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ethnic minorities.1 The lower initial uptake of the GDDP
among racial/ethnic minorities raises the question: why
would patients who gain more from GDDPs be less likely to
use them? We aimed to determine whether the uptake of
the GDDP increased as the program matured and to examine
whether factors affecting the uptake of the GDDP have
remained steady over time.

Methods | The Medical Expenditure Panel Survey is a nation-
ally representative longitudinal household survey of health care
use and expenditures for noninstitutionalized US civilians.2 The
present study used 2010 Household Component and Pre-
scribed Medicines files, which included information on the
drug name, days of supply, and amount paid. Information on
days of supply was not available before 2010. The institu-
tional review board of the University of Tennessee Health Sci-
ence Center approved the study and waived the need for in-
formed consent.

The study evaluated adults (aged >18 years) who had re-
ceived at least 1 prescription drug in 2010. Users of the GDDP
were defined as individuals who had used the GDDP at least
once. If a prescribed medicine event had the total amount paid
and days of supply equivalent to any GDDP offerings, the GDDP
was coded as 1 (the coding was otherwise 0). Typical GDDP of-
ferings were $4 for 30-day supplies and $10 for 90-day sup-
plies as provided by Walmart, Target, and Kroger. Rite Aid, CVS,
Walgreens, and Kmart had other GDDP offerings.

Andersen’s3 behavioral model was used to identify fac-
tors associated with use of the GDDP. The logistic regression
procedure in SAS, version 9.4 (SAS Institute Inc), was used to
predict probabilities for different patient groups while con-
trolling for complex survey sampling. We assumed that all pre-
scription drug users had an opportunity to use the GDDP. We
also assumed that physician prescribing behaviors, pharma-
cist practice styles, and pharmacy benefit designs occurred in-
dependently of each factor affecting use of the GDDP.

Results | Of the 13 486 adults who had at least 1 prescription drug
event in 2010, 3208 were GDDP users (Table); the weighted rate
of GDDP use was 23.1%. Use of the GDDP was more likely among
the elderly, sicker, and uninsured groups (Figure). Use of the
GDDP was also more likely among people living in rural areas
and central regions of the United States. However, the rate of
GDDP use was not significantly different across different edu-
cational level, income, and racial/ethnic groups.

Discussion | Use of the GDDP noticeably increased as the program
matured. The increase may well be the result of expansion of
pharmacy chains offering GDDPs and consumer awareness of
the programs. As expected, GDDPs were more valued among
the elderly, sicker, and uninsured populations. However, GDDPs
were equally valued across different educational level, income,
and racial/ethnic groups. In other words, GDDPs were not con-
sidered inferior despite the common perception that generic
drugs are of poor quality.4 In fact, GDDPs offer convenience by
not requiring insurance claims to be filed.

The lower use of GDDPs among racial/ethnic minorities ob-
served when the program was deployed1 no longer existed when

the program matured. Individuals within this population may
have taken longer to adopt the GDDP because they lacked health
insurance literacy (ie, one study reported this deficiency as a
reason for the lackluster participation in the health insurance
marketplace5). However, the GDDP does not involve complex
concepts of health insurance. Alternatively, individuals among
racial/ethnic minorities may have lacked broadband access to
gain firsthand knowledge of GDDP deployment.6
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Use of Internist's Free Time by Ambulatory Care
Electronic Medical Record Systems
Physicians complain about the time costs and other effects
of electronic medical records (EMRs).1-3 In a small survey,4

family practice physicians reported an EMR-associated loss
of 48 minutes of free time per clinic day (P < .05). We col-
laborated with the American College of Physicians (ACP) to
revise the instrument from this study and surveyed the
ACP’s national sample of internists to determine the extent
of this problem.

Methods | The ACP invites 1% of its members, including inter-
nal medicine attending physicians and trainees (resident and
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Table 1. Survey Instrument–Selecteda Questions and Responses

Survey Questions (n = 411), Responsesb No. (%)
Q1. Which of the following best describes your ambulatory care practice?c

Independent solo practice 35 (8.5)

Independent 2-physician practice 15 (3.6)

Independent group of 3-5 physicians 24 (5.8)

Independent group of 6-20 physicians 33 (8.0)

Independent group of 21-50 physicians 14 (3.4)

Independent group of ≥51 physicians 43 (10.5)

HMO 8 (1.9)

Hospital-based practice 71 (17.3)

University- or academic medical center–based practice 122 (29.7)

Community health center–based practice 31 (7.5)

VA hospitals 8 (1.9)

Other (7 write-ins) 7 (1.7)

Do not provide care for any ambulatory patients (Terminate survey if selected.)c 0

Q2. Does your practice currently use an EMR that includes orders, visit notes, and other clinical information?

Yes 411 (100)

No (Terminate survey if selected.)c 0

Q4. Who is the vendor of your practice’s current EMR/EHR system? If you have to use different EMRs at different
practice sites, choose all that apply. (Respondents chose from list of 15 EMR system vendors and included 46 write-ins.)
Q5. What clinical functions do you regularly perform on the EMR computer? (Choose all that apply.)

Prescription writing 383 (93.2)

Test ordering 351 (85.4)

Visit note writing 381 (92.7)

Responding to EMR inbox messages and requests (eg, approving refill requests; reviewing and
reacting to test results messages; responding to patient and miscellaneous clinical and
administrative requests)

344 (83.7)

Q7. How long have you had any EMR/EHR system in this practice?

<1 year 72 (17.5)

1 to <2 y 66 (16.1)

2 to <3 y 67 (16.3)

3 to <5 y 73 (17.8)

≥5 y 133 (32.4)

Q11. What impact, if any, has using the EMR/EHR had on your free time?

I have much more free time (eg, I get home much earlier and/or have much less patient chart–
and practice-related work at home) (Ask Q12)

9 (2.2)

I have somewhat more free time (eg, I get home somewhat earlier and/or have somewhat less
patient chart– and practice-related work at home.) (Ask Q12)

52 (12.7)

It’s had no impact on my free time. (Assume zero minutes; skip to Q14.) 106 (25.8)

I have somewhat less free time (eg, I get home somewhat later and/or have somewhat more
patient chart– and practice-related work at home). (Skip to Q13)

153 (37.2)

I have much less free time (eg, I get home much later and/or have much more patient chart–
and practice-related work at home). (Skip to Q13.)

91 (22.1)

Q12. On average how many minutes of free time have you gained per clinic day? (n = 61),
mean (SD)

39.0 (21.4)

Q13. On average, how many minutes of free time have you lost per clinic day? (n = 244), mean
(SD)

−77.5 (40.9)

Q15. Which tasks, if any, take more of your overall time to perform using the EMR than they did before you used the
computer? (Consider both the time to complete each task as well as any increase/decrease in the number of tasks.
Choose all that apply.) (n = 410)d

Nothing takes longer 42 (10.2)

Managing calls and messages, refill requests, and new test results (With the EMR, these are
usually in-box functions.)

129 (31.5)

Writing visit notes 262 (63.9)

Ordering and scheduling tests 166 (40.5)

Finding and reviewing medical record data 143 (34.9)

Writing prescriptions 101 (24.6)

Reading the clinical notes that other clinicians enter into your office EMR 132 (32.2)

Other (28 write-ins [which included 7 unique responses]) 28 (6.8)

Abbreviations: EHR, electronic health
records; EMR, electronic medical
records; HMO, health maintenance
organization.
a These are the 8 questions related to

the key outcome variables, labeled
with their original question
numbers.

b For each variable, n = 411 and data
are presented as number
(percentage) except where stated
otherwise.

c We excluded the 6 respondents
who provided no ambulatory care
(Q1), the 62 who did not use an EMR
(Q2), and the respondents who did
not answer Q2 from the totals in this
table.

d One responder failed to answer Q15.
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fellows), into its research panel,5 narrows the candidates by
random sampling to ensure balance, and then adds nonmem-
ber internists. On December 12, 2012, the ACP mailed a 19-
question survey to its panelists (900 ACP member and 102 non-
member internists at that time) who provided ambulatory care,
and left it in the field for 10 days. The survey (Q11-Q12) fo-
cused on free time to get a sense of the EMR’s overall effect
on internist’s time budget, including nonclinic time (Table 1).
The National Institutes of Health’s Office of Human Research
Subjects Protections declared the protocol “not human sub-
jects research.” We used R statistical package for all statistical
analyses, the Wilcoxon 2-sample test and the χ2 test to assess

univariate associations, and the Wilcoxon 1-sample test to as-
sess time change within responses.

Results | Of 845 invitees, 485 opened the e-mail (a 62.5% con-
tact rate). We removed 69 who reported no EMR use or no am-
bulatory practice (a 53.6% response rate [416 of 776]), and 5 who
did not answer the main outcome question, to yield 411 re-
spondents for analysis. While most (3 of 4) were attending phy-
sicians, trainees were more likely to respond. Except for the
proportion of ACP members (P < .001), respondents and non-
respondents did not differ overall across 8 measured charac-
teristics (Table 2).

Table 2. Comparison of Respondents to Nonrespondents

Variablea

No. (%) P Value for Test of
DifferenceNonrespondents Responders Total

No. (%) 360 (46.4) 416 (53.6) 776 (100)

Age (total n = 692)b

Mean (SD) 47.6 (14.2) 45.9 (13.1) 46.6 (13.6) .22

Median (IQR) 47 (36.75-58) 46 (34-57) 47 (35-57) NA

Sex (total n = 662)b .63

Male 200 (69.7) 269 (71.7) 469 (70.8) NA

Female 87 (30.3) 106 (28.3) 193 (29.2) NA

Specialty .99

General internist 212 (58.9) 244 (58.7) 456 (58.8) .99

Subspecialist internist 122 (33.9) 141 (33.9) 263 (33.9) .99

Other 26 (7.2) 31 (7.5) 57 (7.3) .99

Main professional activity .14

Trainee
(residency/fellowship)

77 (21.4) 109 (26.2) 186 (24) .14

Attending (primary
activity = practice)

256 (71.1) 268 (64.4) 524 (67.5) .06

Attending (primary
activity = not practice)c

27 (7.5) 39 (9.4) 66 (8.5) .42

Primary
activity = research

10 (2.8) 7 (1.7) 17 (2.2) .43

Primary
activity = teaching

6 (1.7) 16 (3.8) 22 (2.8) .11

Primary
activity = administration

9 (2.5) 13 (3.1) 22 (2.8) .76

Primary activity = other
activity

2 (0.6) 3 (0.7) 5 (0.6) .99

Time in patient care, % .92

<25 14 (3.9) 13 (3.1) 27 (3.5) .70

25-49 16 (4.4) 21 (5) 37 (4.8) .82

50-74 52 (14.4) 58 (13.9) 110 (14.2) .92

≥75 278 (77.2) 324 (77.9) 602 (77.6) .89

Location of patient care .09

All outpatient 85 (23.6) 104 (25) 189 (24.4) .72

Primarily outpatient with
some inpatient

163 (45.3) 157 (37.7) 320 (41.2) .04

Primarily inpatient with
some outpatient

112 (31.1) 155 (37.3) 267 (34.4) .09

ACP member status <.001

Member 305 (84.7) 388 (93.3) 693 (89.3) NA

Not a member 55 (15.3) 28 (6.7) 83 (10.7) NA

Associate flagd (total
n = 693)b

.28

Not an associate 229 (75.1) 276 (71.1) 505 (72.9) NA

Associate 76 (24.9) 112 (28.9) 188 (27.1) NA

Abbreviations: ACP, American College
of Physicians; IQR, interquartile
range; NA, not applicable.
a Data are presented as number

(percentage) based on the numbers
listed in the column header unless
otherwise specified.

b The 83 non-ACP members did not
have information on age, sex, and
associate status account for most of
the missing. The numbers missing
for each factor for nonrespondents
and respondents, respectively, were
56 and 28 for age, 73 and 41 for sex,
and 55 and 28 for associate flag.

c Represents the total of the
subcategories that follow.

d Trainees are called associates in the
ACP database.
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The respondents used 61 distinct EMR systems (Q4) and
came from a broad range of practice types (Q1). Nine EMRs
were used by 20 or more respondents, accounted for 324
(78.8%) of all users, and users of each of these lost free time
(P < .05 for all). Of these 9, the Veterans Affairs’ Computer
Patient Record System (CPRS) was associated with the least
free time loss (−20 minutes) (P = .04). Respondents were
experienced EMR users. Most (70.6%) used all of the EMR
functions listed in Q4, and 82.5% had EMRs in their practice
for more than a year (Q7).

Among all respondents, 89.8% reported that at least 1 data
management function was slower post-EMR adoption, and
63.9% reported that note writing took longer. Surprisingly, a
third (33.9%) reported that it took longer to find and review
medical record data with the EMR than without, and a simi-
lar proportion, 32.2%, that it was slower to read other clini-
cians’ notes.

The mean time loss for attending physicians was −48 min-
utes per clinic day (P < .001), or 4 hours per 5-day clinic week.
The mean loss for trainees was −18 minutes per day, less than
that of attending physicians (P < .001). For the 59.4% of all re-
spondents who did lose time, the mean loss was −78 minutes
per clinic day, or 6.5 hours per 5-day clinic week.

Discussion | The loss of free time that our respondents re-
ported was large and pervasive and could decrease access or
increase costs of care. Policy makers should consider these time
costs in future EMR mandates. Ambulatory practices may ben-
efit from approaches used by high-performing practices6—the
use of scribes, standing orders, talking instead of e-mail—to
recapture time lost on EMR. We can only speculate as to
whether better computer skills, shorter (half-day) clinic
assignments with proportionately less exposure to EMR
time costs, or other factors account for the trainees’ smaller
per-day time loss.
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Antidepressant Dosage and Suicidal Ideation
In a recent issue of JAMA Internal Medicine, Miller and
colleagues1 proposed that the risk of a suicide attempt doubles
among patients 24 years or younger if the initial prescription
of selective serotonin reuptake inhibitors (SSRIs) exceeds the
recommended dosage. Their findings unveiled the impor-
tance of antidepressant dosage on suicidal acts but could not
take into account a key risk factor, suicidal ideation (SI), and
some potential clinical confounders. Indeed, the effect of type
and dosage of antidepressant on the worsening of SI at treat-
ment onset could inform clinical decisions but has been barely
studied.

Methods | The French National Medical Council approved the
study, and written informed consent was obtained from
each patient. We analyzed a subgroup of 767 adult outpa-
tients included in a prospective naturalistic study2 after the
onset of antidepressant treatment for a major depressive
episode. The patient’s regular physician selected the antide-
pressant drug without restraints. Depression severity and SI
were assessed through the Hospital Anxiety and Depression
Scale and by item 9 of the self-rated Montgomery-Åsberg
Depression Rating Scale, respectively. The participants com-
pleted these questionnaires at baseline and at weeks 1, 2,
and 6. Patients were divided into 2 groups based on whether
or not their SI scores increased during the follow-up period.
Type of antidepressant (SSRI vs non-SSRI) and its dosage at
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