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The Psychopharmacology of Depression in the Managed Care

Setting
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he primary mission of managed care organiza-

tions is to contain healthcare costs by reducing

overall utilization of medical resources. A fa-
vored cost-reduction strategy is the reliance on a treat-
ment model in which primary care physicians, rather
than specialists, initiate the diagnosis and treatment
of medical conditions.

The high prevalence and costs of depressive disor-
ders have attracted the attention of managed care,
with the result that diagnostic and treatment practices
already have been affected. In this article, we review
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several issues associated with the clinical presenta-
tion, course, and psychopharmacology of depression
and consider the possible impact on them of impacted
managed care systems.

QOutcomes: Fee-For-Service Versus Managed
Care

Numerous studies have shown that, relative to
most chronic medical disorders, depression is associ-
ated with increased use of healthcare services and
greater functional impairment.' Therefore, it would
seem to be in the interest of managed care organiza-
tions to promote the optimal recognition and treat-
ment of depression.

Among physicians, psychiatrists have the greatest
expertise in identifying, assessing, and implementing
psychopharmacologic treatment for depression. Nev-
ertheless, in the managed care setting, the 1ole of the
psychiatrist specialist is restricted severely to treating
more problematic cases or to developing the initial
treatment plan. The impact on the quality of patient
care of relying on primary care physicians has not been
tested. However, limited studies suggest that out-
comes In this model are less desirable than those in
which psychiatrists provide care. One study’ com-
pared the effectiveness of the usual care that two
groups of providers gave to patients with major de-
pression: (1) primary care physicians alone; and (2)
primary care physicians in collaboration with psychia-
trists. Patients in the group receiving the more inten-
sive care from primary care physicians and
psychiatrists were more satisfied with their care and
had more favorable outcomes. They saw a psychiatrist
and had relatively more intense and more frequent
visits. In addition, their healthcare providers moni-
tored their adherence to medication therapy during the
continuation and maintenance phases of treatment.

Studies conducted during the past decade provide
evidence that depression may not be as well managed
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in the managed care setting as in the traditional set-

ting. This finding appears to be valid regardless of

whether nonspecialists or psychiatrists provide the
care. The Medical Outcomes Study” identified differ-
ences between the type of care received in fee-for-
service and prepaid plans. For example, minor
tranquilizers were used more often than antidepres-
sants by patients in prepaid plans, with patients in the
plans twice as likely as those in fee-for-service plans
to use minor tranquilizers. Other evidence suggests
that psychiatric patients who initially receive prepaid
care acquire additional limitations in role and physical
functioning over time, whereas those who receive
fee-for service care do not.* Patients in prepaid plans
discontinue their medication more rapidly than do
those in the fee-for-service sector.’

Causes and Consequences of Misdiagnosis and
Mistreatment of Depression

In addition to raising questions about relative treat-
ment outcomes, managed care has created concern
about its impact on the practice of psychiatric psycho-
pharmacology and on patients’ service utilization be-
haviors. Depression is a common disorder: 10% to 20%
of women and 5% to 12% of men experience at least
one episode of major depression during their Jives.® It
is characterized by a disturbance of mood and/or loss

of interest, but associated symptoms include loss of

appetite, sleep disturbance, impaired concentration,
agitation, lethargy, and suicidal thoughts. An impor-
tant aspect of depression, particularly in the context
of suboptimal treatment practices, is that fully 15% of
patients with depression eventually commit suicide.”

Despite the well-publicized criteria for diagnosing
depression, the general physician who lacks special-
ized psychiatric training may have difficulty making
the diagnosis with confidence. T'wo frequently con-
fusing variables often leading the untrained physician
to diagnostic errors are the many nonmood symptoms
that suggest physical disorders, and the common and
intense anxiety symptoms often associated with de-
pressive conditions. One important problem in pri-
mary care is the unwarranted diagnosis and treatment
of suspected anxiety disorders and the failure to prop-
erly diagnose depression.

Similarly, the fact that patients with depiession
frequently feel sick, have a decreased sense of well-
being, and often focus on the physical/somatic aspects
of their illness easily may lead primary care physicians
to pursue unnecessary diagnostic and treatment ef-
forts intended to address physical complaints that
actually are symptoms of unrecognized depression. A

4-year, longitudinal study followed more than 20,000
outpatients in both fee-for-service and managed care
settings.” The study compared the use of services,
quality of care, and health outcomes of patients with
diabetes, hypertension, congestive heart failure, re-
cent myocardial infarction, and depression. In terms
of health-related quality of life, the patients with
depression felt worse in all respects and had more
disability days than did those with any of the medical
disorders with the exception of current cardiac dis-
ease. Indeed, depression should be considered a
medical disorder, as it is associated with intense suf-
fering, biological disturbances, and serious mortality
and morbidity. It is not under voluntary control and
responds to pharmacologic intervention.

Complicating Factors in Drug Selection
and Use

The proven efficacy of medication as a primary
treatment modality for depression provides the single
most important rationale for restricting access to psy-
chotherapy for most patients with the disorder.
Within this context, the most significant develop-
ment is the relatively recent introduction of new an-
tidepressant drugs. Although antidepressant
medications have been prescribed since the mid-
1950s, beginning in 1988, new agents became avail-
able for clinical use that offered tolerability and safety
advantages. This group includes the most widely pre-
scribed antidepressants—the selective serotonin re-
uptake inhibitors (SSRIs)—fluoxetine, fluvoxamine,
paroxetine, and sertraline. More recently, nefazodone
and venlafaxine have been introduced.

None of the newer compounds has been shown to
be more effective than the first classes of antidepres-
sants (the tricyclic antidepressants and monoamine
oxidase inhibitors); however, because patients are
more likely to comply when prescribed those medica-
tions, the new compounds are comparatively more
effective. An additional advantage of the newer drugs,
both in terms of patient safety and cost to the health-
care system, is their virtual lack of life-threatening
toxicity. This charactetistic is particularly important,
given the pervasive risk of overdose among patients
with depression.

Several important issues relating to the pharma-
cologic treatment of common depressive disorders are
generally outside the experience and expertise of
primary care physicians. The antidepressant efficacy
of pharmacologic agents, although demonstrated both
in clinical trials and through more than 40 years of
clinical use, is limited in significant ways and warrants
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skilled clinical interventions. In clinical trials, 20% to
40% of patients with depression fail to respond to
adequate treatment with an initial agent. Further-
more, as many as half these patients may continue to
have some residual symptoms, even after completing
a full therapeutic trial of several months’ duration.

In addition, a lag occurs between the time that
medication is first started and a clinical response is
observed. This lag may vary from as little as a few
days, in rare instances, to as long as 6 weeks, in others.
In general, a patient must take medication for 2 to 4
weeks before a response occurs. Accordingly, several
strategies now are used by psychiatrists to increase
both the probability that a patient will respond and
the speed of that response. These strategies include
combinations and augmentation of antidepressants
with lithium, thyroid hormone, buspirone, or pin-
dolol. These interventions, while ultimately often
beneficial, add to the complexity and time required to
manage patients with depression.

Primary care physicians also must confront the is-
sue of treatment refusal. Despite abundant evidence
supporting both the biological basis of depression and
the effectiveness of drug therapy, many patients re-
fuse to accept treatment. Some patients fail to under-
stand the nature of their disorder, considering
depression an “emotional” problem, rather than one
involving neuroendocrine changes. This perspective
may be tied to the philosophy that medications should
not be used to treat a “psychological” problem, or that
medications for the mind are nonessential or are re-
served for people with serious psychological illness.
Patients also may refuse treatment because they fear
unknown consequences, such as side effects, long-
term effects, impact on personality, addiction, and the
possibility of being transformed into a “zombie.” An-
other major source of reluctance is fear of stigmatiza-
tion or criticism by family or friends. Frequently,
much of the initial interview and subsequent sessions
must be devoted to providing education and reassur-
ance, and to addressing the many objections to treat-
ment that patient and families often raise. Frequently,
only skilled psychiatric interventions prevent treat-
ment refusal.

Another issue is the dearth of attention given to
events associated with discontinuation of antidepres-
sant medication and with poor treatment compliance
despite increasing awareness that antidepressant
agents can be associated with withdrawal symptoms,
and that intermittent use can result in subsequent
nonresponse. Patients receiving pharmacologic treat-
ment for depression frequently require adjustments

in the dose and schedule of administration of their
medication, as well as management of side effects and
complications. Failure to provide these aspects of care
often lead to treatment noncompliance. However,
managed care contracts often mandate a low number
of visits (generally only monthly), further undermin-
ing the physician’s ability to implement adequate
trials of treatment.

Factors Affecting Practice

Several additional aspects of managed care systems
already have had impacts on the psychopharmacologic
treatment of depression. Physicians providing care in
the managed care setting now deal with restrictions
on drug selection, and with changes in patient popu-
lation, patient follow-up, and the process of hospitali-
zation.

Formulary Restrictions. Limitations in the availabil-
ity of drugs for a given indication are not unique to
managed care. Most héalthcare facilities attempt to
limit costs by restricting the number of available
agents, and by selecting formulary drugs largely on the
basis of cost. In the case of antidepressants, the differ-
ence between the cost of tricyclic agents and other
older agents and the cost of more recent drugs is
dramatic. Technically, drugs from both generations
are equally effective. Therefore, some plans have
instituted measures strongly encouraging the use of
older agents as first-line agents.

However, in a randomized, controlled trial of the
adequacy and duration of antidepressant treatment
among health maintenance organization enrollees,
only 20% of patients prescribed older antidepressants,
such as the tertiary tricyclic agents, filled four or more
prescriptions during the subsequent 6 months, com-
pared with 34% of patients who had prescriptions for
secondary tricyclic agents, trazodone, or fluoxetine.?
In the Managed Care Outcomes Project, a longitudi-
nal study of nearly 13,000 patients with one or more
of five diseases (arthritis, asthma, hypertension, otitis
media, and ulcers), patients in health maintenance
organizations with more limited drug formularies and
rules requiring the use of generic prescription medi-
cations actually incurred higher drug costs across all
five study diseases and made more frequent office
visits for these conditions. Paradoxically, the total cost
of care for these patients was increased. In addition,
even though patients receiving care from for-profit
organizations had a lower severity of illness, they were
hospitalized more frequently and used more drugs.
Managed care decisions about drug selection that are
based on efficacy and the direct cost of a drug fail to
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recognize—or cynically ignore—clinical outcome, as
well as side effect profiles and cost factors related to
outcome, such as discontinuation, dosage escalation,
and the use of concomitant drugs.”

Altered Patient Population. Psychiatrists provide care
to the most seriously ill patients with mental disor-
ders, as measured by symptom severity, subjective
distress, and functional disability. Patients who ulti-
mately require medication often are the most seri-
ously impaired members of this group. As the trend
toward management by primary care physicians con-
tinues, the sample that psychiatrists treat will become
even more skewed toward the more severely ill and
treatment nonresponders. As a result, psychiatrists
will cease to have a perspective on how medications
work throughout the full spectrum of illness severity.
Without a feedback mechanism, consulting psychia-
trists may experience some diminution in the level of
their clinical skills.

Follow-Up. Clinical trials provide a general profile
of drug safety and efficacy but rarely present an accu-
rate picture of how an antidepressant agent will per-
form in the “real world” of clinical practice. The real
rate and severity of side effects, unexpected or un-
usual side effects, long-term effects, and unique
qualitative effects are among the characteristics of a
drug that usually are better understood after gaining
clinical experience with the compound, especially
when it is given for conditions other than the ap-
proved indication.

The nature of drug effects, side effects, and aug-
mentation strategies have become apparent only as a
result of clinical observation, rather than from large-
scale, double-blind studies. In fact, many advances in
psychopharmacology have been made because psy-
chiatrists have followed up patients throughout a
course of treatment. For example, without a broad
window of clinical observation, psychiatrists would
not have been able to determine the value of lithium
and thyroid hormone as augmentation agents in the

treatment of refractory depression, the benefits of

added tryptophan, the memory impairment and high
rates of sexual dysfunction associated with SSRI use,
or SSRI-related tolerance and withdrawal.

As mentioned, however, in their role of consultant
in the managed care setting, psychiatrists now have
less opportunity to follow up patients, or to track
outcomes and discern the impact of treatment. Re-
ducing the longitudinal clinical observation period
allowed to psychiatrists presents the real possibility
that, over time, their clinical expertise as psychophar-
macologists will be diminished. This situation is

analogous to that of an internist treating high blood
pressure with antihypertensive medications, but be-
ing unable to determine the drugs’ long-term efficacy
and treatment-emergent side effects. Under-
standably, there already is a growing concern that
“tighter cost controls may inhibit the development of
new drugs and other clinical improvements that could
benefit the mentally ill.”™°

Hospitalization. As a rule, managed care organiza-
tions allow for the hospitalization of patients with
depression only if the condition is compounded by
suicidal tendency or psychosis. In the absence of
these complications, patients who lack adequate sup-
port systems to ensure continued medical follow-up
generally are denied coverage for hospital admission.
Often, the result is pdor compliance with treatment
and a poor outcome.

An unrecognized issue for patients with depression
who are hospitalized is that the brief hospitalization
period mandated by managed care allows providers to
address only peripheral issues, such as agitation and
insomnia. Given the time necessary for antidepres-
santagents to effectan improvement of the depressed
mood (generally several weeks), brief hospitalizations
do not permit an evaluation of the efficacy of these
drugs, and the frequently necessary adjustments in
dose and type of antidepressant must be delegated to
outpatient settings.

Among people with mental disorders, those who
are depressed and suicidal comprise one of the most
greatly feared and difficult-to-manage populations
seen in clinical practice. Failure to implement emer-
gency interventions promptly has fatal consequences,
as 15% of patients with major depression eventually
commit suicide. Delays are the rule when attempting
to secure approval for hospitalization from managed
care companies and the consequences of holding
acutely suicidal or psychotic patients in emergency
department settings have not been evaluated. Fre-
quently, managed care organizations mandate that
emergency departments transfer patients to partici-
pating hospitals.

Altered Patterns of Patient Behavior

Several changes in patient behavior are emerging
under managed care. For example, patients increas-
ingly are using telephone communication as a way to
circumvent restrictions on the number of permitted
psychiatrist visits. Because patient apprehension,
treatment-emergent side effects, and inadequate re-
sponse are the rule, rather than the exception, tele-
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phoning a psychiatrist for reassurance and direction is
an appropriate, long-accepted practice. However, it
appears that, in response to managed care directives
limiting visit frequency and duration, this type of
patient behavior has become more common. The

result is imposition on the consulting psychiatrist of

an uncompensated time-burden.

In the fee-for-service setting, psychiatrists hold
patients accountable for missed appointments or last-
minute cancellations, in part, because, historically,
they reserve a considerable amount of time for each
visit—sometimes more than 1 hour. Even under man-
aged care, psychiatric services are reimbursed not
only by type, but by duration of an encounter. How-
ever, patients in prepaid plans are not penalized for
missed appointments, nor can the managed care com-
pany be billed for them. Consequently, the number
of cancellations and no-shows has increased.

Although managed care limits access to psychia-
trists, it may actually increase utilization. Because the
economic investment involved in consulting a psy-
chiatrist is minimal (the copayment is modest), some
patients have a low threshold for seeking a psychiatric
consultation. They may be curious about what a psy-
chiatrist has to say but have little commitment to
following up. Some patients arrange serial appoint-
ments with different psychiatrists. This behavior may
reflect the characteristics of the patient or the clinical
skills of the physicians who were early participants in
managed care plans. Some studies® have found that
psychiatric patients in prepaid plans have shorter pa-
tient/clinician relationships than do those in fee-for-
service.

Perhaps one of the most pervasive consequences
of the lack of confidentiality inherent in managed care
is the refusal of many patients to use their benefits.
Rather than have their mental health history available
to a bureaucracy with no guarantees about what be-
comes of the information, patients are willing to pay
for psychopharmacology services out-of-pocket.

Comment

Both managed care and antidepressant drugs have
been part of the US healthcare system for many years,
but each has assumed increased importance during
the previous decade. In an effort to reduce costs,
managed carc organizations have created a model
that changes the way in which pharmacologic treat-
ment of depression is delivered. There are reasons to
question whether this model, when implemented,
provides the same quality of care as exists under
traditional fee-for-service systems. At the least, by

driving up utilization of services for general medical
care, it may be inconsistent with its own objectives.

Even employers can find diminished quality of
care costly in terms of reduced productivity and ab-
senteeism—the largest single components of the to-
tal cost of depression to the economy.'’ Depressive
disorders account for more than 50% of mental-ill-
ness-related short-term disability. '

From both a clinical and health systems research
perspective, mental illness increases the risk to the
patient and to the treating physician. For the patient,
these risks include suicide, vocational difficulties,
and social impairment; the risk for physicians in-
cludes the possibility of a malpractice suit. Thus, the
misdiagnosis of depression and poor or inadequate
treatment can prolong the illness and produce indi-
rect costs that are not reflected by the cost of care. In
theory, although depression can be treated with
medication in a simple fashion, a number of factors
complicate the outcome. Preliminary experience in-
dicates that managed care organizations underesti-
mate the complexity of issues that occur in clinical
practice and probably are increasing the long-term
cost of treating depression. More effective recogni-
tionand treatment can accomplish the dual objectives
of achieving cost savings and improving the quality of
patients’ lives.
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