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Quality of life
measures

The editorial on ‘Quality of life: what does
it mean for general practice?’’ suggests
that including patient-reported quality of
life in chronic disease management may
help health professionals to understand
more about the patient’s perspective. In
relation to the important question of how
best to measure changes in quality of life
for patients who have more than one
chronic condition, Jacobs suggests using
a generic questionnaire such as the EQ-
5D, despite its limited sensitivity to
change and lack of attention to the details
of any particular health problem.

An alternative, and one suited
particularly to the provision of integrated
holistic care, is to use an individualised
outcome questionnaire. There are a
number to choose from: Measure Yourself
Medical Outcome Profile? is a brief
questionnaire developed specifically for
use in multidisciplinary general practice
that asks the patient to nominate the
health problem that is most important to
them on the day of attendance, and then
score its severity across several
dimensions. Consequently, it informs
clinicians about patients’ priorities and
individual perceptions and is applicable
across many health conditions
(http://sites.pcmd.ac.uk/mymopy/).

A more generic measure of
individualised health-related quality-of-life
is provided by the Patient-Generated
Index® which, while it is more complex to
administer, has been validated in a wide
range of patient populations. Taking an
even broader view of quality-of-life, within
which health is only one of many possible
dimensions, is the Schedule for the
Evaluation of Individual Quality of Life,*

which highlights social and environmental
influences on health. Individualised
outcome questionnaires have the
potential to promote shared
understanding and decision making, as
well as truly patient-centred outcome
measurement.
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Antidepressant
prescribing for older
adults

The recent paper by Cameron et al' raises
some underlying issues regarding
antidepressant prescribing for older
adults.

The study indicated that ‘all adult
patients’ were eligible to participate.
However, the mean age was 48 years
(SD = 18 years). This suggests that almost
no participants were over the age of
65 years. The study also stated ‘detected
participants tended to be younger’.

Our concerns are twofold. Firstly, the

paper is misleading if there was an upper-
age cut off in this study, or older people
were excluded without that being stated.
Secondly, if older people were included,
then why was their depression not
detected? Was there an assumption that
depressive symptoms are an inevitable
part of old age and, therefore, depression
was not considered an appropriate clinical
diagnosis, which would ultimately lead to
undertreatment??

The study debunks the view that GPs
are to blame for an increase in
antidepressant prescribing, but does not
answer the question of the real cause for
this increase. A timely paper by Moore et
al® illuminates this issue. This primary
care study confirms an increase in the
number of overall prescriptions (2.8% in
1993 to 5.6% in 2004), but suggest this is
due to patients being prescribed
antidepressants for a longer duration with
an increase in repeat prescriptions. Older
people, with a higher tendency to
experience relapses of depression, would
be likely to benefit from longer-term
prescribing.”

The paper also did not mention rates
of benzodiazepine prescribing. One
hopes that benzodiazepine prescriptions
are inversely related to antidepressant
prescribing for depression. Higher rates
of antidepressant prescribing are likely to
be preferable to alternative drug regimes.
Again, this has specific relevance to
older people who may be particularly
sensitive to side effects of
benzodiazepines.

All in all, we think these issues should
be addressed, especially the lack of
identification of depression in older
people in this study. This is of concern
because depression in old age is as
common as in younger people, and is
associated with equal if not higher rates
of suicide.

British Journal of General Practice, January 2010

53



