Discrepancies Between Knowledge, Attitudes and Beliefs and the Actual Practice (KABP) of Physicians who

Abstract

Background: Bipolar Disorder (BPD) and depression are associated with a broad burden of iliness which may affect as much as 6% of the
U.S. population. In the STAndards for BipoLar Excellence (STABLE) project we developed specific performance measures for BPD and, as
part of this project we determined the knowledge, attitudes and beliefs about depression and BPD among primary care (PCP) and psychiatric
specialty care (Psych) providers. Additionally, we field-tested performance measures in a geographically diverse sampling of PCP and Psych
practices to assess actual practice.

Methods: A questionnaire was administered to a random selection of PCPs and Psychs to determine their knowledge, attitudes and beliefs
about bipolar disorder. Selected clinical performance measures were subsequently evaluated through medical record review of 80 outpatient
practice sites (the providers at these sites did not necessarily participate in the KABP survey). Partial results are shown here.

Results: 95.3% of the KABP survey respondents believed recognizing bipolar disorder was their responsibility (98.6% of Psychs, 91.1% of
PCPs). Additionally, 87.6% of the KABP respondents believed that they routinely assessed depression and BPD patients for substance
abuse (98.2% of Psychs and 73.7% of PCPs). In the field testing phase of the project, (through medical record review) we found that only
47.6% documented BPD screening prior to treatment of depression (62.8% of Psychs and 38.4% of PCPs). 41% (78.1% Psychs vs. 18.1%
of PCPs) documented screening for substance abuse among depressed patients and 78.3% (87% Psychs vs. 37.8% PCPs) document
substance abuse screening in their BPD patients.

Conclusions: While providers demonstrated awareness of assessment and treatment guidelines for depression and BPD, appraisal of
actual physician practices did not conform to KABP survey results. These observations provide an opportunity to improve care through
professional organizations and health plans, and require different approaches than just guideline dissemination.

Background

Bipolar disorder (BPD) epidemiology:

* Severe, lifelong disorder; recurrent illness >90% of patients
* Among the most heritable of all brain diseases

* Prevalence estimates as high as 4%

* Long delays in diagnosis (> decade)

Presentation:

* Patients often presents in a depressive state; frequently to primary care
* 40% misdiagnosis, mistaken for depression
¢ Differentiated from depressive disorders by presence of mania’hypomania

* Challenging co-morbidities: substance use; anxiety disorders

Consequences of misdiagnosis and mistreatment:
* Failure to provide appropriate pharmacological and psychotherapeutic treatment
* Risk of use of antidepressant monotherapy, which can precipitate:
— switch into manic or hypomanic episode or mixed episodes
— rapid cycling
* Untreated risk of suicide; 15-19%
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Screened for
Mental Health
Disorders

or alcohol abuse (96.7% agreement)

* However, about one-quarter of all respondents
incorrectly disagreed or expressed uncertainty
(23.4%) that BPD symptoms become overt
shortly after sobriety begins in individuals
with drug or alcohol disorders.
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testing component identified gaps between knowledge and practice in some key areas, including:

— understanding of significance of a 1st degree relative with BPD vs. actual practice of screening for a family history
— self-reported practice that clinicians screen for substance abuse vs. actual documented findings of such screening
— knowledge of rate of suicide attempts in persons with BPD vs. actual documented practice of screening for suicide

Clinicians in both primary care and psychiatry could significantly benefit from practice-based tools provided in the publicly
available STABLE Resource Tool Kit. (http://www.cqaimh.org/pdf/STABLE_toolkit.pdf)
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