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Executive Summary  

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 is a complex, long-term illness characterized by a repeating course of 
relapse and remission. BD has an estimated lifetime prevalence of 4.4% for 
adults in the United States and is associated with significant psychosocial 
impairment and disability along with a reduced quality of life.2,4,5 
Pharmacotherapy is the mainstay of treatment for BD, and treatment guidelines 
recommend such regimens be built around adequate dosing of a mood 
stabilizer.1-3 Additional medication classes commonly employed include atypical 
antipsychotic agents, antidepressants, and stimulants.6,7 The principles to 
effectively employ and combine these different medication groups to obtain 
optimal outcomes with minimal risks are the focus of this intervention. 

Performance Indicators Exceptions 

 (< 18 Years) 
FFS 

(< 18 Years) 
MCO 

• Antidepressant use in the absence of 
a mood stabilizer/atypical 
antipsychotic 

(7) 193 (1357) 8511 

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

• Use of a stimulant medication  (9) 11 (2470) 2030 
• Lithium monitoring: Lithium level, 

renal function, and thyroid function  (6) 50 (784) 3567 

• Atypical antipsychotic monitoring: 
blood glucose/A1C and lipid panel (68) 212 (5572) 13,835 

• Anticonvulsant monitoring: complete 
blood count, hepatic function, and 
renal function  

(9) 50 (1316) 3442 

 • Nonadherence with maintenance 
bipolar medications (16) 63 (1759) 6862 

Setting & Population: All patients with a diagnosis of bipolar disorder (submitted ICD-10 codes) in the 
past two years and with pharmacy claims in the past 45 days. 

Texas Medicaid    
Bipolar Disorder Management 
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Types of Intervention: Cover letter and modified patient profiles 

Main Outcome Measures:  The performance indicators in this proposal will be remeasured. 

Anticipated Results:  • Increased use of mood stabilizers in patients with BD 
• Decreased risk of antidepressant and/or stimulant-induced mania 
• Improved safety through increased monitoring of BD therapies 
• Improved medication adherence with BD maintenance therapies 

Performance Indicator #1: Antidepressant use without a Mood 
Stabilizer/Atypical Antipsychotic 

Why has this indicator been 
selected?  

Depression is a common feature of BD and many patients with bipolar disorder 
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 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 
Stabilizers  

Why has this indicator been 
selected?  

Psychosis is a common feature in patients with BD 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 monotherapy or as an adjunct to 
another mood stabilizer. The use of multiple atypical antipsychotics should not 
occur in patients with BD. If the response to an atypical antipsychotic is 
inadequate, a different type of mood stabilizer should be added.1-3 

Candidates (denominator):  Patients who have therapy with an atypical antipsychotic (Table 1) in the past 90 
days with a diagnosis of BD (submitted ICD-10 codes) in the past 2 years and 
who do not have a diagnosis of schizophrenia (submitted ICD-10 codes) 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 a Stimulant Medication  

Why 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 
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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 the 
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 
BD diagnosis (submitted ICD-10 codes) in the past 2 years. 

Exception criteria 
(numerator):  

1. Candidates who do not have a diagnosis of ADHD (submitted ICD-10 
codes) in the past 2 years. 

2. Candidates with a diagnosis of ADHD (submitted ICD-10 codes) in the past 
2 years who: 

• do not have therapy with a mood stabilizer or atypical antipsychotic 
(Table 1) in the last 45 days. 

• have therapy with a mood stabilizer or atypical antipsychotic (Table 
1) and an antidepressant in the past 45 days. 

Performance Indicator #4: Monitoring of Lithium: Serum Lithium Level, 
Renal Function, Thyroid Function 

Why 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.14,15 

Candidates (denominator):  Patients who have therapy with lithium in the past 45 days with a history of BD 
diagnosis (submitted ICD-10 codes) 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-stimulating hormone level  

Performance Indicator #5: Monitoring of Atypical Antipsychotics: Blood 
Glucose/A1C and Lipid Panel  

Why 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 BD diagnosis (submitted ICD-10 codes) 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 year 
2. lipid panel in the past 2 years 

Performance Indicator #6: Monitoring of Anticonvulsants: Hepatic 
Function, Renal Function and Complete Blood Count   

Why has this indicator been 
selected?  

Carbamazepine and valproic acid analogs are effective mood stabilizers used in 
the management of BD. Their use however, has been associated with potential 
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serious adverse effects on the liver, kidney, and platelets which require periodic 
monitoring.17,18 

Candidates (denominator):  Patients who have therapy with carbamazepine or a valproic acid analog in the 
past 45 days with a history of BD diagnosis (submitted ICD-10 codes) 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 and a complete blood count (submitted CPT codes) in 
the past year. 

Performance Indicator #7: Nonadherence with Maintenance Bipolar 
Medications 

Why 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, worsening quality of life, and even suicide.1-3 

Candidates (denominator):  Patients receiving a non-injectable atypical antipsychotic or mood stabilizer (Table 
1) in the most recent 45 days and 90 to 135 days ago (identifies chronic therapy) 
with a history of BD diagnosis (submitted ICD-10 codes) 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 Disorder1-3 

Mood Stabilizers 
 
 

• Carbamazepine 
• Lamotrigine  
• Lithium 
• Oxcarbazepine  
• Valproic acid analogs 

Atypical 
Antipsychotics 
 
 

• Aripiprazole 
• Asenapine 
• Cariprazine 
• Clozapine 
• Lurasidone 
• Olanzapine 
• Olanzapine/fluoxetine 
• Paliperidone 
• Quetiapine 
• Risperidone 
• Ziprasidone 
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External Messages
           3200003909

Antidepressants in Bipolar, no Mood Stabilizer Antidepressants in Bipolar, no Mood Stabilizer: According to submitted pharmacy and medical         
claims, your patient diagnosed with bipolar disorder is receiving an antidepressant but is not      
currently on a mood stabilizer. Current practice guidelines for the treatment of patients           
with bipolar disorder do not recommend using an antidepressant in bipolar patients                  
who are not on therapeutic doses of a mood stabilizer. The majority of the current literature       
indicates that antidepressant therapy in bipolar patients may result in a switch into mania and that
the efficacy of such therapy, even with a concomitant mood stabilizer, is modest. Please            
consider adding a mood stabilizer to your patient's medication regimen and re-evaluate the          
continued need for antidepressant therapy.                                                          

  11570

Atypical Antipsychotics in Bipolar, no Blood Glucose/A1C According to submitted pharmacy and medical claims, your patient diagnosed with                     
bipolar disorder is receiving an atypical antipsychotic but has not had a blood glucose             
or hemoglobin A1C test in the last year. Cases of both onset and exacerbation of diabetes           
have been documented after the initiation of therapy. Glucose levels should be assessed             
3 months after initiation of atypical antipsychotics, and then annually. More frequent tests        
should be obtained for those with significant risk factors for diabetes and/or weight gain.         
Official prescribing information for all atypical antipsychotics states that hyperglycemia          
(some cases of ketoacidosis or hyperosmolar coma or death) has been reported and                    
that patients should be monitored regularly for worsening glycemic control.                         
Please consider ordering a blood glucose or hemoglobin A1C test for your patient.                   

  11597

Atypical Antipsychotics in Bipolar, no Lipid Panel Atypical Antipsychotics in Bipolar, no Lipid Panel: According to submitted pharmacy and medical     
claims, your patient diagnosed with bipolar disorder is receiving an atypical antipsychotic but has 
not had a lipid panel obtained in the last 2 years. The Consensus Statement on Antipsychotic        
Drugs, Obesity and Diabetes states that lipid levels should be evaluated 3 months after             
initiation. If lipid profile values are within normal limits, a repeat test should be performed     
every 5 years, or more frequently if clinically indicated. Changes in serum lipids (increased total 
cholesterol, LDL, and triglycerides; decreased HDL), which can occur in concordance with            
rapid increases in body weight, may not reach a plateau even after 1 year of therapy. Please        
consider ordering a complete lipid panel for your patient.                                          

  11602

Lithium, no serum lithium level Lithium, no Serum Lithium Level: According to submitted pharmacy and medical claims, your           
patient diagnosed with bipolar disorder is receiving lithium but has not had a serum lithium level  
drawn in the last year. Current practice guidelines for the treatment of bipolar disorder           
recommend that a lithium level be drawn after any change in dose, and then when clinically          
indicated. Lithium has a narrow therapeutic window and toxicity is closely related to serum         
levels. Toxic effects can occur either acutely from overdose or gradually from long-term            
treatment, therefore, lithium levels should be drawn at least annually. Toxicity can occur even     
at therapeutic doses, and a small change in serum level can cause significant alterations           
in both the beneficial and harmful effects of lithium. Please consider ordering a serum             
lithium level test for your patient.                                                                

  11608
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Lithium, no TSH level Lithium, no TSH Level: According to submitted pharmacy and medical claims, your patient             
diagnosed with bipolar disorder is receiving lithium but has not had a TSH level drawn in the       
last year. Current practice guidelines for the treatment of bipolar disorder state that thyroid     
function should be evaluated 1 or 2 times during the first 6 months of treatment, and then          
every 6 months to 1 year in patients who are on stable doses of lithium therapy. Compared           
to T3 and T4 tests, the TSH level is a more sensitive thyroid function test and can better detect   
abnormal thyroid function in patients who show no symptoms. Official prescribing information        
for lithium products states that adverse events include hypothyroidism and euthyroid goiter.        
Careful monitoring of thyroid function allows for correcting changing thyroid parameters            
and/or adjustments of lithium doses. Please consider ordering a TSH level test for your patient.    

  11609

Lithium, no renal function tests Lithium, no Renal Function Tests: According to submitted pharmacy and medical claims, your          
patient diagnosed with bipolar is receiving lithium but has not had laboratory evaluation of        
their renal function performed in the last year. Current practice guidelines for the treatment      
of bipolar disorder state that renal function should be evaluated every 6 months to 1 year in       
patients who are stable on lithium therapy, unless clinically indicated. Approximately              
10 - 20% of patients on long-term lithium treatment (greater than 10 years) display                 
morphological kidney changes such as interstitial fibrosis, tubular atrophy, or glomerular          
sclerosis. Official prescribing information for lithium products states genitourinary symptoms      
may range from mild polydipsia and polyuria to severe nephrogenic diabetes insipidus.               
Please consider ordering renal function laboratory tests for your patient.                          

  11610

Stimulant in Bipolar Stimulant Use in Bipolar: According to submitted pharmacy and medical claims, your                  
patient with bipolar disorder is receiving a stimulant medication but does not have a               
medical claim for attention-deficit hyperactivity disorder (ADHD). Current practice guidelines      
for the treatment of patients with bipolar disorder do not include recommendations to use           
a stimulant in any clinical situation. Current literature indicates that stimulant therapy in       
bipolar patients may result in a switch into mania. Additionally, there is not adequate             
controlled research with stimulants in bipolar disorder to clearly establish safety and             
efficacy of such therapy. Please re-evaluate the continued need for stimulant therapy in            
your patient.                                                                                       

  11789

Stimulants in Bipolar and ADHD, no Mood Stablilzer Stimulants in Bipolar and ADHD, no Mood Stabilizer: According to submitted pharmacy and             
medical claims, your patient with bipolar disorder and comorbid attention deficit-                  
hyperactivity disorder (ADHD) is receiving a stimulant but is not currently on a                    
mood stabilizer. Current practice guidelines for the treatment of patients with bipolar             
recommend treating bipolar symptoms first with a mood stabilizer and/or an atypical                 
antipsychotic to stabilize mood before considering treatment for ADHD symptoms.                     
Current literature indicates that stimulant therapy in bipolar patients with ADHD may result        
in a switch into mania and should be attempted only when adequate therapy with a mood               
stabilizer has been established. Please consider adding a mood stabilizer to your patient's         
medication regimen and re-evaluate the continued need for stimulant therapy in your patient.        

  11790
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Stimulants and Antidepressants in Bipolar Stimulants and Antidepressants in Bipolar and ADHD: According to submitted pharmacy                 
and medical claims, your patient with bipolar disorder and co-morbid attention-deficit              
hyperactivity disorder (ADHD) is receiving both a stimulant and an antidepressant.                  
Both of these classes of medication may result in a switch into mania. While there is               
some data to support limited use of stimulants in patients with both bipolar disorder               
and ADHD, who are on adequate doses of a mood stabilizer, such evidence remains                     
limited. In addition, the evidence related to antidepressant use indicates that the efficacy        
of such therapy, even with a concomitant mood stabilizer, is modest and may not outweigh the        
risks. Please re-evaluate your patient’s current medication regimen and consider                    
discontinuation of the stimulant or antidepressant or both.                                         

  11791

Bipolar Disorder: Multiple Atypical Antipsychotics Multiple Atypical Antipsychotics in Bipolar Disorder: According to submitted pharmacy and           
medical claims, your patient with bipolar disorder is receiving multiple atypical                   
antipsychotics concurrently. While atypical antipsychotics may be useful in the management          
of bipolar disorder, there is no data to support the use of more than one agent at a time.          
If response to a single agent is inadequate, mood stabilizers such as lithium and                   
divalproex sodium should be maximized or other adjunctive agents may be considered.                 
Please re-evaluate the need for multiple atypical antipsychotics in your patient.                   

  12640

VPA in Bipolar, no LFT in the Last Year Valproic Acid Product in Bipolar, no Liver Function Tests in the Last Year: According to            
submitted pharmacy and medical claims, your patient diagnosed with bipolar disorder                 
is receiving a valproic acid product but has not had liver function tests obtained in the last      
year. A black boxed warning in the official prescribing information for valproic acid products      
indicate that hepatic failure resulting in fatalities has been reported in both children and adults 
receiving these medications. While most cases have occurred during the first six months of          
therapy, cases have been reported after several years of use. Periodic evaluations of               
hepatic function are recommended in patients being treated with a valproic acid product.            
Please consider ordering liver function tests for your patient.                                     

 115936

VPA in Bipolar, no CBC in the Last Year Valproic Acid Product in Bipolar, no Complete Blood Count Test in the Last Year:                    
According to submitted pharmacy and medical claims, your patient diagnosed with bipolar             
disorder is receiving a valproic acid product and has not had a complete blood count                
documented in the last year. Cytopenias, including dose-related thrombocytopenia,                   
and abnormal coagulation function have been reported during therapy with valproic                   
acid products. The official prescribing information recommends obtaining baseline and               
periodic evaluation of these laboratory tests. Please consider ordering a complete blood            
count test for your patient.                                                                        

 115937

Nonadherence: Mood Stabilizer in Bipolar Nonadherence - Mood Stabilizer in Bipolar: According to submitted pharmacy and medical              
claims, your patient with bipolar disorder (BD) may be nonadherent with their chronic               
bipolar drug therapy. From prescription data, it appears that your patient received <60 days        
of maintenance therapy in a 90-day period. Long-term treatment for BD is effective in               
preventing disease relapse, and maintenance therapy, along with psychosocial intervention,          
is critical for long-term success. Please review this information to determine the best course      

 115938
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of action for your patient.                                                                         

Nonadherence: Atypical Antipsychotic in Bipolar Nonadherence - Atypical Antipsychotic in Bipolar: According to submitted pharmacy and               
medical claims, your patient with bipolar disorder (BD) may be nonadherent with their               
chronic bipolar drug therapy. From prescription data, it appears that your patient                  
received <60 days of maintenance therapy in a 90-day period. Long-term treatment                    
for BD is effective in preventing disease relapse, and maintenance therapy, along with              
psychosocial intervention, is critical for long-term success. Please review this information        
to determine the best course of action for your patient.                                            

 115939

Carbamazepine in Bipolar, no Liver Function Tests Carbamazepine in Bipolar, no Liver Function Tests in the Last Year: According to submitted          
pharmacy and medical claims, your patient diagnosed with bipolar disorder is receiving              
carbamazepine but has not had liver function tests obtained in the last year. Hepatic effects,      
including hepatic failure, have been reported during treatment with carbamazepine. The              
official prescribing information recommends obtaining baseline and periodic evaluations             
of hepatic function in patients being treated with carbamazepine. Please consider ordering          
liver function tests for your patient.                                                              

 115940

Carbamazepine in Bipolar, no Renal Function Tests Carbamazepine in Bipolar, no Renal Function Test in the Last Year: According to submitted           
pharmacy and medical claims, your patient diagnosed with bipolar disorder is                        
receiving carbamazepine and has not had renal function tests obtained in the last year.             
Renal dysfunction, including renal failure, has been reported during treatment with                 
carbamazepine. The official prescribing information recommends obtaining baseline                   
and periodic evaluation of renal function. Please consider ordering renal function tests for your   
patient.                                                                                            

 115941
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<<Date>> 
          
«dea» 
«name» 
«add1» 
«add2» 
«add3» 

 
RE: Caring for Your Patients with Bipolar Disorder 
 
Dear Dr. «name»: 
 
Thank you for providing quality care for Texas Fee-For-Service (FFS) Medicaid patients. The content of this 
letter has been approved by the Texas Drug Utilization Review (DUR) Board, whose function is to promote 
safe and cost-effective drug therapy and provide opportunities for continuous improvement of care.  
 
This retrospective claims review was designed to assist you in caring for your patients diagnosed with bipolar 
disorder (BD). The foundations of this program are the following practice guidelines for the management of 
bipolar disorder: The National Institute for Health and Care Excellence (NICE) clinical guideline1, Canadian 
Network for Mood and Anxiety Treatments (CANMAT) and International Society for Bipolar Disorders 
(ISBD) collaborative guidelines2, and British Association for Psychopharmacology (BAP) guidelines.3 These 
guidelines, along with other recently published major studies, provide performance indicators to assist in the 
medication management of BD. 
 

NICE Guideline available at: https://www.nice.org.uk/guidance/cg185  
 

CANMAT and ISBD Collaborative Guideline available at:  
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5947163/pdf/BDI-20-97.pdf   

 
BAP Guideline available at: https://www.bap.org.uk/pdfs/BAP_Guidelines-Bipolar.pdf  

 
 

Total Texas Medicaid Fee-For-Service Specific Data 

Bipolar Management Indicators Number of Opportunities* 
 < 18 Years  > 18 Years  

• Use of an antidepressant in the absence of a mood stabilizer/atypical 
antipsychotic 7 193 

• Use of multiple atypical antipsychotics simultaneously as mood stabilizers 0 1 
• Use of a stimulant medication  9 11 
• Lithium monitoring: serum levels, renal function, and thyroid function 6 50 
• Atypical antipsychotic monitoring: blood glucose/hemoglobin A1C and lipid 

levels 68 212 

• Anticonvulsant monitoring: complete blood count, hepatic function, and renal 
function 9 50 

https://www.nice.org.uk/guidance/cg185
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5947163/pdf/BDI-20-97.pdf
https://www.bap.org.uk/pdfs/BAP_Guidelines-Bipolar.pdf


Bipolar Management Indicators Number of Opportunities* 

• Medication nonadherence with an atypical antipsychotic or mood stabilizer  16 63 
*Based on data through 6/25/21. 
 
The enclosed patient profiles reflect one or more of the above issues and are provided as a medical record 
reminder for when your patients return for their next appointments.   
 
We acknowledge that there may be clinical variables influencing an individual patient’s management that are 
not apparent in claims data. However, we believe the issues identified may assist you in caring for your 
patient(s). It is possible that your license number may have been inadvertently assigned to the claim as an error 
at the pharmacy during the billing process. Also, some prescribed medications as well as some 
recommended laboratory monitoring or physical examinations may not appear on the patient’s profile 
because they may have been privately purchased or were not billable to Medicaid Services. We thank you 
for reviewing this information and caring for Texas Medicaid patients, and we welcome the opportunity to 
discuss any comments or concerns you may have about our quality management program. Please feel free to 
call our office at 1-866-923-7208 with questions or concerns. If your mailing address is incorrect, it must be 
updated through the Texas Medical Board online at http://www.tmb.state.tx.us/page/change-address. 
 
Sincerely, 
     
Medicaid Drug Use Review Board 
Vendor Drug Program H-630 
 

Bipolar Disorder (BD) Management Indicator Summary 
• Identify patients using an antidepressant in the absence of a mood stabilizer. Depressive episodes are 

frequent in BD and use of antidepressants is common. Unfortunately, antidepressants may destabilize patients 
with BD and result in a switch into mania.4 The risk for destabilization appears to vary slightly among available 
antidepressants, but has been estimated at 20% to 40%.4,5 Treatment guidelines recommend antidepressant use 
only in combination with a mood stabilizer.1-3  

• Reconsider the use of multiple atypical antipsychotics as mood stabilizers. Use of atypical antipsychotics 
is common in BD, but very little research supports their combination use.7 Treatment guidelines recommend 
they be combined with a mood stabilizer if response to single agent is inadequate.1-3  

• Evaluate the use of stimulants. Stimulants have a role when managing co-morbid BD and attention-deficit 
hyperactivity disorder (ADHD), but can be destabilizing in BD similar to the effects of antidepressants.8,9  
Limit stimulant use to those with comorbid BD and ADHD. They should also be used in conjunction with 
a mood stabilizer and not in combination with an antidepressant.1-3  

• Encourage appropriate monitoring of lithium therapy. Lithium is one of the most effective mood 
stabilizers, but it has a narrow therapeutic index. In addition, it is associated with potential adverse effects 
on thyroid function and can cause renal toxicity.10 Monitoring of serum lithium levels (target serum level: 
0.6-1.2 mEq/L), thyroid function, and renal function should be performed at baseline, during titration, and 
at follow-up during ongoing therapy.1-3,11  

• Encourage appropriate monitoring of atypical antipsychotic therapy. Use of atypical antipsychotics is 
associated with potential metabolic adverse effects. When used for extended periods of time,  patients should 
be monitored for changes in their blood glucose and/or hemoglobin A1C and lipid panel.12 

• Encourage appropriate monitoring of anticonvulsants used as mood stabilizers. Carbamazepine 
monitoring should include CBC, hepatic function, urinalysis and BUN.13 Valproic acid analog monitoring 
should include CBC, and hepatic function.14  Monitoring should be conducted at baseline, during titration, 
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Bipolar Disorder (BD) Management Indicator Summary 
and periodically at follow-up during ongoing therapy.1  In addition, periodic monitoring for valproic acid 
toxicity should be assessed; drug levels above 125 mg/mL are not recommended.15  

• Identify patients that may be nonadherent to maintenance atypical antipsychotic and mood stabilizer 
treatments. Long-term treatment for BD is effective in preventing disease relapse. 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, 
worsening quality of life, and even suicide.1-3 
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