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Abstract
effect profiles, efficacy profiles, and cost on agent selection.

period prior to survey.

ABBREVIATIONS

MD: Major Depression; SSRIS: Selective Serotonin Re-Uptake
Inhibitors; SNRIS: Selective Serotonin Noradrenaline Re-Uptake
Inhibitors

INTRODUCTION

International guidelines encourage shared decision making
by doctor and patient during antidepressant prescribing to
enhance compliance and engagement [1]° Such has also been
referred to as ‘patient centered care’ in the literature, to highlight
the need to better balance clinical decision making between
doctor and patient [2]. But shared decision-making is perhaps a
preferable term given its focus on an alliance between doctor and
patient. The basic premise is that better shared decision making
will enhance patient engagement, compliance, and overall
treatment outcomes. Yet empirical data on patient experience of
shared decision making is lacking.

Major Depression (MD) is projected to be the lead cause of
disability globally by 203 [3]. Both the social and economic costs
are large, estimated to cost 210 billion per year in the United
States alone [4]. With this growing burden of disease, better
outcomes in the management of MD are a public health priority.
For more severe cases of MD, and cases refractory to lifestyle
and psychological counselling approaches, antidepressant

*Corresponding author

Ajeet B Singh (MBBS MPsych MD FRANZCP), Deakin
University, School of Medicine, PO Box 9148, St
Albans Park, Vic, 3219, Australia, Tel:+61352487211;
Fax:+61352484767; Email: a.singh@deakin.edu.au

Submitted: 15 May 2017
Accepted: 04 August 2017
Published: 05 August 2017
Copyright © 2017 Singh et al.

ISSN: 2374-0124

Keywords

* Major depression

* Antidepressants

* Shared decision making
* Patient centered care

Objective: To investigate rates of shared decision-making experienced by patients treated for major depression in Australia, examining impacts of side

Methods: An anonymized online structured survey was administered to patients self-reporting being diagnosed with major depression during the two-year

Results: 13% of the 207 patients surveyed felt they played an active role in treatment selection. Some 40% of patients reported that their doctor had
not discussed treatment options with them, and that their doctor had selected their treatment without the patient feeling they had an active role.

Conclusions: This qualitative retrospective patient survey suggests the majority of patients in the study sample did not feel they were actively involved in
making decisions about their antidepressant medication. This finding suggests low levels of shared decision making.

medication remains a cornerstone of treatment [1].

Unfortunately remission rates with antidepressants are
low - only around 40% of patients remit [5]. When intention
to treat analysis is included - to capture those who drop out of
treatment- efficacy rates are even lower. While improved efficacy
of antidepressants in compliant patients remains an issue,
enhancing effectiveness through better compliance is also a key
factor to overall outcomes [5]. While much research has focused
on improved antidepressant efficacy, ways to improve real world
engagement, compliance, and effectiveness of treatment has been
relatively under researched.

Several factors have been investigated in regard to differential
patient compliance. Beyond side effects and tolerability profile,
cost, stigma, and patient engagement through shared decision
making also appear to be factors influencing compliance and
treatment effectiveness. Shared decision making appears to
improve compliance and outcomes, but to date relatively little
research has been conducted [6].

A study was conducted to investigate the rate of shared
decision-making subjectively experienced by patients treated
for MD in Australia. Impacts of treatment side effects, costs,
and patient satisfaction with care were assayed as secondary
outcome measures.
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METHODS

A quantitative market research study was undertaken in
September 2014.The market research was conducted by a health
care research company, Metis Healthcare. The study was not
approved by a human ethics committee. Patients self-reporting
being diagnosed with depression by a general practitioner (GP)
or psychiatrist in the previous two years were identified from an
Australian consumer research panel which sourced patients in a
variety of ways including online recruitment, referrals and offline
sources. The patient recruitment process was managed by the
market research company. Patients were invited to complete an
on-line survey about their experiences of treatment. Concession
cardholders (patients who receive medicines at a government
subsidised rate) were excluded from the research based on the
assumption that non-government subsidised antidepressants
are not a viable option for patients to be offered. Exclusion of
concession cardholders also enabled cost of medication to patient
to be an operant factor for analysis in the study.

Patients were asked to complete an online survey consisting
of 29 questions; eleven questions focused on respondent
demographics and eighteen questions covered treatment history,
patient treatment preferences and involvement in treatment
decision making. The questions were developed by the research
company in conjunction with Servier Australia Pty Ltd. A copy
of the survey is included in the Supplementary Material. As part
of the survey, respondents were provided with a table of three
antidepressant types; selective serotonin re-uptake inhibitors
(SSRIs), selective serotonin noradrenaline re-uptake inhibitors
(SNRIs) and the melatonergic antidepressant agomelatine.
Responses were anonymous. The frequency of responses was
counted and means calculated. Study questions and information
about the different medications were designed with input from
a senior psychiatrist and in line with manufacturer prescribing
information about the medication classes. Responses were
anonymous and no patient identifiable data was collected.

RESULTS

Description of sample

A total of 207 patients participated in the study. Of these,
104 (50.2%) were currently taking an antidepressant whilst
the remaining 103 (49.8%) were not currently taking an
antidepressant. Of the respondents not currently taking an
antidepressant, 62 (60.2%) had previously been taking an
antidepressant whilst the remaining 41 (39.8%) had never taken
an antidepressant. Patient demographics are provided in Table

(1).

A total of 150 patients (72.5%) were seeking treatment for
their depression at the time of the survey. Of these, most patients
(n=97; 65%) consulted a GP, whilst a smaller number consulted
a Psychologist (n=27; 18%) or a Psychiatrist (n=24; 16%).
Fifty-seven respondents (27.5%) were not currently seeing any
clinician.

SSRIs were the most commonly prescribed antidepressant,
with 61 (59%) patients indicating they were either taking, or had
taken an SSRI. SNRIs were the second most commonly prescribed
agents, used at some point by 35 (34%) of patients. The rate of

SSRI use was higher (n=49; 79%) in those patients who had
previously been on an antidepressant but were not on treatment
at the time of the survey. The antidepressants mirtazipine,
amitriptyline, and agomelatine were prescribed less frequently
among studied patients.

Treatment selection

Regarding treatment selection, only 13% of patients felt they

Table 1: Patient demographic features (N=207).
n (%)
18-24 8 (4%)
25-34 44 (21%)
Age (years) (n=207) 35-44 50 (24%)
(Mean 44 years; SD: 12.15) 45-54 56 (27%)
55-64 43 (21%)
65 and over 6 (3%)
115
Gender (n=207) Male (56%)
Female 92 (44%)
QLD 29 (14%)
NSW 77 (37%)
ACT 2 (1%)
Geographic Location (n=207) VIC 50 (24%)
TAS 2 (1%)
SA 19 (9%)
WA 25 (12%)
<$60,000 44 (21%)
$60,001 -
. (n=207) $100,000 75 (36%)
ncome (n=
Pre-tax, yearly household income :128:88(1) i 47 (23%)
(Mean $95,000; SD: 50.89) :;gg:gg(l) ; 10 (5%)
>$200,000 12 (6%)
Not disclosed 19 (9%)
Yes 139
Private health insurance (n=207) (67%)
No 68 (33%)
Yes 67 (48%)
Non-PBS extras cover (n=139)
Unsure 72 (52%)
1990 or prior 13 (6%)
1991-1995 12 (6%)
Year of depression diagnosis 1996-2000 26 (13%)
Elr\lfl_eza(r):Z)OOS) 2001-2005 41 (20%)
2006-2010 52 (25%)
Since 2010 63 (30%)
1990 or prior 6 (3%)
1991-1995 11 (7%)
Year antidepressant treatment 1996-2000 23 (14%)
commenced (n=166)
(Mean 2005) 2001-2005 34 (20%)
2006-2010 44 (27%)
Since 2010 48 (29%)
Current principal treating clinician GP 134
(n=207) (65%)
Psychologist 37 (18%)
Psychiatrist 32 (16%)
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Other? 3(1%)

Not currently

seeing any doctor >7

0,

for the depression (27:5)%
Current antidepressant SSRI® 61 (59%)
(Patients currently on antidepressant SNRI* 35 (34%)
treatment, n=104) Other? 8 (7%)
Previous antidepressant SSRI® 49 (79%)
(Patients not currently on SNRI¢ 6 (10%)
antidepressant treatment, n=62) Othert 7 (11%)

SD: Standard Deviation; SSRIs: selective serotonin re-uptake
inhibitors; SNRIs: selective serotonin noradrenaline re-uptake
inhibitors

2Includes two mentions of a neurologist and one mention of a
rheumatologist.

b SSRI's included sertraline, paroxetine, fluoxetine, escitalopram,
citalopram, fluvoxamine

¢SNRIs listed included venlafaxine, duloxetine, desvenlafaxine

¢ Included mirtazipine, amitriptyline, agomelatine

played an active role in selecting a treatment that best suit them.
Although an additional 47% of patients said their doctor had
discussed the treatment options available with them, the treating
doctor made the final decision for them according to surveyed
patients. The remaining 40% of patients reported not being given
any medication choice and were only told about the treatment
that was prescribed for them.-

Interestingly, 100% of patients that felt they played an active
role in selecting their treatment were either ‘extremely satisfied’
or ‘satisfied’ with their treatment. This compares with only 72%
of patients who were provided with treatment options but had
their treatment selected for them.

When asked about their willingness to trial an SSRI, SNRI or
melatonergic antidepressant, 67% of all respondents said they
would prefer to trial the melatonergic antidepressant based
on the side effect profile provided. Seventy three percent of
previously untreated respondents also said they would be willing
to try the melatonergic agent based on the side effect profile.

Once patients were notified that the melatonergic
antidepressant was a private prescription, with out of pocket
costs (A$22.10-$26.06 per month), 46% of all respondents stated
they would still be willing to try it. Of these respondents, 32%
stated they would be extremely likely to trial the melatonergic
agentif their doctor offered it to them. Respondents reported lack
of discontinuation symptoms, sexual dysfunction, mode of action
and weight gain as well as the limited impact on blood pressure
and cardiovascular health as key reasons for considering the
melatonergic agent. The ability of the melatonergic agent to
potentially improve sleep and help restore hedonic drive without
affective blunting was also rated highly. Liver function testing
and treatment cost were listed as negative attributes by 63%
and 50% of respondents respectively. The other two classes of
antidepressant (SSRIs and SNRIs) lacked these added cost issues,
thus were not subjected to the same sub-analysis.

DISCUSSION

Shared decision making is an essential aspect of good
psychiatric care. It is a consultative process between the clinician

and patient about a patient’s management. This can only occur
by discussing the benefits and harms of treatment options, whilst
also considering a patient’s values, preferences and circumstances
[7]. Shared decision-making is both part of informed consent and
part of optimal patient engagement [6].

Despite several international initiatives to advance shared
decision making, relatively little has occurred in Australia [6].
This is reinforced by the current study, with only 13% of patients
feeling they played an active role in selecting their treatment. This
is somewhatalarming given shared decision making is considered
a hallmark of good clinical practice, advocated for in both clinical
practice guidelines and health care policies [8-11] Shared
decision making may enhance patient engagement with care,
compliance to medication, and overall medication effectiveness
- the combination of efficacy and compliance rates [7,12-16]. The
importance of a “patient centred approach” (including shared
decision making) was emphasised repeatedly in the most recent
report by the Federal Mental Health Commission in Australia
[17].

A plethora of effective antidepressant treatment options exist
for clinicians to choose from. The current study suggests that
SSRIs and SNRIs continue to be the most commonly prescribed
antidepressants in Australia, but the current study is of modest
size. There has been less use of the melatonergic antidepressant
agomelatine, possibly in part due to cost and limited shared
decision making of its differential side effects profile to SSRIs and
SNRIs (Supplementary Table).

Prescribers may consider price asan overarching determinant
of a patient’s willingness to trial non-subsidised medications -
such as agomelatine. The current data suggest many patients are
in fact willing to pay added out of pocket amounts if given the
option of medications with preferable tolerability and symptom
efficacy profile. Some 46% of patients indicated they would
select agomelatine despite added cost - suggesting that perhaps
clinician concerns about such are greater than that of patients. Of
those surveyed, a third stated they would be extremely likely to
trial it if their doctor offered it to them.

There were a number of important limitations with this study.
Firstly, patients were selected from a panel that sourced patients
in a variety of ways including online recruitment, referrals
and offline Additionally, concession cardholders
were excluded from the research - limiting generalizability
of findings, especially on ability to pay issues. This selection
process may therefore have led to a bias in favor of willingness
to trial agomelatine among higher socioeconomic groups. The
rationale for excluding concession cardholders was based on
an assumption that the price differential between a product
subsidised by the Pharmaceutical Benefit Scheme (PBS) and a
private item would be much greater for concession cardholders,
and that this price differential would outweigh a product’s
attributes for the majority of these subjects with limited use of
the melatonergic agent underpinning study power.

sources.

Secondly, patients were only provided with three
medication class profiles: SSRIs as a class, SNRIs as a class and
a melatonergic antidepressant (agomelatine), preventing intra-
class comparisons.
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Finally, inclusion in the study was based on self-report of
a diagnosis of depression. No formal clinical or rating scale
operationalised method to clarify diagnosis or severity for
depression was employed given the design of the study. This is a
further limitation of the current study.

CONCLUSION

In this cohortitappears rates of shared decision making in the
treatment of depression in Australia are low. Patient treatment
preferences vary between patients and do not seem limited to
any one specific factor such as cost, but larger studies are need
for robust conclusions on all relevant mediating factors. Shared
decision-making should become a more routine practice to better
ensure more optimal outcomes are achieved for patients with
depression. Shared decision making and better patient centered
care will likely enhance engagement, compliance, effectiveness of
medications and overall outcomes.
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