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Pharmacotherapy of obsessive—compulsive disorder
In a health maintenance organization

LORRIN M. KORAN, JEANNE L. LEVENTHAL, BRUCE FIREMAN, AND ALICE JACOBSON

nadequate pharmacotherapy of

mood disorders has been docu-

mented in community care,*? large
group-practice HMOs,** psychiatric
hospitals,® and psychiatric practices
in academic medical centers.t While
patients’ incomplete recall may pro-
duce some underreporting, this can-
not be assumed to account for most
instances of inadequate treatment.
Whether pharmacotherapy for anxi-
ety disorders, such as obsessive—-com-
pulsive disorder (OCD), is as inade-
quate as that for mood disorders has
not been studied.

During the past decade, medica-
tions that inhibit serotonin reuptake
have been found to bring about sub-
stantial improvement in 40-60% of
patients with OCD.” In most pa-
tients, OCD is chronic,®® and the
sparse published data suggest that
patients with OCD who discontinue
medication are highly likely to expe-
rience a return or worsening of
symptoms.1%t

We report here data on the ade-
quacy of pharmacotherapy for a
large group of patients with OCD in
a large, prepaid HMO. For newly di-

Abstract: The adequacy of pharmacothera-
py for patients with obsessive—compulsive
disorder (OCD) in a large, prepaid HMO was
studied.

An analysis was made of the computer-
ized records for December 1, 1994, through
April 30, 1998, for members of a Kaiser Per-
manente plan in northern California who
were six years of age or older and had had
continuous membership during an index
year (May 1, 1995, to April 30, 1996) (1.728
million members). A total of 880 adults and
168 children and adolescents with chart-
review-confirmed OCD and a pharmacy ben-
efit were identified. The percentage of pa-
tients with an adequate drug trial, defined as
>56 days of continuous treatment with a se-
rotonin-reuptake inhibitor or phenelzine at
dosages at or above established minimal ef-
fective dosages, was determined.

Forty-three percent of the adults and
28% of the children and adolescents who
were newly diagnosed with OCD in the in-
dex year had an adequate trial of medica-
tion in the year after their first visit for OCD.

agnosed patients, we looked for an
adequate drug trial within the 12
months after diagnosis; for patients
diagnosed before our 12-month in-
dex period who continued in care,

By the second six months after the index
year, only 75.2% of newly treated adults
and 60.9% of newly treated children and
adolescents continuing in the health plan
filled at least one anti-OCD prescription.
During the second follow-up year, these fig-
ures fell to 60.4% and 38.9%, respectively.
Continuing-care patients filling a prescrip-
tion in the index year were more likely than
newly diagnosed patients to fill prescrip-
tions in the two-year follow-up period, but
their treatment still decreased substantially.

Despite the typically chronic course of
OCD, many patients with OCD who were
enrolled in a large HMO appeared not to
receive an adequate trial of pharmacother-
apy or ongoing pharmacotherapy.

Index terms: Adolescents; Antidepres-
sants; Compliance; Dosage; Dosage sched-
ules; Health maintenance organizations;
Obsessive—compulsive disorder; Pediatrics;
Phenelzine; Prescribing; Psychotherapeutic
agents; Rational therapy
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we examined care within the index
year. These two patient groups pro-
vided a cohort view (newly diag-
nosed patients) and a period-preva-
lence view (continuing care patients)
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of pharmacotherapy. We focused on
drug treatment because pharmacy
records were available in a comput-
erized database, whereas psychother-
apy records were not. We examined
factors associated with receiving an
adequate and an inadequate medica-
tion trial. Finally, we assumed a
long-term view of medication use by
both newly diagnosed and continu-
ing care patients.

Methods

We analyzed the computerized
records for December 1, 1994,
through April 30, 1998, for members
of the Kaiser Permanente (KP) Medi-
cal Care Program in northern Cali-
fornia age six years or older who had
continuous membership during the
index year (May 1, 1995, through
April 30, 1996); who were served by 1
of 19 KP outpatient facilities in Sac-
ramento, California, or the San Fran-
cisco Bay region; and who had a KP
pharmacy benefit as of May 1, 1995.
There were 1.728 million such mem-
bers. During the study period, mental
health benefits for most members in-
cluded 45 inpatient days per year, 20
visits per year for psychotherapy, un-
limited brief visits with a psychiatrist
concerning medication, and unlimit-
ed visits for alcohol and substance-
abuse treatment. The pharmacy ben-
efit for most members included a co-
payment, usually $5 per prescription.
Health plan members could refer
themselves to a psychiatry clinic
without referral from a “gatekeeper.”
Approximately 20% of members had
access to additional insurance cover-
ing mental health services provided
outside KP.

We identified 2043 members with
a psychiatric clinic diagnosis of OCD
recorded in KP’s computerized “rea-
son-for-visit” data system (Outpa-
tient Summary Clinical Record, or
OSCR) during the index year. We re-
viewed the charts of 1771 (86.7%) of
these patients, of whom 1276 (72%)
(1081 adults and 195 children and
adolescents) became subjects with
cases of OCD confirmed by chart re-
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view. Of these, 1095 (86%) were
“definite” OCD and 181 (14%) had
“probable” OCD. Their demographic
and clinical characteristics have been
described elsewhere.* The OSCR di-
agnoses of OCD were disconfirmed
in 495 cases (28%). The remaining
272 charts were not reviewed because
they were unavailable or because the
chart reviewers lacked time.

Patients with chart-review-con-
firmed OCD had a diagnosis record-
ed in the chart by the treating clini-
cian or, in the absence of this, a diag-
nosis confirmed by chart review as
definite or probable OCD. Nurses
trained by the investigators reviewed
charts by using diagnostic checklists
similar to the criteria for OCD given
in the Diagnostic and Statistical Man-
ual of Mental Disorders, Fourth Edi-
tion (DSM-1V).22 Since the reviewers
could not interview the patients, the
chart-review checklist did not in-
clude the DSM-1V criteria regarding
resistance to obsessions or insight.
Patients with definite OCD exhibited
symptoms of either obsessions or
compulsions or both, as listed in the
Yale-Brown Obsessive—Compulsive
Scale symptom checklist,® and there
was documentation that the symp-
toms caused marked distress, occu-
pied at least one hour per day, or
significantly interfered with the pa-
tient’s role functioning, normal rou-
tine, or social activities. Patients with
probable OCD exhibited symptoms
of obsessions or compulsions or
both, but there was insufficient docu-
mentation to determine the degree of
distress, the amount of time occu-
pied, or the level of interference with
functioning. The chart reviewers did
not count toward an OCD diagnosis
symptoms better explained by gener-
alized anxiety disorder, major de-
pression, trichotillomania, an eating
disorder, body dysmorphic disorder,
hypochondriasis, a paraphilia, or ob-
sessive—compulsive personality dis-
order.

Patients with newly diagnosed
OCD were patients who had no visit
coded as OCD in the OSCR database

and no prescription of a serotonin-
reuptake inhibitor (SRI) recorded in
the KP computerized pharmacy
records during the six months pre-
ceding the start of the index year
(May 1, 1995). Thus, depending on
when the first visit for OCD occurred
during the index year, new cases had
varying lengths of observation time
before the start of the new episode of
care. We examined data for at least 12
months after the first visit for OCD in
the index year and included in each
follow-up period only those patients
whose KP membership was continu-
ously in force. Continuing care pa-
tients were patients who had at least
one visit coded for OCD in OSCR
during the six months preceding the
index year or who had any prescrip-
tion for an SRI during those six
months plus at least one visit for
OCD during the index year.

Of the 1276 patients with chart-
review-confirmed OCD, 880 adults
(age 18 years or older) and 168 chil-
dren and adolescents (ages 6-17
years) had KP pharmacy benefits on
May 1, 1995. The rates of pharmaco-
therapy reported are based on these
1048 patients. This group did not dif-
fer substantially from the 228 OCD
patients without pharmacy benefits
with respect to the percentage that
was male (45% versus 45%), the per-
centage that consisted of children or
adolescents (16% versus 12%), or the
percentage that had four or more
visits for OCD recorded in OSCR
during the study year (29% versus
33%). Thus, the 1048 patients can be
viewed as representative of the 1276
patients with chart-review-con-
firmed OCD.

Data on medication trials are de-
rived from KP’s computerized record
of all filled prescriptions, regardless
of the specialty of the prescribing
physician. The system records the
date, drug name, dosage, and num-
ber of pills dispensed for each pre-
scription. An adequate trial of an
anti-OCD medication (an SRI or
phenelzine) was at least 56 days
(eight weeks) of continuous treat-
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ment with at least the lowest medica-
tion dose identified as effective in
double-blind trials.”*4t Continuous
treatment meant filled prescriptions
spanning eight weeks at an adequate
dosage; we allowed a gap of up to 14
days between two sequential pre-
scriptions, but gap days were includ-
ed in determining the completion
date for an adequate trial. Adequate
medication dosages were clomi-
pramine, 2150 mg/day (=75 mg/day
for children and adolescents)®; flu-
oxetine, =20 mg/day**; fluvoxamine,
>100 mg/day**; paroxetine, =40 mg/
day (=20 mg/day for children and ad-
olescents)’; sertraline, =50 mg/day**;
and phenelzine, 245 mg/day.* Except
for the phenelzine dosage, these dos-
ages have been demonstrated to be
effective for OCD in double-blind,
placebo-controlled trials; the phen-
elzine dosage was derived from a
double-blind comparison of phen-
elzine and clomipramine.

For 95 patients (71 adults and 24
children and adolescents), the pre-
scription data in the computer were
inconsistent (e.g., the frequency of
daily doses did not match the data
indicating the total number of days
supplied in the prescription). One of
the investigators reviewed the data
for these patients to judge whether an
adequate trial had been prescribed
and, if so, the date of its completion.

For newly diagnosed patients, we
utilized logistic regression models to
examine the relationship between pa-
tient and health plan variables and
the odds of receiving an adequate
medication trial in the year after di-
agnosis. We hypothesized that the
odds would vary by KP facility (since
medical care practices usually vary by
setting), be lower in the elderly (since
they matured before the modern era
of psychotropic drugs), and be higher
in women (they utilize health care re-
sources at higher rates than men), pa-
tients with a diagnosis of comorbid
depression (since SRIs treat both
conditions), patients with any other
comorbid psychiatric condition re-
corded in OSCR in the index period

(since, we believe, patients with more
complex conditions are more likely
to receive pharmacotherapy), pa-
tients with more visits for OCD per
month coded in OSCR in the 15
months after the first visit for OCD
(there are more opportunities to pre-
scribe), and patients with more psy-
chiatric visits per month in these 15
months for any other diagnosis
(more opportunities to prescribe).

Regression models were run sepa-
rately for adults and for children and
adolescents. The a priori level of signif-
icance for these exploratory analyses
was set at <0.05 (two tailed).

Analyses of continuing medication
use in newly diagnosed and continuing
care patients included only patients
with continuous membership in KP
during each interval examined.

Results

Of the OCD patients in continu-
ing care, 90.1% of adults and 81.9%
of children and adolescents had at
least one period of adequate pharma-
cotherapy during the index year (Ta-
ble 1). Only 8.4% of children and ad-
olescents in continuing care and only
2.8% of adults had no medication
prescribed. Of the patients with new-
ly diagnosed OCD, 42.8% of adults
and 28.2% of children and adoles-
cents were prescribed adequate medi-
cation at least once in the 12 months
after their first visit for OCD during
the index year. Of these 158 patients,
one fourth began their adequate trial
within 4 days of their initial visit, one

Table 1.

fourth between 4 and 23 days, one
fourth between 24 and 86 days, and
one fourth sometime later in the year
after the initial visit.

Including the 19 KP facilities in
the logistic regression models did not
significantly improve their ability to
predict which newly diagnosed pa-
tients received adequate medication.
Therefore, we report the odds ratios
from the models that omitted the fa-
cility variable. For adults, the odds of
receiving adequate medication were
significantly higher in patients with
more OCD visits per month (odds
ratio = 13.44, Wald’s x2 = 28.80, p =
0.0001), patients between 18 and 39
years of age (odds ratio = 3.21,
Wald’'s x? = 4.64, p = 0.03) (versus
patients 60 or older), patients be-
tween 40 and 59 years of age (odds
ratio = 3.76, Wald’s x2 = 5.75, p =
0.02) (versus patients 60 or older),
and patients with a comorbid depres-
sive disorder (odds ratio = 2.53,
Wald’s x? = 12.234, p = 0.0004). The
odds of adequate treatment were not
significantly related to sex, number of
visits per month for other psychiatric
conditions, or presence of a psychiat-
ric comorbidity other than depres-
sion. When the variable OCD visits
per month was removed from the
model, patient age 40-59 years (odds
ratio = 2.86, Wald’s x2 = 4.27, p =
0.04) and comorbid depressive con-
dition (odds ratio = 2.07, Wald’s x> =
9.23, p =0.002) remained significant-
ly related to the odds of receiving ad-
equate medication.

Adequacy of Pharmacotherapy of Obsessive—Compulsive Disorder
(OCD) in Health Maintenance Organization?

No. (%) Patients

Patient Age Inadequate
and Status No Medication Medication Adequate Medication
6-17 yr
Newly diagnosed 42 (49.4) 19 (22.3) 24 (28.2)
Continuing care 7(8.4) 8(9.6) 68 (81.9)
=18 yr
Newly diagnosed 86 (27.5) 93(29.7) 134 (42.8)
Continuing care 16 (2.8) 40(7.1) 511 (90.1)

2An adequate period or trial of medication was eight weeks or longer at an adequate dosage. For newly
diagnosed patients, the time period was 12 months after the first visit for OCD during the study period. For
continuing care patients, the time period was the study period (May 1, 1995, through April 30, 1996).
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For newly diagnosed children and
adolescents, the odds of receiving ad-
equate medication were significantly
higher with more OCD visits per
month (odds ratio = 12.47, Wald’s x2
=10.56, p = 0.001) but were not sig-
nificantly related to sex, number of
visits per month for other psychiatric
conditions, comorbid depression, or
other psychiatric comorbidity. When
the variable OCD visits per month
was removed from the model, the
presence of a comorbidity other than
a depressive disorder significantly de-
creased the odds of receiving ade-
quate medication (odds ratio = 0.34,
Wald's x2 = 4.20, p = 0.04).

A higher percentage of newly diag-
nosed children and adolescents
(49.4%) than newly diagnosed adults
(27.5%) had no trial of medication
for OCD in the year after diagnosis
(Table 1). According to the charts we
reviewed (for 82 of 86 adults and all
42 children and adolescents), the pri-
mary reasons for the absence of phar-
macotherapy were discontinuation
of psychiatric care (despite continued
KP membership) (18%), treatment
with behavioral therapy alone (12%),
refusal of medication (11%), and
miscellaneous other reasons (24%).
No reason could be ascertained for
34% of the charts reviewed.

A higher percentage of newly di-
agnosed adults (29.7%) than of chil-
dren and adolescents (22.3%) had
only an inadequate trial of medica-
tion in the 12 months after diagnosis
(Table 1). Most trials were inade-
quate because of short duration, not
inadequate dosage. For patients
whose charts were reviewed (75 of 93
adults and 13 of 19 children), the pri-
mary reasons associated with inade-
quate pharmacotherapy were discon-
tinuation of psychiatric care (despite
continuing KP membership) (17%),
adverse effects (15%), response at a
lower dosage (13%), refusal of medi-
cation (11%), noncompliance (9%),
treatment with behavioral therapy
alone (2%), prescription of an inade-
quate dosage (2%), and miscella-
neous other reasons (11%). No rea-
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son could be ascertained for 19% of
the charts reviewed.

Newly diagnosed patients of all
ages tended to discontinue taking
medication over time. By the second
six months after the end of the index
year, only 75.2% of the adult patients
and only 60.9% of the children and
adolescents who were still members
of the health plan filled at least one
prescription. The proportions filling
prescriptions continued to fall over
the next 12 months. Among adults
who filled a prescription during a
given 6-month period in the two
years after the index 12 months, the
percentage filling prescriptions that
would cover at least three fourths of
the medication dosage prescribed
ranged from 50% to 60%; the range
for children and adolescents was
slightly lower (44.4-57.1%). There
was a nearly continuous decline over
the 24 months after the first visit for
OCD in the mean number of days of
prescribed medication that newly
treated patients obtained.

The continuing care patients had a
higher rate of sustained pharmaco-
therapy over the two-year period af-
ter the index year. Throughout this
period, a higher percentage of these
patients than of newly diagnosed pa-
tients continued to fill prescriptions,
and the mean number of days’ supply
of medication obtained was twice as
high among the adults and, during
the second year, three times as high
among the children and adolescents.
Nonetheless, 28.6% of adults and
45.8% of children and adolescents in
continuing care stopped filling pre-
scriptions in the second follow-up
year; of those filling a prescription,
27.0% of adults and 26.8% of chil-
dren and adolescents failed to fill
enough prescriptions in the second
follow-up year to cover at least three
fourths of their prescribed dosage.

Discussion

In this prepaid health plan, 90.1%
of adults and 81.9% of children and
adolescents with OCD who were in
continuing care during our index

year filled prescriptions equivalent to
an adequate therapeutic trial (eight
or more weeks at an appropriate dos-
age) at least once during that period.
Among newly diagnosed patients,
however, the proportions having an
adequate trial within 12 months of
their first visit for OCD were much
lower: only 42.8% of adults and
28.2% of children and adolescents.
Half of these adequate trials for new
patients began within about three
weeks of the initial visit. The differ-
ence between newly diagnosed and
continuing care patients in the pro-
portion receiving adequate medica-
tion suggests that continuing care pa-
tients are a select subgroup who have
chosen to continue medication.
Their cohort companions may have
never started medication; may have
discontinued medication because of
adverse effects, lack of efficacy, reluc-
tance to take medication over a long
period, or marked, sustained im-
provement in the OCD; or may have
left the health plan. Quantification of
patients in each of these categories
can be determined only by future re-
search. Our chart reviews did not
consistently yield sufficient informa-
tion to characterize the impact of
OCD on patients’ functioning, either
before or after treatment. Thus, we
cannot comment on the outcomes of
treatment or of stopping treatment.
Our methods may have overesti-
mated or underestimated the pro-
portion of both new and continuing
care patients who received adequate
pharmacotherapy for OCD. Overes-
timation could have occurred if some
patients whose computerized phar-
macy records indicated an adequate
medication trial did not actually
comply without charted documenta-
tion of this noncompliance. Our de-
cision to use as a criterion the lowest
medication dosages that controlled
trials have demonstrated to be effec-
tive may also have favored overesti-
mation. Underestimation could have
occurred if some patients filled pre-
scriptions outside the KP system
through supplemental insurance, if

Am J Health-Syst Pharm—Vol 57 Nov 1, 2000
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their pharmacy benefit terminated
after the date we checked the records
(May 1, 1995), or if patients respond-
ed at dosages lower than those we
specified for an adequate trial (and
we failed to detect this in our chart
review).

For newly diagnosed patients, we
found no evidence that the odds of an
adequate medication trial were relat-
ed to the KP facility where the pa-
tients were treated. However, the
small sample size provided no power
to evaluate the differences at any one
facility and very limited power to de-
tect whether the facility variable
made a substantial difference in the
odds of receiving adequate medica-
tion. In the models without the facili-
ty variable, the odds of adequate
medication for adults increased (as
we hypothesized) with the number of
visits for OCD in the 15 months after
diagnosis and, independently, with
the presence of a comorbid depres-
sive disorder. Comorbid depression
may have motivated adult patients to
persist with SRI treatment (perhaps
aiming at their depressive rather than
OCD symptoms) or may have moti-
vated prescribing psychiatrists to
more vigorously pursue medication
trials aimed at one or both disorders.
Our data do not allow us to distin-
guish between these possibilities.

Also as we hypothesized, older
adults (60 or older) were less likely to
receive adequate medication; wheth-
er they were less interested in medi-
cation, had less severe symptoms, or
were less compliant remains un-
known. Contrary to our hypothesis,
the odds of adequate medication
were not related to sex, the presence
of psychiatric conditions other than
depression, or the number of visits
per month for these conditions.
Thus, men and women may be equal-
ly interested in receiving drugs for
OCD, and comorbid psychiatric con-
ditions other than mood disorders
may have little influence on psychia-
trists’ propensity to prescribe anti-
OCD medication. Although we did
not analyze the specialties of pre-

scribing physicians, no visits coded
for OCD were found in our review of
reasons for visits to nonpsychiatric
physicians.

We did not investigate whether
the likelihood of patients receiving
adequate pharmacotherapy varied
with the specific medication pre-
scribed or with the provider’s charac-
teristics (e.g., age and sex). Since
many patients in this HMO see more
than one provider over the lengths of
time we studied, an analysis of pro-
vider characteristics was not feasible.

Newly diagnosed children with a
comorbid psychiatric condition oth-
er than depression were less likely to
receive adequate medication. Since
such children’s most common co-
morbid diagnoses are attention-defi-
cit disorder (33%), Tourette’s disor-
der (18%), and oppositional defiance
disorder (17%), these comorbidities
may affect compliance or may dis-
suade parents or clinicians from add-
ing yet another medication to a
child’s regimen. These possibilities
deserve further study.

Should the proportion of newly
diagnosed adult patients prescribed
adequate medication be considered
high or low? Compared with the pro-
portion of newly diagnosed mood-
disorder patients prescribed an ade-
quate antidepressant trial in various
settings, the proportions we observed
can be regarded as average or high. In
a study of prepaid and fee-for-service
psychiatric practices, only 34% of all
depressed patients and only 49% of
the outpatients in the highest quartile
of depression severity were receiving
antidepressant treatment.* Among
depressed persons in the U.S. Na-
tional Comorbidity Survey, only
7.3% received appropriate manage-
ment in the 12 months preceding the
survey.'® In an HMO study, only 37%
of depressed patients in a primary
care clinic that was supplemented by
psychiatric consultation experienced
an adequate antidepressant trial in
the year after diagnosis.> Among pa-
tients with dysthymia, only 41% had
received an adequate antidepressant

1976
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trial before entering the index re-
search studies.t”t® Of course, the
higher rates of pharmacotherapy in
the KP patients may reflect the fact
that they were receiving treatment in
psychiatric specialty rather than pri-
mary care settings.

The proportion of children and
adolescents with newly diagnosed
OCD who received an adequate trial
of medication appears to have been
low. Understandably, physicians and
parents are more reluctant to use
medications in these age groups,®
perhaps in part because of the smaller
pharmacotherapy database available.
Still, several selective SRIs and clomi-
pramine have been approved by FDA
and endorsed by an expert panel? as
safe and effective for the treatment of
OCD in children.

Our chart reviews provide some
indication of the major reasons why
some patients failed to receive ade-
quate medication, but limited, non-
standardized charting and the ab-
sence of interviews with the patients
themselves necessitate viewing our
results with caution. Despite the
methodological limitations, these
data and studies of depressed pa-
tients?* suggest that investigators
should explore whether aggressive
follow-up of patients who fail to re-
turn for treatment, attention to strat-
egies for managing adverse effects,’
and implementation of compliance-
enhancement strategies® can increase
the likelihood of OCD patients receiv-
ing adequate medication. For example,
an intensive intervention in an HMO
primary care clinic achieved superior
results, with 75% of the patients re-
ceiving an adequate antidepressant
dosage at =90 days of follow-up.?
When the intensive interventions were
discontinued, the improved medical
practice faded away.?

Our chart reviews may have un-
derestimated the proportion of pa-
tients who refused medication. Sixty
percent of adults and two thirds of
children and adolescents with a co-
morbid psychiatric disorder who
were not prescribed an SRI were not



prescribed any other psychotropic
drug. Many of these patients may
well have resisted taking any medica-
tion. In other cases, of course, the
patients’ treating clinician (a psychia-
trist or a psychologist) may have
elected to use psychotherapy alone.
Despite being a reasonable alterna-
tive for patients who refuse medica-
tion or who repeatedly encounter un-
acceptable adverse effects,”? behav-
ioral therapy appears to have been
used for only about 10% of patients
receiving no medication.

Over a two-year follow-up period,
newly treated patients and to a some-
what lesser degree continuing care
patients tended to discontinue taking
medication even though OCD is, for
the vast majority of individuals who
seek care, a chronic condition.t Some
discontinuation, of course, may have
been due to lack of drug effectiveness;
only 40-60% of OCD patients will
respond to a given trial,”?* and some
patients will relapse despite continu-
ing their medication.>* However,
additional SRI trials or trials of aug-
mentation strategies should be pur-
sued with such patients.”226:27

The relative importance of the rea-
sons why KP patients discontinued
their anti-OCD medication is un-
known. The fall-off in pharmaco-
therapy we observed applies only to
individuals who maintained their KP
membership during a given follow-
up period. One fourth of the newly
diagnosed children and adolescents
and 17% of the adults were no longer
members of KP within 18—-24 months
after their diagnosis. Their treatment
status after their membership in KP
lapsed is unknown.

Failure to continue psychotropic
medication is not unique to OCD pa-
tients, and noncompliance with
long-term pharmacotherapy is a
problem throughout medicine.® In
one study, the median length of lithi-
um use in patients with bipolar disor-
der who were treated in an HMO was
only 65 days.®® In a second HMO
study, 44% of patients prescribed anti-
depressants for depression had
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stopped taking them by the end of the
third month,? whereas recommended
treatment calls for continuing medica-
tion for four to nine months after
symptomatic recovery.®

A number of strategies for en-
hancing long-term compliance with
psychotropic pharmacotherapy have
been studied, including insurance
coverage for prescription drugs, use
of pharmacy information for moni-
toring compliance, active follow-up
of lapses in therapy, and a psychiatry
or primary care collaborative care
model 22233138 Randomized trials of
such interventions indicate that they
have limited, although appreciable,
effect but must be continued to pre-
serve the gains achieved.* Future re-
search should investigate the applica-
tion of both apparently effective and
innovative methods with OCD pa-
tients and their treating clinicians.
Both patient-related and physician-
related sources of inadequate treat-
ment deserve study.*®

Like many patients with mood
disorders reported in other studies, a
substantial minority of patients with
OCD diagnosed in this prepaid
health plan were not enjoying the
benefits of available, effective phar-
macotherapies, either in the short
term or the long term. Few of these
patients were receiving effective be-
havioral therapy instead. Whether
OCD patients with other forms of
health insurance receive adequate
pharmacotherapy and behavioral
therapy more or less often than those
we observed requires study. Our re-
sults and studies of depressed pa-
tients® suggest that follow-up of pa-
tients who fail to return for scheduled
visits, implementation of strategies
for managing adverse effects, greater
attention to elderly adults, and a spe-
cial focus on children with OCD and
comorbid conditions other than de-
pression may bring the benefits of
pharmacotherapy to a greater pro-
portion of patients with OCD. How-
ever, why many adults and children
with OCD fail to receive adequate
pharmacotherapy (and behavioral

therapy) deserves further study, as do
methods for increasing longer-term
compliance with pharmacotherapy
for chronic psychiatric conditions.

Conclusion

Despite the typically chronic
course of OCD, many patients with
OCD who were enrolled in a large
HMO appeared not to receive an ad-
equate trial of pharmacotherapy or
ongoing pharmacotherapy.

8Fireman B, Koran LM, Leventhal ] et al.

The prevalence of clinically recognized obses-
sive—compulsive disorder in a large, pre-paid
health plan. Unpublished manuscript.
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