and
the lack of agreement between the
NICE and BAP guidelines, I would
advocate a flexible approach.

For mild depression of less than
eight weeks’ duration, we should try to
avoid the use of antidepressants. 
I think we should offer patients a
choice between low-intensity
interventions and watchful waiting,
which must include structured 
follow-up and active monitoring of
symptoms. 
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‘It is important
to identify
patients at
increased risk 
of relapse’

Patients should be reviewed at
regular intervals of between two and
four weeks, either face to face or by
telephone. We should monitor
depression symptoms and the degree
of functional impairment e.g. using the
PHQ-9, we should ask about suicidal
ideation, we should encourage 
self-management activities, and we
may wish to provide brief CBT or
problem solving therapy.

If the depression persists for longer
than eight weeks, it is reasonable to
offer antidepressant treatment.

For moderate depression, I think we
should offer a choice of antidepressants
alone, CBT/IPT alone or combination
treatment. In the case of the latter, we
should make it clear that only one in
eight patients will derive additional
benefit.

Patients with severe depression
should be offered combination
treatment.

FOLLOW-UP
We should review patients regularly at
intervals of between two and four
weeks during the first three months of
antidepressant treatment. This is in
order to:
• monitor depression symptoms
• monitor drug side effects
• identify patients at risk of suicide
• encourage medication adherence
and self-management activities
• identify nonresponders and adjust
their treatment

Box 1
Enhanced care
Case management18

Collaborative care2

Box 2

QOF Indicators Depression 2011/12
Diagnosis and initial management
DEP1: 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 preceding 15 months using two standard screening
questions. 6 points

DEP4: 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 time of diagnosis using an assessment tool
validated for use in primary care. 17 points

DEP5: 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 4-12 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. 8 points

• Active follow-up e.g. by healthcare
assistants
• Encouragement of patients to
adhere to treatment and monitoring
of depression symptoms
• Adjustment of treatment plans
when patients do not improve
Case management plus:
• Involvement of at least one other
professional (nurse†, psychologist,
psychiatrist or pharmacist) in patient
care
• Use of an evidence-based protocol
• Enhanced liaison between primary
and secondary care
†e.g. specialised depression nurses trained to
provide problem-solving treatment




