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I. Research Problem

Depression is highly prevalent and causes high rates of
morbidity and mortality (Johnson et al 1992; von Korff et al
1992; Wells et al 1988a; Wells et al 1988b). Depression is
one of the most common clinical disorders treated by health
care professionals today. One out of eight individuals will
need treatment for depression in their lifetime and surveys
have found that 6-8 percent of all outpatients in primary care
settings have majoy depressive disorder (Friedman 1975). The
direct and indirect costs of major depressive disorder have
been estimated to be approximately $16 billion per year in
1980 (Stoudemire et al 1986). Despite the high incidence of
depression in the United States, it is believed that
depression remains underdiagnosed and undertreated (Depression
Guideline Panel 1993). )

The diagnosis and treatment of depression used to be done
mostly by specialty physicians but now many primary care
providers are diagnosing and treating depression (Hough et al
1987; Shapiro et al 1984). Once the diagnosis of depression
is noted, treatment options including medication,
psychotherapy, or both are highly successful (Eddy et al 1990;
DiMascio et al 1979; Wells 1985; McDonnell-Douglas 1989, 1990;
von Korff et al 1992; Weissman et al 1981, 1987). Due to the

high prevalence, high costs, significant morbidity and



mortality, and high efficacy of treatment, clinical practice
guidelines have been developed on depression by the Agency for
Health Care Policy and Research (Depression Guideline Panel
1993) .

Practice guidelines have been developed to improve
identification, diagnosis, and treatment of major disease
states. Now that several guidelines have been developed, it
is important to investigate the effects of developing and
implementing guidelines into practice. Several areas
regarding the effects of practice guidelines need to be
studied including:‘how to best implement guidelines, methods
of measuring adherence to guidelines, identifying patterns of
adherence, identifying predictors of adherence, and studying
the effects of guideline implementation on disease and quality
outcomes.

This project focus€s on physician adherence to standards
based on AHCPR clinical depression guidelines. The primary
objectives of this study are: 1) to develop a reliable and
valid tool for measuring physician adherence, defined by
documentation of standards based on AHCPR clinical guidelines
for depression; 2) to identify and describe patterns of
documented physician adherence to depression guidelines; 3) to
examine 1f patient characteristics including age, gender,
insurance status, and clinical severity are related to

physician adherence to depression guidelines; 4) to examine if



physician specialty is related to physician adherence to

depression guidelines.

IT. PREVIOUS WORK

Guideline development and adherence

General guidelines

The development and use of clinical practice guidelines
is becoming more common in the medical profession today. The
increasing popularity of using practice guidelines 1is based on
providing standardized, appropriate, and cost effective health
care services (Depression Guideline Panel 1993). When
practice guidelines are developed and applied by physicians
they may offer an effective method of providing and improving
positive patient outcomes. However, it is important that
guidelines be accessible and usable in order to be implemented
and accepted throughout the medical profession.

A variety of medical practices have evaluated the effects
of developing and implementing guidelines into practice. The
AHCPR has initiated the development of a variety of clinical
practice guidelines and in turn research is being done and
needs to be done surrounding the use of these guidelines. It
is important to document rates of guideline compliance in the
various disciplines and also develop and test methods for

improving compliance. Research has shown that guidelines can



be developed but implementation is the most difficult step.
Mittman et al (1992) noted that methods for guideline
development are better understood than for guideline
implementation.

Several studies have evaluated the effects of guideline
development and have found low rates of physician compliance
to existing guidelines. Lomas et al (1989) found that
obstetricians were aware and agreed with practice guidelines
regarding performing cesarean sections in women but rates of
cesarean sections @id not go down after guideline development.
The researchers concluded that other incentives may be
necessary to increase rates of guideline compliance among
physicians (Lomas et al, 1989).

Hill et al (1988) evaluated compliance to the 1984 Joint
National Committee Consensus Report on High Blood Pressure by
a random sample of Maryland physicians. Availability of a
copy of the report was 58%, familiérity was 81%, providing
care based on guidelines was 65%, and the amount of change in
practice behavior to adhere to guidelines was 18% (Hill et al,
1988). The lack of availability of the report itself may
suggest a barrier to adherence.

Another study by Headrick et al (1992) noted a low
baseline compliance rate of 39% to National Cholesterol
Education Program (NCEP) guidelines when conducting a

randomized controlled trial in a major urban teaching



hospital. Ellrodt et al (1995) conducted a retrospective
study of patients' physicians who were not compliant with
guidelines regarding admissions to the hospital for chest
pain. It was found that 34% of physicians did not follow
guidelines for discharge, 19% of these physicians had no
obvious reason for delayed discharge, and 16% of physicians
refused to follow guidelines (Ellrodt et al 1995).

These studies found low rates of compliance to guidelines
and it has been suggested that other incentives be offered to
successfully implement the use of practice guidelines. 1In an
overview of guideline implementation, Mittman et al (1992)
suggests strategies such as academic detailing, use of opinion
leaders, and use of continuous quality improvement in efforts
of improving successful implementation of practice guidelines.

Several articles have done interventions to improve
guideline adherence. Cdhen et al (1982) studied the effects
of providing a checklist of all recommended preventive care
guidelines to each patient chart and found a significant
increase in performance of preventive care measures. An
article by Morrow et al (1995) used peer review, feedback, and
financial incentives as methods for successfully improving
preventive care. Tierney et al, 1986 used monthly feedback
reports to physicians and noted improvement in preventive care
practices.

Another article by Myers et al (1988) noted improved



compliance to cesarean section guidelines by implementing a
program with a second opinion requirement, objective criteria
for indication, and detailed review of individual physician
rates of performing cesarean sections.

Another area of interest in these studies is charting
adequacy. It is important to look at charting by physicians
in efforts of identifying documented adherence to guidelines.
In the Morrow et al (1995) article charting adequacy was
examined relating to preventive care and was 87% at baseline
and improved to 92% post intervention. Preventive care such
as immunizations d;es not require detailed charting as would
be necessary for depression and therefore the baseline rate of
documented adherence to depression guidelines would be
expected to be much lower.

Antidepressant Prescribing Patterns

Several articles hdve evaluated prescribing patterns of
antidepressant medications. Many articles note that
depression may be undertreated in terms of utilizing
antidepressant medications, using low doses of
antidepressants, and treating for an inadequate time frame
(Keller et al 1982; Wells et al 1993; Wells et al 1994; Wells
et al 1995; Wells, Katon et al 1994; Meredith et al 1994;
Matthews et al 1993; Kerr 1994; Orrell et al 1995; Donoghue
and Tylee 1996; Horn 1997). Several articles also examine

prescribing patterns and attempt to note reasons or predictors
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for prescribing practices (Wells et al 1993; Wells et al 1994;
Wells et al 1995; Wells, Katon et al 1994; Meredith et al
1994 ; Strum and Wells 1995; Munizza et al 1995; Kerr 1994;
Isacsson et al 1996; Shao et al 1997).

The majority of articles have resulted from the Medical
Outcomes Study (Wells et al 1993; Wells et al 1994; Wells et
al 1995; Wells, Katon et al 1994; Meredith et al 1994; Strum
and Wells 1995). This is an observational study of adult
outpatients who received care in either a health maintenance
organization, a large multi-specialty, a mixed prepaid and
fee-for-service gréup practice, or a single specialty small
group or solo practices.

Wells et al (1993) examined the quality of care for
hospitalized depressed elderly patients before and after
implementation of a prospective payment system. This used
medical record data to examine if admission, psychological
assessment, psychological medication management, and
neurologic exam were appropriate. It was noted that 85.3% of
admissions were appropriate and 67% of patients had
appropriate assessments. The mean quality of psychotropic
prescribing was 1.41 (range 0-2) and the mean completeness of
neurologic exam was 1.4 (range 0-3).

Another article by Wells et al (1994) looked at the
quality of care for depressed elderly and examined differences

across treatment settings. This study used the same measures



as the study above and found that treatment location or type
" of hospital (no psychiatric unit, an exempt psychiatric unit,
or a nonexempt unit) did not impact the overall quality of
care provided.

Wells et al (1995) examined the severity of depression
among outpatients based on patient interviews assessing
depression symptoms and global measures of psychiatric and
physical sickness. These patient self-report measures were
compared for general medicine physicians, psychiatrists, and
other mental health specialists. It was found that baseline
symptom scores were higher for psychiatrists and lowest for
general medicine physicians. The type of payment was not
related to psychological or physical sickness. This study
also found several undetected depressed patients who scored in
the range warranting treatment.

Wells, Katon and éblleagues (1994) used patient
interviews and surveys to determine patient reported
utilization patterns for minor tranquilizers and
antidepressants. It was noted from patient self-report that
39% of depressed outpatients were receiving sub-therapeutic
doses of antidepressant medications. Age, education, race,
marital status, type of disorder, and psychological sickness
were all associated with use of antidepressant and/or minor
tranquilizer medications. The more clinically ill, older

patients, more educated patients, and white patients were more



likely to use antidepressants. Patients who were more
clinically 111 and unmarried patients were more likely to use
a minor tranquilizer (ngls, Katon 1994) .

The Meredith et al (1994) study examined clinician
specialty and treatment style for depressed outpatients. This
study compared physician self-report and patient self-report
of prescribing and/or utilizing an antidepressant and
receiving face to face consultation. Physician self-report
noted a rate of prescribing antidepressants to be 59.4%.
Physicians also reported a rate of providing face to face
consultations to p;tients 67.4% of the time. The patient
report indicated a 18.9% rate of antidepressant utilization
and a 55.3% rate of receiving counseling. When examining the
physician self-report data, psychiatrists were found to have
higher rates of counseling compared to general medicine
practitioners. -

Strum and Wells (1995) also examined the appropriateness
of medication therapy and level of functioning in depressed
outpatients based on clinician specialty. It was noted from
patient self-report that patients who received an
antidepressant from a general medicine physician had lower
functioning scores than the patients who received an
antidepressant prescription from a psychiatrist.

Other studies have examined antidepressant prescribing

using physician self-report (Munizza et al 1995; Matthews et
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al 1993; Kerr 1994; and Orrell et al 1995). Munizza et al
(1995) noted that 78% of psychiatrist patients received
antidepressants. Being female, higher educational level, and
age > 44 was associated with increased prescribing of
antidepressants. In addition, being female and having a
diagnosis of mood disorder was associated with low
antidepressant dosing. The Matthews et al (1993) study noted
that 23% of clinicians surveyed were using antidepressant
doses below the recommended dosages. Kerr (1994) found that
40% of general practitioners and 7% of psychiatrists were
prescribing antideéressant therapy less than 4 months. Orrell
et al (1995) noted that many of the general practitioners
surveyed utilized older tricyclic antidepressants at sub-
therapeutics doses and few prescribers surveyed maintained
patients on antidepressant therapy more than 3 months.

Two large studies €xamining antidepressant treatment
utilize automated databases. The first by Donoghue and Tylee
(1996) examined patterns of prescribing antidepressants and
noted that as many as 88% of prescriptions were at doses below
those recommended by the depression consensus guidelines
developed by the Royal Colleges of General Practitioners and
Psychiatrists, and by the British Association for
Psychopharmacology. Another study by Horn (1997) utilized
data from the Managed Care Outcomes Project and noted that the

majority of patients receiving psychoactive drugs do not have
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a specific psychiatric diagnosis and many patients with a
~ diagnosis of major depression did not receive treatment with
an antidepressant medication.

Three studies examined interventions aimed at improving
antidepressant therapy. The first by Callahan et al (1994)
measured, via patient self-report and medical record data,
improvements in the treatment for depression after increasing
visits to the physicians and providing patient-specific
recommendations. Noting depression diagnosis in outpatient
diagnosis/problem list, discontinuing medications causing
depression, initia&ing antidepressants in patients with
depression, and consulting psychiatry were all considered
markers for appropriate antidepressant therapy. The rates of
appropriate antidepressant therapy for the control group were
12% for diagnosis , 22% for discontinuing medications causing
depression, 8% for initfating antidepressants, and 14% for
consulting psychiatry. After the intervention, noting the
diagnosis and initiating antidepressants improved
significantly (32% recorded depression diagnosis, 26% started
an antidepressant) while the other measures did not change
significantly.

Katon et al (1995) looked at improvement in depression
treatment after increasing visits to physicians and by
monitoring medication refills. Using patient self-report and

prescription record data, the use of adequate antidepressant



12
doses were compared pre- and post-intervention. Baseline
adequate dose for > 90 days was 57.1% for major depression and
40.3% for minor depression. After intervention the rates
increased to 75.5% and 79.7% respectively.

A recently published study by Katon et al (1997) examined
the effects of a team intervention approach on the quality of
depression care. The teams included a combination of a
primary care physician/psychiatrist and a
psychiatrist/psychologist. The team approach was associated
with improved antidepressant utilization, increased patient
satisfaction, andrimproved symptom scores. Prescription
billing records and patient self-report were used to measure
quality of depression care.

This study will examine and describe documented patterns
of adherence defined by standards based on AHCPR depression
guidelines. This study will expand the focus beyond simply
prescribing and utilizing antidepressants to quality of
documented depression care.

Physician Characteristics

Along with determining compliance to guidelines, it is
important to identify factors that may be related to physician
adherence. Physician characteristics such as age, educational
background, type of practice, specialty, and attitudes have
all been compared to prescribing patterns.

Becker et al (1972) evaluated physician prescribing
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patterns for primary care providers and noted that younger
physicians and physicians that had recent medical training
were more likely to receive higher expert ratings and to
prescribe less chloramphenicol in their practices. The place
or location of medical training background in this study did
not affect prescribing practices significantly. This study
also looked at attitudes and philosophy by using an attitude
scale and found that placing much concern about the quality of
prescribing, taking a “modern” approach to therapeutics, having
a positive view of generic drugs, and having a negative view
of the pharmaceuti&al industry image were all significantly
correlated with chloramphenicol prescribing.

In efforts of finding the attributes of a good
prescribing physician, Price et al (1971) had physicians rank
87 attributes via questionnaire. At the top of the list of
good attributes were godd clinical judgment, up-to-date
knowledge of field, willingness to refer patients if needed,
and also keeping full and accurate clinical records was ranked
16th out of the 87 gqualities.

Davidson et al (1995) examined physician characteristics
and prescribing for elderly people in New Brunswick using
billing information and noted that physicians with higher
mortality rates prescribed more antidepressants and were more
likely to be male, have larger practices, see more patients

per day, and billed more per year.
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When examining antidepressant use the Medical Outcomes
Study data and resulting articles examined the physician
characteristic of physician specialty and how it related to
antidepressant use. Wells et al (1995) noted that general
medicine physicians had less severely ill depressed patients.
Wells et al (1994) noted that psychiatrist-treated patients
had increased use of antidepressant medications. Meredith et
al (1994) noted that compared with general medicine
practitioners, psychiatrists had increased prescribing of
antidepressants and increased counseling levels.

Kerr (1994) compared antidepressant prescribing between
general practitioners and psychiatrists via questionnaire.
The self report data indicated that psychiatrists reported
using higher doses of antidepressants and reported continuing
therapy for a longer time frame than did generalists. Also
via survey questionnaifé, Isacsson et al (1996) compared
antidepressant prescribing by generalists and psychiatrists in
Sweden. This study noted similar results to the above
mentioned study, indicating that psychiatrists prescribe
higher doses of antidepressant medications. Both studies
imply that the higher dosing was more appropriate prescribing.

Shao et al (1997) surveyed physicians regarding knowledge
and attitudes about depression and compared results based on
being a generalist, non-generalist, or psychiatrist. Results

indicated that psychiatrists had more favorable attitudes
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about depressed patients and managing depression. Also,
psychiatrist depression knowledge scores were significantly
higher than the other two physician groups.

Patient Characteristics

Patient characteristics such as age, gender, illness
severity, and type of insurance coverage have all been
explored and related to the appropriateness of physician
prescribing and physician attitudes.

Miller et al (1976) examined physicians' attitudes toward
the elderly by surveying physicians in private practice. The
majority of the poéulation sampled (92%) cared for the elderly
and of these 69% had no specific training in geriatrics. 1In
the survey only 3% reported that patients over 75 received
better care than similar younger patients and 45% said they
would treat a 25 year old in the emergency room before or over
a 75 year old. Also, 71% did not believe in heroic medicine
in mentally incompetent elderly patients (Miller et al, 1976).

Several other articles examined the attitudes of
psychiatrists toward the elderly. Butler et al (1975) noted
in an overview that the elderly are undertreated, citing
statistics that over three million elderly with psychiatric
problems will never receive help. Ford et al (1980) found
that psychiatrists regarded older patients as less ideal, that
they were believed to have poorer prognosis, and they were

less likely to get psychotherapy.
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Another patient factor affecting physician attitudes and
practice that has been researched is insurance or payment
type. Harris et al (1990) noted that private insurance was
associated with a higher cesarian section rate when compared
to Medicaid patients. Also, when Blue Cross/Blue Shield of
Kansas offered equal reimbursement the cesarian section rate
decreased by 50% (Harris et al 1990).

The Medical Outcomes Study data and resulting articles
examined the effects of payment type, age, education, race,
marital status, type of disorder, and sickness severity on
antidepressant treétment. Two studies (Wells et al 1993,
Wells et al 1994) noted improved quality of care after the
implementation of a Medicaid prospective payment system.

Wells et al (1995) noted that patient education was associated
with increased illness severity. Wells et al (1994) noted
that age, education, raé¢e, marital status, type of disorder,
and psychological sickness were associated with increased use
of antidepressant medications.

Munizza et al (1995), not related to the Medical Outcomes
Study, examined age > 44, educational level, diagnosis, and
gender as predictors of initiating and/or dose of
antidepressant medications. Female patients were more likely
to receive antidepressant medication and also had
significantly lower daily doses of antidepressants. Patients

diagnosed with mood disorder received significantly more
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medications at higher doses than other diagnoses. Hong and
Shepherd (1996) examined the effects of age, gender, and
family background on children's use of psychoactive
medications. This study found no effect with family
background but did note that age and gender affected
prescribing. Younger boys were more likely to receive more
psychoactive medications and the opposite was true at older
ages (Hong and Shepherd 1996) .

Study regarding gender associations to psychotropic
prescribing has spanned the past 30 years. Interest in this
area stemmed fromrthe fact that psychotropic drugs became
commonly prescribed and concerns emerged regarding overuse,
dependence and/or side effects (Gabe 1990; Wells et al 1985).
Numerous studies have examined the effects of gender on
psychotropic prescribing and the majority of studies note that
gender differences with regards to prescribing psychotropics
do exist (Williams 1983; Hemminki 1982; Cooperstock and
Purnell 1982; Williams 1980; Cooperstock 1979; Sleath 1993).
Most studies have examined rates of utilization of
psychotropics based on gender and have not examined other
aspects of psychotropic treatment such as quality of diagnosis
and treatment. The most common finding is that females are
more likely to use psychotropic medications (Isacson 1992;
Svarstad et al 1987; Verbrugge and Steiner 1985; Ferguson

1990, Ray et al 1986).
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This study will attempt to identify if physician
specialty and patient factors such as age, gender, insurance
coverage, and illness severity are related to physician
adherence to standards based on nationally recognized clinical
practice guidelines on depression.

Need for Research

It is clear from the current studies examining guideline
adherence and antidepressant prescribing patterns that
improvement is warranted. Clinical practice guidelines are
currently available for a variety of practice settings. Due
to the potential bénefits of improving overall patient
outcomes, many health care institutions may expect adherence
to these guidelines. Research has shown low rates of
compliance to various existing guidelines and improvements in
guideline adherence or practice patterns have been noted by
providing interventions ‘or incentives (Lomas et al 1989; Hill
et al 1988; Headrick et al 1992; Ellrodt et al 1995; Cohen et
al 1982; Morrow et al 1995; Tierney et al 1986; Myers et al
1988; Donoghue and Tierney 1996). Incentive based compliance
may become more common in the managed care setting of health
care.

Based on this review of depression literature, several
limitations of current studies were identified that make
interpretation of results and implications difficult. A major

limitation of current research is the fact that there is a
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lack of a standard professionally recognized definition of
adherence to depression guidelines or appropriate prescribing
patterns. This problem stems from a lack of measurement
consensus and conceptual theories related to physician
adherence.

A variety of methods have been used to collect data with
the bulk of the literature utilizing the method of physician
or patient self-report. Self-report methodology is subject to
bias and little reliability data exists to support these
studies. Many studies simply measured either patient
antidepressant drﬁg use or physician antidepressant
prescribing and equate this with quality depression care
(Keller et al 1982; Wells and Katon et al 1994; Munizza et al
1995; Matthews et al 1993; Kerr 1994; Orrell et al 1995;
Donaghue and Tylee 1996). Meredith et al (1994) compared
physician report and patient report of antidepressant
prescribing and/or use along with report of giving and/or
receiving consultation. The results noted very different rates
reported for prescribing (59.4%) and using (18.9%)
antidepressants based on physician versus patient self-report
data. This comparison exemplifies the difficulties in using
self-report as the sole measure of quality care.

A few studies from the Medical Outcomes Study
incorporated multiple measures of quality (Wells et al 1993;

Wells et al 1994; Wells et al 1995; Meredith et al 1994; Strum
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and Wells 1995). Wells et al (1993) used medical record data
. of inpatients to examine appropriateness of admission,
psychological assessment, psychological medication management,
and neurologic exam. This study, however, was short term in
the inpatient setting and did not incorporate any measures of
monitoring and/or follow-up. Two other studies used patient
self-report to measure antidepressant use and level of
functioning (Wells et al 1995; Strum and Wells 1995). Again,
inferences of quality care were made based on simply measuring
patient self-report of antidepressant use and level of
functioning withou£ examining quality of monitoring and
follow-up.

The newly published study by Katon et al (1997) examined
the effects of an intervention on depression care and utilized
the measures of antidepressant use, patient self-report of
satisfaction with depres$sion care, and patient self-report of
depression symptoms. Although this study incorporated more
measures of quality care including patient satisfaction and
symptoms, it did not examine physician documentation of these
and other aspects of quality depression care.

No studies have defined physician adherence to guidelines
or practice patterns by incorporating physician documentation
of multiple aspects related to guality outpatient depression
care including the quality of diagnosis, treatment,

monitoring, and follow-up. All of these are important aspects
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in measuring quality depression care and future research needs
to focus on defining quality care based on national standards.

Some studies focus on patient predictors and others on
physician predictors of quality depression care but current
studies rarely incorporate both factors in analysis (Wells et
al 1993; Wells et al 1994; Wells et al 1995; Wells, Katon et
al 1994; Meredith et al 1994; Strum and Wells 1995; Munizza et
al 1995; Kerr 1994; Davidson et al 1995; Isacsson et al 1996;
Shao et al 1997). In fact, there is an overall lack of
multivariate analysis of predictors in the current literature.
In addition, the p;edictors that have been examined in the
current depression literature are basic demographic factors
and studies have not addressed much in terms of external,
environmental, or organizational factors that potentially
impact physician adherence.

Along with a lack Jf measurement consensus, a lack of
theory exists in the area of physician adherence. Unlike
patient compliance which has multiple theoretical approaches
that have been examined and tested, few theoretical approaches
exist for physician adherence. The current literature on
physician adherence to guidelines in the area of depression
has been largely atheoretical.

A need for future research examining, testing, and
establishing a standard for operationalizing and

conceptualizing physician adherence exists. This is
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especially important as compliance to guidelines becomes
expected and defined as a standard of quality care. This
study attempts to better define quality of depression care by
incorporating multiple aspects other than use and prescribing
of antidepressants into the definition of physician adherence.
The definition of adherence is expanded to include
documentation of diagnosis, regimen, symptoms, instructions,
patient beliefs, concerns, compliance, and follow-up. In
addition reliability of the measurement tool is tested and

demographic predictors examined.
III. APPROACH, HYPOTHESES, AND VARIABLES

Approach

A variety of theoretical models exist to explain
compliance behavior in health care. The bulk of compliance
theory is focused on patient compliance. When examining the
issue of physician compliance to guidelines or practice
patterns related to depression care, current research has been
largely atheoretical.

The majority of articles examining physician prescribing
or patient use of antidepressant medications look
retrospectively at the effect of instituting a prospective
payment system (PPS) by Medicaid. This data comes form the

Medical Outcomes Study (Wells et al 1993; Wells et al 1994;
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Wells et al 1995; Wells and Katon et al 1994; Meredith et al
1994; Strum and Wells 1995). The main areas examined in these
studies are the effect of the PPS and how input factors affect
prescribing or patient utilization patterns of
antidepressants. The factors examined include: physician
specialty, patient age, patient education, patient race,
marital status of patient, type of disorder, patient clinical
status, and payment type.

All of the current literature assessing antidepressant
use has simply examined antidepressant use and/or prescribing
based on demographics, disease factors, payment factors, or
has looked at interventions trying to affect the physician
prescribing behavior (Keller et al 1982; Wells et al 1993;
Wells et al 1994; Wells et al 1995; Wells, Katon et al 1994;
Meredith et al 1994; Strum and Wells 1995; Munizza et al 1995;
Matthews et al 1993; Kérr 1994; Orrell et al 1995; Donoghue
and Tylee 1996; Horn 1997; Callahan et al 1994; Katon et al
1995; Davidson et al 1995; Isacsson et al 1996; Shao et al
1997; Katon et al 1997). These studies all lacked a strong
theoretical or conceptual background. A standard theoretical
framework or measurement technique has not been developed and
this lack of standard makes it difficult to determine actual
rates of adherence or determine effects of intervention
strategies.

Although a theoretical model for physician documented
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adherence to guidelines has not been established, research
examining physician prescribing has been conducted unrelated
to depression care (Hemminki 1974, 1975a, 1975b, 1976; Segal
and Hepler 1982, 1985; Christensen and Bush 1981; Miller
1973). The bulk of this research uses cognitive theories or
models as a basis for explaining prescribing behavior. Segal
and Hepler's (1982) well known model states that prescribing
decisions are based on physician beliefs of benefits and risks
of treatment and outcomes. Hemminki (1975b) presents a model
that incorporates cognitive, interactional, and organizational
aspects. It is aﬁ extremely complicated model and therefore
difficult to test. These models differ in that cognitive
theories of prescribing traditionally focused on physician
factors related to prescribing and the Hemminki model
incorporates interactional and organizational factors.
However, all of these studies and models simply examine
prescribing and do not include many factors that may affect
compliance to clinical practice guidelines. Clinical
practice guidelines not only include prescribing but encompass
areas such as diagnosis, monitoring, and follow-up.

In examining the quality of depression care, this study
uses previous literature on antidepressant prescribing and/or
use to identify provider factors (physician specialty) and
patient factors (age, gender, insurance coverage, clinical

status severity) that may affect physician adherence to
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antidepressant guidelines. Adherence or quality of depression
care is defined by evaluating physician documentation of
standards based on clinical practice guidelines for
depression. This is different from previous studies in that
the definition of adherence incorporates the documentation of
multiple components of care including documenting the
diagnosis, regimen, and interactions between the patient and
provider (including documenting instructions given, patient
beliefs, concerns, compliance, and follow-up). Due to limited
access to input variables, it was difficult to test a model of
physician adherenee to antidepressant guidelines and
therefore, the goal of this study was to develop a starting
point in terms of measuring the quality of depression care.
Hypotheses
The hypotheses are based on current literature examining
factors that have been Shown to affect physician prescribing
patterns. As discussed previously these factors include:
physician specialty, patient age, patient symptom severity,
patient gender, and patient insurance coverage..

1. Physician adherence to clinical guidelines increases with
specialty training in psychiatry.
2. Physician adherence to clinical guidelines increases when
patient illness severity is high.
3. Physician adherence to clinical guidelines is higher with

good patient insurance coverage.
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4. Physician adherence to clinical guidelines decreases when
patients are female.
5. Physician adherence to clinical guidelines decreases when
patients are older.
Variables
Dependent variables were established based on current national
guidelines for the diagnosis and treatment of depression and
utilized chart review instrument data (Depression Guideline
Panel 1993). Independent variables were identified based on
current literature examining factors that have been shown to
affect antidepressant prescribing and utilized patient
interview data.
Dependent variables
1. Quality Indicators

a. Diagnosis noted

b. Antidepressant tregimen noted

c. Core symptoms noted

d. 5/9 symptoms noted

e. Instructions noted

f. Patient beliefs, concerns, and/or compliance noted

g. Follow-up within 6 weeks noted
2. Adherence Variable = sum of quality indicators
Independent variables

1. Physician specialty

2. Patient age
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3. Patient gender
4. Patient clinical status severity

5. Patient insurance coverage

IV. RESEARCH SETTING AND SAMPLE

A two phase review was conducted in conjunction with a
larger study by Bultman (1997). Data were collected from
medical records and via patient interviews. Study
participants filled out a pharmacy and medical record release
form along with the informed consent to participate in the
study. Clients were interviewed two times, once at initiation
of antidepressant therapy and again two months later. Medical
record data were requested from clients' medical records
covering a six month period. The retrospective chart review
was conducted at some point approximately two months after
completion of the second interview and generally covered the
six month period beginning two months prior to initiation of
therapy and continuing four months after initiation of
therapy.

Sample Population and Recruitment

The sample population consisted of licensed community

pharmacies that had a computerized patient profile system

located in Dane County, Wisconsin. A community pharmacy was

defined as one that is not a mail-order pharmacy or is located
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in a hospital. The geographic restriction was necessary due
to travel and expense limitations. Computerized profile
systems facilitated selection of patients and data collection.

Eligible pharmacies were identified by using a licensed
pharmacies roster from the Wisconsin Pharmacists Association
(WPhA) . To obtain a balanced representation of Dane County
pharmacy clients who were initiating antidepressant
medications, Dane county was divided into two geographic
regions. One region is Madison and contiguous zip code areas
and the other being outlying zip code areas. The population
of each area comp;;ed to Dane County as a whole was used to
determine the proportion of pharmacies to select from each
region. A list of random numbers was used to select
pharmacies from each region. Replacements were made until a
total of 20 pharmacies enrolled.

The pharmacy manager or owner of selected pharmacies was
contacted with an invitational letter and asked to participate
in the study. Pharmacies were asked to recruit 3-7 clients
based on prescription volume. Pharmacies received ten dollars
per enrollee if three clients were enrolled and clients
received twenty dollars after the completion of the second
interview.

Pharmacies recruited clients based on the following
eligibility requirements: 1) initiating antidepressant

medication treatment (no prescription filled in prior 3
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months); 2) be 18 years or older; 3) read and write in
English. Patients received an information packet that
included a cover letter introducing the study, the informed
consent (2 copies) to participate in the study, a medical and
pharmacy record release form, a daily journal, and information
about the researchers. Patients must have returned one signed
and dated informed consent and the medical and pharmacy
release record to participate in the study.

One hundred patients were recruited as a part of the
Bultman study. Once enrolled, patients were to be interviewed
twice and medical records were reviewed as described above. A
total of 74 medical records were obtained and reviewed by the
author. Of these, ten had no information or notes regarding

mental health.

\
V. RESEARCH® PROCEDURES AND MEASUREMENT

Data Collection

Data were collected from medical records and two client
interviews. The client interviews were conducted by telephone
near initiation of therapy and again two months later as a
part of the Bultman study. Medical records were requested to
cover a 6 month period. The period requested began two months
prior to antidepressant initiation and continued for four

months after initiation of therapy. A maximum of five
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progress notes related to depression were recorded and
examined over this time period. The medical record data were
collected by using the following procedures: 1) medical record
data were requested from the appropriate medical office by
contacting the client's reported physician office or clinic
site; 2) a letter of medical record request and a copy of the
signed medical record release form were to be sent to
appropriate agent; 3) chart review instrument was used for
data collection (See Appendix D). One graduate student, the
author, reviewed all of the medical record data using the

e

chart review instrument.
Operationalizing Physician Adherence

There are a variety of definitions and measures of
physician adherence in the literature. There have been four
basic research methods used to measure physician prescribing
patterns and/or adherence to antidepressant medication use
standards. These include physician self-report, patient self-
report, medical record data, and prescription record data.
All of these methods have been used in the current literature
and yield varying rates of adherence and utilize various
methods of operationalizing adherence (Keller et al 1982;
Wells et al 1993; Wells et al 1994; Wells et al 1995; Wells,
Katon et al 1994; Meredith et al 1994; Strum and Wells 1995;
Munizza et al 1995; Matthews et al 1993; Kerr 1994; Orrell et

al 1995; Donoghue and Tylee 1996; Horn 1997; Callahan et al
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1994; Katon et al 1995; Davidson et al 1995; Isacsson et al
1996; Shao et al 1997; Katon et al 1997).

In terms of operationalizing physician adherence several
definitions of appropriate therapy have been utilized. The
various definitions include: 1)initiating or using
antidepressant medications; 2) using adequate dosing and
duration of medications; 3) rates of counseling provided; 4)
documenting diagnosis and treatment issues; and 5) examining
patient level of sickness and functional status. To date,
researchers have not established a standardized or uniform way
of defining or me;;uring adherence to antidepressant
medication practice patterns or guidelines.

This study uses medical record data and patient self-
report data. The medical record data emphasizes physician
documentation of seven quality indicators including: 1)
diagnosis; 2) antidepressant medication regimen; 3) core
symptoms of depression; 4) five out of nine depression
symptoms; 5) instructions; 6) patient beliefs, concerns, and
compliance; and 7) follow-up within 6 weeks.

The seven quality indicators were developed based on the
AHCPR guidelines for the diagnosis and treatment of depression
in the outpatient setting (Depression Guideline Panel 1993).
See Appendix F for selected AHCPR Depression Guideline

Algorithms. The instructions and patient beliefs variables

are not explicitly defined in the AHCPR guidelines, however,
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the depression guidelines note the importance of educating,
counseling, and evaluating patients. The AHCPR guidelines
were developed by an expert panel utilizing current
literature, DSM-IV criteria for diagnosis of depression, and
consensus for treating depression (Depression Guideline Panel
1993) . The seven quality indicators are dichotomous variables
indicating whether or not a particular indicator was
documented. Progress notes one and two were used to identify
physician documentation of several quality of care indicators.
The first progress note was defined as being the first to
mention a depression diagnosis or treatment regimen. The
seven indicator variables were then summed to create a summary
adherence variable.

The first quality indicator is whether or not the
diagnosis was documented in note one or two. The second
indicator is whether or 'not the antidepressant regimen,
including drug name, strength, and dosage, was documented
within the first two notes. The third and fourth indicators
are related to documentation within two notes of the symptoms
necessary for a diagnosis of depression, as defined by AHCPR
guidelines (Depression Guideline Panel 1993). The “core
symptoms” needed for a diagnosis of depression include a
depressed mood most of the day, nearly every day and/or a lack

of interest or pleasure in usual activities. Then for a

diagnosis of depression, five out of nine symptoms should be
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present. The nine symptoms include: depressed mood, lack of
interest/pleasure, significant weight loss/gain,
insomnia/hypersomnia, psychomotor agitation/retardation,
fatigue, feelings of worthlessness, impaired concentration,
and recurrent thoughts of death or suicide (Depression
Guideline Panel 1993).

The remaining quality indicators are related to physician
documentation of instructions, patient beliefs, concerns,
and/or compliance, and follow-up. The instructions variable
included any documented instructions within two progress notes
regarding antidepressant regimen, side effects, how the drug
works, time to drug effect, written instructions, or any other
instructions regarding antidepressant therapy. The patient
beliefs variable included any documentation within two notes
regarding patients' preferred non-drug method of treatment,
patient understanding of disease state, patient understanding
of regimen/therapy, patient comments about disease/regimen,
and patient compliance. The follow-up variable was if any
follow-up visit was recommended and\or occurred-within a six
week time frame.

Patient interview data were used for measuring patient
age (years), gender (0O=male, l=female), clinical status
(depression severity), and medical insurance coverage (0=no,
l=yes) . Clinical status is a continuous variable that has a

numeric value based on a summary of the patient's report of
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depression symptoms. The symptoms were scored on a scale with
response categories ranging between one and four (l=none or
little of the time, 2=some of the time, 3=good part of the
time, 4=all or most of the time). See appendix E to view
interview tool (Bultman 1997).

Physician specialty was identified via patient self-
report and was determined by asking patients to name the
physician who prescribed their antidepressant. Specialty
information was then obtained by checking the phone book or
calling the proviq?r's office. The variable was broken down
into non-psychiatry (coded “0") and psychiatry (coded “1")
based on reported field of clinical practice.

Reliability

For the purpose of this project, the reliability of the
chart review instrument was tested by having the author and
one additional person, a pharmacy graduate student, review
medical record data for 18 clients using the chart review
instrument. The client records were chosen by a random start
and then every third record was used until 20 total clients
were selected. Of these twenty, two charts had been reviewed
on-site and therefore excluded from the analysis. This left
the final count of 18 client records. The second reviewer
used the chart review instrument to review medical record data
for the 18 selected clients. These data were then compared to

the data obtained for these same clients by reviewer one, the
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author.

The inter-rater reliability was examined by calculating
the percent agreement and Cohen's kappa coefficient for each
variable used in the analysis. The kappa coefficient
normalizes the difference between the observed proportion of
cases 1in which the raters agree and that expected by chance.
The kappa statistic measures agreement between two raters and
the variables must have the same range of values. If they do
not have the same range of wvalues, kappa cannot be calculated
(Schumacher et al 1987).

Table 1 shows‘the results of the reliability testing.
The average percent agreement between raters was 93.12%. The
percent agreement for individual variables ranged from 72.22%
- 100.00%. The kappa coefficient was calculated and ranged
from 0.5455-1.0000. Several variables did not have equal row
and column values and kappa could not be calculated. The
lowest values in terms of agreement were reported in some of
the symptom, instructions, follow-up, and patient beliefs,
concerns, and compliance categories. In contrast to the
diagnosis and regimen categories, these are areas which are
not as clear cut and require more interpretation of physician
written documentation by the reviewer in order to assign a
score. In addition, variation may have been due to reviewer
differences and reliability may be improved with more detailed

coding instructions.
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Statistical Analysis

Examination of the data will begin by describing
characteristics of the sample. Patient characteristics such
as age, gender, clinical status severity, and insurance
information are summarized. Physician specialty is broken
down into non-psychiatry and psychiatry and described.
Physician adherence to quality indicators and the summary
adherence variable are also described.

After descriptive analysis, the relationship between
selected patient gpd physician characteristics and the quality
of depression care (defined by the seven quality indicators)
were examined using chi-square techniques. Logistic
regression is performed to determine the effect of each
independent variable on each of the seven quality of care
indicators. Logistic regression is chosen because the seven
quality of care indicators are binary variables with a zero or
one response. Also, not all seven variables had at least an
80/20 distribution. The independent variables entered into
each equation include: patient age, gender, clinical status
severity, and physician specialty.

The associations between selected independent variables
and the summary adherence variable are then examined using
bivariate analysis techniques. A regression model predicting
adherence, defined by the summary adherence variable, is

estimated using linear regression techniques. Linear
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regression was chosen because the summary adherence variable
ranged from 0-7 and had a fairly normal distribution. The
four independent variables of patient age, gender, clinical
status severity, and physician specialty all were entered into
the equation in an effort to predict the overall quality of

depression care.
VI. RESULTS

Characteristics of the Sample

As stated pre&iously, of the 100 patients enrolled in the
Bultman study, 74 medical records were obtained after several
follow-up contacts. Of these, ten had no information or notes
regarding mental health. These cases were excluded from the !
analysis because it was impossible to determine if no record
of depression care was documented or if the mental health
records were separated out of the general medical record
information. Of the 64 cases with complete data, 60 had
identifiable information regarding physician specialty. Self-
report data was used to determine physician specialty and of
the 64 cases, four physicians indicated by patient self-report
were not listed in the phone boock and when crossed with
medical record data, the physician name or specialty was

illegible and/or unidentifiable.

Table 2 presents the descriptive statistics for each of



38
the study variables including: patient age, gender, clinical
status severity, medical insurance coverage, physician

specialty, and physician adherence with various quality

indicators. Of the 64 clients, the mean age was 37 and ranged
from 18-84 years. The sample consisted of 13 male (20.6%) and
51 female clients (79.4%). The clinical status severity

ranged from 17-46, with a mean of 33.7. Of the 64 enrolleés,
61 (95.2%) reported having medical insurance coverage. Of the
60 clients who had identifiable physician specialties, 39
(64.4%) reported b?ving a non-psychiatrist as their
prescriber.
Quality of Depression Care

To determine the quality of care provided or adherence to
the clinical practice guidelines, the number of progress notes
recorded and the quality of care indicators documented were
examined. A total of 22 (34.4%) of the clients had five
progress notes regarding depression during the time frame
studied. On the other end of spectrum, four (6.2%) had only
one progress note documented. Eleven (17.2%) had two notes
documented, 20 (31.3%) had three notes, and 7 (10.9%) had four
noted documented.

The seven quality of care indicators were described in
terms of the documentation of each variable. When examining
the diagnosis and regimen, 85.7% (n=54) had a documented

diagnosis and 93.7% (n=59) had a documented antidepressant
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regimen. To determine the adequacy of physician evaluation and
diagnosis of depression, two quality indicators were examined.
The first was whether any of the “core” symptoms of depression
were documented (depressed mood and/or lack of interest or
pleasure, and the second indicator was whether at least 5 out
of 9 depression symptoms were documented. According to AHCPR
guidelines, a diagnosis of depression requires that at least
one of the “core” symptoms be present in addition to having 5
of 9 overall depression symptoms. In this sample, 58.7%

(n=37) had a core Eymptom documented and only 19.0% (n=12) had
five out of nine symptoms documented.

The last indicators examined documentation of
instructions, patient beliefs, and a follow-up within six
weeks. The results indicated that 58.7% (n=37) documented
instructions, 52.4% (n=33) documented one or more patient
beliefs, and 68.3% (n=43) documented a follow-up appointment
within 6 weeks.

The sum of the seven quality indicators ranged from 0-7,
with a mean of 4.3, and a standard deviation of 1.7.
Predictors of Quality Depression Care

Based on the current literature and the hypotheses it was
expected that some differences in quality of care would be
noted based on patient age, gender, clinical status severity,
and insurance coverage. The insurance variable in this sample

contained 95.2% of clients with insurance coverage and due to
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lack of variation was dropped from the analysis. The
remaining patient variables were broken down into dichotomous
variables of: age <36, >36; male, female; and clinical status
severity <35, >35. The age and clinical status severity
variables were broken down based on median values. Table 3
lists the quality of depression care by patient
characteristics. Chi-square analysis revealed that only
clinical status severity was related significantly to
documentation of 5 out of 9 depression symptoms (p<0.05).

Table 4 shows the quality of depression care by physician
specialty. It was hypothesized that quality of care differs
between psychiatrists and non-psychiatrists. The chi-square
analysis revealed that documentation of 5 out of 9 symptoms
differed significantly by physician specialty (p<0.001).

The predictors of quality of depression care were
examined using logistic regression. Table 5 documents the
results of the analysis. The equation contained patient age,
gender, clinical status severity, and physician specialty as
independent variables. The results show that physician
specialty was the only significant predictor (B=2.90;
S.E.=1.05; Exp(B)=18.09; 95% CI=2.32,141.38; p<0.01) in
predicting documentation of 5 out of 9 depression symptoms
necessary for obtaining a depression diagnosis with
psychiatrists more likely to document symptoms. A second

independent variable, gender, approached significance (B=2.34;
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S.E.=1.35; Exp(B)=10.42; 95%CI=0.74, 147.12; P=0.08) in
predicting documentation of 5 out of 9 depression symptoms
with females being more likely to have these symptoms
documented. Gender also approached significance (B=-1.25;
S.E.=0.70; Exp(B)=0.29; 95%CI=0.07, 1.13; P=0.07) in
predicting documentation of patient beliefs, concerns, and
compliance with males being more likely to have patient
beliefs documented.

Although physician specialty was significant in
predicting documentation of 5 out of 9 depression symptoms,
the results only apply with confidence to this sample. The
confidence interval is large due to the small sample size and
distribution of the variables. The results can not absolutely
be applied to the general population with confidence.

After examining the seven quality of care indicators,
analysis turned to examining the factors affecting overall
quality of depression care as defined by the summary adherence
variable. Results of the bivariate analysis are presented in
Table 6. While patient clinical status severity (r=-0.566)
and physician specialty (r=-0.413) were correlated with
patient age (p<0.001), none of the patient characteristics
were related significantly to the summary adherence measure.
As might be expected, physician specialty was associated with
patient clinical status severity (r=0.318, P<0.05); however,

physician specialty was a weak predictor of the summary
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adherence score.

Table 7 shows the final regression equation predicting
adherence to antidepressant guidelines using the summary
adherence variable. The results again indicate that none of
the independent variables significantly predicted overall
adherence and results did not differ if variables were dropped

from the equation.

VII. DISCUSSION

Discussion of Results

The primary goals of this study were to develop a
reliable tool for measuring adherence to clinical practice
guidelines for depression, identify and describe patterns of
physician adherence, and examine patient and physician
characteristics and how these relate to adherence. The
reliability of the tool was examined and found to be high with
an average percent agreement of 93.12%. Even in areas in
which interpretation of physician documentation . (symptoms,
instructions, and patient beliefs) was required, the percent
agreement between reviewers was fairly high and could
potentially be improved with more detailed coding
instructions.

Some of the most interesting results of the study are

related to the second goal of identifying and describing
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patterns of documented adherence to depression guidelines.
The AHCPR guidelines recommend monitoring acute outpatient
treatment every 1-2 weeks and an assessment of treatment
response at week 6. (Depression Guideline Panel 1993) During
the six month medical record review period, 76.6% of clients
had three or more progress notes documented. In other words,
almost a quarter of patients had less than three documented
telephone or office visit contacts with their provider related
to their depression treatment. Whether this lack of follow-up
is due to a true lack of follow-up or simply poor
documentation of pﬁone and/or check-in type visits is not
known.

When examining the quality of depression care as it
relates to the recommendations of the AHCPR guidelines, basic
quality indicators were chosen to measure adherence. These
included documentation of diagnosis, antidepressant regimen,
symptoms necessary for a diagnosis, instructions, patient
beliefs, and follow-up.

In terms of documenting diagnosis and antidepressant
regimen, the majority of providers did have these documented
within the first two progress notes reviewed. The fact that
93.7% documented the regimen may indicate the relative
importance physicians' place on documenting this information.

It is noteworthy that 14.3% of clients did not have a

diagnosis documented for the antidepressant medication. This
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finding is consistent with Callahan et al (1994) who also
noted that the depression diagnosis is not always consistently
documented. It has been speculated that due to the stigma of
depression, a diagnosis is not always documented (Rost and
Smith 1992). Also, many insurance plans have limited payment
and/or benefits for mental health treatment and it is possible
that depression is underdocumented at times for that reason.

The most striking finding was the apparent lack of
documentation of symptoms related to the diagnosis of
depression. Only 58.7% of patients had a core
symptom (s) (depressed mood and/or lack of interest) documented
in the first two notes. In addition, only 19.0% of patients
had five out of nine depression symptoms documented. This
lack of symptom documentation would imply that only 19.0% of
this sample had an appropriate indication for antidepressant
therapy. In any case, this lack of documentation of symptoms
makes follow-up monitoring and assessment difficult. Without
documentation of initial or baseline symptoms, it seems nearly
impossible to monitor treatment response and determine if or
when a person is in remission.

The next quality indicator evaluated was documented
instructions. Over fifty percent of patients had some
documented instructions within the first two notes. This
variable had a wide range of input including any documentation

of instructions regarding antidepressant regimen, side
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effects, how the drug works, time to drug effect, written
instructions, or any other instructions. It is interesting to
note that a little over 40% of providers did not document any
instructions regarding treatment or therapy. Again, it is
difficult to know whether instructions are not documented or
not given.

Effective monitoring and management of patient adherence
requires a variety of physician assessment strategies. Part
of this assessment therefore includes how physicians note and
react to patient beliefs, concerns, and compliance. In this
sample, 52.4% of the providers documented one or more of the
following; patient preferred non-drug method, patient
understanding of disease state, patient understanding of
regimen/therapy, patient comments about disease/therapy, and
patient compliance. Again, it is difficult to accurately
monitor and assess treatment response when there is no
documentation of these factors.

The final quality indicator examined was whether the
recommended follow-up within six weeks was documented by the
providers. Only 68.3% of patients had a follow-up noted
within six weeks. This means that over 30% of patients being
treated with antidepressants were not monitored before the
completion of six weeks of therapy. This again may be related
to limited mental health benefits or simply a lack of

documented phone consultations. In any case, further
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investigation is warranted.

In the current literature, several patient
characteristics have been related to various aspects of
depression treatment. The hypothesis was that advanced age,
female gender, poor insurance coverage, and low clinical
status severity would be associated with lower physician
adherence to depression guidelines. Unfortunately, the
insurance coverage variable in this sample was dropped due to
the fact that 95.2% of patients were insured. The sample was
relatively young (mean age of 37) and predominantly female
(80%). In this sa;ple, age was correlated with both clinical
status severity and physician specialty, younger patients
reported more symptoms and were more likely to see
psychiatrist providers. The reasons behind this finding may
be inter-related. It is possible that younger patients are
more comfortable with reéporting symptoms of depression and due
to the higher report of symptoms, younger persons are more
frequently referred to specialists.

Clinical status severity was also correlated with
physician specialty, with those having higher clinical
severity scores seeing more psychiatrist providers. This
finding is consistent with current literature showing that
psychiatrist providers tend to see sicker patients (Wells et

al, 1995).

None of the patient characteristics were found to
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significantly predict the seven quality of care indicators or
the summary adherence variable. This may have been due to the
small sample size and distribution of variables. Gender did
approach significance when predicting documentation of 5 out
of 9 symptoms, with females having more symptoms documented.
Gender also approached significance when predicting
documentation of patient beliefs, concerns, and compliance.
Interestingly, males were more likely to have these beliefs
documented. By one quality indicator, it appears that females
have better documentation, however, the increased
documentation of s?mptoms may be due to the notion that
females may be more comfortable discussing depression symptoms
and therefore more likely to be prescribed antidepressants
such as is noted in the current literature (Isacson 1992;
Verbrugge and Steiner 1985; Ferguson 1990; Ray et al 1986).

The literature has ‘documented that psychiatrist-treated
patients have increased utilization of antidepressants, higher
doses of antidepressants, higher levels of counseling, and
psychiatrists rated higher in attitudes and knowledge of
depression (Wells et al 1994; Wells et al 1995; Meredith et al
1994; Kerr 1994; Isacsson et al 1996; Shao et al 1997). This
study examined how documentation of quality of care differs
based on physician specialty. When examining the variable of
physician specialty, it was found to be significantly

associated with one of the seven quality indicators,
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documentation of five out of nine symptoms of depression.
This finding would indicate that quality of care for
depression needs to be evaluated with a larger sample to
further examine potential differences between psychiatrist and
non-psychiatrist providers and reasons behind these
differences.

Although few hypotheses were supported by the results,
this study confirms earlier work suggesting that patterns of
adherence to antidepressant guidelines warrant improvement.
This study also confirms past work showing variability in the
quality of antidep;essant treatment. Future studies are
needed to better understand predictors of the quality of
depression care and the kind of interventions that will
improve care. Potential predictors that need to be further
examined include but are not limited to a more detailed
analysis of physician characteristics such as education,
knowledge, and attitudes. Also, organizational factors such
as practice setting, medical record guidelines or
expectations, and staffing expectations or requirements need

to be examined.

Discussion of Limitations

The first limitation in this study is geographic. The
results may be less applicable because only Dane county
pharmacies were enrolled in the study. Dane county has a

heavily organized health care environment that highly utilizes
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managed care organizations. Secondly, related to the sample
is the fact that the sample is skewed in terms of the
insurance coverage, age, and gender variables.

The third limitation is access to medical record data.
Medical records, especially mental health records, have
limited access and may be incomplete. The determination of
medical record location was done by contacting the patient
reported physician's office prescribing the antidepressant
medication or clinic site. Several patients may be seen at
multiple sites and by my multiple physicians, thus records
will be incompletef The issue of having multiple clinic sites
and physicians also causes difficulty in accurately
identifying and coding physician specialty. 1In addition,
several sites refused access to mental health records
altogether due to the fact that their own official mental
health record release fdrm was not signed. In fact, out of
100 subjects, only 74 records were obtained and only 64 had
mental health data.

A fourth limitation is possible difficulty when coding
physician responses in the client medical record. Lack of ' 5
documented information and the content, frequency, and
severity of variables were at times difficult to determine.
Due to this lack of documentation or difficulty in
interpreting what is written, it may be hard to accurately

assign a score.
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This study also had limited access to various input
variables that may have been related to physician adherence to
depression guidelines. Since a survey of providers was not
done, the only physician characteristic examined was physician

specialty.
VIII. CONCLUSION

Depression is a highly prevalent condition that is
associated with high rates of morbidity and mortality.
Depression is also associated with extremely high costs
related to the disease and treatment. Due to these issues,
the Agency for Health Care Policy and Research developed
practice guidelines for the diagnosis and treatment of
depression and many insurance and managed care organizations
are adopting depression guidelines as well.

Because the quality of depression care is questioned in
the literature, it is important to do further research related
to identifying, describing, and improving depression care.

The fact that patterns of adherence to identified quality of
care indicators warrant improvement in this sample support the
recommendation of future studies that look at documented
quality of care in the treatment of depression. Most current
literature looks at the utilization and dosing of

antidepressants and future study needs to expand the focus to
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include more specific quality of care indicators.

Specifically, the lack of documentation of symptoms
related to a definitive diagnosis of depression needs to be
evaluated. The low rates of documenting five out of nine
symptoms of depression in this sample indicate that future
studies need to be done evaluating tools and/or interventions
that may improve documentation of symptoms. Several current
tools exist to aid in the diagnosis of depression and maybe if
tools were readily available, symptoms would be documented
more consistently.

Although the independent variables were not found to be
associated with or predictors of the summary adherence
variable, several findings in this study were of interest.

The fact that physician specialty was associated with patient
age and clinical status severity and that age was also
associated with clinical status severity should be further
examined in a larger more representative sample. The fact
that gender approached significance in predicting two of the
quality of care indicators would lead to a recommendation to
continue examining gender effects on prescribing patterns and
overall quality of care provided.

Based on results indicating that physician specialty was
associated and predicted documentation of symptoms, future
studies could potentially further define why these differences

exist and how to improve the overall quality of depression
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care.

This project expanded the approach to evaluating

physicians prescribing patterns and adherence to practice
~guidelines by examining more than drug and dose utilized.
This study examined how providers documented areas related to
a quality diagnosis, assessment, and monitoring. The results
of this study suggest that many areas of potential improvement
exist. Future studies need to be conducted to further examine
depression care with larger and more widely distributed

samples.
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X. TABLES
Table 1. Evaluation of Chart Review Instrument Reliability. (N=18)

Instrument Variable % Agreement Kappa (SE)
Diagnosis
Note 1 88.89 *
Note 2 100.00 1.0000 (0.0000)
Regimen
Note 1 88.89 0.7500 (0.1637)
Note 2 100.00 1.0000 (0.0000)
Symptoms
Interest, note 1 83.33 0.6824 (0.1683)
Interest, note 2 100.00 1.0000 (0.0000)
Pleasure, note 1 B 94.44 0.8318 (0.1626)
Pleasure, note 2 100.00 1.0000 (0.0000)
Sad, note 1 77.78 *
Sad, note 2 94.44 0.8947 0.1024)
Slowed, note 1 88.89 0.7778 (0.1481)
Slowed, note 2 100.00 1.0000 (0.0000)
Appetite, note 1 88.89 0.8318 (0.1083)
Appetite, note 2 100.00 1.0000 (0.0000)
Suicide, note 1 88.89 0.7978 (0.1332)
Suicide, note 2 100.00 1.0000 (0.0000)
Concentration, note 1 88.33 4
Concentration, note 2 94 .44 0.8922 (0.0973)
Sleep, note 1 83.33 *
Sleep, note 2 100.00 1.0000 (0.0000)

* Kappa not calculated due to empty row or column in matrix.




Table 1. Evaluation of Chart Review Instrument Reliability (N=18) Continued
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Instrument Variable

% Agreement

Kappa (SE)

Symptoms (con't)
Energy, note 1
Energy, note 2
Hopelessness, note 1
Hopelessness, note 2

Instructions
Regimen, note 1

Regimen, note 2

Side effects, note 1

Side effects, note 2
How drug works, note 1
How drug works, note 2
Time drug effect, note 1
Time drug effect, note 2
Written, note |

Written, note 2

Other, note 1

Other, note 2

88.89
100.00
94.44

100.00

72.22
83.33
88.89
94.44
88.89

100.00
94.44

100.00
94.44

10Q.00
94.44

100.00

0.8294 (0.1114)
1.0000 (0.0000)
0.8318 (0.1626)
1.0000 (0.0000)

0.5455 (0.1774)
0.6914 (0.1568)
0.8085 (0.1273)

*

*

1.0000 (0.0000)
0.7692 (0.2182)
1.0000 (0.0000)
0.7692 (0.2182)
1.0000 (0.0000)
0.8318 (0.1626)

1.0000 (0.0000)

* Kappa not calculated due to empty row or column in matrix.
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'Instrument Variable

% Agreement

Kappa (SE)

Follow-up
Note 1

Note 2
Note 3
Note 4
Note 5
Pt.

—

Beliefs, Concerns, Compliance

Nondrug, note 1
Nondrug, note 2
Pt. nondrug, note 1
Pt. nondrug, note 2
Disease, note 1
Disease, note 2
Regimen, note 1
Regimen, note 2
Compliance, note 1
Compliance, note 2

Average Total % Agreement

93.12

0.5673 (0.1527)
0.7391 (0.1362)
0.8261 (0.1146)
0.8605 (0.1355)

*

0.7978 (0.1332)
1.0000 (0.0000)
0.7692 (0.2182)
1.0000 (0.0000)
0.7692 (0.2182)
1.0000 (0.0000)
0.8318 (0.1626)
1.0000 (0.0000)
0.7692 (0.2182)
1.0000 (0.0000)

* Kappa not calculated due to empty row or column in matrix.
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Table 2. Descriptive Characteristics (n=64) *

% (n)
Pt. Age, mean yr. 37.0
<36 53.1 34)
> 36 46.9 (30)
Pt. Gender
Male 20.6 (13)
Female 79.4 5hH
Pt. Clinical Status
Severity, mean 33.7
<35 516 (33)
>335 48.4 @31
Pt. Medical Insurance
No 4.8 3)
Yes 95.2 1)
Physician Specialty B
Non-psychiatry 64.4 (39)
Psychiatry 35.6 [©3))
Progress Notes
Documented
1 note 6.2 4)
2 notes 17.2 (1D
3 notes 313 (20)
4 notes 10.9 )
S notes 34.4 (22)
Quality of Care Indicators
Documented
Diagnosis 85.7 (54)
Regimen 93.7 (59)
Core symptoms 58.7 (37)
5/9 symptoms 19.0 (12)
Instructions 58.7 37
Patient beliefs 524 (33)
Six week F/U 68.3 (43)
Summary Adherence
Variable
Mean 43
Range 0-7
SD 1.7

*N varies slightly due to missing data



Table 3. Quality of Depression Care by Patient Characteristics. (N=64) °

Indicator Documented

Age

<36 >36
%@ % ()

Gender

Male Female
% @m) % (n)

66

Clinical Status Severity

<35 >35
% (n) % (n)

Diagnosis
Yes
No

Regimen
Yes
No

Core Symp.
Yes
No

5/9 Symp.
Yes

No

Instructions
Yes
No

Pt. Beliefs
Yes
No

6 wk. f/u
Yes
No

79.4(27) 90.0(27)
20.6(7) 10.0(3)

94.1(32) 90.0(27)
59(2) 10.0(3)

64.7(22) 50.0(15)
35.3(12) 50.0(15)

26.5(9) 10.0(3)
73.5(25) 90.0(27)

58.8(20) 56.7(17)
41.2(14) 43.3(13)

52.9(18) 50.0(15)
47.1(16) 50.0(15)

73.5(25) 60.0(18)
26.5(9) 40.0(12)

84.6(11) 84.3(43)
15.4(2) 15.7(8)

92.3(12) 92.2(47)
77(1)  7.8(4)

61.5(8) 56.9(29)
38.5(5) 43.1(22)

77(1) 21.6(11)
92.3(12) 78.4(40)

53.8(7) 58.8(30)
46.2(6) 41.2(21)

69.2(9) 47.1(24)
30.8(4) 52.9(27)

84.6(11) 62.7(32)
15.42)  37.3(19)

87.9(29) 80.6(25)
12.1(4)  19.4(6)

93.9(31) 90.3(28)
6.12) 9.7(3)

54.5(18) 61.3(19)
45.5(15) 38.7(12)

9.1(3) 29.0(9)*
90.9(30) 71.0(22)

57.6(19) 58.1(18)
42.4(14) 41.9(13)

57.6(19) 45.2(14)
42.4(14) 54.8(17)

69.7(23) 64.5(20)
30.3(10) 35.5(11)

* Significance level of the chi-square statistic: * p <0.05



Table 4. Quality of Depression Care by Physician Specialty. (N=60) °

Indicator Documented Physician Specialty
Non-Psychiatry ~ Psychiatry
% (n) % (n)

Diagnosis

Yes 84.6(33) 81.0(17)

No 15.4(6) 19.0(4)
Regimen

Yes 89.7(35) 100.0(21)

No 10.3(4) 0.0(0)
Core Symp.

Yes 59.0(23) 61.9(13)

No 41.0(16) 38.1(8)
5/9 Symp.

Yes 5.1(2) 42.909)*

No 94.9(37) 57.1(12)
Instructions

Yes 64.1(25) 52.4(11)

No 35.9(14) 47.6(10)
Pt. Beliefs

Yes 51.3(20) 47.6(10)

No 48.7(19) 52.4(11)
6 wk f/u -

Yes 76.9(30) 57.1(12)

No 23.1(9) 42.909)

* Significance level of the chi-square statistic: * p <0.001
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Table 5. Logistic Regression Results Predicting Quality of Depression Care. (N=60) ®

Variable Diag. Core 5/9 Sym Inst. Pt. Bel. Fu

Age 1.01 1.04 0.94 1.02 0.97 1.00
(0.94,1.08) (0.99,1.09) (0.86,1.03) (0.97,1.07) (0.92,1.02) (0.95,1.06)

Gender 0.94 1.06 10.42 1.42 0.29 0.28
0.17,5.32) (0.28,4.01) (.74,147.1) (0.38,5.14) (0.07,1.13) (0.52,1.57)

Clinical 0.97 1.08 0.94 1.01 0.99 1.00

Status Severity | (0.86,1.08) (0.99,1.18) (0.81,1.09) (0.93,1.10) (0.92,1.09) 0.91,1.10)

MD Spec. 1.02 1.25 18.09 * 0.76 0.52 0.35
(0.21,4.89) (0.35,4.42) (2.3,141.4) (0.22,2.57) (0.15,1.83) (0.09,1.33)

Constant 2.42 -3.56 -1.00 -0.86 2.41 1.97

2LL 53.10 77.21 3930 79.20 78.39 68.21

DF 4 4 4 4 4 4

Gfit 59.31 60.45 54.63 60.05 59.95 56.96

* Table shows adjusted odds ratios’ (95% confidence interval).
*p <0.01




69

Table 6. Bivariate Correlation of Independent Variables and Adherence Variable. (N=60) °

Variable 1 2 3 4

1. Age ---

2. Gender -0.079 ---

3. Clinical -0.566%** -0.006 -—-

Status Severity

4. MD Specialty -0.413%* -0.117 0.318*

5. Adherence -0.056 -0.050 0.158 -0.006
* Based on 2-tailed test
*p<0.05

** p <0.001
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Table 7. Final Regression Equation Predicting Adherence to Antidepressant Guidelines. (N=60)

70

Predictor b (SE) Beta t
Age 0.003 0.020 0.024 0.143
Gender -0.201 0.548 -0.051 -0.368
Clinical Status 0.008 0.036 0.038 0.237
Severity
Physician Specialty 0.069 0.519 0.020 0.133

Multiple R = 0.067

R-Square = 0.005

R-Square (adj) = -0.068
F-ratio = 0.062, 4 df, p=0.9927

é



Appendix A: Client Informed Consent Form

71



72

INFORMED CONSENT

YOU ARE INVITED TO TAKE PART IN A RESEARCH STUDY ON CLIENT
EXPERIENCE WITH ANTIDEPRESSANT MEDICATIONS. IF YOU CHOOSE NOT TO
TAKE PART IN THIS STUDY, YOUR MEDICAL CARE WILL NOT BE AFFECTED IN
ANY WAY.

Purpose

The purpose of the study is to learn more about problems, concerns and benefits
experienced by people prescribed antidepressant medications. The information learned from
this research project is intended to improve patient care.

Why have you been selected?

-

You have been invited to participate because you have been prescribed an
antidepressant. In order for our study to be thorough we need the experience and viewpoint
of many individuals, so no matter what your experience it will aid this project. Information
you can provide is important even if you stop this medication or make any changes in
medications.

What does the study consist of?

Your participation involves 4 parts: 1) completing a telephone interview within the
next day or two; 2) completing a second telephone interview in two months; 3) reporting
special experiences in a journal; and 4) agreeing to release your pharmacy and medical

records. The interviews will each require at least 30 minutes of your time. The questions to
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be asked are about how you take the medicine, how it is working for you and how you view
the services offered by your healthcare providers.

Is there any benefit?

Participation in this study will not provide direct medical benefit to you. Your
contribution will help fill in informational gaps on patient experience with antidepressant
medications for health care providers. Upon completion of the second interview you will
receive a $20 honorarium.

Is there any risk?

Since your treatment is not being affected, the risk of injury is extremely low. The
study takes great care in protecting your confidentiality. All data will be collected and
handled by a pharmacist researcher. Names will not be used in data files. The identifying key
will be kept in a locked file and will be destroyed once data collection is complete.

Are there any costs to you?

There will be no costs to you. Postage stamps and envelopes will be pfovided.
Telephone calls will be made by the researchers.

Who will receive the results of the study?

A general summary, one that in no way identifies individuals or pharmacies will be
reported to interested health care providers upon study completion.

If you change your mind....

You are free at any time to withdraw from this study. Whether or not you participate,

your physician and pharmacist will continue to provide the best care available to you.
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BEFORE YOU SIGN THIS FORM, PLEASE ASK ANY QUESTIONS ON THE
ASPECTS OF THIS STUDY WHICH ARE NOT CLEAR TO YOU. WE WILL
ATTEMPT TO FULLY ANSWER ANY QUESTIONS YOU MAY HAVE PRIOR TO,

DURING, OR FOLLOWING THIS STUDY.

AUTHORIZATION:

I, have read the above and have decided to

(your name)

participate in the research project described. My signature also indicates that I have received

a copy of this consent form.

O

Signature Date Telephone number
Convenient times to be reached by telephone include:
(Check all that apply) Daytime Evening

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday
Signature of Principal Investigator
Bonnie L. Svarstad, PhD. Dara C. Bultman, R Ph., M.S.
Professor Ph.D. Candidate

Telephone: 608-265-2128 Telephone: 608-262-3312
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Appendix B: Client Medical and Pharmacy Record Release Form
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STUDY OF CLIENTS INITIATING ANTIDEPRESSANT MEDICATION

Medical and Pharmacy Record Release Consent Form

Client Name

Address

City/ State/ Zip

Records released to:
Bonnie L. Svarstad, Ph.D. & Research Staff
Department of Social & Administrative Pharmacy

University of Wisconsin-Madison Pharmacy School

For the purpose of research only, I hereby give my permission

for the release of medical and pharmacy records.

This consent shall expire twelve months from the date of the signature below.

(Client's signature) (Date)



Appendix C:

Medical Record Request Letter
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Date

Address

Dear Medical Records Department:

Enclosed is a copy of the medical record release consent forms for the study "Client

experience with antidepressant medication: a prospective study of treatment continuation"
being conducted by our research team at the University of Wisconsin School of Pharmacy.
The study protocol and consent form have been approved by the University of Wisconsin-
Madison Center for Health Sciences Human Subjects Committee (protocol #95-720-331).

The patients have given consent for release of all medical and pharmacy records, including
mental health, alcohol, and other drug related diagnoses, treatments, and counseling. This
release includes all charts and subcharts covering two months before and four months after
initiation of antidepressant drug therapy, including lab work and progress notes for all visits to
physicians and other health and mental health providers. The patients indicated that their
antidepressant prescription was written by the physician whose name is shown on the consent
form.

Please call Mary Hisrich Jenkins with any questions or problems at the University of
Wisconsin School of Pharmacy (262-4723) or at her home (256-0762). Please forward chart
information to:

Mary Hisrich Jenkins, PharmD

University of Wisconsin School of Pharmacy
425 N. Charter Street

Madison, WI 53706-1515

Thank you for your time and effort.

Sincerely,

Bonnie L. Svarstad, Ph.D.

Professor & Chair, Social &
Administrative Sciences Division
Director, Mental Health Research Center



Appendix D:

Chart Review Instrument
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CHART REVIEW INSTRUMENT

A MEASURE OF PROVIDER USE OF MONITORING ASSESSMENT
STRATEGIES IN PATIENTS TAKING ANTIDEPRESSANT MEDICATION

THERAPY

Study participant ID
Date chart reviewed
Reviewer

80

Visit #1

#2

#3

#4

Date of Appointment

Type of Contact: telephone/visit

Provider Name/Type

#Hospitalizations during study period
(# mentioning depression)

#ER visits during study period -
(# mentioning depression)

#Office visits during study period to other
prescriber(s) (# mentioning depression)

# Missed appointments

Diagnoses/Diagnosis codes noted. Y/N

List all psychiatric diagnoses and related
conditions

Other current medical diagnoses

Antidepressant regimen noted Y/N
RX or sample
Describe regimen

Other medications noted Y/N
List regimen




81

Visit #1

#2

#3

#4

Any depression assessment scales noted:
Y/N
Describe:

AHCPR Depression Symptoms noted: Y/N

A) Lack of interest in things you used to
do ’

B) Lack of pleasure in being with friends
or family

C) Feeling sad, blue or down in the dumps

D) Feeling slowed down or restless

E) Appetite problems

F) Thoughts of death or suicide

G) Problems concentrating, thinking,
remembering or making decisions

H) Trouble sleeping or sleeping too much

I) Lack of energy/feeling tired all the time




i

Visit #1 #2 #3 #4
J) Feeling hopeless
K) Feeling anxious
L) Feeling irritable )
M) Lack of interest in sexual activity
N) Other Symptoms
Information about causes of .
depression Y/N Describe:
Evidence in Chart of Y/N: Visit #1 #2 #3 #4

: a) Drug abuse

- b) Hypothyroidism

¢) Significant distress or

impairment in social,
occupational or other areas of
functioning

d) Bereavement




DOCUMENTED COMMUNICATION
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Visit #1

#2

#3

#4

Instructions noted regarding
Y/N:

a) Antidepressant regimen

b) Side effects

c) How drug works

d) Time to drug effect

e) Written instructions

f) Other

Describe:

Follow-up appointment noted
Y/N
Date of follow-up

Compliance aids noted Y/N

a) Memory

b) Family

¢) Homecare

|| &) Other

Non-drug methods for controlling

depression noted Y/N

Describe:
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DOCUMENTATION OF PATIENT BELIEES, CONCERNS AND COMPLIANCE

Visit #1 #2 #3 #4

Patients preferred non-drug method noted

Y/N
Specify:
Patient understanding of disease state
noted: Y/N
Specify:
Patient understanding of regimen/therapy
noted: Y/N
Specify:
Patient compliance noted: Y/N
Specify:

Patient comments about disease/regimen

noted: Y/N
Describe:
Drug efficacy noted: Y/N
Describe:

Medication side effects noted: Y/N

List:

| Regimen changes noted: Y/N
List:

Communication with other professionals
noted Y/N

List:




Appendix E: Interview I Instrument

Source: Bultman, DC. Consumer perspectives of provider
communication styles and antidepressants: a study of beliefs
and outcomes. Unpublished doctoral dissertation, University

of Wisconsin, 1997.
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Interview I Instrument

Client Experience with Antidepressant Medication:
A Prospective Study of Treatment Continuation
Study Participant
Telephone Number
Prescription
Interviewer
Date/Time

Your pharmacist invited you to participate because of your prescription for
I'would like to begin with a few questions concerning what you were told about this medication.

1. How were you told to take ?

(Probes:) £

Are you to take it every day or does it depend on how you feel?
Are you to take it at a certain time of day?

How long does your doctor want you to take this prescription?

2. a. Were you told about any side effects related to taking ?
(If yes, what were you told?) -

b. Were you given any instructions about what to do if you experienced a side effect? -
(If yes, get details)

3. Were you told how works?
(If yes) Please describe it to me.

4. Were you told how long it would take before you felt any better?
(If yes) How long were you told it would be?
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For what reason did your doctor prescribe ?

Have you started taking the ?
(If yes) When did you start?
(If no) Are you planing to start?

4

Were you given written instructions about the use of 7

(If no) Would you have liked written instructions? Why/why not?

(If yes) Were you interested in having written instructions?
Were they useful to you? Why/why not? Who gave them to you?

Are you scheduled to have another appointment with the doctor who prescribed
? (If yes) When is that supposed to be?



9. Different views exist about the causes of depression and other conditions for which
1s prescribed. How important is each of the following factors in causing your
(condition mentioned in Q5)? There are 4 responses: not important at all, marginally
important, moderately important and very important. How important would you say
is in causing your condition?

USE THE FOLLOWING ANSWER CODE:
Don't Know = 0
Not important at all = 1
Marginally important = 2
Moderately important = 3
Very important = 4

a. Seasonal causes 01234

b. Economic situation 01234
e Biochemical reasons 01234
d. Hereditary causes 01234
& Hormonal causes - 01234
f. Personal relationships 01234
g. Physical condition 01234
h. Work related issues 01234

L Other:No/ Yes (specify) 01234

88
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Now, as I read the following statements, tell me to what extent you agree with each. The responses range
from Strongly Agree to Strongly Disagree. The answer code has 5 possible responses: Strongly Agree,

Agree, Neither agree nor disagree, Disagree, or Strongly Disagree.

10.

11.

12.
13
14.

15.

16.
17.

18.

19.

20.

21,

Use the following answer code:

Strongly Agree = 1
Agree =2

Neither Agree/Disagree = 3

Disagree = 4
Strongly Disagree = 5

é

Overcoming depression (or condition mentioned Q5)
usually requires taking an antidepressant.

Antidepressants are useful in treating depression (or
condition mentioned in Q3).

Taking this medication is a good option for me.
I would prefer a different medication.

When my doctor gave me this prestription, I had an
alternative course of action in mind.

I have worries or concerns about that have not
been dealt with by my health care providers.

My condition is very serious.

The severity of my condition warrants use of

Side effects of are likely to be
bothersome.

Taking antidepressants on a daily basis can be harmful
to your body.

Right now, I intend to take as my doctor
prescribed.

In regard to the use of

some concern? Yes / No

(If yes) What are your worries?
(Insert answer into Interview II, item 12a)

12345
12345

12345
12345
12345

12345

12345
12345

12345
12345

12345

, 1s there anything that worries you or causes you



Who prescribed for you?
Is that who you talked with the most? (Determine key provider, i.e. doctor, psychiatrist, nurse
practitioner, therapist, counselor, etc. Be sure you know who the client is referring to when responding.)

Now, think about your visit with

prescribed. During that visit to what extent would you say
following ways. This time the response set is:

22,
23.
24,
25.

26.
27.

28.

29.

30.

31.

32,

Notat All=0
Marginally = 1
Moderately = 2
Very Much =3

(provider ) wag friendly during the visit.
Asked if you had questions or concerns.
Listened to you.

Helped you with your concerns related to the use of

Gave you clear instructions on how to take

Gave you a clear explanation about how
would affect you. .

Made decisions about your treatment without your
input.

You and planned your treatment
together.

Discussed alternative treatment options with you.

Talked about things that you could do to help you feel
better.

How would you evaluate your overall experience with
this visit? Would you say.....
Very Satisfied = 1
Somewhat Satisfied = 2

Neither Satisfied nor Dissatisfied = 3
Somewhat Dissatisfied = 4

Very Dissatisfied = 5

(provider identified) when the medicine was

(provider) acted in the

0123
0123
0123
0123

0123
0123

0123

0123

0123
0123

12345
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Now think about your pharmacy visit when you filled the prescription for
Did someone at the pharmacy talk to you about the use of ? YES/NO
Would you say the individual was a pharmacist or intern/student or what? RPh/Intern/Student/Other
Do you know the individual who filled your prescription by name? YES/NO
< (If yes) What is the individual's name?
(If no) Have you seen this individual before or was this the first time?

Okay, now thinking about the pharmacy visit. During that visit to what extent would you say
(pharmacist identified) acted in the following ways. Use the following answer code:
Not at All=0

Marginally = 1

Moderately = 2

Very Much =3
33. was friendly during the visit. 0123
34. Asked if you had questions or concerns. 0123
35. Listened to you. 0123
36. Helped you with your concemns related to the use of 0123
37. Gave you clear instructions 6n how to take . 0123
38. Gave you a clear explanation about how __ would 0123
affect you.

0123
39. Made decisions about your prescription without your input.
40. Discussed alternative treatment options with you. 0123
41, Talked about things you could do to help you feel better. 0123
42. How would you evaluate your overall experience with this 12345

pharmacy visit? Would you say....
Very Satisfied = 1
Somewhat Satisfied = 2
Neither Satisfied nor Dissatisfied = 3
Somewhat Dissatisfied = 4
Very Dissatisfied = 5
Additional Comments:
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43. is prescribed to treat symptoms from the following list. As I read the items indicate the
amount of time you have experienced these symptoms during the two weeks just before you started taking

. Use the following answer code:

None or little of the time = 1

Some of the time = 2
Good part of the time = 3
All or most of the time = 4

AHCPR DEPRESSION SYMPTOMS (In the 2 weeks before EXPER- | RANK
starting medication, how much of the time have you IENCE ORDER
experienced:) GOALS
(1-3)
A lack of interest in things you used to do 1234
A lack of pleasure in being with friends/ family 1234
Feeling sad, blue or down in the dumps 1234
Feeling slowed down or restless 1234
Appetite problems 1234
Thoughts of death or suicide 1234
Problems concentrating, thinking, remembeting, or making decisions 1234
Trouble sleeping or sleeping too much 1234
Lack of energy or feeling tired all of the time 1234
Feeling hopeless 1234
Feeling anxious 1234
Feeling irritable 1234
Lack of interest in sexual activity 1234
What other symptoms prompted you to see the doctor?
Other (specify?) 1234
44, People have different goals when taking medication. In what 3 areas would you most like

improvement from ?

L.
2.
3.

We would like to learn something about your personal background.

45. Which of the following best describes your racial background?
African-American = 1



46.

47.

48.

49.

50.

Asian =2

Caucasian = 3
Hispanic/ Latin = 4
Native American = 5
Other =6

Are you male or female?
MALE =1
FEMALE =2

What is your birthdate?

Which best describes your level of formal education?
Less than high school =1

High school =2

Technical school = 3 ‘

College =4

Bachelor's degree = 5

Beyond Bachelors = 6

Tell me about your activities during a typical week. (Get info about daily activity...paid or volunteer
work, job, schoolwork, housework, social organizations, exercise, etc.)

What is your approximate annual household income before taxes? (include income from all
sources such as salaries and wages, Social Security, retirement income, investments, and other
sources). i

50a. How many people make up your household?

Do you have some kind of medical insurance?
0=NO
1 =YES-->
51a.Does your medical insurance cover your visits to the doctor that prescribed
? 0=NO 1=YES

51b.Does your medical insurance cover at least some part of the cost of
? 0=NO I=YES

51c.What is (are) your medical insurance plan(s)?

93



52.

53.

54.

S5,

56.

S8.

94

Do you obtain all your prescriptions from the pharmacy where you received 7
0=NO 1=YES

52alf no, approximately what % of your prescription medications do you obtain from this
pharmacy?

52b.List all pharmacies where you have filled prescriptions in the last year.

Have you taken antidepressant type medication in the past? 0=NO | = YES

Other than taking this prescription, what do you do to improve how you feel?

What additional things have been mentioned to you or are you thinking about doing to improve
how you feel?

Describe briefly your routine or system for taking %

How would you rate your physical health? Would you say excellent, good, fair or poor?
1 =EXCELLENT

2=G0OO0D
3 =FAIR
4 =POOR

How would you rate your emotional health? Would you say excellent, good, fair or poor?
1 =EXCELLENT

2=G0O0D
3=FAIR
4 =POOR

Thank you for completing this interview. Your time and effort are appreciated.
When would you like me to call for the follow-up interview? (Approximately 2 months from today...schedule DAY

and TIME AM/PM).




Appendix F: Selected AHCPR Depression Guideline Algorithms

Source: Depression Guideline Panel. Depression in Primary
Care: Volume 1. Selection and Diagnosis. Clinical Practice
Guidelines, Number 5. Rockville, MD. U.S. Department of
Health and Human Services, Public Health Service, Agency for
Health Care Policy and Research. AHCPR Publication No. 93-

0550. April 1993
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Overview of Treatment for Depression

Select and initiate
treatment

Monitor acute treatment
(every 1-2 weeks)

Clearly better

Somewhat better Not better at all

! !

Continue treatment
(adjust dosage)

Augment or change
treatment

Continue
treatment for
6 more weeks

Monitor treatment
(every 1-2 weeks)

[ 4——Clearly bettere——] Assas:e l’keig)qnse

y

Complete N Not:ntter
remission? PO
/ Relapse? g y
Medication
continued for Refer or consult a
4-9 months. psychiatrist
Consider or other mental health Change treatment
maintenance professional
treatment

!Note: Times of assessment (weeks 6 and 12) rest on very modest data. It may be necessary
to revise the treatment plan earlier for patients who fail to respond.

96
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Six-week Evaluation: Partial or Nonresponders to Medication

No or partial response at 6 weeks

Treat primary
problem

Treatment adequate? F—» Adjust dosage,

counsel adherence

Yes

i

v

I /

Partial 2

Partial2

Y

Change Augment Consultation/ (Largely (Largely
medication medication referral cognitive vegetative
symptoms symptoms
remain)

remain)

~~~~~

Reevaluate at 12 weeks?

v

Complete response

Change or
augment E
medication H -

Partial response

v

v

v

v

To
continuation
treatment

Change

medication

Add psycho-

therapy

Augment

medication

Consultation/

referral

'No response—patient is nearly as symptomatic as at pretreatment.

*Partial response—patient is clearly better than at pretreatment, but still has significant
symptoms. Consultation or referral may be valuable before proceeding further.

3Suggestions for management are based on some indirectly relevant studies. logic, and
clinical experience.



Differential Diagnosis of Primary Mood Disorders

Sad mood
or
low interest

5 out of 9
symptoms
now?

5outof9
symptoms in
the past?

Prior manic
episode?

Prior manic
episode?

Major
depressive

disorder }
1)

Bipolar
disorder

No
More than
2 years of Dysthymic Major
. Persistent disorder depressive
symptoms? disorder in
partial

Depression not
otherwise
specified

(recurrent brief,

minor, mixed
anxiety/
depression)

remission




Appendix G: List of Variables Used in Analyses
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Variables Used in Final Analyses

Variable
Patient Variables
q . AGE

2. DEPRSXS1

3. GENDER
4. INSURED

Physician Variable

MDSPINT
Quality Indicators
1. DIAG12
2. DEPRX12

3. CORE3

4. SYMP12

Definition

Age in years
Sum of Reported

Symptoms for dep.
Patient gender

Patient medical

insurance

Physician specialty

-

Diagnosis doc.

note 1 or 2

Antidepressant
regimen doc.

note 1 or 2

Core symptoms of
depression doc.

note 1 or 2

Five of nine
depression symptoms

doc. note 1 or 2

Coding

Contin

Contin
O=fema

O=no,

O=non-psych,

l=psychiatry

0=no,

uous

uous

le, l=male

l=yes

l=yes

l=yes

l=yes

l=yes
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Variables Used in Analyses Continued

Variable

Quality Indicators

5. INST12

6. PTBEL12

7. FU6WK

Summary Adherence

ADHERE

Definition

Instructions
regarding therapy

doc. note 1 or 2

Doc.” of pt.
beliefs, concerns,
compliance, note 1

or 2

Follow-up noted

within 6 weeks

Sum of 7 quality

indicators

Coding

O=no, 1l=yes

0=no, 1l=yes

0=no, 1l=yes

O=none, 1l=one,
2=two, 3=three,
4=four, S5=five,

6=six, 7=seven

101



	TITLE PAGE-1
	APPROVAL PAGE-1
	iii-1
	iv-1
	v-1
	001-1
	002-1
	003-1
	004-1
	005-1
	006-1
	007-1
	008-1
	009-1
	010-1
	011-1
	012-1
	013-1
	014-1
	015-1
	016-1
	017-1
	018-1
	019-1
	020-1
	021-1
	022-1
	023-1
	024-1
	025-1
	026-1
	027-1
	028-1
	029-1
	030-1
	031-1
	032-1
	033-1
	034-1
	035-1
	036-1
	037-1
	038-1
	039-1
	040-1
	041-1
	042-1
	043-1
	044-1
	045-1
	046-1
	047-1
	048-1
	049-1
	050-1
	051-1
	052-1
	053-1
	054-1
	055-1
	056-1
	057-1
	058-1
	059-1
	060-1
	061-1
	062-1
	063-1
	064-1
	065-1
	066-1
	067-1
	068-1
	069-1
	070-1
	071-1
	072-1
	073-1
	074-1
	075-1
	076-1
	077-1
	078-1
	079-1
	080-1
	081-1
	082-1
	083-1
	084-1
	085-1
	086-1
	087-1
	088-1
	089-1
	090-1
	091-1
	092-1
	093-1
	094-1
	095-1
	096-1
	097-1
	098-1
	099-1
	100-1
	101-1

