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Agenda

Recent Interventions
• Benzodiazepine Anxiolytics and/or Controlled Sedative Hypnotics
• Major Depressive Disorder (MDD) Management 
Recent Outcome Reports
• Asthma
• Pharmacotherapy of Post-Traumatic Stress Disorder
• Gabapentinoid Drug Use Evaluation
• Overutilization of Antibiotics
Potential RetroDUR Interventions
• Bipolar Disorder
• Hypertension
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Recent RetroDUR Interventions

Intervention Date Mailed Provider
Letters Patients

Benzodiazepine Anxiolytics and/or 
Controlled Sedative Hypnotics 06/15/2021 38 43

Major Depressive Disorder (MDD) 
Management

July 2021 
TBD 645 736
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Recent Outcome Reports

Intervention Date Mailed 12-Month State 
Savings

Asthma 8/20/20 $27,736.71

Pharmacotherapy of Post-Traumatic Stress 
Disorder 9/15/20 $3,667.67

Gabapentinoid DUE 10/23/20 $32,929.45

Overutilization of Antibiotics 11/17/20 $91,408.89
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Presenter
Presentation Notes
Asthma $0.82 estimated cost savings per patient per month x 42,271 patients = $69,324.44 cost savings (x 0.4001 State savings x 12 months/6 months) = $27,736.71.PTSD $0.23 estimated cost savings per patient per month x 19,828 patients = $9,166.88 cost savings (x 0.4001 State savings x 12 months/6 months) = $3,667.67.Gabapentinoids DUE $1.33 estimated cost savings per patient per month x 30,941 patients = $82,303.06 cost savings (x 0.4001 State savings x 12 months/6 months) =$32,929.45Antibiotics $0.57 estimated cost savings per patient per month x 200,408 patients = $228,465.12 cost savings (x 0.4001 State savings x 12 months/6 months) = $91,408.89.



Recent Outcome Reports:
Asthma
Clinical Indicators Baseline Mar-2021 % Change
Overutilization of short-acting beta2-agonist (SABA) 
inhalers in patients with asthma 4 2 -50%

Use of long-acting beta-agonist (LABA) inhaler 
without SABA inhaler and/or ICS in patients with 
asthma

3 2 -33.3%

Identify the underutilization of asthma therapy 2 1 -50%
Identify patients who may be at risk of experiencing 
an adverse drug event 53 38 -28.3%

Encourage medication adherence with asthma 
therapy 28 21 -25%

Identify asthmatic patients with a history of smoking 31 22 -29.0%
Total 121 86 -28.9% 5

Presenter
Presentation Notes
The goal of this quality management program is to determine opportunities for improving the safety and efficacy of drug therapy for patients with Asthma Clinical Criteria:  In August 2020, all physicians treating asthma patients with drug therapies were identified.  Based on the distribution of patients/physician, the minimum patient/month threshold was set at greater than two patients (i.e., physicians with at least three patients having a drug-related problem received the mailing).  Providers were mailed the intervention materials on August 20, 2020.                                                                                                                                    Operational definitions: Targeted Group – physicians treating three or more patients or more patients with clinical issues and who received mailed intervention materials (Section 1.e.1.A Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal). Control Group - physicians treating patients three or fewer patients but did not receive mailed intervention materials (Section 1.e.1.A Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).  Intervention Related Drugs:  Asthma Therapy Drugs Pre Intervention Time Period – Mar 1, 2020 through Aug 31, 2020 Post Intervention Time Period – Oct 01, 2020 through Mar 31, 2021 6-month Total Paid – total drug costs can be defined as the total amount of paid drug claims for the above time periods for the prescribers in the control and target groups.  The target group consisted of those prescribers who had prescribed multiple drug therapy to one or more patients and received mailing materials.  The control group consisted of all other prescribers who prescribed multiple drug therapy to a patient in the designated time periods (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).Average Number of Panel Patients per Month - during the 6-month pre and post time periods, the number of unique Medicaid patients with a drug claim submitted using a respective provider number was captured each month.  Medicaid patients that did not have a drug claim were not counted in the prescriber’s panel. The monthly numbers were summed, then divided by six to calculate the monthly average.  For example, in Table 1, the physician (with provider number AB123456) had an average of 12 patients with at least one drug claim per month.  If a patient had two different claims in June, they would be counted as one patient.  By evaluating all patients seen by a specific physician, changes in prescribing patterns can be evaluated on existing and new patients (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).      Total Paid 6-month pre and post – total drug costs can be defined as the total amount of paid intervention-related drug claims for the above time periods for the prescribers in the control and target groups.  The target group consisted of those prescribers who had prescribed intervention-related drug therapy to more than three Medicaid patients.  The control group consisted of all other prescribers who prescribed intervention-related drug therapy agents in the designated time periods (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal). Average Number of Panel Patients per Month - during the 6-month pre and post time periods, the number of unique Medicaid patients with a drug claim submitted using a respective provider number was captured each month.  Medicaid patients that did not have a drug claim were not counted in the prescriber’s panel. The monthly numbers were summed then divided by six to calculate the monthly average.  For example, in Table 3, the physician (with provider number AB123456) had an average of 12 patients with at least one drug claim per month.  If a patient had two different claims in June, they would be counted as one patient.  By evaluating all patients seen by a specific physician, changes in prescribing patterns can be evaluated on existing and new patients (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).      Table 3:  Average Number of Panel Patients per Month  Provider NumberMonth #Number of Unique Patients with a Drug ClaimAB123456110210310412513617Total72Average Number of Panel Patients per Month12 Average Cost/Patient per Month – this was calculated by dividing the total dollars paid for drug claims during the analysis time period by the total number of Medicaid panel patients during the respective time period.  For example, in the targeted group post analysis; there were 42,271 patients who had a drug claim during the six month review period.  The total amount of dollars paid for drug claims for these patients during the post analysis was $4,086,656.  Dividing these two numbers ($4,086,656/ 42,271) yields an average cost per patient of $96.68 (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).	Average Cost/Patient/per Month=Total Amount Paid for Intervention Drugs /(# Months)Average number of Panel Patients per Month  Total State Savings (Sections 1.e.3 and 1.e.4 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal):  Intervention Average Cost Savings per Month - the percent change seen in the control group was applied to the intervention group baseline Average Cost per Patient per Month.  This amount represents the estimated Amount Paid per Targeted Physician per Patient in the absence of the intervention (i.e., Estimated Paid Amount).  The Estimated Paid Amount per Patient per Month was then subtracted from the actual Intervention Target Group Average Cost per Patient per Month to estimate the Average Cost Savings per Patient per Month.  6-Month Total Savings - the Intervention Average Cost Savings per Patient per Month was multiplied by the total number of targeted patients served over the 6-month time frame.  6-Month State General Revenue Funds Savings= 6-Month Total State Savings X 0.4001.Total State Savings = 6-Month State General Revenue Funds Savings X 2



Recent Outcome Reports:
Post-Traumatic Stress Disorder Management
Clinical Indicators Baseline Mar-2021 % Change
Use of benzodiazepines in PTSD 3 2 -33.3%
Use of antidepressants other than SSRIs or 
venlafaxine in PTSD 51 32 -37.3%

Use of sedative-hypnotics in PTSD 1 0 -100%
Use of an antipsychotic without an SSRI or 
venlafaxine in PTSD unless there is a history of 
schizophrenia or bipolar disorder

11 7 -36.4%

Total 66 41 -37.9%
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Presenter
Presentation Notes
The goal of this quality management program is to determine opportunities for improving the safety and efficacy of drug therapy for patients with PTSDThis program is based on information from the National Institute of Mental Health and the Veterans Affairs/Department of Defense guidelines. VA/DoD guidelines are available at the following link: https://www.healthquality.va.gov/guidelines/MH/ptsd/.   PTSD may develop after involvement in a potentially traumatic event that is beyond a typical stressor.  Such stressors usually involve actual or threatened injury and, in civilian life, may include events such as personal assaults, natural or human-caused disasters, accidents, or other forms of violence.  An estimated 3.6% of U.S. civilian adults experience PTSD in a year and the lifetime prevalence is estimated to be 6.8%.1 These rates are slightly higher in children.2  Typical symptoms of PTSD include intrusive thoughts, re-experiencing the trauma, mood disturbance, hypervigilance, and nightmares/sleep disturbance.3,4   The most consistent therapies for PTSD are psychological therapies but medications are also often used despite lessor evidence of benefit.5  Selective serotonin reuptake inhibitors (SSRIs) and venlafaxine have shown modest but consistent effect sizes for positive results in the treatment of PTSD while benzodiazepines have demonstrated negative effects.  The results with antipsychotics are more mixed.3-6Clinical Criteria:  In September 2020, all physicians treating patients with any of the aforementioned drug-related problems were identified.  Based on the distribution of patients/physician, the minimum patient/month threshold was set at one or more patients (i.e., physicians with one or more patients having a drug-related problem received the mailing).  Providers were mailed the intervention materials on September 15, 2020.   Operational definitions: Targeted Group – physicians treating three or more patients or more patients with any of the aforementioned drug-related problem(s) and who received mailed intervention materials (Section 1.e.1.A Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).Control Group - physicians treating patients taking an intervention-related drug but did not receive mailed intervention materials (Section 1.e.1.A Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).Intervention Drugs –   Antidepressant Therapy AgentsPre Intervention Time Period – Mar 01, 2020 through Aug 31, 2020 Post Intervention Time Period – Oct 01, 2020 through Mar 31, 2021 6-month Total Paid – total drug costs can be defined as the total amount of paid intervention-related drug claims for the above time periods for the prescribers in the control and target groups.  The target group consisted of those prescribers who had prescribed intervention-related drug therapy to more than two Medicaid patients.  The control group consisted of all other prescribers who prescribed intervention-related drug therapy agents in the designated time periods (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal). Average Number of Panel Patients per Month - during the 6-month pre and post time periods, the number of unique Medicaid patients with a drug claim submitted using a respective provider number was captured each month.  Medicaid patients that did not have a drug claim were not counted in the prescriber’s panel. The monthly numbers were summed then divided by six to calculate the monthly average.  For example, in Table 3, the physician (with provider number AB123456) had an average of 12 patients with at least one drug claim per month.  If a patient had two different claims in June, they would be counted as one patient.  By evaluating all patients seen by a specific physician, changes in prescribing patterns can be evaluated on existing and new patients (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).      Table 3:  Average Number of Panel Patients per Month  Provider NumberMonth #Number of Unique Patients with a Drug ClaimAB123456110210310412513617Total72Average Number of Panel Patients per Month12  Average Cost/Patient per Month – this was calculated by dividing the total dollars paid for drug claims during the analysis time period by the total number of Medicaid panel patients during the respective time period.  For example, in the targeted group post analysis; there were 19,828 patients who had a drug claim during the six-month review period.  The total amount of dollars paid for drug claims for these patients during the post analysis was $422,363.  Dividing these two numbers ($422,363/19,828) yields an average cost per patient of $21.19 (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).	Average Cost/Patient/per Month=6-month Total Amount Paid for Diabetic Drugs/(# Months)Average number of Panel Patients per Month  Total State Savings (Sections 1.e.3 and 1.e.4 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal):  Intervention Average Cost Savings per Month - the percent change seen in the control group was applied to the intervention group baseline Average Cost per Patient per Month.  This amount represents the estimated Amount Paid per Targeted Physician per Patient in the absence of the intervention (i.e., Estimated Paid Amount).  The Estimated Paid Amount per Patient per Month was then subtracted from the actual Intervention Target Group Average Cost per Patient per Month to estimate the Average Cost Savings per Patient per Month.  6-Month Total Savings - the Intervention Average Cost Savings per Patient per Month was multiplied by the total number of targeted patients served over the 6-month time frame.  6-Month State General Revenue Funds Savings= 6-Month Total State Savings X 0.4001.Total State Savings = 6-Month State General Revenue Funds Savings X 2.  



Recent Outcome Reports:
Gabapentinoid DUE
Clinical Indicators Baseline May-2021 % Change
Multiple prescribers of gabapentinoids and opioids 1 1 -0%
Multiple prescribers of gabapentinoids and CNS 
depressants 6 3 -50%

Gabapentinoid use with CNS Depressants 21 14 -33.3%
Gabapentinoid use with 1st generation 
antihistamines 1 1 -0%

Gabapentinoid use in patients with respiratory 
impairment 25 18 -28%

Use of a gabapentinoid without an approved 
indication 207 164 -20.8%

Total 261 201 -23.0%
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Presenter
Presentation Notes
The goal of this quality management program is to determine opportunities for improving the safety and efficacy of drug therapy for patients prescribed gabapentinoidsGabapentinoids (e.g., pregabalin and gabapentin) are widely used in neurology, psychiatry, and primary healthcare but are increasingly being reported as possessing a potential for misuse.1  The U.S. Food and Drug Administration has found that the number of patients dispensed gabapentinoids concurrently with opioid analgesics has recently increased, with more than one-half of patients concurrently dispensed both a gabapentinoid and an opioid analgesic.2 Gabapentinoids are central nervous system (CNS) depressants and increase the risk for respiratory depression, coma, and death when combined with opioids.3,6Clinical Criteria:  In October 2020, all physicians treating patients with any of the aforementioned drug-related problems were identified.  Based on the distribution of patients/physician, the minimum patient/month threshold was set at one or more patients (i.e., physicians with one or more patients having a drug-related problem received the mailing).  Providers were mailed the intervention materials on October 23, 2020.   Operational definitions: Targeted Group – physicians treating three or more patients or more patients with any of the aforementioned drug-related problem(s) and who received mailed intervention materials (Section 1.e.1.A Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).Control Group - physicians treating patients taking an intervention-related drug but did not receive mailed intervention materials (Section 1.e.1.A Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).Intervention Drugs –   GabapentinoidsPre Intervention Time Period – May 01, 2020 through Oct 31, 2020 Post Intervention Time Period – Dec 01, 2020 through May 31, 2021 6-month Total Paid – total drug costs can be defined as the total amount of paid intervention drug claims for the above time periods for the prescribers in the control and target groups.  The target group consisted of those prescribers who had prescribed gabapentinoid drug therapy to more than two Medicaid patients.  The control group consisted of all other prescribers who prescribed gabapentinoid drug therapy agents in the designated time periods (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal). Average Number of Panel Patients per Month - during the 6-month pre and post time periods, the number of unique Medicaid patients with a drug claim submitted using a respective provider number was captured each month.  Medicaid patients that did not have a drug claim were not counted in the prescriber’s panel. The monthly numbers were summed then divided by six to calculate the monthly average.  For example, in Table 3, the physician (with provider number AB123456) had an average of 12 patients with at least one drug claim per month.  If a patient had two different claims in June, they would be counted as one patient.  By evaluating all patients seen by a specific physician, changes in prescribing patterns can be evaluated on existing and new patients (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).      Table 3:  Average Number of Panel Patients per Month  Provider NumberMonth #Number of Unique Patients with a Drug ClaimAB123456110210310412513617Total72Average Number of Panel Patients per Month12  Average Cost/Patient per Month – this was calculated by dividing the total dollars paid for drug claims during the analysis time period by the total number of Medicaid panel patients during the respective time period.  For example, in the targeted group post analysis; there were 30,941 patients who had a drug claim during the six-month review period.  The total amount of dollars paid for drug claims for these patients during the post analysis was $3,526,444.  Dividing these two numbers ($3,526,444/30,941) yields an average cost per patient of $113.97 (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).	Average Cost/Patient/per Month=6-month Total Amount Paid for Diabetic Drugs/(# Months)Average number of Panel Patients per Month  Total State Savings (Sections 1.e.3 and 1.e.4 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal):  Intervention Average Cost Savings per Month - the percent change seen in the control group was applied to the intervention group baseline Average Cost per Patient per Month.  This amount represents the estimated Amount Paid per Targeted Physician per Patient in the absence of the intervention (i.e., Estimated Paid Amount).  The Estimated Paid Amount per Patient per Month was then subtracted from the actual Intervention Target Group Average Cost per Patient per Month to estimate the Average Cost Savings per Patient per Month.  6-Month Total Savings - the Intervention Average Cost Savings per Patient per Month was multiplied by the total number of targeted patients served over the 6-month time frame.  6-Month State General Revenue Funds Savings= 6-Month Total State Savings X 0.4001.Total State Savings = 6-Month State General Revenue Funds Savings X 2. 



Recent Outcome Reports:
Overutilization of Antibiotics
Clinical Indicators Baseline May-2021 % Change
Promote prudent use of antibiotics through the 
use of narrow-spectrum or no antibiotics and 
provide education regarding antibiotic use and 
common infections

1,023 784 -23.4%

Total 1,023 784 -23.4%
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Presenter
Presentation Notes
The goal of this quality management program is intended to discourage antibiotic use for viral infections, limit the inappropriate use of broad spectrum antibiotics, and to provide prescribers with educational tools to better communicate with their patients regarding treatment of viral infections and antibiotic resistanceThe Centers for Disease Control and Prevention (CDC) estimates that tens of millions of antibiotic prescriptions are written each year for viral infections not treatable with antibiotics, with prescription rates for viral upper respiratory tract infections estimated to be between 40 and 75%.1,2  Unfortunately, the occurrence of resistance to antibiotics (especially with S. pneumoniae, a common respiratory tract infection pathogen) has increased, while the pharmaceutical pipeline for new classes of antibiotics has continually declined.2  Despite these facts, consumer attitudes on the use of antibiotics show a lack of understanding, with 48% of patients expecting a prescription for an antibiotic when they are ill from a cold, and 58% of patients unaware of potential health dangers associated with antibiotic use.4    However, studies have shown that patients are receptive when asked to delay filling a new antibiotic prescription or not receiving an antibiotic at all if they are educated about why antibiotics would not be effective for their illness.3,5 Clinical Criteria:  In November 2020, all physicians treating patients with any of the aforementioned drug-related problems were identified.  Base on the distribution of broad spectrum antibiotics per overall antibiotic utilization, physicians with more than 8 antibiotic prescriptions written with at least forty percent of broad spectrum antibiotic use received the mailing.  Providers were mailed the intervention materials on November 17, 2020.   Operational definitions: Targeted Group – physicians treating one or more patients with any of the aforementioned intervention related drugs and who received mailed intervention materials (Section 1.e.1.A Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).Control Group - physicians treating patients taking an intervention related drug but did not receive mailed intervention materials (Section 1.e.1.A Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).Intervention Drugs –   AntibioticsPre Intervention Time Period – May 01, 2020 through Oct 31, 2020 Post Intervention Time Period – Dec 01, 2020 through May 31, 2021 6-month Total Paid – total drug costs can be defined as the total amount of paid intervention drug claims for the above time periods for the prescribers in the control and target groups.  The target group consisted of those prescribers who had prescribed antibiotic drug therapy to more than one Medicaid patient.  The control group consisted of all other prescribers who prescribed opiate drug therapy agents in the designated time periods (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal). Average Number of Panel Patients per Month - during the 6-month pre and post time periods, the number of unique Medicaid patients with a drug claim submitted using a respective provider number was captured each month.  Medicaid patients that did not have a drug claim were not counted in the prescriber’s panel. The monthly numbers were summed then divided by six to calculate the monthly average.  For example, in Table 3, the physician (with provider number AB123456) had an average of 12 patients with at least one drug claim per month.  If a patient had two different claims in June, they would be counted as one patient.  By evaluating all patients seen by a specific physician, changes in prescribing patterns can be evaluated on existing and new patients (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).      Table 3:  Average Number of Panel Patients per Month  Provider NumberMonth #Number of Unique Patients with a Drug ClaimAB123456110210310412513617Total72Average Number of Panel Patients per Month12  Average Cost/Patient per Month – this was calculated by dividing the total dollars paid for drug claims during the analysis time period by the total number of Medicaid panel patients during the respective time period.  For example, in the targeted group post analysis; there were 200,408 patients who had a drug claim during the six-month review period.  The total amount of dollars paid for drug claims for these patients during the post analysis was $6,172,952.  Dividing these two numbers ($6,172,952/200,408) yields an average cost per patient of $30.80 (Sections 1.e.1. and 1.e.2 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal).	Average Cost/Patient/per Month=6-month Total Amount Paid for Diabetic Drugs/(# Months)Average number of Panel Patients per Month  Total State Savings (Sections 1.e.3 and 1.e.4 Exhibit A of the Agreed Modifications to the RFP and Contractor Proposal):  Intervention Average Cost Savings per Month - the percent change seen in the control group was applied to the intervention group baseline Average Cost per Patient per Month.  This amount represents the estimated Amount Paid per Targeted Physician per Patient in the absence of the intervention (i.e., Estimated Paid Amount).  The Estimated Paid Amount per Patient per Month was then subtracted from the actual Intervention Target Group Average Cost per Patient per Month to estimate the Average Cost Savings per Patient per Month.  6-Month Total Savings - the Intervention Average Cost Savings per Patient per Month was multiplied by the total number of targeted patients served over the 6-month time frame.  6-Month State General Revenue Funds Savings= 6-Month Total State Savings X 0.4001.Total State Savings = 6-Month State General Revenue Funds Savings X 2. 



Potential RetroDUR Intervention:
Bipolar Disorder Management
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Purpose:
• To promote safe and effective drug therapy in patients with Bipolar Disorder (BD). The National Institute 

for Health and Care Excellence (NICE) clinical guideline1, the Canadian Network for Mood and Anxiety 
Treatments (CANMAT) and International Society for Bipolar Disorders (ISBD) collaborative guidelines2, 
and the British Association for Psychopharmacology (BAP) guideline for the management of bipolar 
disorder3 provide the foundation for this proposal. These guidelines, along with recently published major 
studies, provide performance indicators to evaluate the medication management of BD.

Why Issue was Selected:
• BD has an estimated lifetime prevalence of 4.4% for adults in the US and is associated with 

significant psychosocial impairment and disability along with a reduced quality of life
• Pharmacotherapy is the mainstay of treatment for BD, and treatment guidelines recommend 

such regimens be built around adequate dosing of a mood stabilizer. Additional medication 
classes commonly employed include atypical antipsychotic agents, antidepressants, and 
stimulants

• The principles to effectively employ and combine these different medication groups to obtain 
optimal outcomes with minimal risks are the focus of this intervention

Presenter
Presentation Notes
Last intervention delivered 3/9/2020 and amounted to $2,438,757.63 in 12-month State savings.Clinical Impact:  -26.9%



Potential RetroDUR Intervention:
Bipolar Disorder Management
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Setting and Population:
• All patients with a history of bipolar disorder in the past 2 years and have 

pharmacy claims in the past 90 days

Type of Intervention:
• Cover letter and modified patient profiles

Outcome Measures:
• Results of this intervention will be measured when six months of post-initiative 

data are available.



Potential RetroDUR Intervention:
Bipolar Disorder Management
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Performance Indicators Exceptions

(< 18 Years) FFS (< 18 Years) MCO

Use of an antidepressant in the absence of a mood stabilizer/atypical 
antipsychotic (7) 193 (1,357) 8,511

Use of multiple atypical antipsychotics simultaneously as mood stabilizers (0) 1 (68) 400

Use of a stimulant medication (9) 11 (2,470) 2,030

Lithium monitoring: serum levels, renal function, and thyroid function (6) 50 (784) 3,567
Atypical antipsychotic monitoring: blood glucose/hemoglobin A1C and lipid 
levels (68) 212 (5,572) 13,835

Anticonvulsant monitoring: complete blood count, hepatic function, and renal 
function (9) 50 (1,316) 3,442

Medication nonadherence with an atypical antipsychotic or mood stabilizer (16) 63 (1,759) 9,862

Presenter
Presentation Notes
Performance Indicator #1: Antidepressant use without a Mood StabilizerWhy has this indicator been selected? Depression is a common feature of BD and many bipolar patients have more frequent depressive episodes than manic episodes. Antidepressants have long been used in this patient population, despite ongoing controversy regarding their safety and efficacy.8 No antidepressants are specifically FDA approved for use in the treatment of depression associated with BD. Unfortunately, antidepressants may destabilize patients with BD and result in a switch into mania. The risk for destabilization appears to vary slightly among available antidepressants, but has been estimated at 20% to 40%.8,9 Treatment guidelines recommend use of antidepressants only in combination with a mood stabilizer.1-3 Candidates (denominator): Patients who have therapy with an antidepressant in the past 45 days with a history of a BD diagnosis (submitted ICD-10 code) in the past 2 years.Exception criteria (numerator): Candidates who do not have therapy with a mood stabilizer or atypical antipsychotic (Table 1) in the last 45 days.Performance Indicator #2: Use of Multiple Atypical Antipsychotics as Mood StabilizersWhy has this indicator been selected? Psychosis is a common feature in BD patients and antipsychotic agents have always been used as adjunctive therapy to manage it, although until recently there was limited published evidence to support such use.11 In the past several years, many atypical antipsychotics have received FDA approved indications for the management of BD. These indications are primarily for acute use in the management of manic or mixed episodes. However, a few are approved for maintenance use either as as either monotherapy or as an adjunct to another mood stabilizer. The use of multiple atypical antipsychotics should not occur in bipolar patients. If the response to an atypical antipsychotic is inadequate, a different type of mood stabilizer should be added.1-3Candidates (denominator): Patients who have therapy with an atypical antipsychotic (table 1) for the past 90 days with a diagnosis of BD (submitted ICD-10 code) in the past 2 years and who do not have a diagnosis of schizophrenia in the past 2 years.Exception criteria (numerator): Candidates who received therapy with more than one atypical antipsychotic for greater than 60 out of the last 90 days. Performance Indicator #3: Use of Stimulant Medication Resulting in Increased RiskWhy has this indicator been selected? The problems associated with antidepressant use in BD patients have led clinicians to attempt to manage bipolar depression with alternative agents.  Stimulants, such as methylphenidate, have been reported to be one such alternative.12 In addition, BD is being diagnosed with increasing frequency in the pediatric population, resulting in clinicians more frequently attempting to manage attention-deficit/hyperactivity disorder (ADHD) and BD simultaneously.7 Unfortunately, empiric evidence to support and guide the use of stimulants in a BD population is limited, and they do not appear to be any safer than antidepressants in terms of the risk of destabilization.13 Available treatment guidelines for BD do not adequately address the appropriate use of stimulants, but available research indicates such use should be limited to those with co-morbid ADHD and BD, be in conjunction with a mood stabilizer, and combinations of a stimulant and an antidepressant should be avoided to minimize the risk of manic switch.13 Candidates (denominator): Patients who have therapy with a stimulant in the past 45 days with a history of a BD diagnosis (submitted ICD-10 code) in the past 2 years.Exception criteria (numerator): Candidates who do not have a diagnosis of ADHD (submitted ICD-10 code) in the past 2 years.Candidates with a diagnosis of ADHD in the past 2 years who:Do not have therapy with a mood stabilizer or atypical antipsychotic in the last 45 daysHave therapy with a mood stabilizer or atypical antipsychotic and an antidepressant in the past 45 daysPerformance Indicator #4: Monitoring of Lithium: Serum Lithium Level, Renal Function, Thyroid FunctionWhy has this indicator been selected? Lithium is a very effective mood stabilizer, but it has a narrow therapeutic index and serum lithium levels must be monitored for patient safety. In addition, it is associated with potential adverse effects on renal and thyroid function that require periodic monitoring.14,15Candidates (denominator): Patients who have therapy with lithium in the past 45 days with a history of a BD diagnosis (submitted ICD-10 code) in the past 2 years.Exception criteria (numerator): Candidates who do not have documentation of the following labs (submitted CPT codes) in the past year:1) serum lithium level 2) renal function 3) thyroid function  Performance Indicator #5: Monitoring of Atypical Antipsychotics: Blood glucose/A1C and lipid panelWhy has this indicator been selected? Atypical antipsychotics may be effective when used appropriately in the management of BD, but their long-term use may result in metabolic adverse effects. Given these risks, baseline and ongoing monitoring is recommended.16 Candidates (denominator): Patients who have therapy with an atypical antipsychotic (Table 1) in the past 45 days with a history of a BD diagnosis (submitted ICD-10 code) in the past 2 years.Exception criteria (numerator): Candidates who do not have documentation of the following labs (submitted CPT codes):1) blood glucose or hemoglobin A1C in the past year2) lipid panel in the past 2 yearsPerformance Indicator #6: Monitoring of Anticonvulsants: Hepatic Function, Renal Function and Complete Blood CountWhy has this indicator been selected? Carbamazepine and valproic acid analogs and are effective mood stabilizers used in the management of BD. Their use, however, has been associated with potential serious adverse effects on the liver, kidney, and platelets which require periodic monitoring.17,18Candidates (denominator): Patients who have therapy with carbamazepine or a valproic acid analog in the past 45 days with a history of a BD diagnosis (submitted ICD-10 code) in the past 2 years.Exception criteria (numerator): 1) Candidates on carbamazepine who do not have documentation of hepatic and renal function tests (submitted CPT codes) in the past year. 2) Candidates on a valproic acid analog who do not have documentation of hepatic function tests or complete blood count (submitted CPT codes) in the past year. Performance Indicator #7: Nonadherence with Maintenance Bipolar MedicationsWhy has this indicator been selected? Long-term treatment for BD is effective in preventing disease relapse. Since, BD is a chronic recurring medical condition, maintenance medication therapy, along with psychosocial intervention, is critical for long-term success. Unfortunately, poor treatment adherence is common in patients with BD, especially early in the course of the disease as well as in younger patients. Medication nonadherence, if unrecognized, can lead to unnecessary dose increases, the addition of adjunctive medications, or changes in treatment regimens. It can also increase the risk of relapse, hospitalization, suicide, and worsening quality of life.1-3Candidates (denominator): Patients receiving a non-injectable atypical antipsychotic or mood stabilizer (Table 1) in the most recent 45 days and 90 to 135 days (identifies chronic therapy) with a history of a BD diagnosis (submitted ICD-10 code) in the past 2 years.Exception criteria (numerator): Candidates who received less than a 60-day supply of the medication during the last 90-day period.  Exclusion: Patients who are currently pregnant. Patients with history of an injectable long-acting atypical antipsychotic in the last 120 days will also be excluded from assessment of nonadherence with an oral atypical antipsychotic.Table 1. Agents Used in the Management of Bipolar DisorderMood Stabilizers  CarbamazepineLamotrigine LithiumOxcarbazepine Valproic acid derivativesAtypical Antipsychotics  AripiprazoleArsenapineCariprazineClozapineLurasidoneOlanzapineOlanzapine/fluoxetinePaliperidoneQuetiapineRisperidoneZiprasidone 
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Purpose:
• To determine opportunities for improving the safety and efficacy of drug therapy for patients 

with hypertension, following the 2017 Hypertension Guideline for the Prevention, Detection, 
Evaluation, and Management of High Blood Pressure in Adults: A Report of the American 
College of Cardiology/American Heart Association Task Force on Clinical Practice 
Guidelines1 and the Clinical Practice Guideline for Screening and Management of High 
Blood Pressure in Children and Adolescents.2 Where evidence is in agreement with the 
previous guidance, the 2020 International Society of Hypertension Global Hypertension 
Practice Guidelines will also be utilized.

Why Issue was Selected:
• According to the American Heart Association (AHA), almost 50% of adults in the United States, equating to 

over 121.5 million people, have high blood pressure or hypertension and almost 40% of these adults are 
unaware of their condition

• Data indicates an increase in the prevalence of high blood pressure in childhood and this correlates with 
higher blood pressure in adulthood and earlier onset of hypertension

• Hypertension is associated with significant morbidity and mortality if not detected and treated appropriately
• Globally,, elevated blood pressure remains the leading cause of death and accounts for over 10 million deaths 

per year

Presenter
Presentation Notes
Last intervention delivered 4/5/2018 and amounted to $12,436.36.03 in 12-month State savings and a clinical impact of -25.5%.
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Setting and Population:
• All patients with a history of hypertension in the last 2 years will be included

Type of Intervention:
• Cover letter and individual patient profiles

Outcome Measures:
• Results of this intervention will be measured when six months of post-initiative 

data are available.



Performance Indicators Exceptions

(< 18 Years) FFS (< 18 Years) MCO

Encourage use of recommended first-line treatment of hypertension: 
thiazide diuretics, Angiotensin-Converting Enzyme Inhibitors (ACEIs), 
Angiotensin Receptor Blockers (ARBs), and Calcium Channel Blockers 
(CCBs)

(14) 232 (1,001) 11,910

Encourage use of angiotensin-modulating agents (ACEIs or ARBs) and 
beta-blockers with the presence of a compelling indication (6) 562 (262) 22,717

Enhance adherence with antihypertensive drug therapy and recognize 
when therapy discontinuation may be contributing to treatment failure (24) 590 (1,804) 32,395

Promote safe and effective use of antihypertensive drug therapy 
through identification of potential adverse events and increased 
monitoring 

(14) 519 (658) 6,776
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Presenter
Presentation Notes
Performance Indicator #1: Underutilization of Recommended First-Line Therapies (Thiazide Diuretics, CCBs and ACEIs or ARBs)Why has this indicator been selected? Initial antihypertensive drug choice should be based on the patient’s age, ethnicity, and other clinical characteristics. In past guidelines, thiazide diuretics have been the basis of antihypertensive therapy in outcomes trials and have been virtually unsurpassed in preventing cardiovascular complications of hypertension. However, CCBs and ACEIs or ARBs, yield comparable effects on overall mortality and cardiovascular, cerebrovascular, and kidney outcomes. For this reason, recommendations for initial therapy now include use of either a thiazide diuretic, CCB, ACEI or ARB.1-3Candidates (denominator): Patients with a history of hypertension (submitted ICD-10 codes) in the last 2 years receiving antihypertensive drug therapy in the last 45 days.Exception criteria (numerator): Candidates with a diagnosis of chronic kidney disease, diabetic nephropathy, diabetes or stroke (submitted ICD-10 codes) in the last 2 years who have not received angiotensin-modulating therapy in the last year. Exclusions: Patients who are currently pregnant, have a history of acute renal failure in the last 90 days, or have a history of renal artery stenosis, end stage renal failure, renal dialysis, or angioneurotic edema in the last 2 years.Performance Indicator #2: Underutilization of Angiotensin-Modulating Agents with Presence of Compelling IndicationWhy has this indicator been selected? ACEIs and ARBs have demonstrated favorable effects on the progression of diabetic and non-diabetic kidney disease. Additionally, they have been proven beneficial in diabetic nephropathy and in reducing albuminuria. Studies in patients with stroke indicate angiotensin modulating therapy lowers recurrent stroke rates when given in combination with a thiazide diuretic.1-3Candidates (denominator): Patients with a history of hypertension (submitted ICD-10 codes) in the last 2 years receiving antihypertensive drug therapy in the last 45 days.Exception criteria (numerator):1) Candidates with a diagnosis of chronic kidney disease (submitted ICD-10 codes) in the last 2 years who have not received angiotensin-modulating therapy in the last year.2) Candidates with a diagnosis of diabetic nephropathy and/or diabetes (submitted ICD-10 codes) in the last 2 years who have not received angiotensin-modulating therapy in the last year.3) Candidates 18 years of age or older with a diagnosis of heart failure (submitted ICD-10 codes) in the last 2 years who have not received angiotensin-modulating therapy in the last year.Performance Indicator #3: Underutilization of Beta-blockers with Presence of Compelling IndicationWhy has this indicator been selected? Beta-blockers (BBs) reduce cardiac output and decrease the release of renin from the kidney and have been shown to be beneficial in patients with history of myocardial infarction, ischemic heart disease and heart failure. Patients with hypertension and comorbidities such as myocardial infarction, angina, or heart failure can benefit from the use of BBs.1,3Candidates (denominator): Patients with a history of hypertension (submitted ICD-10 codes) in the last 2 years receiving antihypertensive drug therapy in the last 45 days.Exception criteria (numerator): Candidates with a history of myocardial infarction, ischemic heart disease/ angina or heart failure (submitted ICD-10 codes) in the last 2 years who are on at least one antihypertensive agent but not on beta-blocker therapy in the last year. Exclusions: Patients who are currently pregnant or have a relative or absolute contraindication to beta-blocker therapy (i.e. asthma, COPD, or 2nd or 3rd degree AV heart block) in the last 2 years.Performance Indicator #4: Nonadherence with Antihypertensive Drug TherapyWhy has this indicator been selected? Up to 25% of patients do not fill their initial prescription for antihypertensive therapy. During the first year of treatment, the average patient has possession of antihypertensive medications only 50% of the time, and only 1 in 5 patients has sufficiently high adherence to achieve the benefits observed in clinical trials.1 Nonadherence with antihypertensives is an indicator of poor prognosis and can lead to perceived treatment failure and increased risk of adverse events due to escalating doses of antihypertensives.1,3Candidates (denominator): Patients with a history of hypertension (submitted ICD-10 codes) in the last 2 years receiving antihypertensive drug therapy the most recent 45 days and 90 to 135 days ago (identifies chronic therapy).Exception criteria (numerator): Candidates who received less than a 60-day supply of antihypertensive medication in the last 90-day period. Exclusion: Patients who are currently pregnant.Performance Indicator #5: Discontinuation of Antihypertensive Drug TherapyWhy has this indicator been selected? There is a close relationship between blood pressure levels and the risk of cardiovascular events, strokes, and kidney disease. Patients may discontinue therapy for many reasons, both intentional and non-intentional.Candidates (denominator): Patients with a history of hypertension (submitted ICD-10 codes) in the last 2 years who received antihypertensive drug therapy in the last year.Exception criteria (numerator): Candidates who have not received antihypertensive drug therapy in the last 90 days. Exclusion: Patients who are currently pregnant.Performance Indicator #6: Increased Risk of Adverse Drug Events:  Use of Drug Therapies that may Worsen Blood Pressure ControlWhy has this indicator been selected? The following drug therapies can contribute to resistant hypertension or make hypertension more difficult to treat: stimulants (amphetamines), oral contraceptives, non-steroidal anti-inflammatory drugs, venlafaxine (> 300mg), bromocriptine, erythropoietin, cyclosporine, tacrolimus, and oral decongestants (i.e., pseudoephedrine). Blood pressure monitoring in this population is essential in preventing progression of disease.1Candidates (denominator): Patients with a history of hypertension (submitted ICD-10 codes) in the last 2 years receiving antihypertensive drug therapy in the last 45 days.Exception criteria (numerator): Candidates with history of one of the above listed drug therapies that can worsen hypertension in the last 45 days but do not have history of this therapy in the previous 46 to180 days.Performance Indicator #7: Increased Risk of Adverse Drug Events:  Antihypertensive Therapy Drug-Disease InteractionsWhy has this indicator been selected? Certain medical conditions may predispose patients receiving oral antihypertensive drug therapies to adverse drug events.5Candidates (denominator): Patients with a history of hypertension (submitted ICD-10 codes) in the last 2 years who received antihypertensive drug therapy in the last 45 days.Exception criteria (numerator): Candidates with a history of a comorbid condition (submitted ICD-10 codes) in the last 2 years that places them at an increased risk of a serious adverse event (Table 1, defined as a level 1 severity drug-disease interaction by First Databank). Pregnancy and delivery codes will be considered in the past year to identify current pregnancy.Performance Indicator #8: Monitoring Antihypertensive Drug TherapyWhy has this indicator been selected? Hypertension is associated with target organ damage (affecting the brain, heart, kidneys, arteries and/or eyes) and certain antihypertensive therapies, such as diuretics and angiotensin-modulating agents can impact renal function and electrolytes. Current treatment guidelines recommend routine assessment and follow-up to help achieve goals of therapy, prevent adverse events and monitor for target organ damage.1-3Candidates (denominator): Patients with a history of hypertension (submitted ICD-10 codes) in the last 2 years receiving antihypertensive drug therapy in the last 45 days.Exception criteria (numerator): 1) Candidates receiving diuretic or angiotensin-modulating drug therapies without documentation of renal function labs or electrolytes (submitted CPT codes) in the past year.2) Candidates receiving other antihypertensive drug therapies without documentation of renal function labs (submitted CPT codes) in the past 2 years.Table 1. Hypertension Drug-Disease Interactions5Antihypertensive TherapyMedical ConditionAngiotensin-modulating therapies (ACEI, ARB, aliskiren)PregnancyAngioedemaBeta-blockers2nd degree or 3rd degree/complete AV heart blockThiazide-containing productsAnuriaTriamterene-containing productsPregnancySevere hepatic diseaseSevere renal impairment
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