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Introduction by the column editor:
The two Best Practices columns
published here this month pres-
ent very different approaches for
allocating the benefit for psychi-
atric medications. From Missouri
we see a quality assurance strate-
gy driven by the state’s Depart-
ment of Mental Health in which
clinicians are given feedback on
their prescribing behavior and
are encouraged to interact with
the process. In contrast, provin-
cial regulators of British Colum-
bia have collaborated with acade-
mia to define a formulary that is
based on published research that
meets predefined outcome crite-
ria. Although in neither case do
those involved in these programs
really understand the total im-
pact of the program’ interven-
tions, in both cases they feel that
they are contributing to efficient
outcomes. These social experi-
ments stimulate thinking about
the management of resources in
the face of scarcity. A critical
unanswered question highlighted
by these two columns is, Who
should be involved in the deci-
sion-making process? The British
Columbia policy is fairly clear on
this account: the payer. The Mis-
souri strategy appears to inte-
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grate input from clinicians, advo-
cates, consumers, and the manu-
facturers (Eli Lilly funded the ef-
fort). Whom can we trust to de-
cide? Does a selected group of
British Columbia academics who
are unconnected to the pharma-
ceutical industry but on salary
from the payer enjoy an advan-
taged perspective for resource al-
location? Or should the payer be
obligated to include all stake-
holders in the decision-making
process? Is there adequate
knowledge to allow resource allo-
cation strictly via the evidence
base? Or should payers be obli-
gated to attend to the realities of
individual variability in the treat-
ment of psychiatric patients?
Let’s hope that no single party
decides to ration medications in a
completely irrational or thought-
less way before we are able to
demonstrate best practices for al-
locating this resource.

lthough pharmacy benefit costs

remain a relatively small portion
of total U.S. health care costs (ap-
proximately 10 percent), they have in-
creasingly attracted the attention of
benefit managers because their annu-
al rate of increase has been higher
than other areas of health care. The
costs of psychiatric medications, in
particular, have increased more rap-
idly than those of other therapeutic
drug classes; in state Medicaid fee-
for-service plans, these medications
usually represent a third of the total
pharmacy benefit costs (1). To control
costs, pharmacy benefit managers
have relied primarily on mandatory,
coercive interventions such as step
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therapy, preferred drug lists, and pri-
or authorization algorithms based
solely and primarily on cost (1).

Initially, pharmacy benefit man-
agers avoided placing these restric-
tions on psychiatric medications be-
cause of the complexity of treating
mental illnesses and because of
strong advocacy from consumer
groups. However, recent public
budget crises are increasingly forcing
the inclusion of psychiatric medica-
tions in utilization and cost control in-
terventions. But there is increasing
evidence that such cost-based
mandatory approaches often result in
unanticipated clinical problems and
actually create the opposite effect on
health care costs—they increase the
rate of polypharmacy, increase the
use of inpatient and emergency de-
partment services as a result of inade-
quate access to the most effective
medications, and increase the rate of
patients’ nonadherence to treatment
(2,3). In this column we describe a
noncoercive education-based physi-
cian intervention program focusing
primarily on best practices to inform
prescribing behaviors.

Background

Missouris fee-for-service Medicaid
pharmacy benefit covers more than
half a million Medicaid-eligible indi-
viduals. The benefit includes all eligi-
bility categories except for women
and children in urban areas who are
not permanently and totally disabled
or in state custody. Psychiatric med-
ications are prescribed for approxi-
mately one-third of the covered eligi-
ble individuals by approximately
8,000 prescribers in an open panel.
Missouri Medicaid has used step
therapy and cost-based prior-authori-
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zation algorithms for nonpsychiatric
medications but has decided not to
use these interventions or preferred
drug lists with psychiatric medica-
tions. Instead, a program called the
Mental Health Medicaid Pharmacy
Partnership, directed by the Missouri
Department of Mental Health (in co-
operation with the state Medicaid au-
thority) and assisted by Comprehen-
sive NeuroScience Inc. (CNS), was
implemented. The concept was origi-
nated by the second author and is
funded by a direct grant to CNS from
Eli Lilly and Company.

The partnership program differs
from traditional pharmacy utilization
management approaches on several
key principles. First, it focuses prima-
rily on the quality of clinical care, an-
ticipating cost savings as only a sec-
ondary effect. Second, it strives not to
punish the many for the sins of the
few—the intervention focuses on a
subgroup of physicians, a substantial
proportion of whose practices differ
from the usual best practices. Finally,
the program preserves the autonomy
of both physicians and patients by re-
lying on feedback, education, and
persuasion rather than coercive re-
strictions. This approach upholds the
premise that each individual clinical
situation is unique and therefore that
pharmacy management interventions
should aid physicians in making their
own informed medication decisions
rather than mandating them.

Program and implementation

The Mental Health Medicaid Phar-
macy Partnership program was im-
plemented in Missouri in the spring
0f 2003. Pharmacy claims data are an-
alyzed monthly and compared against
a series of nine clinical quality indica-
tors. These indicators are in the form
of “questionable practice” prescrip-
tion patterns: prescription of three or
more antipsychotics, multiple pre-
scribers of antipsychotics, failure to
refill an antipsychotic prescription,
two or more anxiolytics or sedative-
hypnotics, multiple prescribers of
anxiolytics or sedative-hypnotics, a
child receiving three or more psy-
chotropics, polypharmacy in several
therapeutic classes, an unusually high
or low dosage of antipsychotics, and
rapid switching of antipsychotics.
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These indicators were chosen on
the basis of best practice guidelines
and expert consensus, including
practice guidelines of the American
Psychiatric Association, the Expert
Consensus Guidelines Series, and
the Texas Medication Algorithm Pro-
ject. Every month selected pre-
scribers receive mailings that include
a quality control informational letter
alerting them to possible deviations
from best practice, a 90-day pharma-
cy claims history of any patient in
their practice to whom any of the se-
lected indicators applied, a bench-
mark report comparing physicians’
prescribing practice with that of their
peers, and a medication best practice
briefing related to the particular clin-
ical issue. All prescribers have been
offered expert consultation in psy-
chopharmacology issues, which can
be provided by respected local Mis-
souri psychiatrists under contract
with CNS. Any selected prescriber
with a particularly high volume of
quality edits receives calls initiated
by the expert consultants.

The primary goal in implementing
this initiative has been to engage pre-
scribers in a dialogue about the cur-
rent standard of practice in prescrib-
ing psychiatric medications. The gen-
eral duty of all physicians is to pre-
scribe within the usual accepted stan-
dard of practice. However, with the
many new advances in psychophar-
macology in recent years and the
availability of new medications, the
accepted standard of practice for pre-
scribing psychiatric medications is
not nearly as clear now as it was ten
years ago.

As part of the implementation
process, an advisory council was re-
cruited, consisting of representatives
from the three Missouri psychiatric
societies, the psychiatry departments
of the four Missouri medical schools,
the Missouri medical society, private
practice psychiatry groups, the men-
tal health advocacy community, and
the community mental-health cen-
ters. The role of the advisory council
was to assist in prioritizing the clinical
quality indicators most pertinent for
prescribing practices in Missouri so
that these can be used in the quality
improvement approach and data
analysis. In addition, the advisory

council’s role was to review the tem-
plates for cover letters and education-
al materials to ensure that they re-
flected the current standard of care in
Missouri, that they were appropriate
in tone and content, and ultimately
that they would assist in educating
their colleagues about the intent and
purpose of this initiative.

All Missouri Medicaid prescribers
were mailed a brief description of the
initiative and the reasons behind it.
Multiple presentations were made
throughout the state at psychiatric
society meetings, departmental
grand rounds, and pharmaceutical
industry-sponsored dinner meetings
to describe the initiative and its in-
tent and to present the initial analysis
of the overall practice patterns with
the rates at which potential quality-
of-practice issues had been occur-
ring. All communications included
repeated requests for feedback and
recommendations about the appro-
priateness and usefulness of the ma-
terials. They communicated and so-
licited additional ideas for improve-
ments to this particular project and
any other ideas for improving clinical
quality and pharmacy utilization
management in the area of psychi-
atric medications.

As a result of the numerous recom-
mendations and feedback received,
the mailings have been continually
modified, and no two monthly mail-
ings have been identical. The main
cover letter for each new monthly
mailing identifies the changes that
have been suggested by the commu-
nity of prescribing physicians. Some
pharmaceutical manufacturer repre-
sentatives were given separate brief-
ings and background information in
an attempt to reduce any anxiety and
misinformation related to this new in-
tervention.

Program results

The initial analysis of prescribing pat-
terns confirmed some of our assump-
tions. For example, the most common
drug class prescribed for persons re-
ceiving psychiatric medications was
antidepressants (63 percent). On the
other hand, the analysis contained
many surprises. For example, the use
of antipsychotic medication was sur-
prisingly high, occurring among 29
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percent of persons receiving any psy-
chiatric medication. Antipsychotic
polypharmacy was lower than antici-
pated, present among fewer than 9
percent of persons receiving antipsy-
chotics. Rates of antipsychotic use
above the wusual recommended
dosage and rates of rapid switching of
antipsychotics were both lower than
anticipated. Nonantipsychotic mood
stabilizers were found to be the
fastest growing class by percentage in
terms of utilization and cost. About 2
percent of all prescribers of psychi-
atric medications accounted for more
than half of prescribing practices that
were outside of the recommended
best practice guidelines.

Initially prescribers had a low re-
sponse rate to the intervention in
terms of both change to their pre-
scribing patterns and their feedback.
However, the response rate increased
remarkably around the fourth mail-
ing. In addition to contacting pre-
scribers with the results of the analy-
sis, we notify them about failure to re-
fill and multiple prescribing. In total,
approximately 3,000 contacts are
made monthly, with about a 5 percent
response rate via mail, fax, e-mail, or
telephone.

Because the pharmacy claims
analysis is updated monthly, it has
been possible to track changes in in-
dividual prescriber practices over
time. The change in response to the
mailings has been surprisingly robust.
Depending on the quality indicator,
there has been considerable variation
in the percentage of prescribers who
stop the identified practice over a six-
month period (from a low of 31 per-
cent to a high of 98 percent). For ex-
ample, of 4,400 prescribers who re-
ceived letters addressing the concur-
rent prescription of at least two atypi-
cal antipsychotic medications within a
60-day period, 2,546 (60 percent)
ceased this practice after the first six-
month period, resulting in an average
response time of 44 days. Prescriber
acceptance has been higher than an-
ticipated, with positive comments
outnumbering negative comments by
four or five to one. Compared with
psychiatrists, nonpsychiatrists are
more likely to return positive com-
ments and less likely to return nega-
tive ones.

It is our impression that second-
ary fiscal savings have substantially
exceeded the cost of the project.
We are preparing a detailed report
on the analysis of the current pat-
terns of practice, physicians’ re-
sponse to the intervention, and its
cost savings.

Discussion and conclusions

It is our hope that the current crisis
presented by rising pharmaceutical
benefit costs and shrinking health
care budgets will be successfully ad-
dressed by means other than manda-
tory coercive formulary restrictions
on the part of pharmacy benefit man-
agers. On the basis of our experience
in behavioral health care, a multidis-
ciplinary approach will be necessary
for achieving success. The program
described here has demonstrated that
pharmacy benefit managers can focus
more on helping prescribers to im-
prove the quality of clinical care. Pre-
scribers in Missouri focused and ded-
icated their attention to providing the
most cost-effective psychopharmaco-
logic interventions, including factor-
ing cost into the quality portion of
their equation.

In the coming months, the partner-
ship mailings will include information
about the cost effects of the question-
able-practice prescribing patterns or
clinical quality indicators that the
program addresses. We believe that
pharmaceutical manufacturers should
focus their educational and sales ef-
forts on reducing inappropriate use of
their products. Advocacy groups
should identify utilization manage-
ment strategies that they can support,
not just ones that they oppose. State
departments of mental health must
assist their Medicaid agencies in ap-
propriately controlling psychophar-
macy benefit costs by focusing on im-
proving quality and facilitating better
relationships among the Medicaid
agency, mental health providers, and
mental health advocates. The results
of the partnership so far show that
this approach can change patterns of
practice to conform to consensus
standards of quality without mandat-
ing nonindividualized medication
changes that can infringe on the au-
tonomy and judgment of patients and
physicians. ¢

PSYCHIATRIC SERVICES ¢ http://ps.psychiatryonline.org ¢ November 2004 Vol. 55 No. 11

Acknowledgment

The authors thank Eli Lilly and Company
for its support of the program described
in this column.

References

1. Gencarelli DM: Medicaid prescription
drug coverage: state efforts to control costs.
National Health Policy Forum Issue Brief
790:1-17, 2003

2. Tamblyn R, Laprise R, Hanley JA, et al: Ad-
verse events associated with prescription
drug cost-sharing among poor and elderly
persons. JAMA 285:421-429, 2001.

3. Soumerai SB: Benefits and risks of increas-
ing restrictions on access to costly drugs in
Medicaid. Health Affairs 23(1):135-146,
2004

FSYCHOSOMATIC MEDICINE
INTEGRATING PSYCHIATRY & MEDICINE

158TH AMMUAL MEETING
ATLAMEA, GEORGLA, MAY 3134, 2005

AMERICAN PSYCHIATRIC
ASSOCIATION

1229



