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They will be published at the ed-
itor’s discretion as space permits
and will be subject to editing. They
should not exceed 500 words with
no more than three authors and
five references and should include
the writer’s e-mail address. Letters
commenting on material published
in Psychiatric Services, which will
be sent to the authors for possible
reply, should be sent to Howard
H. Goldman, M.D., Ph.D., Editor,
at psjournal@psych.org. Letters re-
porting the results of research
should be submitted online for peer
review (mc.manuscriptcentral.com/
appi-ps).

Social Inequalities and
Antidepressant Use in
Canada and France
To the Editor: In their interesting
analysis of French universal health cov-
erage in the May issue, which high-
lighted the role of social inequalities,
Bocquier and colleagues (1) did not
examine the impact that cost shar-
ing may have on treatment adherence
of individuals with low incomes. In
the francophone province of Quebec,
Canada, a public drug plan was set
up in 1996 that included direct billing
by pharmacists to the public plan in
addition to a cost-sharing scheme. In
2001, a report based on analyses of
health administrative databases showed
that for elderly persons and welfare
recipients, introduction of the universal
drug plan was followed by reduction in
use of essential drugs and a high rate of
serious adverse events (hospitalization,
nursing home admission, andmortality)
(2). This led to a policy reversal and
cost-sharing exemptions for low-income
welfare recipients. Our own study of
patients with depression in Quebec
in 2006, which used the same admin-
istrative databases, showed that anti-
depressant use did not differ between
individuals from low-socioeconomic
neighborhoods and those from high-
socioeconomic neighborhoods (3).

Bocquier and colleagues (1) showed
how personal and provider character-
istics might explain the low adherence
to antidepressant therapy in their study.
According to the authors, cost sharing
or other economic disincentives are
not used in France. Low-income indi-
viduals whose expenditures for drugs
were reimbursed entirely by Couverture
Maladie Universelle Complémentaire
(Complementary Universal Health In-
surance) (CMUC) had lower adherence.
However, can the authors guarantee that
everywhere in France individuals who
are covered by CMUC never have to
deal with refusals by some pharmacists
to fill prescriptions as a result of re-
imbursement delays by CMUC (4)?

On the other hand, the absolute rate
of antidepressant discontinuation re-
ported by Bocquier and colleagues
seems very high (71.6%), and the au-
thors recognized that the criteria they
used may have influenced the rate.
For example, if two individuals had
received three prescriptions of 28 days
in the course of six months and the first
individual took one dose out of two
for six months and the second took all
of it in three months, both would be
considered early discontinuers. But
should only the second one be con-
sidered to have discontinued early?
Using criteria for continuation set by
a Canadian research group, Sewitch
and colleagues (3) found that the pro-
portion of individuals among Quebec’s
elderly patients who were considered
to discontinue early was similar to that
found by Bocquier and colleagues. But
practices may have improved since then.
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In Reply: We thank Dr. Lesage and
his colleagues for their interesting and
pertinent discussion. We think it useful
to provide further details on the French
NationalHealth InsuranceFund (NHIF).
The NHIF reimburses roughly 65% of
overall individual prescription medi-
cations costs; the remaining 35% is
patient copayments. Although many
people have supplementary insurance
to cover most of the copayment costs,
this obviously creates an income-based
obstacle to care (1). For this reason, the
government introduced the CMUC in
2000, which exempts very low-income
people from any copayments for a
standard market basket of medical
services.

Even with the introduction of the
CMUC, we found that CMUC benefi-
ciaries were at increased risk of antide-
pressant discontinuation. Lesage and
colleagues state that in one of their
studies in Quebec, they found, to the
contrary, that cost-sharing exemptions
for low-income individuals were not
associated with social inequalities in
antidepressant use (2). It was not en-
tirely clear to us, however, whether the
dependent variable in that study was

1506 PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' December 2014 Vol. 65 No. 12

mailto:psjournal@psych.org
http://www.cmu.fr/fichier-utilisateur/fichiers/refus_soins_testing2009_rapport.pdf
http://www.cmu.fr/fichier-utilisateur/fichiers/refus_soins_testing2009_rapport.pdf
ps.psychiatryonline.org


antidepressant treatment initiation or
discontinuation or both. We note that
we previously found that CMUC sta-
tus was not associated with the overall
probability of new antidepressant treat-
ment but was associated with a lower
probability of newly initiated long-term
treatment (3). Moreover, Lesage and
colleagues’measurement of socioecono-
mic status at an aggregated geographical
level makes it difficult to draw con-
clusions at the individual level and thus
to compare their results with ours.
To explain why the discontinuation

rate was higher for CMUC beneficia-
ries than for others, Lesage and col-
leagues suggest that some pharmacists
may have refused to dispense medica-
tion to these patients because of delays
in reimbursement of pharmacists by
the NHIF. Although this explanation
cannot be excluded, pharmacist re-
fusal was probably very rare because
in 2008–2009 nearly 100% of pharma-
cists in France were paid directly by
the NHIF regardless of the patient’s
CMUC status.
Lesage and colleagues thoughtfully

note a French report mentioning that
some physicians refuse to see CMUC
patients (4). It is true that in France
most patients pay physicians for the
consultation directly and are reim-
bursed afterwards by the NHIF (and
their supplementary insurance, if any),
whereas physicians must await direct
payment by theNHIF for their CMUC
patients (5). This would not explain our
results, however, because we adjusted
our analyses for the number of visits
each beneficiary had with private gen-
eral practitioners and psychiatrists.
Finally, we acknowledge that the ab-

sence from the French NHIF data-
bases of information on the actual
duration of treatment and on the pre-
scribed dose prevents an accurate cal-
culation of discontinuation. As noted
by Lesage and colleagues, misclassifi-
cation may have occurred. However,
we conducted sensitivity analyses using
both less and more stringent defini-
tions of discontinuation and found sim-
ilar associations betweenCMUC status
and the risk of discontinuation. More-
over, the percentage of individuals with
only one reimbursement for an antide-
pressant (that is, one month or less of

treatment because prescriptions are
dispensed in France for a maximum
of 28 days) was also rather high (44.7%)
and is in line with previous French
studies.
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Time to Invest
in Engagement
To the Editor: There are wide-ranging
ideas about how to address situations
in which someone is clearly unwell but
chooses not to seek support (1–3). Let’s
consider two of the loudest calls to
action. Some argue that the problem is
insufficient access to high-quality men-
tal health services, calling for greater
investment in voluntary, community-
based, recovery-oriented services that
defy financial, geographical, and cul-
tural barriers. Others argue that the
problem is that a small group of people
with severe mental illnesses is often
unwilling to seek treatment. They call
for looser involuntary treatment criteria
and greater investment in assisted out-
patient treatment as critical strategies

to prevent terrible consequences of
not treating this population (incarcer-
ation, homelessness, and large-scale
tragedies).

I believe that the first group has not
sufficiently acknowledged cases in
which individuals have access to excel-
lent services but still refuse care. For
example, I recently talkedwith amother
who had learned about all available
services in her community, including
assertive community treatment, peer
support, supported employment, and
supportive housing, so that she could
help her adult son understand and
access these wide-ranging options. De-
spite her efforts and the availability of
this service array, he would not con-
sider seeking support. At this point,
the second group might identify this
woman’s son—who lives with schizo-
phrenia, experiences psychosis, and
refuses care—as one of the “most
seriously ill” who would benefit from
involuntary treatment. However, this
conclusion leaves a crucial stone un-
turned: engagement.

In this context, “engagement” refers
to techniques used to help someone
become amenable to seeking services.
We have already developed many ef-
fective engagement tools, including
motivational interviewing, psychoedu-
cation, and peer outreach. But those
who need these tools most—family
members and providers—cannot con-
sistently access them. The mother I
spoke with may have unlocked the
door to services, but she didn’t know
how to help her son walk through it.

What if all providers—not just psy-
chotherapy practitioners but also pri-
mary care physicians, case managers,
and others—had highly developedmo-
tivational interviewing skills? What if
families could also develop a basic com-
mand of motivational interviewing?
What if all people experiencing mental
illness could easily access peer sup-
port?What if we extensively researched
how best to reach people who are un-
willing to seek support? With a better
understanding of what truly works, we
could develop new engagement strat-
egies and improve existing tools.

To move in this direction, we must
stop viewing people with mental ill-
ness as discrete categories: the “worried
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