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hile the efficacy of antidepressant medications
has been demonstrated in double-blind placebo-
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Background: While nationwide data have
found that many patients do not meet the National
Committee for Quality Assurance uniform stan-
dards for successful antidepressant treatment,
reasons for this failure are not well understood.
We examined the reasons for this failure through
a systematic chart review.

Method: A chart review was conducted on
a random sample of 249 health maintenance orga-
nization patients who failed 1 or more of the 3
Health Plan Employer Data Information Set crite-
ria (i.e., 3 follow-up visits or adequate duration
of acute or continuation phase treatment).

Results: The most common reason for visits
failure (N = 192) was that the patient restarted a
previously prescribed successful antidepressant
(N = 30, 16%). In 23 patients (12%), the patient
had a visit with the prescribing provider, but
mental health was not coded or documented in
the case notes. Twenty-one percent (N = 40) were
misclassified as not having 3 visits. The most
common reasons for misclassification were men-
tal health was discussed but not coded (N = 16,
8%) and wrong start dates due to use of medica-
tion samples (N = 10, 5%). Patient nonadherence
was the most common reason for failure to meet
adequate acute (N = 109) and continuation
(N = 99) phase duration of treatment (13%
and 24%, respectively); only 9% stopped taking
medication in the acute phase due to side effects.
Twenty-five percent of patients had told their
doctor they were taking their medication while
the pharmacy database found they were not.

Conclusion: A large discrepancy between
patients’ actual and reported compliance was
found and may in part account for physicians’
inability to detect and thus address this issue.
Patients’ restarting a previous medication is com-
mon and warrants discussion regarding differen-
tial need for visit frequency.
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W
controlled trials, documentation of their effectiveness in
clinical settings has been less substantial. Primary care
physicians have long been recognized as the main provid-
ers of antidepressant treatment.1 However, primary care
physicians have been criticized for treatment at subthera-
peutic doses2,3 and for inadequate duration.2,4 The percent-
age of primary care patients who stop taking their pre-
scribed antidepressant medications within 3 weeks ranges
from 20% to 59%.2,5 While no patient characteristics have
been identified that differentiate between those receiving
adequate versus inadequate treatment,6 both class of drug
(i.e., selective serotonin reuptake inhibitors) and type of
provider (i.e., psychiatrist) have been found to be associ-
ated with a significantly higher percentage of treatments
of adequate dose and duration.6,7 However, patients who
fail to receive adequate dose and duration with their initial
antidepressant are unlikely to receive a second antide-
pressant treatment regardless of type of provider (30%
and 22% for psychiatry and primary care, respectively).7

Reasons for early termination include negative attitudes
toward psychiatric treatments, development of unpleasant
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side effects, failure to appreciate that antidepressant drugs
take several weeks to work, and a belief that pills are not
the answer to depressions associated with negative life
events.2,8 Interventions, such as utilizing a treatment coor-
dinator who contacts patients by phone during the first
few weeks of treatment and a system for psychiatric con-
sultation tied to systematically obtained outcome mea-
sures, have been found to increase the likelihood of suc-
cessful treatment of depression in primary care.9–11

To more systematically evaluate the effectiveness of
antidepressant treatment in clinical settings, a uniform set
of criteria has been developed by the National Committee
for Quality Assurance as a part of the Health Plan Em-
ployer Data Information Set (HEDIS) performance mea-
sures for the managed care industry.12 The HEDIS specifi-
cations are in part based on the treatment guidelines
developed by the Agency for Health Care Policy and Re-
search for the identification and treatment of depression
in primary care.13–15 These guidelines identify 3 stages
in the treatment of depression. The “acute” stage is aimed
at relieving all depressive symptoms. If a relapse occurs
within 6 months of remission, a relapse is declared. The
“continuation” phase is aimed at preventing this relapse.
Once a patient has been asymptomatic for 6 months, a
recovery is declared. Once a recovery is declared, treat-
ment for most patients may be stopped. The “mainte-
nance” phase follows recovery and is aimed at preventing
a recurrence of depression. Recurrences occur in 50% of
cases within 2 years after continuation treatment.16

HEDIS provides 3 measures of successful pharmaco-
logic treatment of depression: (1) during the 12-week
acute antidepressant treatment phase, the percentage of
patients with a new episode of depression who had at least
3 follow-up contacts with a primary care or mental health
practitioner, coded with a mental health diagnosis (at least
1 of the follow-up visits must be with a prescribing pro-
vider); (2) the percentage of patients who continued to
take an antidepressant during the entire 12-week acute
phase; and (3) the percentage of patients with a new epi-
sode of depression who continued to take an antidepres-
sant for at least 6 months (i.e., through the continuation
phase of treatment).

A previous analysis of compliance with HEDIS criteria
for antidepressant medication management in 1998 (Dean
Health Plan, Middleton, Wis., unpublished data) found
that 39.2% of patients met the HEDIS requirement in the
area of optimal practitioner contacts for medication man-
agement (i.e., 3 or more follow-up visits with a primary
care or mental health practitioner [at least 1 of which is a
prescribing practitioner] within 12 weeks after a new
diagnosis of depression). In the same study, 62.9% met
HEDIS criteria for effective acute phase treatment,
i.e., continuous antidepressant treatment for 84 days (12
weeks), and 41.3% met HEDIS criteria for effective con-
tinuation phase treatment, i.e., continuous antidepressant

treatment for 180 days. Nationwide, these numbers
were 23%, 54%, and 38%, respectively, for the same time
period.

While the nationwide data have shown that many
patients being treated with antidepressant medications do
not meet these HEDIS standards for follow-up contacts
and length of treatment, the research literature is sparse
in providing an answer to the question of why this is so.
Possible reasons include remission of symptoms, patient
failure to fill prescriptions, physician failure to prescribe a
second treatment if the first one fails, telephone contacts
that are not captured in the database, and use of samples
that are not captured in the pharmacy database. Such in-
formation is impossible to obtain by the standard method-
ology of examining pharmacy and utilization claims data-
bases, but may be better understood with a thorough chart
review. In one such study of psychiatric patients, Clagnaz
et al.17 performed a chart review of 130 patients who
failed to receive a second treatment following an inad-
equate initial antidepressant trial. The most common rea-
sons for inadequate treatment were patient noncompli-
ance (76%) and discontinuation of health maintenance
organization (HMO) coverage (8%). Forty-five percent of
those with inadequate treatment had a formal Axis II diag-
nosis, compared with a 14% prevalence rate among other
psychiatric outpatients. Two thirds were not clinically im-
proved at the time their antidepressant was stopped.

The current study is designed to examine the reasons
for noncompliance with HEDIS criteria for depression
treatment through a systematic chart review of patients
who failed 1 or more HEDIS criteria. The long-term goal
is to address and correct these problems once they are
identified so that a greater percentage of depressed pa-
tients can receive successful antidepressant treatment and
obtain relief from the suffering that this illness causes.

METHOD

Data covering the period from Jan. 1 to Dec. 31, 1999,
were downloaded from the Dean Health Plan pharmacy
and HMO claims databases to the Dean Foundation
computer system. Dean Health Plan is a large
(N = 200,000) mixed-model midwestern HMO with a
broad cross-section of patients. A random sample of 257
patients who failed to meet HEDIS criteria for 1 or more
of the 3 definitions of successful antidepressant medica-
tion management was selected for a chart review (i.e.,
approximately 100 per definition; some patients met crite-
ria for more than 1 definition). This sample included both
patients treated in primary care and patients treated by
psychiatrists.

Each chart was reviewed by 1 of 2 research coordina-
tors. To establish and maintain interrater reliability, the
first 5 charts were reviewed as a group to identify problem
areas and make modifications to the rating form. After
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that, a total of 28 charts were re-reviewed by the study
physician for cross-validation. Three case review confer-
ences were held during the trial to review and discuss
cases where there were discrepancies between the find-
ings of the research coordinator and the study physician.
This ongoing monitoring was used to help prevent “rater
drift” and ensure ongoing calibration. Both medical charts
and psychiatric charts were reviewed when indicated.

RESULTS

Study Flow and Sample Characteristics
Of 257 charts selected for review, 8 could not be found,

leaving a total of 249 charts reviewed. These 249 charts
yielded 192 patients who failed to meet the visits criteria,
109 patients who failed to meet criteria for acute duration
of antidepressant treatment, and 99 who failed to meet
criteria for continuation phase treatment. Some patients
failed to meet more than 1 criterion (Table 1). Of these
249 patients, 90 failed to meet criteria for both visits and
acute phase, 61 failed to meet criteria for both visits and
continuation phase, 41 only failed to meet criteria for vis-
its, 19 only failed to meet criteria for acute phase dura-
tion, and 38 only failed to meet criteria for continuation
phase duration. The sample was 70% female, and the
mean ± SD age was 43 ± 13 years (range, 18–84 years).
The most common types of physician providers for the
initial antidepressant prescription were family practice
(33.3%), followed by internal medicine (30.5%), psy-
chiatry (18.6%), and obstetrics/gynecology (OB/GYN)
(1.6%). Physician specialty type was unknown in 2.8%.

Visits
Of 192 patients identified as failing to meet visits crite-

ria, 152 (79.2%) were actually determined to have fewer
than 3 visits through medical record review. Forty patients
(20.8%) did have 3 visits that met HEDIS criteria accord-
ing to medical record documentation. The reasons these
visits were not identified through HMO claims were as
follows: mental health was discussed but not coded as the
billing diagnosis (N = 16), wrong start date due to use of
samples (N = 10), visits provided by an out-of-plan pro-
vider (N = 6), wrong medication start date for reasons
other than use of samples (N = 4), and other (N = 4).

Of 152 patients documented through medical record
review as failing the visits criteria, the most common rea-
son was that the patient was restarting a previously pre-
scribed, successful antidepressant (19.7%, N = 30). Phy-
sicians may have felt there was a decreased need for visits
in these cases. The other most common reasons for failing
to meet visits criteria were as follows: patient had 3 or
more visits but mental health was not documented as dis-
cussed or coded as the billing diagnosis (15.1%, N = 23),
physician failed to schedule for unknown reasons (15.1%,
N = 23), and physician failed to schedule because the

patient was documented as doing well (14.5%, N = 22).
All identified reasons for failure to have 3 follow-up visits
are listed in Table 2.

Duration
Of the patients identified as failing to meet acute or

continuation phase treatment duration criteria through
HMO claims, 40.4% of acute phase patients (44/109) and
32.3% of continuation phase patients (32/99) had medical
record documentation of appropriate treatment duration
(84 and 180 days, respectively). This information was
based on medical record documentation indicating the
following: patients self-reported they were taking medi-
cations (28 acute phase and 25 continuation phase pa-

Table 1. Type of HEDIS Criteria Failed in 249 Charts Selected
for Reviewa

Criteria Visitsb Acutec Continuationd Totale

Visits 41 90 61 192
Acute 90 19 ... 109
Continuation 61 ... 38 99
Total 192 109 99 400
aAbbreviation: HEDIS = Health Plan Employer Data Information Set.
bFailure to have at least 3 follow-up contacts with a primary care or
mental health practitioner, coded with a mental health diagnosis (at
least 1 of the follow-up visits must be with a prescribing provider).
cFailure to have continuously taken an antidepressant during the entire
12-week acute treatment phase.
dFailure to have continuously taken an antidepressant during the
6-month continuation phase.
eSome charts met criteria for both visits and either acute or
continuation, so grand total (N = 400) exceeds total charts reviewed
(N = 249).

Table 2. Reasons for Failure to Have 3 Follow-Up Visits
(N = 192)
Variable N %

Reason for failure
Physician failed to schedule because 30 15.6

restarted previous medication
Patient had visit, but mental health 23 12.0

was not discussed or mental health
billing code was not used

Physician failed to schedule: reason unknown 23 12.0
Physician failed to schedule: patient doing well 22 11.5
Physician scheduled visit: patient failed to show 14 7.3
Unknown 13 6.8
Physician told patient to schedule visit; 11 5.7

patient never scheduled
Other 9 4.7
Physician failed to schedule: other 5 2.6
Patient lost to follow-up 2 1.0
Total 152 79.2

Misidentified failurea

Reason for misclassification
Mental health discussed, but mental 16 8.3

health billing code not used
Wrong medication start date due to samples 10 5.2
Out-of-plan provider 6 3.1
Wrong medication start date: other reason 4 2.1
Other 4 2.1
Total 40 20.8

aChart review found patients were misclassified; patients had met 3
visits criteria.
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Table 3. Reasons for Failure to Achieve Adequate Acute and Continuation Phase
Treatment Duration

Treatment Phase Duration

Acute, 84 d Continuation, 180 d
(N = 109) (N = 99)

Variable N % N %

Reason for failure
Patient nonadherence (physician prescribed 14 12.8 24 24.2

medication but patient failed to fill or take)
Side effects 10 9.2 4 4.0
Clinical improvement 5 4.6 11 11.1
Patient lost to follow-up 4 3.7 1 1.0
Depression found to be incorrect diagnosis 3 2.8 3 3.0
Medication ineffective (but patient not switched 2 1.8 4 4.0

to another medication)
Saw physician, no medication prescribed 2 1.8 ...
Pregnancy 1 0.9 1 1.0
Switched to “alternative” treatment 1 0.9 ...

(eg, herbs, acupuncture)
Gaps between prescription refills too long 1 0.9 2 2.0

(reason unknown)
Switched to psychotherapy (discontinued medication) ... 2 2.0
Unknown 18 16.5 13 13.1
Other 5 4.6 2 2.0
Total 66 60.6 67 67.7

Misidentified failure
Reason for misclassificationa

Patient took medications, patient self-report 28 25.7 25 25.3
Untrackable ongoing medication samples 10 9.2 5 5.1
Wrong medication start date due to use of samples 5 4.6 ...
Other ... 2 2.0
Total 43 39.4 32 32.3

aChart review found that patients had met Health Plan Employer Data Information Set criteria.

tients), ongoing antidepressant treatment was untrackable
through HMO claims due to medication samples being
given by the physician (11 acute phase and 5 continuation
phase patients), and the acute phase treatment start date
was wrong due to medication samples being used prior to
the initial antidepressant medication claim (5 acute phase
patients).

For the patients confirmed as failing to meet acute (66/
109) or continuation (67/99) phase treatment, medical
record documentation indicated the following reasons:
patient nonadherence (12.8%, N = 14 acute phase and
24.2%, N = 24 continuation phase), side effects (9.2%,
N = 10 acute phase), and clinical improvement (11.1%,
N = 11 continuation phase). The reason was unknown in
16.5% (N = 18) of acute phase and 13.1% (N = 13) of
continuation phase patients. All identified reasons for fail-
ure to have adequate acute and continuation phase treat-
ment duration are listed in Table 3.

Reviewers tried to identify, where possible, who made
the decision to stop treatment (i.e., patient, physician, or
both) and whether or not acute or continuation phase
treatment duration criteria had been met. For acute phase,
the patient was the decision maker 29.4% of the time; the
physician, 7.3% of the time; and both, 2.8% of the time.
The decision maker was unknown 60.1% of the time. For
the continuation phase, the patient was the decision maker

45.5% of the time; the physician,
4.0% of the time; and both, 1% of the
time. The decision maker was un-
known 27.2% of the time.

Primary Care Versus Psychiatry
Overall, there were few differ-

ences between patients who initiated
treatment with primary care or psy-
chiatry in reasons for HEDIS criteria
failure. The only statistically signifi-
cant difference was that a greater
percentage of patients initiating
treatment with a psychiatrist were in-
correctly coded as failing to meet
HEDIS duration criteria as a result
of use of medication samples (21.1%
vs. 4.8% for acute phase [p = .011],
and 12.5% vs. 1.7% for continuation
phase [p = .033]).

Status at  6- and 12-Month
Follow-Up

Reviewers examined patient med-
ical records for any documentation
of clinical status at approximately 6
months and 12 months after the
HEDIS acute phase start date. Clini-
cal status at 6 and 12 months could

not be determined for 48% of patients at 6 months and
47% of patients at 12 months. Of those patients for whom
clinical status could be determined from the medical chart,
52% were documented as “much” or “very much” im-
proved at 6 months, and 57% were documented as “much”
or “very much” improved at 12 months.

It was difficult to compare the difference in clinical
outcome between patients who failed to achieve 3 visits
and patients who failed to achieve duration of acute or
continuation phase treatment because many patients who
failed visits also failed 1 of the duration standards as well.
In order to overcome this confound, we examined clinical
outcomes in the subsample of patients who only failed
1 of the 3 criteria. At 6-month follow-up, 29.3% of
patients who failed to meet visits criteria were rated as
“much” or “very much” improved compared with 26.3%
of patients who failed to meet acute phase treatment
and 50.0% of patients who failed to meet continuation
phase treatment criteria (χ2 = 4.75, df = 2, p = .093). At
12-month follow-up, 48.8% of patients who failed to
meet visits criteria and 26.3% of patients who failed to
meet acute phase treatment criteria were rated as “much”
or “very much” improved, and the number of patients
who failed to meet continuation treatment criteria who
were “much” or “very much” improved was 34.2%
(χ2 = 3.31, df = 2, p = .192).
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DISCUSSION

The study findings provide some perspective on the
reasons for failure to achieve HEDIS criteria for success-
ful antidepressant treatment. The most common reason
for failure to achieve the HEDIS visits requirement was
the restarting of previously used antidepressants. The
HEDIS Antidepressant Medication Management specifi-
cation is designed to identify any new, and possibly recur-
ring, episodes of depression that have not been diagnosed
or treated within 6 months prior to the start date. Future
studies should explicitly assess treatment patterns for this
population. Whether a patient restarting a medication suc-
cessfully taken in the past requires 3 visits may be an
issue of balancing good clinical care with effective alloca-
tion of resources. It is worth debate and input from both
perspectives.

About 12% of patients actually had a follow-up visit
with the prescribing provider for an unrelated medical
problem, but mental health was not discussed (or at least
it was not coded or documented in the case notes). Utiliz-
ing this encounter to also monitor the status of the depres-
sion treatment would obviously be an effective utilization
of resources and would also maximize clinical outcomes.
Reasons for this failure would be illuminating, e.g., time
constraints, failure to recall or review current antidepres-
sant status. It may also be possible that mental health was
discussed but not documented in either the case notes or
the billing. Different models of depression management
may help obviate some of these problems, such as use of a
patient registry, disease-specific flowsheets, or a treat-
ment coordinator who monitors patient clinical treatment
and status.

About 6% of patients were told to schedule an appoint-
ment and did not, and another 7% scheduled an appoint-
ment but failed to show. Thus, only about 13% of visit
failures were due directly to patient noncompliance.

A striking finding from this study is that approximately
21% of patients were classified as failing to meet HEDIS
visits criteria, when in fact they had met HEDIS visits
criteria. In approximately 8% of cases, the chart notes in-
dicated that mental health was discussed, but the visits
were not billed as such. Finding the reasons for this omis-
sion would be illuminating, e.g., whether it was due to
concern for confidentiality and insurability, conservation
of resources, lack of certainty about diagnostic criteria,
stigma, or other reasons. Wrong medication start date
due to use of samples (5%) was the second most common
reason for error. Better tracking and documentation of
samples (perhaps centralized) may help determine the
correct start date of treatment.

In terms of adequate duration of treatment, the most
common problem was patient nonadherence (approxi-
mately 13% and 24% in acute and continuation phases,
respectively). Better patient education about what to

expect from treatment and its importance, including better
explanation and monitoring of side effects, might help
mitigate this problem. Again, use of a treatment coordi-
nator who assumes the task of patient education as well as
tracking might mitigate this problem. While most chart
notes did not indicate who decided to terminate treatment,
29% of the time it was the patient’s decision while 7% of
the time the physician decided. Interestingly, side effects
had a relatively low impact on discontinuation (9% in
acute phase treatment).

Similar to visits, high rates of patients were incorrectly
classified as failing to achieve adequate duration accord-
ing to medical records documentation. Approximately
15% of patients were incorrectly classified as having
failed to obtain adequate acute phase treatment because of
use of samples. This is a quality improvement monitoring
issue that will require focused effort to overcome. More
importantly, about 25% of patients told their doctors they
were taking their medications when the pharmacy data-
base found they were not. Whether patients were actually
misrepresenting their behavior or this was due to other
causes (e.g., samples given but not recorded in chart note,
obtaining prescriptions from outside source, utilizing
“half-doses”) is unknown. If, in fact, patients were mis-
representing their behavior, perhaps primary care doctors
are acting rationally by believing their patients when they
tell them they are taking their medications. Some data
support this. In a study by Demyttenaere and colleagues,18

patients were telephoned monthly for 6 months following
initiation of antidepressant treatment. The researchers
found that, overall, 24% of patients did not inform their
physician about stopping their medication. Reason for
stopping was associated with whether physicians were
informed, e.g., 76% were informed when the reason was
“feeling better,” compared with 34% for “lack of effi-
cacy.” The authors concluded, “The more a dropout rea-
son could hurt the doctor’s self-esteem, the lower the per-
centage of patients informing the doctors.”18(p32) Perhaps
this accounts for the low percentage of patients reporting
lack of efficacy for discontinuation in the current study.
Similar to the Demyttenaere study, the current study
found that reason for failure to achieve adequate duration
of treatment varied as a function of time, e.g., side effects
were a more common reason during the acute versus con-
tinuation phase (9.2% vs. 4.0%, respectively), while clin-
ical improvement was more common during continuation
versus the acute phase (11.1% vs. 4.6%, respectively).

It is interesting to note that only 1.6% of charts were
for patients treated by OB/GYN physicians, given that
approximately two thirds of patients with depression are
women and that patients often use their OB/GYN physi-
cian as their de facto primary care physician. Rates of
postpartum depression have been found to range from 6%
to 10%.19,20 While it is theoretically possible that the low
percentage is due to a very high percentage of OB/GYN
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patients receiving adequate treatment (and thus not
making it into our sample), there are no data supporting
the contention that the OB/GYN specialty has higher
rates of successful treatment than primary care or other
specialties.

An interesting question that has rarely been explored
is what becomes of patients clinically who fail to achieve
HEDIS specifications. It is telling that in about half the
cases, the medical record documentation fails to mention
clinical status at 6- and 12-month follow-up. In those
cases where medical records contain this information,
about half of patients who failed HEDIS specifications
were “much” or “very much” improved at 6 months,
and 57% were “much” or “very much” improved at 12
months. Future studies that incorporate medical record
reviews with patient and physician follow-up interviews
will yield more definitive answers to these and other
questions.
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