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Background: why this indicator is important 

• England: all-cause mortality in people with serious mental 
illness is over 3 times higher than all-cause mortality in the 
general population 

• Consistent international evidence of a life expectancy 
differential of 10-20 years 

• England: deaths from cancer, CVD, respiratory disease, 
digestive system disease account for 56% of the excess 
deaths in people with SMI 

• Monitoring the mortality gap is the first step in improving 
the quality of health care for people with SMI 



Background: the existing definition 

Indicators of excess mortality in people with SMI were 
included for the first time in the 2012-13 data collection 
 

Definition: 

This indicator is a ratio of two mortality rates and is aimed 
to account for the excess mortality by all causes 
attributable to a diagnosis of schizophrenia/bipolar disorder 

Numerator: “All cause” mortality rate for persons aged 15-
74 with a diagnosis of schizophrenia/bipolar disorder in the 
reference year  

Denominator: “All cause” mortality rate for the total 
population aged 15-74 in the reference year  

 



Background: the problem 

• 2012-13 data collection: 10 countries submitted data  

• Definition interpreted differently by different countries: 

– Some countries measured deaths in hospital only 

– Patients diagnosed in different time periods  - in the 
reference year, in the past, on discharge, on admission 

– Mortality in the reference year or mortality during 
one-year period from the admission or discharge date 

– Different diagnoses – all patients with SMI vs. specific 
diagnosis codes 

– Different data sources (Registers, inpatient/outpatient 
databases, insurance data) 

 

 

 

 

 

 



Aims of the UK project 

• To establish clarity about the aims of the 
indicator 

• To improve accuracy and comparability of the 
data by refining the definitions 

• To identify potential data sources to allow 
greater country participation in data 
submission  

 

 

 

 

 

 

 



Participation in the project 

• Fifteen countries actively involved (Denmark, 
Germany, Ireland, Israel, Latvia, Netherlands, 
New Zealand, Norway, Slovenia, Spain, 
Sweden, UK (Wales, England, Scotland), USA) 

• Two webinars (March & May 2014) with ten 
countries and HCQI Secretariat participating 

• Five other countries have completed 
questionnaires 

 



Outputs of the project - 1 

• Clarity about aims of the indicator: 

– the quality of overall health care for all people with 
schizophrenia/bipolar disorder  

– not the quality of mental health care, and not just 
healthcare for hospitalised patients 

• Clarity about ideal data source: patient registers the best 
data source for capturing the total prevalent population, 
but few countries have complete registers 

• Proxy data sources: eg partial registers, primary care 
databases, insurance data, prescribing data, inpatients 
and outpatients aggregated over several years, surveys 

• Must be linkable to mortality data 

 



Outputs of the project - 2 

We used information from different data sources provided 
by 7 countries to estimate coverage of the prevalent 
population: 

• Using known prevalence of schizophrenia and bipolar 
disease (studies suggest 0.5 – 1% for schizophrenia, 0.6% 
for bipolar disorder) we estimated expected numbers of 
patients aged 15+ in each participating country 

• We then compared expected numbers to the number of 
patients aged 15+ captured by different data sources in 
each country, and estimated the percentage coverage of 
the prevalent population using these data sources 



Results (1) 

• Four countries had full or partial registers, 
covering between 6% and 100% of the prevalent 
population, but with some exclusions eg private 
patients 

• Four countries used hospital inpatient and 
outpatient data aggregated over several years to 
give estimated coverage ranging from around 
23% (New Zealand over 5 years) to nearly 100% 
(Sweden over 7 years) of the prevalent 
population 



Results (2) 

• Inpatient data, although readily available, 
gives low coverage of the prevalent 
population – Slovenia 4% over 1 year, England 
11% over 5 years 

• Hospital data aggregated over several years 
also risks selection bias – people admitted to 
hospital with SMI may be more physically 
unwell than those whose SMI is managed 
outside of hospital 



Proposed definition for data collection 2014-15 

Excess mortality from schizophrenia (or bipolar disorder) 

This indicator is a ratio of two mortality rates and aims to measure the excess 
mortality from all causes in people who have a diagnosis of schizophrenia or bipolar 
disorder.  It is calculated as follows: 

Rate 1: Directly age- and sex-standardised “all cause” mortality rate in the reference 
year (eg 2013) for all persons aged between 15 and 74 years old in the prevalent SMI 
population.   
Numerator: All deaths among the denominator population in the reference year. 
Denominator: The prevalent SMI population ie all people aged 15-74 who have ever 
had a diagnosis of schizophrenia or bipolar disorder (see list of ICD codes) as obtained 
from a register or equivalent data source.   
 

Rate 2: Directly age- and sex-standardised “all cause” mortality rate in the same 
reference year for all persons aged between 15 and 74 years old in the total 
population.  

Numerator: All deaths among the denominator population in the reference year. 
Denominator: The total population ie all people aged 15-74.   
 

The indicator will be the ratio of Rate 1 : Rate 2 



Proposed data sources* 

• Ideal data source is a full register of all people 
who have ever had a relevant diagnosis 

• Countries without full registers should consider 
and assess the suitability of eg:  
– Partial registers eg covering one or more regions 

– Combined inpatients/outpatients aggregated over a 
number of years  

– Representative health surveys  

– Unique patients prescribed relevant medicines  

– Primary care or other patient databases 

–  Insurance data 

* Must be linkable to mortality data 

 

 



 

We invite member countries to comment 
on the recommendations 

 

 

Thank you 


