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This packet contains the following information:

1.

2.

10.

11.

12.

Enrollment by Eligibility Category
On Line MO HealthNet Application for Families

MO HealthNet Managed Care Contract Rebid Status Presentation given
by Dr. lan McCaslin

Projected Timeline for Administrative Services Organization Contract

Biography of guest speaker John W. Newcomer, MD, Washington
University, St. Louis, Missouri

Children and Use of Psychotropic Medications Presentation given by Dr.
John Newcomer

Severe Mental lliness and Risk of Cardiovascular Disease, co-authored
by Dr. John Newcomer

Primary Care Provider Network Presentation given by Debbie Kolb
Personal Health Records Presentation given by Dr. lan McCaslin
Tectonic Shifts in the Health Information Economy, New England

Journal of Medicine, 358;16 April 17, 2008, downloaded from
Www.nejm.org

Healthcare Information Technology Report Update Presentation given
by Debbie Kolb

Four-Year Plan to Reach Reimbursement Parity Presentation given by
Marga Hoelscher


http://www.nejm.org/

o
MoHealth /%X Net

Participation

Participants Participants Percentage Income Eligibility
as of as of of June 2008 Maximums

March 2008 June 2008 Participants (Shown as a Percentage of
Federal Poverty Level)

Children 484,750 485,522 58.4% 300%
Persons with Disabilities 147,208 148,754 17.8% 85%
Custodial Parents 94,392 92,894 11.2% TANF level
(approximately 21%)
Seniors 76,808 76,425 9.2% 85%
Pregnant Women 28,301 28,344 3.4% 185%
Total 831,459 831,939

Source: Missouri Department of Social Services, Family Support Division/MO HealthNet Division, Monthly Management Report
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Web Application Process Contents

MO HealthNet WebiPi

Content

e Objectives for Web Application Process
e Overview of Web Application Process
e Web Application Process Demo

e Next Phases

FSD

Family Support Division

MO HealthNet Web Project




Web Application Process Objectives

MO HealthNet WebrPHi

Objectives of Web Appl

v Assist in outreach of MO HealthNet Benefits
for families and children

v Reduction in Eligibility Specialist’s workload
v Cut costs by decreasing participant support
services and letting participants complete

transactions online (self-directed services)

v Provide 24/7 Access to the application

FSD

T Famiy Supporovien

MO HealthNet Web Project -2-




Overview of Web Application Process

J — &

Call Center Worker processes
the application

Call Center

R
\ Application goes
I @ to County Office

Applicant contacts
— Call center
. L Applicant enters
FAMIS Staging Area Electronic Application goes MO HealthNet application

to Staging Area

FSD

Family Support Division

= Applicant enters a MO HealthNet web application.

= Once the application is submitted. It goes to FAMIS Staging Area where the call
center will have access to view the electronic application.

= Once the application reaches the call center, the applicant can call the call center
to find out the application status.

= The call center will process the application and assign DCN and SCN.

= Once the application is processed from the call center, it goes to County Office to
determine eligibility.

MO HealthNet Web Project -3-




Demo Household Structure

MO HealthNet WebiP.

Household Structure

- " ]
Head of Household
i — Spouse s

Cathy (28 yrs) Ross (28 yrs)
Children Children

N/

-

| |‘I|
|

Grace (2 months) Keith (8 yrs)

FSD

Family Support Division

MO HealthNet Web Project -4 -




Next Phases

Next Phases

MO HealthNet Web Pj":‘j

* In-Progress Phase II Enhancements — Report Changes
— Caseload Allocation
— Access for Community Partners
— Access to Check Case Status or Benefit Information
— Access to Report Changes to an Existing Case

* Proposed Phase III Enhancement - Applications for
other types of assistance
— Child Care
— Food Stamp
— Temporary Assistant
— MO HealthNet for Adults

FSD
m

MO HealthNet Web Project -5-




Login Page

—
. . T . Matt Blunt, Governor -~
Missouri Department of gnj\ -

SOCIAL SERVICES Deborah E. Scott, Director

Your Potential. Our Support.
’,

Local Offices

Fields marked with (*) are required. Need Help? 9 FEEEE: Q
Login
Existing customers, enter your username and password to sign in.
New customers must register before proceeding to the MO HealthNet
application.
Mol * Username: ]
New User Registration Forgot Password

j | Divisions || Contact DSS [ Toll Free

; = Missouri Department of Sacial Services : Missouri
b G— 221 West High Street « P.O. Box 1527 « Jefferson City, MO 65102-1527 = Hon’“ﬁ} Page
F— "

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= The applicant logs in with a user name and password to get their application.
= If the applicant doesn’t have a username they click on “New User Registration”
and get a new user name and password.

= If the applicant forgets their password, they can click on “Forget Password” and
create a new password.

MO HealthNet Web Project -6 -




New User Registration

B
y g . . Matt Blunt, Governor Q' -~
Missouri j)f.};,.r”:””{:;“ ”f‘ Deborah E. Scott, Director \ nﬁr.

SOCIAL SERVICES

Your Potential. Our Support. R 7
Local Offices

Fields marked with (™) are required. Need Help? 9 REEEE: e

New User Registration
Please fill in the following to create your registration.

* First Name: [Cathy |
* Last Name: Owen |
E-Mail: |ma|hkfs@dss.mo gov

Login Details
Please enter your login details.

* Username (Minimum of & letters) cathy4s

* password (Minimum of 6 lecters):

“* Re-Type Password:

" Secret Question: |'u"-.-’hat is your mother's maiden name? |

© Answer: |Cooper |

Missouri's User Acceptance Agreement:

TFlﬂlﬁ AND _ONq_TTT_ONR ] ) ]
HealthNet Web Application System, you agree to be bound by, and to comply with, these Terms and
Conditions and any other posted guidelines or rules applicable to this web site.

Use of the MO HealthNet Web Application System is subject to compliance with these Terms and
Conditions. You acknowledge and agree that Missouri Department of Social Services may terminate
your access to the MO HealthNet Web Application System should you fail to comply with the Terms
and Conditions or any other guidelines and rules published by Missouri Department of Social
Services. Any such termination shall be in Missouri Department of Social Services’ sole discretion and -
i _»l_I

* ¥ Check after you have read and agreed to Missouri's User Acceptance Agreement.

Note:

» The applicant enters their information here to create a username and password.

= |If the applicant doesn’t have an E-mail Address they don’t need to enter it.

= If the applicant has an E-mail Address they will be sent an activation code to their
E-mail to activate their account when they log in again.

MO HealthNet Web Project -7 -




Automated E-mail when Registration is completed

MO HealthNet - Online Registration

Please Mote: This email is automatically generated, please don't reply.

Hello Cathy,

Listed below are your login details to access your MO HealthMet Web Application.

Username : cathy4s

Account Activation Code  DAZ2GO3DKEEYPENWETEVY
Clicle here to activate your account.

Flease keep your username in a safe place a=s yvou will need it to log in vour MO HealthMet
Web Application.

Note:

= The applicant will receive this mail (if they had entered an e-mail address while
registering) once they register.

MO HealthNet Web Project -8-




User Account Activation

—
3 . . Matt Blunt, Governor -
Missouri Department of ARG e N LS

SOCIAL SERVICES

Your Potential. Our Support. B 3

Children / Family / Health Care Local Offices

Fields marked with (*) are required. MNeed Help? 9 Reset, e

User Account Activation

Flease enter your password to activate account.

Username: cathyds
*password: e

* pctivation Code: [DAZGaaDKaEYPENWETEYY]

Activate Account Cancel

DSS Home Contact DSS - Toll Free |

Migsouri Department of Social Services L Missouri
221 West High Street = P.O. Box 1527 = Jefferson City, MO 65102-1527 Home Page

Disclaimer | Privacy Policy | Nondiscrimination Policy

MO HealthNet Web Project -9 -




Applicant Detail (Cathy Owen)

Matt Blunt. Governor
Deborah E. Scott, Director

’
\ Missouri Department of

SOCIAL SERVICES

Your Potential. Our Support.

Applicant Details

0% Complete I ] MaoHealth ¢ Net
Welcome Cathy IR

Add Member

Benefit Request

Citizenship & S5N
MNet Worth

Fields marked with {(*] are reguired to complete the application.

Help?e Reset. e

Pregnancy
Absent Parent

Information About You
Enter information about you:

* First Name: |C:ath\_.,r | Middle Name: l:l
* Last Name: |Owen | Suffix : I Select Suffix - 'l

Gender: C Male * Female
What is your date of birth? [august =] [24 =] [1380 =]
‘Where were you born?

Household Summary

Employment

Other Income

*

Income Summary

i

Child Care Expenses

Court Ordered Expenses

Expense Summary by |Jeffson City |
Insurance State : Missouri i
Lost Insurance Country: IUnited States LI

Medical Condition

Third-Party Resources

Mailing Address
Enter your Mailing Address:

Insurance Summary

PRRRRRRRRRRRRRRRRRR®

Submit &pplication
# Address (House No, Street, P.O.Box or Rural):
|820 Jackson Street
* City: |Jsfferson City
* State: IMissnuri 'l
* Zip Code: 65109
@ on required pags
* County: ICDIe 'I

@ Page is incomplete

Application Status Key

O Page is completed

(@ on complatad pags

@ Page is raquired

€ On it oo " Iam homeless and I don't have a mailing address.

@ Page is not reguired
Contact Numbers

Enter your Contact Numbers:

Change Profile

What is your Home Phone Number? |5?3 |- |31E |- |5415 |

What is your Work Phone Number? | | . | | = | |

What is your Message Phone Number? | | = | | =2 | |

Race and Ethnicity
Select your Race & Ethnicity:

Are you Hispanic? T ves ® o

Please select your race / ethnicity:

I American Indian / Alaskan I Asian ™ Black / African American
I Native Hawaiian / Pacific Islander M white

Unpaid Medical Bills

#* Do you have any unpaid bills for medical services received in the past 3 months?
Cves ® o

Away From Home
* Are you Away from Home (net living st the sbove address)]?

Cves o

Save & Exit

Contact DSS Toll Free

Missouri Department of Social Sernvices F

Missouri

221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527
Home Page

Get
ADOBE* READER*

Disclaimer | Privacy Policy | Mondiscrimination Policy

MO HealthNet Web Project -10 -




Household Members (Ross Owen)

Applicant Details

Missouri Department of

SOCIAL SERVICES |

Your Potential. Our Support. .

Add Member

Eenefit Request

Citizenship & S5N

Net Worth

Pregnancy

Absent Parent

Household Summary

Employment

Other Income

Income Summary

Child Care Expenses

Court Ordered Expenses

Matt Blunt, Governor
Deborah E. Scott, Director

Children / Family / Health Care -Youth_. Local Offices

J
MoHealth A8 Net

5% Complete
Welcome Cathy

Fields marked with (*) are required to complete the application.

Help?e Reset. o

Print. {§

Family Members
¥ou have provided information for the following members:

Cathy

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

Submit Application

Application Status Key

PRRRRRPRRRRCRRROR®O

Household Information
Enter information about all Children, Parents/Guardians and Stepparents who live in your home:

|Owen | Suffix: I Select Suffix - 'l

=] 10+

* First Name:

* Last Name:

* Gender: # Male © Female

What is Ross s date of birth? |Septemberj |23

W

O Page iz completed
@ On completed page
@ Page i= reguired
@ On required page
@ Page iz incomplete

@ On incomplete page

@ Page i= not required

Change Profile

Where was Ross born?

City: |Jeﬂ"erso|1 City |
State : |I‘Jlissouri j
Country: |U|1ited States j

Relationship
* Select the relationship with Cathy Owen :

Ross is ISpouse vI of Cathy Owen

Race and Ethnicity
Select Ross s Race and Ethnicity:

Is Ross Hispanic? T vas ™ No

Please select Ross s race / ethnicity:

I american Indian / Alaskan ™ asian I™ Black / African American
I Native Hawaiian / Pacific Islander M white

Unpaid Medical Bills
#* Does Ross have any unpaid bills for medical services in the past 3 months?

Cves ® o

Away From Home
#* Is Ross Away from Home (Mot living at the Cathy Owen 's residence address)?

T ves * No

[ Would you like to add another household member?

Yes + ]

Contact DSS Toll Free

Missouri Department of Social Services Missouri
221 West High Street « P.O. Box 1527 » Jefferson City, MO 65102-1527
Home Page
Disclaimer | Privacy Policy | Mondiscrimination Policy
MO HealthNet Web Project -11 -




Household Members (Keith Owen)

Applicant Details

Missouri Department of

SOCIAL SERVICES |

Your Potential. Our Support.

Add Member

Benefit Request

Citizenship & S5N

Net Worth

Pregnancy

Absent Parent

Household Summary

Employment

Other Income

Income Summary

Child Care Expenses

Court Ordered Expenses

Matt Blunt, Governor
Deborah E. Scott, Director

i

Children / Family / Health Care -Youth_. Local Offices

MoHealth

Print. Help? 9

5% Complete
Welcome Cathy

Fields marked with (*) are required to complete the application.

J
Net

Reset. o

Family Members
¥ou have provided information for the following members:

Cathy Ross

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

Submit Application
Application Status Key

O Page iz completed
@ On completed page
@ Page i= reguired
@ On required page
@ Page iz incomplete

@ On incomplete page

@ Page i= not required

Change Profile

ROV RRRRE®O

Household Information
Enter information about all Children, Parents/Guardians and Stepparents who live in your

|Owen | Suffix: I Select Suffix - 'l

=

* First Name:

* Last Name:

* Gender: # male T Female

What is Keith "s date of birth? |I"u’|eq.r
Where was Keith born?

W

=] 23 =] |=z000

City: |Jeﬂ"erso|1 City |
State : |I‘.p'||ssouri j
Country: |U|1ited States j

home:

Relationship
* Select the relationship with Cathy Owen :

Keith is ISnn vl of Cathy Owen

Race and Ethnicity
Select Keith's Race and Ethnicity:

Is Keith Hispanic? T vas ™ No

Please select Keith 's race [ ethnicity:

™ american Indian / Alaskan I asian I Black / African American
I Native Hawaiian / Pacific Islander M white

Unpaid Medical Bills
* Does Keith have any unpaid bills for medical services in the past 3 months?

Cves @ g

Away From Home
#* Is Keith Away from Home (Not living at the Cathy Owen ’s residence address)?

Cves ® No

[ Would you like to add another household member?

Contact DSS Toll Free

Misscuri Department of Social Services Missouri
221 West High Street « P.O. Box 1527 » Jefferson City, MO 65102-1527
Home Page
Disclaimer | Privacy Policy | Mondiscrimination Policy
MO HealthNet Web Project -12 -




Household Members (Grace Owen)

Applicant Details

Missouri Department of

SOCIAL SERVICES |

Your Potential. Our Support.

Add Member

Eenefit Request

Citizenship & S5N

Net Worth

Pregnancy

Absent Parent

Household Summary

Employment

Other Income

Income Summary

Child Care Expenses

Court Ordered Expenses

Matt Blunt, Governor
Deborah E. Scott, Director

b il

Children / Family / Health Care -Youth_. Local Offices

5% Complete
Welcome Cathy

Fields marked with (*) are required to complete the application.

Print. {§

J
MoHealth A8 Net

Help?e Reset. o

Family Members
¥ou have provided information for the following members:

] ®
-
Cathy Ross Keith

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

Submit Application
Application Status Key

O Page iz completed
@ On completed page
@ Page i= reguired
@ On required page
@ Page iz incomplete

@ On incomplete page

@ Page i= not required

Change Profile

PRRRRRPRRRRCRRROR®O

Household Information

* First Name:

Grace

| Owen |

Suffix: I Select Suffix - 'l

x| Jzo08 =]

* Last Name:

* Gender: C Male © Female

What is Grace 's date of birth? |June
Where was Grace born?

W

=l s

City: |Jeﬂ"erso|1 City |
State : |I‘Jlissouri j
Country: |U|1ited States j

Enter information about all Children, Parents/Guardians and Stepparents who live in your home:

Relationship
* Select the relationship with Cathy Owen :

Grace is |Daughter j of Cathy Owen

Race and Ethnicity
Select Grace 's Race and Ethnicity:

Is Grace Hispanic? T vas ™ No

Please select Grace ‘s race / ethnicity:

I american Indian / Alaskan ™ asian I™ Black / African American
I Native Hawaiian / Pacific Islander M white

Unpaid Medical Bills
* Does Grace have any unpaid bills for medical services in the past 3 months?

Cves ® o

Away From Home
# Is Grace Away from Home (Not living at the Cathy Owen 's residence address)?

T ves * No

[ Would you like to add another household member?

Yes + ]

Contact DSS Toll Free

Missouri Department of Social Services

221 West High Street » P.O. Box 1527 » Jefferson City, MO 65102-1527 Missouri
Home Page
Disclaimer | Privacy Policy | Mondiscrimination Policy
MO HealthNet Web Project -13 -




Benefit Request

——
: . A Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Applicant Details )
ik 10% Compice : - MoHealth 5% Net
Benefit Request Welcome Cathy /AN
Citizenship & SSN Fields marked with (™) are required to complete the application. Print. Help? 9 Reset. e
Met Worth

Pregnancy

Applying for MO HealthNet Benefits @
* Select the household members who want to apply for MO HealthNet Benefits:

Absent Parent

Household Summary

¥ cathy oOwen
™ Ross Owen

¥ Keith Owen
¥ Grace owen

Employment

Other Income

Income Summary

Child Care Expenses

Court Ordered Expenses

< Previous

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

PERRRRRECRRCRRRORR2®OO

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

Contact DSS_H Hotlines |{ Toll Free |

Missouri Department of Social Services E\ Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

* In this page, only the applicants who want get benefits are selected.

MO HealthNet Web Project -14 -




Citizenship and SSN

—
: . : Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Applicant Details O )

Add Member O 15% Complete | MoHealth % Net
Eenefit Request (@] Welcome Cathy W
Citizenship & SSN @ Fields marked with () are required to complete the application. Print. Help? 9 Reset. e
Net Worth @

bl ® Citizenship

Alsseik Paienk @- Select if household member(s) is a citizen of the United States of America:

Household Summary @

Employment ® * Cathy Owen @ citizen © Non Citizen

Other Income (o * Ross Owen @ citizen  Non Citizen

Income Summary @ * Keith Owen @ citizen © Non Citizen

Ehikl Carc Bpenzes. @ = Tocetwen  Citizen " Mon Citizen

Court Ordered Expenses ®_

Expense Summary ) (SSN) Social Security Information

Insurance e Enter the Social Security Numbers for the member(s) below:

- cathy owen 5] - [ ] - [

Third-Party Resources @ R tmcr |4165 | = |1E | - 5485 |

Insurance Summary @_ Keith Owen |554 | = |15 | 7 |4554 |

Submit Application () Grace Owen |451 | o |4|3 | - |5454 |

Application Status Key

< Previous

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| Divisions |-{ Contact DSS | Hotlines |{ Toll Free |

Missouri Department of Social Services F\ Missouri

221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527
Home Page

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= The user needs to enter if the household member is a Citizen or not.
= Entering the Social Security Number (SSN) is not mandatory.

MO HealthNet Web Project -15 -




Net-Worth

—
: . A Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Local Offices

Applicant Details )
Add Member 20% Complete ] MoHealth Net
Benefit Request Welcome Cathy it W
Citizenship & SSN Fields marked with { *) are required to complete the application. Print. Help? 9 Reset, e
Net Warth
EINCY Net Worth @
Absent Parent . .
* Select the net worth amount range from the following options:

Household Summary

& Less than $50,000  £50,000 - 100,000
Employment

' £100,000 - $150,000 " $150,000 - $200,000
Other Income

" 200,000 - $250,000 T Above $250,000

Income Summary

Child Care Expenses

Please select the items belonging to your household:
Automobile

Court Ordered Expenses

Expense Summary Cash & Securities

Insurance Home & Adjoining Properties

Lost Insurance Livestock, farm equipment, toaols, etc

Other Real Property
Recreational Vehicle

Medical Condition

Third-Party Resources

o O o

Insurance Summary Trust

PRRRRRRERRRREERRE®OOOOD

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| Divisions |-{ Contact DSS | Hotlines |{ Toll Free |

Missouri Department of Social Services E\ Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= The User needs to enter the range of the Household Net-Worth
= The User also needs to enter the type of Assets they own

MO HealthNet Web Project -16 -




Pregnancy

—
: . : Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Local Offices

Applicant Details O ®
Add Member O 25% Complete ] Mgg--:&a,]t%et
Benefit Request (@] Welcome Cathy it W
Citizenship & SSN )] Fields marked with { *) are required to complete the application. Print. Help? 9 Reset, e
Net Worth (@)
il @ Pregnancy
Absent Parent : ; : :
SEMt Faren @- * Check if any of the household members listed below is pregnant or has been pregnant at any time
Household Summary Q within the previous three (3) months:
Employment @
v
Other Income @ :: Cathy Owen
Income Summary @ No One
Child Care Expenses @
Court Ordered Expenses o
- - g Pregnancy Detail for Cathy Owen
xKpense Summary . )
Enter the Pregnancy information below:
Insurance @
Lost Insurance @ * What is the number of unborn children?
Medical Condition @ * Does the father of the unborn child({ren) live at home? & ves T No
Third-Party Resources @ * Please select the name of the father from the list. IRDSS Owen 'l
R o i @- * What is Cathy’'s expected due date? |Decemher j |2€| j |2[]UB j
Submit Application @ onr
* What is Cathy’s actual delivery date? |-l'-;‘|3nth- j | Day j | Year j

O Page is completed

Save & Exit < Previous

@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| DSS Home || Divisions |{ Contact DSS | { Hotlines [{ Toll Free |

Missouri Department of Social Services F Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
g ADOBE" READER

Disclaimer | Privacy Policy | Nondiscrimination Policy

* In the Pregnancy section only the female member of the house will be listed.

= This page will only be scheduled in the application if there is a female in the
household above 10 years.

= If the applicant is pregnant and you select them then a box will dynamically pop
up to ask a few more questions about the pregnancy.

MO HealthNet Web Project -17 -




Absent Parent Question

B
3 . A Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director N

SOCIAL SERVICES

Your Potential. Our Support.

B
/ Family /' Health Care / Youth / Local Offices

Applicant Details

8
Bl Merer 2% CoplEre - MaHealth X Net
Benefit Request Welcome Cathy I/A\
Citizenship & 35N Fields marked with (*) are required to complete the application. Print. Help? 9 Rasak, 0
MNet Worth
Pregnancy

Absent Parent
* Please select any of the child(ren) from the following list that have an absent parent:

Absent Parent

Household Summary:

I” Keith owen
I” Grace owen

M No One

Employment

Other Inceme

Income Summary

Child Care Expenzes

Save & Exit < Previous

Court Ordered Expenzes

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Inzurance Summary

PRRRRRERRREREE®OO00O0O

Submit Application

Application Status Key

O Page iz completad

@ On completed page
@ Page is reguired
@ On required page
@ Pzge is incomplete

@ On incomplete page

@ Page is not reguired

Change Profile

| Divisions | { Contact DSS | { Hotlines | { Toll Free |

Misscouri Department of Social Services E\

1 ] Missouri

Home Page

221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
g ACOBET READER

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= In this page, only the children (below 19 years) of the house are listed.

" This Page will only be scheduled if there are children in the house who are equal to
or less than 19 years.

MO HealthNet Web Project -18 -




Household Summary

———
\. : i 3 Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director g @
Your Potential. Our Support.
Children / Family / Health Care / Youth
Applicant Details O )
Add Member (@) 30% Complete i MaoHealth Net
Eenefit Request O Welcome Cathy o
Citizenship & SSN ©] Fields marked with {*) are required to complete the application. Print. Help? 9 Reset. e
Net Worth (@]
EESonancy o Household Summary
AbsentPaient o Please review the Household Summary:
Househeold Summary @
Employment (&) Name Gender DOB Relationship To Applicant Action
Other Income @ Cathy Owen Female 8/24/1980 Self Update
Incame Summary ) Ross Owen Male 9/23/1980 Spouse Update / Delete
Child Care Expenses @ - -
ol G e @ Keith Owen Male 5/23/2000 Son Update / Delete
Expense Summary ® Grace Owen Female 6/9/2008 Daughter Update / Delete
Insurance @
Lost Insurance (&) Would like to add another household member?
Medical Condition ®
Third-Party Resources @ Benefit Request Summary
frstiistoe SortTiang Q The following members are applying for MO HealthNet Benefits:
Submit &pplication @
. Name Applied for Benefits Action
Application Status Key
Cathy Owen Yes Change the request
O Page is completad
Ross Owen Yes Change the request
(®) on complatad page
Keith Owen Yes Change the request
@ page i required
: Grace Owen Yes Change the request
@ ©n required page
D Page is incomplate
@ On incemplets pags SSN & Citizenship Summary
(@ Page is not required Please review the SSN & Citizenship Summary of your household:
Name SSN Citizenship Action
Change Profil
el Cathy Owen 154-65-4654 US Citizen Update
Ross Owen 465-16-5465 us Citizen Update
Keith Owen 654-16-4654 Us Citizen Update
Grace Owen 461-46-5454 Us Citizen Update
Net Worth Summary
Please review the Net Worth Summary of your household:

Amount Net Worth Types

$0.00 - $50,000.00 Automobile Update

Pregnancy Summary
Please review the Pregnancy Summary of your household:

Expected f Actual Due Date Unborn Children
Cathy Owen 12/29/2008 1 Update / Delete

Absent Parent Information
Mo Absent Parent information found.

Would like to add another absent parent? |- Select member to add - =]

Save & Exit

Contact DSS_H Hotlines |{ Toll Free |

5 Missouri Department of Social Services F\ Missouri

- 221 West High Street « P.O. Box 1527 + Jefferson City, MO 85102-1527 HiSihE Prge

Disclaimer | Privacy Palicy | Nondiscrimination Policy
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Employment Question

—
: . : Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Applicant Details )
o S9% e : - MoHealth 5 Net
Benefit Request Welcome Cathy /AN
Citizenship & SSN Fields marked with (™) are required to complete the application. Print. Help? 9 Reset. e
Met Worth

Pregnancy

Employment
* Please select any household member(s) from the list below that are Employed:

Absent Parent

Household Summary

" cathy Owen
¥ Ross Owen

I Keith Owen
I Grace owen
I” No One

Employment

Other Income

Income Summary

Child Care Expenses

Court Ordered Expenses

Expense Summary

Self-Employment
* Please select any household member(s) from the list below that are Self Employed:

Insurance

Lost Insurance

Medical Condition

I” cathy owen
I” Ross Owen
I™ Keith Owen

Third-Party Resources

Insurance Summary

PERREREEREREEVOVOO0OOOO

Submit Application
I” Grace Owen

Application Status Key M Mo One

O Page is completed

Save & Exit

< Previous

@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| Divisions |-{ Contact DSS | Hotlines |{ Toll Free |

Missouri Department of Social Services F\ Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= This is the Employment Page.
= In this page if any of the household members have Employment or Self-
Employment, their name are selected under the category.
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Employment Detail (Ross Owen)

Missouri Department of

SOCIAL SERVICES

Your Potential. Our Support.

Matt Blunt, Governor
Deborah E. Scott, Director

Health Care

Youth / Local Offices

Lost Insurance

< Previous

Medical Condition

Third-Party Resources

Insurance Summary

Applicant Details O )
Add Member O 35% Complete MoHealth X Net
Eenefit Request (@] Welcome Cathy (E
Citizenship & S5N o] Fields marked with ( *) are required to complete the application. Print. Help? 9 Reset, e
Net Worth (@)
il ©) Employment Detail for Ross Owen
Absscit Pafsrit (©) Please enter the Employment information below:
Household Summary O
Employment @ * Who is Ross's Employer ? |Target
Other Incemne (o * How often does Ross get paid? C Bi wWeekly ™ Weekly © Twice Monthly © Monthly
Income Summary @_ * What is R.oss's weekly income before taxes $
Child Care Expenses @ o dEdu!:tIDHS? N
R e ®‘ When did Ross start working? |-[-J|onth- j | Day J | Year J
IE::uer.;sneC:ummarv g Would you like to add another Employment Detail for Ross Owen? Yes +
o
®
Q
o
o

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| Divisions |-{ Contact DSS | Hotlines |{ Toll Free |

Missouri Department of Social Services
221 West High Street - P.O. Box 1527 = Jefferson City, MO 65102-1527

Missouri
Home Page

Disclaimer | Privacy Policy | Nondiscrimination Policy

= In this page if a member has Employment the details are captured.
» The details captured are the following:

-  Employer

- Income and Frequency of Income
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Other Income Question

; . A Matt Blunt, Governor
Missouri Department o_ff Deborah E. Scott, Director

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Expense Summary

Save & Exit

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

Applicant Details O ®
Add Member (®)] 38% Complete , | MaoHealth % Net
Benefit Request O Welcome Cathy ff W
Citizenship & S5N o] Fields marked with ( *) are required to complete the application. Print. Help? 9 Reset, e
Net Worth (@)
i o Other Income ©
S O * Please select any household member(s) from the list below has any Other Income:
Household Summary O
Employment O ¥ cathy Owen
Cther Income ® I” Ross Owen
Income Summary @ I” Keith Owen
Child Care Expenses @ | Grace Owen
Court Ordered Expenses @ ™ No One
o
e
o
o
Q
o
O

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

Contact DSS_H Hotlines |{ Toll Free |

Missouri Department of Social Services E\ Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= Other Income is the money that the household gets other than from work.
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Other Income Types

—
: . A Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Applicant Details

o
ik St D : - MoHealth 5% Net
Benefit Request Welcome Cathy /AN
Citizenship & S5N Fields marked with (™) are required to complete the application. Print. Help? 9 Reset. e
Net Worth
Pregnancy

Other Income Types for Cathy Owen
* Check all that apply.

Absent Parent

Household Summary

PERRERREEEE®OOOOOOOOO

Employment ™ sacial security (55) ™ supplemental Security Income (SSI)
Other Income I Unemployment Compensation W' child Support Payments
Income Summary I™" veteran Benefits (VA I™ military or Spousal Allatment
Child Care Expenses I worker's Compensation " Interest
Court Ordered Expenses ™ alimony Payments ™ Tips
Expense Summary I™ Foster Care Pavments I™ pension or Retirement Pavments
Insurance ™ Strike Benefits I™ adoption Assistance
Lost Insurance I alien Sponsor Contribution I Annuity Payments
Medical Condition I Blind Pension Fund I” Disability Benefits
Third-Party Resources I"' Dividend/Rovalty Pavments I Earned Income Tax Credits
Insurance Summary I Gifts [ Lottery/Gambling
Submit Application T Medical Assistance/General Relief Payments ™ Railroad Retirement
I Refuaee Cash Assistance I™ Relocation Payments
I Rental Pavments I™ senior Citizens Tax Credit
O Page is completed ™ Trust Fund " welfare Payments from Another State
() on completad page ™ Other

@ Page is reguired

@ On required page

< Previous

@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| Divisions |-{ Contact DSS | Hotlines |{ Toll Free |

Missouri Department of Social Services E\ Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= If the type of Other Income is not listed here, the user can select “Other”.
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Other Income Detalils

—
: . A Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Applicant Details )
Add Member 50% Complete : ] MoHealth 5% Net
Eenefit Request Welcome Cathy i\
Citizenship & SSN Fields marked with {*) are required to complete the application. Print. Help? 9 Reset, e
Met Worth
P T
sl Child Support Payments for Cathy Owen
Absent Parent o
Source Name: |Chi|d Support Payments |

Household Summary )

* H 3 i
Employment How often does Cathy get paid? T gi-weekly © Weekly © Twice Manthly * Monthly

* . . :
o Thooma How much is Cathy’'s monthly income? 4 (300.00
Income Summary When did Cathy’s start this income? |— Manth - j | Day j |—Year J

Child Care Expenses

Save & Exit < Previous

Court Ordered Expenses

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

PERRERREEEE®OOOOOOOOO

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| Divisions |-{ Contact DSS | Hotlines |{ Toll Free |

Missouri Department of Social Services E\ Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

* |In this page, the details of the Other Income need to be entered.
» The additional question asked will be the following:

- Source Name

- Frequency in which the applicant gets paid

- Income
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Income Summary

B
: . : Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support. b
ph,

Health Care / Youth / Local Offices

Applicant Details @

Add Member 50% Complete MaoHealth Net
Eenefit Request Welcome Cathy i\
=R el Fields marked with () are required to complete the application. Print. Help? 9 Reset. Q
Net Worth

Pregnanc!

Employment Detail Summary
Please review your Employment Detail summary.

Absent Parent

Household Summary

Gross
Income

Employment

Action

Employer Name

Other Income

Ross Owen Target £400.00 Update / Delete

Income Summary

Child Care Expenses

Court Ordered Expenses

Would you like to add another Employment Income for |-Se|ect IMember- 'I?

Expense Summary

Insurance

Self-Employment Detail Summary

Lost Insurance : ]
B There are no Self-Employment Details available.

Medical Condition

Third-Party Resources

Would you like to add another Self-Employment Income for |-Select Member- =]

Insurance Summary

PERRERREEEEOO000O00LOOO

Submit Application

Other Income Summary

Application Status Key !
Please review your Unearned Income summanry.

O Page is completed

Gross

@ On completed page Income Type Income

@ Page is reguired

Cathy Owen Child Support Payments £300.00 Update / Delete
@ On required page

@ Page is incomplete

Would you like to add any other income type for |-Se|ect Member- ‘l?

@ On incomplete page

@ Page is not required

Save & Exit

< Previous

Change Profile

| DSS Home || Divisions |{ Contact DSS | { Hotlines [{ Toll Free |

Missouri Department of Social Services :
221 West High Street - P.O. Box 1527 = Jefferson City, MO 65102-1527 F\

N Missouri
—  Home Page

2

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= This is the Income Summary Page.

= In this page, all the information taken up to this point after Household Summary is

listed.

= This page is given so that the applicant can read the information and review it.
The applicant can edit or delete or add information if they want to.
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Child Care Question

; . A Matt Blunt, Governor
Missouri Department o_ff Deborah E. Scott, Director

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Applicant Details )

Add Member 57% Complete » ] MoHealth Net
Benefit Request Welcome Cathy /AN
Citizenship & SSN Fields marked with (™) are required to complete the application. Print. Help? 9 Reset. e
Met Worth

Pregnancy

Child Care

* If you are paying someone outside your family to take care of your child(ren) while you work, please
select the child(ren) from the list below:

Absent Parent

Household Summary

Employment

" Keith Owen
¥ Grace Owen

™ No One

Other Income

Income Summary

Child Care Expenses

Court Ordered Expenses

Expense Summary

< Previous

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

PeeReeEEE®0CO0000000O0I

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

Contact DSS_H Hotlines |{ Toll Free |

Missouri Department of Social Services E\ Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= This page will only be scheduled if there are children in the house.
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Child Care Details (Grace Owen)

—
: . : Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Court Ordered Expenses

Expense Summary

TSI Would you like to add another care taker details for Grace?

Lost Insurance

< Previous

Medical Condition

Third-Party Resources

Insurance Summary

Applicant Details O )
Add Member (®)] 57% Complete | MaoHealth % Net
Benefit Request O Welcome Cathy ff W
Bl A (©) Fields marked with () are required to complete the application. Print. Help? 9 Reset. e
Net Worth (@)
I . =
sl ©) Child Care Details of Grace Owen
Absent Parent O R o
* o do you pay to take -
Household Summary 2] LS |DD|phII'I Day Care |
S O * How often do you pay this amount?  Bi-weekly © Weekly © Twice Monthly © Manthly
Other Income O * How much do you pay
Income Summary O monthly for taking care of % 125.00
Child Care Expenses @ Grace?
®' When did you start paying? I- IMaonth - j I Day J I—Year j

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| Divisions |-{ Contact DSS | Hotlines |{ Toll Free |

Missouri Department of Social Services F\ Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= |f a child is selected, then the details for the child care needs to be entered.
» The question asked will be the following:

Who takes care of the child

How often are they paid

The amount paid
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Court Ordered Questions

——
: . A Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Applicant Details )
ik Sl o : - MoHealth 5% Net
Benefit Request Welcome Cathy /AN
Citizenship & SSN Fields marked with (™) are required to complete the application. Print. Help? 9 Reset. e
Met Worth

Pregnancy

Court Ordered Expense @
* Please select any household member(s) from the list below who are paying court ordered expenses?

Absent Parent

Household Summary

Employment I” cathy Owen

I” Ross Owen
¥ Mo One

Other Income

Income Summary

Child Care Expenses

Court Ordered Expenses

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

PeeREEeEE®O00C0000000O0I

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

Contact DSS_H Hotlines |{ Toll Free |

Missouri Department of Social Services E\ Missouri

221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527
Home Page

Disclaimer | Privacy Policy | Nondiscrimination Policy

= If any of the household members are paying court ordered expense, their name is
selected otherwise “No One” is selected.
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Expense Summary

—
: . : Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Applicant Details

o °
Add Member O 59% Complete ] Mgg--:&a,]t%et
Benefit Request (@] Welcome Cathy it W
Citizenship & SSN )] Fields marked with { *) are required to complete the application. Print. Help? 9 Reset, e
Net Worth (@)
P T
el ©) Child Care Summary
Absent Parent O .
A Child Name Caretaker Name Amount
Household Summary O
Employment QO Grace Owen Dolphin Day Care $125.00| Update / Delete
Other Income O
Income Summary o Would you like to add another child care expense details for |-Se|ect Child - 'I?
Child Care Expenses O
Court Ordered Expenses O
Expense Summary @ Court Ordered Expense Summary
Insurance @
Lost Insurance (] No court order expenses
Medical Condition @
Third-Party Resources Would you like to add another court order expense for |-Select lember - 'I?
Insurance Summary @
Submit Application @ < Previous

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| DSS Home || Divisions |{ Contact DSS | { Hotlines [{ Toll Free |

Missouri Department of Social Services F Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= This is the Expense Summary Page.
= This page is given so that the applicant can read the information and review it.
= The applicant can edit or delete or add information if they want to.
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Insurance Question

—
: . A Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Court Ordered Expenses

Save & Exit

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

Applicant Details O L)
Add Member O 77% Complete | MoHealth 5% Net
Benefit Request (@] Welcome Cathy If. A
Citizenship & S5N O Fields marked with () are required to complete the application. Print. Help? 9 Reset. e
Net Worth (@)
P - =

i el ©) Health Insurance Policies
SRR O * Does any individual for whom you are requesting coverage have any medical or . P
Household Summary O hospital insurance or Medicare? E 1
Employment O
B e () Employer Sponsored Health Insurance Policies
R AT ®) * Does the employer of any member of the household offer health insurance for any & .
Child Care Expenses (@) uninsured member for whom coverage is being requested? Yes Mo

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| Divisions |-{ Contact DSS | Hotlines |{ Toll Free |

Missouri Department of Social Services E\ Missouri

221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527
Home Page

Disclaimer | Privacy Policy | Nondiscrimination Policy

= If the household has Health Insurance or Employer Sponsored Insurance then
select “Yes” otherwise select “No”
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Employer Sponsored Health Insurance

—
: . : Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Applicant Details O i
ik O PR Conglese : MoHealth XX Net
Eenefit Request (@] Welcome Cathy /AN
fi=sehe O Fields marked with (*) are required to complete the application. Print. Help? 9 Reset. e
Net Worth (@)

= o Employer Sponsored Health Insurance Detail

Bisork Rurcek o Please enter your employer sponsored health insurance information below:

Household Summary O

Employment (@) * What is the Employer/group name? |Target |

Other Income O * Whaif is the monthly premium amount to cover the child(ren) 3 |12[].[J[] |

Income Summary O only in your household?

Rl e e O Who can be covered in the policy?

Court Ordered Expenses () M cathy Owen

Expense Summary O M Ross Owen

Insurance @ M Keith Owen

Lost Insurance é_ M Grace Owen

Medical Condition @

Py i @) Would like to add another employer sponsored health insurance detail? Yes +
Insurance Summary @_ -

Submit Application @ < Previous

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| Divisions |-{ Contact DSS | Hotlines |{ Toll Free |

Missouri Department of Social Services F\ Missouri

221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527
Home Page

Disclaimer | Privacy Policy | Nondiscrimination Policy

= If the household has Employer Sponsored Health Insurance they need to enter the
details for their Employer Sponsored Health Insurance.
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Lost Insurance

——
: . A Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Applicant Details )
o B e - MoHealth 5 Net
Benefit Request Welcome Cathy /AN
Citizenship & SSN Fields marked with (™) are required to complete the application. Print. Help? 9 Reset. e
Met Worth

Pregnancy

Lost Insurance

* Please select any child(ren) from the following list who has lost/dropped insurance in the last six
months:

Absent Parent

Household Summary

Employment

Cther Income I Keith Owen

I” Grace Owen

Income Summary o
¥ No One

Child Care Expenses

Court Ordered Expenses

Save & Exit

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

@eeeeo00000000000o0L

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

Contact DSS_H Hotlines |{ Toll Free |

Missouri Department of Social Services E\ Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= This page will scheduled only if there are child(s) in the house.
= If a name is selected then a box dynamically pops up.
= The applicant needs to enter additional information if there is a lost insurance.
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Medical Condition

; . A Matt Blunt, Governor
Missouri Department o_ff Deborah E. Scott, Director

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Applicant Details )

Add Member 81% Complete | MoHealth Net
Benefit Request Welcome Cathy /AN
Citizenship & SSN Fields marked with (™) are required to complete the application. Print. Help? 9 Reset. e
Met Worth

Pregnancy

Medical Condition

* Please select any child(ren) from the following list that has a medical condition, where if left
untreated, it would result in death or serious physical injury:

Absent Parent

Household Summary

Employment

™ Keith owen
I” Grace owen
M No One

Other Income

Income Summary

Child Care Expenses

Court Ordered Expenses

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

@eeeoo0o000000o00oIo

Submit Application

Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

Contact DSS_H Hotlines |{ Toll Free |

Missouri Department of Social Services E\ Missouri

Home Page

¥ 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= This page will only be scheduled if there are children in the house.
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Third Party Insurance

Applicant Details

Missouri Department of

SOCIAL SERVICES

Your Potential. Our Support.

Add Member

EBenefit Request

Citizenzhip & S5N

Net Waorth

Pregnancy

Absent Parent

Household Summary

Employment

Other Income

Income Summary

Child Care Expenses

Court Ordered Expenses

Expense Summary

Insurance

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

Submit Application
Application Status Key

O Page is completed
@ On completed page
@ Page is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

(=l llelelelolelelolele]olo]e)olelolele;

Matt Blunt, Governor
Deborah E. Scott, Director

/ Family / Health Care / Youth

B
MoHealth 5% Net

Print. Help?e Reset.e

93% Complete
Welcome Cathy

Fields marked with (*) are required to complete the application.

Additional Third Party Resources @
Has a claim been filed or is established/pending to pay for any of the household medical expenses?

C yes ® No

< Previous

Contact DSS Toll Free

- Missouri Deparftment of Social Services Missouti
Amwur.- READER 221 West High Street - P.O. Box 1527 - Jefferson City, MO 651021527 HUT’T‘N:.‘ Page
Disclaimer | Privacy Policy | Nondiscrimination Policy
MO HealthNet Web Project -34 -




Insurance Summary

——
: . A Matt Blunt, Governor -~
Missouri Department of Deborah E. Scott, Director NS

SOCIAL SERVICES

Your Potential. Our Support.

Health Care / Youth / Local Offices

Applicant Details O )
Add Member (@) 95% Complete - | MoHealth 58 Net
Benefit Request (@] welcome Cathy it W
Citizenship & SSN )] Fields marked with { *) are required to complete the application. Print. Help? 9 Reset, e
Net Worth O
P
i ©) Health Insurance Summary
Absent Parent : ; ; ;
SNt Faren (©) There is currently no Health Insurance information available.
Household Summary O
Employment ®) would you like to add another Health Insurance policy information? Yes +
Other Income O
Income Summary O
. Employer Sponsored Health Insurance Summary
Child Care Expenses o )
Please review your Employer Sponsored Health Insurance summary.
Court Ordered Expenses O
Expense Summary . .
O Group Name Monthly Premium Members_whn r.:an_be Action
GrieEEe O covered in the Policy
Lost Insurance O Cathy
Medical Condition O Ross
S hird Party ReGiiioes e) Target $120.00 é(:_a;ir; Update / Delete
Insurance Summary @ -
Submit Application @
Would you like to add another Employer Sponsored Health Insurance information? Yes +

O Page is completed
Lost Insurance Summary

There is no Lost Insurance information available.

@ On completad page
@ Fage is required

@ would you like to add Lost Insurance Details for any other chidren? (@RE

1]
]
+

@ Page is incomplete

@ On incomplete page

Child Medical Condition Summary

None of the children in the household have a medical condition that if left untreated would result in
death or serious physical injury.

@ Page is not required

Change Profile

Would you like to edit the information about the medical condition of any child/children? Yes +

Third Party Resources Summary
Please review the summary of your third party resources.

Is Third Party Responsible? Third Party Name

Save & Exit

| Contact DSS || Hotlines || Toll Free |

Missouri Department of Social Services F\

Missouri
Home Page

221 West High Street - P.O. Box 1527 « Jefferson City, MO 65102-1527

Get
4 ADO8E READER®

Disclaimer | Privacy Policy | Nondiscrimination Policy

MO HealthNet Web Project -35 -




Submit

B
\. : . 2 Matt Blunt, Governor
Missouri Department of Deborah E. Scott, Director
Your Potential. Our Support.
Local Offices
Applicant Details O @
Add Member Q 99% Complets = | MaHealth Net
Benefit Request (=] Welcome Cathy \
Citizenship & SSN o Fields marked with (=) are required to complete the application. Print. Help? 9 Reset. e
Net Worth )
Erogaancy o Rights and Responsibilities
Absent Parent (=] < .
Please read carefully and sign below:
Household Summary O
S (@) « I/We agree that If/we must provide Social Security Numbers for all persons applying for MO
HealthNet as required by law. The Social Security Number is used to determine eligibility and
EthoE Tng g (®] verify information.
I Si
nc_ume —mmeny o e I/We agree I/we must be evaluated for the Health Insurance Premium Payment (HIPP) if I or
Child Care Expenses o members of the household are employed or lost employment in the last 30 days and the
Court Ordered Expenses (O employer or former employer offers group health insurance.
Expense Summary o « I/We agree that my/our statements and information provided on the application is subject to
Insurance (=] verification by Federal, State, and Local officials.
Lo T Rrape: O s I/we will report any changes in circumstances within TEN DAYS of when they happen, no
Medical Condition =) matter what causes the changes. I/We understand we have a continuing obligation to report
Third-Party Resources ®) and cannot wait until I/we are contacted.
Insurance Summary (=] « I/We know that it is against the law to obtain or attempt to obtain benefits to which I/we are
A e @ not entitled. Any false claim, statement or concealment of any material fact whatsoever, in
whole or in part, may subject me/us to criminal and/or civil prosecution. I/We know that
Application Status Key benefits may be denied and/or I/we may be subject to criminal prosecution for knowingly
providing false information. The crime of stealing or attempting to steal public assistance
(D Page i= completed benefits of a value of seven hundred fifty dollars ($750.00), or more upon conviction, is
@ on compiated paca punlsha_b\_e by |mpr|_sonment for a period not to exceed f\_ve years; or by confinement in the
county jail for a period not to exceed one year; or by a fine not to exceed ten thousand dollars
@ Pas= i= required ($10,000.00), or both. If the value of the unlawfully obtained benefits is less than seven
@ On required page hundred fifty dollars ($750.00), the crime is a misdemeanor.
D Pags is incomplats « I/We agree that by applying for (and being determined eligible for) MO HealthNet for a child who
- is deprived of parental support, I/we have assigned all rights to medical support to the State of
& On incomplete page - . y ek i Ly
Missouri, and that I/we must cooperate in establishing paternity and obtaining medical
(@ Pag= is not required support , unless I/ywe have good cause. Failure to cooperate does not affect a child’s eligibility.

« I/We understand healthcare benefits based on a person being age 65 and over, blind or
Change Profile disabled is not determined by completing this application. If I/we want eligibility for healthcare
benefits explored on the basis of being 65 or over, blind or disabled, I/we must complete a
different application for these benefits.

« I/We agree that medical information about me and/or my family can be released if needed to
administer the program.

« Provided I am/we are found to be eligible for MO HealthMNet, I/we know that the State of
Missouri will pay for covered services on my/our behalf and agree the state may collect
payments from any third party (i.e., insurance, estate, etc.) for services paid by the state.

« I/We understand I/we are entitled to fair and equal treatment regardless of my/our age, sex,
race, color, handicap, religion, creed, national origin, or political beliefs.

Community Partner Information

Please select the Community Partner name if you are submitting this application through community
partner web site.

Community Partner Name: |— Select Community Partner Mame - ;I

Electronic Signature
Please fill in the following to complete your application.

- I have agresd to submit this application by electronic means. By signing this application
electronically, I certify under penalty of perjury that all declarations made in this eligibility
statement are true, accurate, and complete, to the best of my knowledge. I authorize
insurers or employers to release any information on myself or my dependent({s} needed to
determine eligibility for the HIPP program. I understand that an electronic signature has the
same legal effect and can be enforced in the same way as a written signature.

Signature /Affidavit: | Date: [7/30/2008

Submit Application

Contact DSS Toll Free

Missouri Department of Social Senvices é Missouri

221 West High Street « P.O. Box 1527 + Jefferson City, MO 65102-1527
Home Page

Get
ADOBE READER"

Disclaimer | Privacy Policy | Mondiscrimination Palicy

Note:
o If the applicant is filling this application through a Community Partner, then they
have to select the Community Partner Name

MO HealthNet Web Project - 36 -




Thank You

—

Matt Blunt, Governor
Deborah E. Scott, Director

’
\ Missouri Department of

SOCIAL SERVICES

Your Potential. Our Support.

Application History

&
Create New Application Welcome Cathy MoHealth Net

Change Profile

SR, Thank You
Dear Cathy:

Thank you for using the MO HealthNet online application system. Your application has been sent to
the MO HealthNet Service Center for review. You will be notified by mail when we have completed our
review. For pregnant women, applications are processed within 15 days. All other MO HealthNet
applications are processed within 30 days. An eligibility specialist may contact you if additional
information is needed to process your application.

The information below may be needed prior to approving your MO HealthNet application.

« Income verification for the past 30 days (i.e. paycheck stubs, letter from employer, federal
income tax return, award letter, etc.);

s Proof of U.S. citizenship, or if not a U.S. citizen, immigration documents showing name,
immigration status, registration number and date of entry of those persons applying for MO
HealthNet who are not U.S. citizens;

+ Medical statement confirming pregnancy and expected date of delivery (if applying for MO
HealthNet as a pregnant woman).

We will contact you if we need additional information. If you do not have the above documents, an
eligibility specialist may be able to help you.

If you have guestions or want to check on the status of your application, you may call the MO
HealthNet Service Center toll free at 1-888-275-5908 or you may call your local Family Support
Division office. Your application number is 4300001054.

Sincerely,
MO HealthNet Service Center

Summary Application

If you would like to print or save a copy of your application for your files, click the Print Application
button. If you decide to print or save, keep in mind that your application has your private, personal
information in it.

Print Application

Contact DSS Toll Free

T Missouri Department of Social Services F\ Missouri

Home Page

B o pEane . 221 West High Street = P.O. Box 1527 « Jefferson City, MO 65102-1527

Disclaimer | Privacy Policy | Nondiscrimination Policy

MO HealthNet Web Project - 37 -




Automated E-mail Generated after Application is Submitted

| MO HealthNet Web

**Please Note: This email is automatically generated, please don't reply.™*

Dear Cathy:

Thank vou for using the MO HealthiNet online application svstem. Your MO HealthINet application has
been sent to the MO HealthNet Service Center for review. You will be notified by mail when we have
completed our review. For pregnant women, applications are processed within 15 davs. All other MO
HealthINet applications are processed within 30 davs. An eligibility specialist mav contact vou if additional
information is needed to process vour application.

The following information may be needed prior to approving vour application:

¢ Income verification for the past 30 days (ie pavcheck stubs, letter from emplover, federal
income tax return, award letter, etc.);

¢ Proof of US_ citizenship, or f not a U.S. citizen_ immigration documents showing name, immigration
status, registration number and date of entry of those persons applving for MO HealthNet who are not
TU.S_ citizens;

+ Medical statement confirming pregnancy and expected date of delivery (if applving for MO HealthNet
as a pregnant woman).

We will contact vou if we need additional information. If vou do not have the above documents_ an
eligibilitv specialist mav be able to help vou.

If vou have questions or want to check on the status of vour application, vou mav call the MO HealthNet
Service Center toll free at 1-888-275-3908 or vou mav call your local Family Support Division office.
Your application number is 4300001054,

Sincerely

MO HealthWet Service Center

Note:

= If the applicant is filling this application through a Community Partner, then they
have to select the Community Partner Name

MO HealthNet Web Project - 38 -




Application History

—

Matt Blunt, Governor
Deborah E. Scott, Director

’
\ Missouri Department of

SOCIAL SERVICES

Your Potential. Our Support.
Home # Children

’ Family / Health care / Youth / Local Offices

Application History @
MaHealth X Net

Create New Application Welcome Cathy

Change Profile
Sign Off Create New Application

Do you want to create a new application?

Application History
Please review your submitted application status.
Date Submitted Status View Summary

7/30/2008 8:52:33 AM | Received View Summary

Application Number
4300001054 Cathy Owen

Contact DSS Toll Free

Misscouri Department of Social Services F\ Missouri

g et * 221 West High Street + P.0. Box 1527 + Jefferson City, MO 55102-1527
e i ’ . e Home Page

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

If the applicant log in again after submitting an application, they will see this

screen.
In this screen the applicant will be able to see the status of their application

The applicant will also be able to create a new application.

MO HealthNet Web Project -39 -



Change Profile

B
: ) ; Matt Blunt, Governor -
Missouri Department (gf Deborah E. Scott, Director g

SOCIAL SERVICES

Your Potential. Our Support. hh 7
/ Family /' Health Care / Youth / Local Offices

Applicant Details

Add Member

Benefit Request
Citizenship & 55N
Met Worth

Change Personal Information

Do you want to change your personal information (name or email address)?

Cyes © No

Fregnancy

Absent Parent

T Change Secret Question

et Do you want to change your Secret Question?

Other Income r‘r’es o MNo

Income Summary

child Care Expenses Change Password

Court Ordered Expenses Do you want to change your Password?

Expense Summary r‘r’es 8 Mo

Insurance

Save Changes

Lost Insurance

Medical Condition

Third-Party Resources

Insurance Summary

Submit Application

RORREOLRRRRPERRRORRLG

Application Status Key

o Page is completad
@ On completed page
@ Pzge is reguired
@ On required page
@ Page is incomplete

@ On incomplete page

@ Page is not required

Change Profile

| Divisions | | Contact DSS_|{ Hotlines | { Toll Free |

= Missouri Department of Social Services E\ Missouri

o —— 221\WestHigh Sirest + P.0. Box 1527 + Jefferson City, MO 65102-1527 Horria Page

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= If the applicant needs to change their profile they can click on the link on the
“Change Profile” link on the left navigation bar

MO HealthNet Web Project -40 -




Updating Profile

———
3 . : Matt Blunt, Governor -~
Missouri j}g[p{;;',{ ment (jl)f Deborah E. Scott, Director 3 e

SOCIAL SERVICES

Your Potential. Our Support.

B
/ Family /' Health Care / Youth / Local Offices

Applicant Details
Add Member

it B Change Personal Information

Citizenship & 35N

Do you want to change your personal information (name or email address)?

Met Worth
Fyes T No

Pregnancy e,

* First Name: |Cath},r
Absent Parent

* rd 5
Household Summary Last Name: IOI-‘-IBH
Employment E-Mail: |ma|hkfs@dss.mo.gnv

Other Inceme

Income Summary

Child Care Expenzes

Change Secret Question

Do you want to change your Secret Question?
Court Ordered Expenzes

Fves O no
Expense Summary % . =
Secret Question: |'v"v"here did you first meet your spouse? j
Insurance +
Answer |High Schoal |

Lost Insurance

* Current Password

Medical Condition

Third-Party Resources

Insurance Summary Change Password

PRV RRLRREO

Submit Application Do you want to change your Password?

Application Status Key « Yes o Mo

* New Password:

T

* Reenter New Password:

@ On completed page

@ Page is reguired

@ On required page

Save Char

Cance

@ Pzge is incomplete

@ On incomplete page

@ Page is not reguired

Change Profile

| Divisions | { Contact DSS | { Hotlines | { Toll Free |

Misscouri Department of Social Services g i
hd 221 West High Strest - P.O. Box 1527 = Jefferson City, MO 65102-1527 (> Missour
Home Page

Get
ADOBE" READER"

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= In this screen the applicant is changing their Personal Information, Secret
Question and Password

MO HealthNet Web Project -41 -




Log Out

—_—
. . . Matt Blunt, Governor -
Missouri Department of DebSTERE S DlatoE NS

SOCIAL SERVICES

Your Potential. Our Support.

»

/ Family /' Health Care / Youth / Local Offices

Fields marked with (™) are required. Need Help? 9 REREE e
[You have been successfully signed out. ]
Login

Existing customers, enter your username and password to sign in.
MNew customers must register before proceeding to the MO HealthNet

@ application.

MoHealth/X\ Net * username: ]

MNew User Registration Foraot Password

 Divisions || Contact DSS [ Toll Free

Missouri Department of Social Senvices

¥ 221 West High Strest « PO, Box 1527 « Jsfferson City, MO 65102-1527 (  Missouri
L Home Page

Get
g ACOOE" READER®

Disclaimer | Privacy Policy | Nondiscrimination Policy

Note:

= This is the screen which an applicant can see when they log out.

MO HealthNet Web Project -42 -




MO HealthNet Managed Care
Contract Rebid Status

MO HealthNet Oversight Committee
August 5, 2008



MO HealthNet Managed Care
Eligibility Groups

In General:

2o Adolescents, children, and infants; Pregnant
women; Refugees

o Children in foster care, in custody, and
adoption subsidy

o State Children’s Health Insurance Program
children (SCHIP)

Reside in specified Missouri counties



Number of Counties

7 Central Region (18)
J Central Expansion 01/01/08 (10)
D Eastern Region (10)
UJ Eastern Expansion 01/01/08 (3)
B Western Region (9)
& Western Expansion 01/01/08 (4)

Health Plans
O Blue-Advantage Plus of Kansas City
(not available in Bates, Vernon,
Cedar, or Polk Counties)
= Children’s Mercy Health Partners

= Harmony Health Plan of Missouri

BoB HealthCare USA

(not available in Madison, Perry,

or Polk Counties)
OooD

Mercy CarePlus

O (not available in Linn County)

Missouri Care

Attachment #1

(not available in Laclede, Maries, Phelps, or Pulaski Counties)
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MCO Enrollment — 383,517*
Eastern Region — 189,472*

o Harmony Health Plan of Missouri
o HealthCare USA
o Mercy CarePlus

Central Region — 73,194*

o HealthCare USA
o Mercy CarePlus
o  Missouri Care

Western Region — 120,851*

o Blue-Advantage Plus of Kansas City

o Children’s Mercy Family Health Partners
o HealthCare USA

o Mercy CarePlus

*source: state managed care provider inquiry (MPRI) screens, current to 08/01/08



Stakeholder Input

On site meetings with each current Plan

Meetings with:

o Advocacy organizations
o Provider groups

o General public

Rate-setting process — actuarial analysis
Review of best practices from other states



Contract Enhancement - Considerations

= Ensure each participant is placed into a
health care home

m Strengthen care coordination measures
o Behavioral and physical health linkage
o Chronic conditions

= Pursue national accreditation standards,
e.g. National Committee for Quality
Assurance (NCQA)

= Enhanced network adequacy compliance
measures




Contract Enhancement - Considerations

= Ombudsman program communication

= Improved rural provider and participant
outreach and education

= Improved transfer of encounter data

m Specific program elements of discussion
o Pharmacy
o Behavioral health
o Dental




CONTRACT REBID DRAFT TIMELINE

Jul — Aug 2008
Oct 1, 2008

Dec 8, 2008
January 6, 2009
February 13, 2009
March 20, 2009
April 6-10, 2009
Jul 15, 2009
Sepls, 2009

Oct 1, 2009

Health Plan Site visits

RFP to Office of Administration
RFP Released

Pre-Proposal Conference

Bids Due

Contracts awarded

On-Site Readiness Review
Open Enroliment Begins

Open Enrollment Ends

New Contract begins



PROJECTED TIMELINES:
Administrative Services Organization Contracts in Northwest
and Southwest Missouri

Northwest Missouri Administrative Services Organization RFP:

Proposal Return Date: August 7, 2008
Award Date (approximately 30 days): August-September, 2008
Implementation Date: 90 days from date of award

Southwest Missouri Administrative Services Organization RFP:

Proposal Issue Date: Late September, 2008
Pre-Proposal Conference: 2 weeks after Issue Date
Proposal Return Date: November, 2008

Award Date (approximately 30 days): December, 2008
Implementation Date: 90 days from date of award



Biography

John W. Newcomer, MD

John W. Newcomer, MD, is the Gregory B. Couch Professor of Psychiatry, Psychology
and Medicine at Washington University School of Medicine in St. Louis. He is also the
Medical Director for the Center for Clinical Studies at Washington University. Dr.
Newcomer is a Principal Investigator on research grants funded through the National
Institutes of Health (NIH), and also serves as the Chairman of the Drug Utilization
Review (Medicaid) Board for the State of Missouri.

Dr. Newcomer received his undergraduate degree at Brown University (magna cum
laude) and his medical degree at Wayne State University School of Medicine. He
completed his residency and a research fellowship in Psychiatry at Stanford University
School of Medicine, prior to joining the faculty at Washington University. Dr. Newcomer
has received a number of honors and awards, including a 1999 Exemplary Psychiatrist
Award from the National Alliance for the Mentally 1l (NAMI), an Independent Scientist
Award from the National Institute of Mental Health (NIMH), and a 2002 Gerald L.
Klerman Award for Outstanding Clinical Research from the National Alliance for
Research on Schizophrenia and Depression (NARSAD). Funded continuously by the
NIH for 15 years, Dr. Newcomer has also served as a reviewer for the NIH as well as
other funding agencies, including the Department of Veteran’s Affairs and the National
Science Foundation.

Dr. Newcomer serves on the editorial board for, Journal of Clinical Psychiatry, Journal
of Psychotic Disorders, Clinical Schizophrenia & Related Psychoses and Obesity, and he
is a reviewer for numerous journals, including the New England Journal of Medicine,
Diabetes Care, American Journal of Physiology, American Journal of Psychiatry,
Archives of General Psychiatry, and the Journal of Neuroscience. He has contributed
numerous articles to leading scientific journals, including Archives of General
Psychiatry, The Journal of Clinical Endocrinology & Metabolism, The Journal of
Neuroscience, The Journal of the American Medical Association and
Neuropsychopharmacology.
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Mortality Associated with Major Mental

Disorders: Mean Years of Potential Life Lost

1997 26.3 25.1 28.5

1998 217.3 25.1 28.8 29.3
1999 | 32.2 26.8 26.3 29.3 VAR
2000 | 31.8 27.9 24.9

Compared with the general population, persons

with major mental iliness lose 25-30 years of normal
ife expectancy

Colton CW, Manderscheid RW. Prev Chronic Dis. Available at:
http://www.cdc.gov/pcd/issues/2006/apr/05 _0180.htm.



Cardiovascular Disease Is Primary Cause
of Death Iin Persons with Mental lliness*

of deaths
& 8 8

(=)

Pel;’centa
o

wd | oL !"lf!'JI:!JLH

10
0
MO OK
Heart Disease Cancer Cerebrovascular M Chronic Respiratory
M Accidents M Diabetes [ Influenza/Pneumonia M Suicide

*Average data from 1996-2000.
Colton CW, Manderscheid RW. Prev Chronic Dis [serial online] 2006 Apr [date cited)].
Available at URL: http://www.cdc.gov/pcd/issues/2006/apr/05_0180.htm



Suicide Rates By Gender And Race
Per 100,000 Living Population

—UNITED STATES, ALL AGES, 2001 —

Rate per
100,000

CDC 2003 (WISQARS)



Suicide Rates

During Adolescence
— UNITED STATES, AGES 10-24, 2001 —

White Males
White Females

Black Males

Black Females

Rate per
100,000

CDC 2003 (WISQARS) Age



Leading Causes Of Death
In 15- To 19-year-olds

— UNITED STATES, 2001 —

CAUSE # OF DEATHS
Accidents 6646
Homicide 1899
Suicide 1611
Cancer 732
Heart Disease 347
Congenital Anomalies 255

Chronic Lower
Respiratory Disease 74 ' 1599
Stroke 68
Influenza and Pneumonia 66
Blood Poisoning 57

Anderson & Smith 2003




Teen Suicide Rates In Countries With

Effective Reporting

—MALES AGE 15-19—

COUNTRY* YEARS
1 Russian Federation 1997-1998
2 New Zealand 1997-1998
3 Kazakhstan 1998-1999
4 Estonia 1998-1999
5 Lithuania 1998-1999
6 Finland 1997-1998
7 Latvia 1998-1999
8 Belarus 1998-1999
9 Canada 1996-1997

10 Austria 1999-2000

11 Ukraine 1999-2000

12 Croatia 1998-1999

13 Australia 1997-1998

14 lIreland 1996-1997

15 Switzerland 1995-1996

16 USA

17 Belgium 1994-1995

RATE**
34.5
33.2
30.7
28.8
28.5
24.2
22.1
21.4
19.1
18.6
18.6
17.7
17.5
16.0
15.2

1997-1998 14.9

14.6

COUNTRY*

18 Poland

19 Norway
20 Hungary
21 Bulgaria

1998

zech Republic
23 Germany
24 Sweden

25 Denmark

26 France
27 Japan

28 Romania
29 United Kingdom
30 Netherlands

31 ltaly
32 Spain

33 China (selected
urban and rural)

34 Greece

YEARS

1995-1996
1996-1997
1999-2000

1997-
11.9
1998-1999

1998-1999
1995-1996
1995-1996
1997-1998
1996-1997
1998-1999
1998-1999
1998-1999
1996-1997
1997-1998

1997-1998
1997-1998

RATE**
14.4
14.0
12.2

22 C
11.5

9.5
94
8.7
7.6
6.8
6.6
6.3
5.9
5.2
4.9

3.9
2.3

Pelkunen & Marttunen 2003; *available from WHO 3/5/2003; **2-year average per 100,000 population



Facts

_|_

Approximately 32,000 people in the United States die
by suicide each year. About every 16.6 minutes
someone In this country intentionally ends his/her life.

Although the suicide rate fell slightly from 1992-1999,
It was steady for 5 consecutive years despite all of our
new treatments. It rose by 955 deaths in 2004,
leading to debate about a potential relationship to

reductions in new prescriptions due to the black box
warning.



=3
. American Foundation
~ Jor Suicide Prevention

.....

U.S. Suicide Rates of All Ages
_I_and Those 65+, by Gender

40 Males
65+
35
—i— Male
30
D5 —&— Total
65+
20
W —>— All Ages
15 ‘=ﬁ\
6— a3 3£ 2L \Z v/
10 s K—HK—¢ e —XK—XK——X Female
5F —_O—e—e@.
Females
65+
0
) * b O N S ) \! P D X
SUBSUFCUSIC USROS IR SN
Year
Centers for Disease Control, WISQARS. 10

http://www.cdc.gov/ncipc/wisqars/


Presenter
Presentation Notes
*The rate of males 65+ is much higher than all other populations across all years. In 2004, there was almost an 8x increase in the rate between men and women.

*The rate for women of all ages and women 65+ are very close to each other, although data is suggesting that the rate of women seniors are decreasing compared to the rate of all women.




Suicide Is Not Predictable In
_I_Individuals

= In a study of 4,800 hospitalized vets, It
was not possible to identify who would die
by suicide — too many false-negatives,
false-positives.

= Individuals of all races, creeds, incomes
and educational levels die by suicide.
There Is no typical suicide victim.

Pokorny, Arch. Gen. Psychiatry 1983,
Pokorny Life Threat Beh 1993 11



There are Several ’ 'éﬁ?'Sl.li{‘,idﬁ Prevention
risk factors for suicide:

T m Psychiatric disorders
= Past suicide attempts
= Symptom risk factors
= Genetic risk factors

= Sociodemographic risk
factors

m Environmental risk factors

12



Death by Suicide and

_I_Psychiatric Diagnosis
= Psychological autopsy studies done in various
countries over almost 50 years report the same

outcomes:

= At least 90% of people who die by suicide are
suffering from one or more psychiatric disorders:
= Major Depressive Disorder
= Bipolar Disorder, Depressive phase
Alcohol or Substance Abuse*
Schizophrenia
Personality Disorders such as Borderline and Antisocial
= PTSD is noticeably absent

*Primary diagnoses in youth suicides.

Robins, E. (1981). The final months. A study of the lives of 134 persons who committed suicide.
New York: Oxford University Press.
13



0

ther Medical History Data

Major Medical lliness-especially recent
Chronic physical pain

History of trauma, abuse or being bullied
Drinking/Drug use

Being a smoker

Family history of death by suicide

14



Sociodemographic Risk Factors™

= Male

= Being over 65

= White

= Separated, widowed or divorced

= Isolation, living alone

= Being unemployed or retired

= Occupation®**: dentists, physicians
(especially women physicians),
psychiatrists, nurses, and social
workers

_|_

*Qin et al, Am J Psychiatry, 2003

**Stack, Social Science Quarterly, 2001 15



Environmental Risk

T Factors

m Easy access to lethal means

m Local clusters of suicide that
have a “contagious influence”

Gould, M.S., & Davidson, L. (1988). Suicide contagion among adolescents. In A.R. Siffman, & R.A. Feldman (Eds.), Advances in
Adolescent Mental Health (pp. 29-59). Greenwhich, CT: JAI Press.
16



Anti d e p ressants - > ' Jor Suicide Prevention
JrSuicide Risk

= FDA review of adverse events in drug
trials showed an increased risk of
suicide behavior after starting
antidepressant in people up to age 24
but a protective effect for older adults.

= Led to black box warning.

17



FDA Statement on Recommendations of the Psychopharmacologic
Drugs and Pediatric Advisory Committees, September 16, 2004.%

he Food and Drug

Administration (FDA)

generally  supports
the recommendations that
were recently made to the
agency by the Psychophar-
macologic Drugs and Pedi-
atric Advisory Committees
regarding reports of an in-
creased risk of suicidality (sui-
cidal thoughts and actions)
associated with the use of cer-
tain antidepressants in pe-
diatric patients. FDA has
begun working expeditious-
ly to adopt new labeling to
enhance the warnings asso-
ciated with the use of antide-
pressants and to bolster the
information provided to pa-
tients when these drugs are
dispensed.

In summary, the members of
the advisory committees:

+ endorsed FDA’s approach
to classifying and analyz-
ing the suicidal events and
behaviors observed in con-
trolled clinical trials and ex-

pressed their view that the
new analyses increased their
confidence in the results

+ concluded that the find-
ing of an increased risk of
suicidality in pediatric pa-
tients applied to all the drugs
studied (Prozac, Zoloft, Re-
meron, Paxil, Effexor, Celexa
Wellbutrin, Luvox and Ser-
zone) in controlled clinical
trials

+ recommended that any
warning related to an in-
creased risk of suicidality in
pediatric patients should be
appliedto all antidepressant
drugs, including those that
have not been studied in
controlled clinical trials in
pediatric patients, since the
available data are not ade-
quate to exclude any single
medication from an in-
creased risk

« reached a split decision
(15-yes, 8-no) regarding rec-

ommending a “black-box”
warning related to an in-
creased risk for suicidality in
pediatric patients for all anti-
depressant drugs

« endorsed a patient infor-
mation sheet (“Medication
Guide”) for this class of
drugs to be provided to the
patient or their caregiver
with every prescription

+ recommended that the
products not be contraindi-
cated in this country because
the Committees thought ac-
cess to these therapies was
important for those who
could benefit

+ recommended that the
results of controlled pediat-
ric trials of depression be
included in the labeling for
antidepressant drugs.

*From the Feod and Drug Adminis-
tration, www.fda.gov/bbs ftopics fnews/
2004/new01116.html.

Newman (2007) A Black-Box Warning for Antidepressants in Children? NEJM (351)1595-1598.



Summary of FDA Findings

_IT Event Data

— Risk ratios for pooled analyses were significant (range from 1.7
to 2.2)

— Signals seen predominantly in MDD patients
— Remain inconsistencies in risk:
m Across trials within programs
m ACross programs
— Nevertheless, a reasonably consistent signal:
m Evidence for suicidality risk in 7 of 9 programs
m No events in Wellbutrin and Serzone programs
— Risk difference overall about 2 to 3%

— No completed suicides in any of 24 trials
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How Should These Findings Be
Interpreted?

m May be increased risk for suicidality during
short-term treatment with all drugs in the
antidepressant class

m Signhal most compelling in MDD
population, but may not be limited to this
population

m Many possible explanations for variation in
signal within and across programs
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FDA Adult Analysis of Risk

m Following up from their analysis of pediatric
data, the FDA analyzed suicidality data from
randomized controlled efficacy trials of
newer antidepressant for adult psychiatric
conditions.

m N=100,000

m 372 trials
— Mood Disorders (N=187)
— Other Psychiatric Disorders (N=108)
— Other Behavioral Disorders (N=43)
— Other Disorders (N=34)

m Trial duration mean 10 weeks (range 4-84)




FDA Adult Analysis of Risk

:|_Overall, no significant risk in adults

m \When combined with pediatric findings, results
demonstrated an age-effect

— Risk of suicidality was apparent in those up to 25
years in the antidepressant group;

— No effect was found for adults 25-64 (no difference
between placebo and drug);

— While an expected or protective effect was found in
those 65 years and older.

— For psychiatric disorder subgroup

m Sertraline significant for protective effect OR .25 (.07-.90)
p=.03
m Paroxetine significant for risk OR 2.76 (1.16-6.60) p =.02 *



Meta-analyses & large
database studies

m No evidence of association between
antidepressants and risk of
suicidality/suicide
— Beasley et al. (1991)

— Khan et al (2003)

— Gunnell et al 2005

— FDA meta-analysis

— Jick et al. (2004)

— Valuck et al. (2004) (adolescents)
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Meta-analyses & large
database studies

+

m Some evidence of association between
antidepressants and risk of
suicidality/suicide
— Fergusson et al (2005) increased risk of

attempt

— Martinez et al (2005) increased risk of
self-narm but not suicide in under 18 year
olds
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20th-century - Changes In Youth
Suicide Rates

—UNITED STATES, AGES 15-24 —

Year
Anderson 2002, CDC Wonder 2003, USDHEW 1956, Vital Statistics U.S. 1954-1978




Total U.S. Prescriptions Dispensed” Annually
for Selected Antidepressants, All Ages, 19ss-2002
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* Source: IMS Health, National Prescription Audit Plus™, Year 1988 to 2002, Data Extracted January 2004.



Evidence That SSRIs May
Prevent Suicide

+

m Studies show suicide rate steadily increased
prior to SSR/s and has fallen steadily since
their introduction

— Across age groups
— In many countries

m Areas of the US with the biggest increases in SSRI
prescriptions are associated with the biggest
declines in youth suicide rates (Olfson et al 2003).
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Risk of suicide attempt or possible suicide attempt
before and after starting treatment among

adolescents and adults
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Simon et al (2007) Am J Psychiatry 164:1029-1034.



Evidence Suggests That it Is
Untreated Depression Kills

_I: Autopsy studies show suicide
associated with no treatment or non-

compliance in children and adolescents

m Of 49 completed suicides, 24% had been
prescribed an antidepressant and NONE had
any SSRIs in system at time of death (Utah
Youth Suicide Study Gray et al, 2003)

m 66 suicides under 18, no Paxil found and only
3 had any antidepressant

m One of 36 had an antidepressant (sertraline &
bupropion) in a sample of <18 year olds (Leon
et al 2006)

29



Across country, antidepressants
associated with LOWER suicide rates

+

m National country-level suicide rate data (1996-1998)
were broken down by age, sex, income, and race.

m Within individual classes of antidepressants, SSRIs and
atypicals were associated with lower suicide rates (both
within and between counties).

m Positive association between TCA prescriptions and
suicide rate between counties, but not within counties.

Gibbons et al (2005)
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Antidepressant total prescriptions by age

*+ FDA public health advisory

* request
FDA public health advisory
-++<FDA advisory panel meeting

FDA data
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Prescription volume indexed to normalize the difference in prescription volume
between the age groups. June 2002=100 and subsequent data points are relative

to this baseline value.

Nemeroff et al (2007) Archives of General Psychiatry 64:466-472.



Suicide Increase...... 2

m Gibbons et al 2007

— Netherlands: Since warnings, 22% drop
In prescriptions and 49% Iincrease In
youth suicide

m CDC: 15% increase In youth
completed suicide 2003 to 2004
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Newsweek .. 16, 2007

A Prescription
For Suffering?

Experts worry that these
two trends are connected.

-52.

Drop in Increase
» Iffld an effort to reduce pediatric in teen
teen suicides backfire? SSRI pre - suicides

scriptions, from 2003
2003-2005. to 2004

By Tony Dokoupil



Potentially suicide related adverse events (PSRAESs) with
antiepilieptic agents: a pharmacological class effect?

Compound

Pregabalin

Gabapentin

Topiramate

Lamotrigine

Valproate

Oxcarbazapine
Carbamazepine
Tiagabine

Zonisamide

Levitiracetam

Felbamate

Mechanism of Action

0,5 ligand
a,5 ligand

Na* channel blocker; enhance
GABA-A; inhibit
AMPA/kainate

Na* channel blocker; N/P Ca?*
channel blocker

Na* channel blocker; T Ca%*
channel blocker; GABA-T
inhibitor

Na* channel blocker

Na* channel blocker

GAT-1 blocker

Na* channel blocker; T Ca?*
channel blocker

SVA-2 ligand

Na* channel blocker; enhance
GABA-A; inhibit NMDA recptr

Drug

717201
2/2903

40/7742

2712865

11/1327

2/1342
2/252
2/835
3/672

8/2554
0/170

Placebo

2/3125
1/2029

8/3971

11/2070

9/992

1/827
3/250
0/608
1/438

2/1549
0/170

%N in
FDA

23.5%
11.2%

26.7%

11.2%

5.3%

4.9%
1.1%
3.3%
2.5%

9.3%
0.8%

%Events
in FDA

6.3%
21%

33.8%

26.8%

14.1%

21%
3.5%
1.4%
2.8%

7.0%
0.0%

Data source: FDA Statistical Review and Evaluation, 23 May 2008, Table 7



PSRAE Incidence Is not uniform
across active groups
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Cardiovascular Disease Is Primary Cause
of Death Iin Persons with Mental lliness*
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*Average data from 1996-2000.
Colton CW, Manderscheid RW. Prev Chronic Dis [serial online] 2006 Apr [date cited)].
Available at URL: http://www.cdc.gov/pcd/issues/2006/apr/05_0180.htm



Total Years of Potential Life Lost (YPLL) by Primary Cause
for Public Mental Health Patients with
Schizophrenia/Schizoaffective in MO, OK,

RI, TX and UT Combined (1997-2001)

Primary Cause of Death Total YPLL # Deaths
(Person-years lost)
Heart Disease 14,871.2 612
Cancer 5,389.9 241
Suicide 4,726.1 115
Accidents, including vehicles 3,467.0 98
Chronic Respiratory 2,700.9 113
Diabetes 1,419.6 61
Pneumonia/lnfluenza 1,254 .2 67
Cerebrovascular 1,195.9 58
All Causes of Death* 47,812.2 1,829

*Note: Includes deaths from causes not listed Unpublished results courtesy of CW Colton



Change in US General Population Age-Adjusted
Mortality (1979-1995)

Noncardiovascular Disease

\/_/-\_/

Decline (%)
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Morbidity and Mortality Weekly Report. 1999; 48(30):649-656.
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Decline in Cardiovascular Mortality from 1979 to 1995 in the US1 

This slide compares the change in age-adjusted mortality from cardiovascular and noncardiovascular disease over a 16-year period in the US. As shown, the death rate from CHD and stroke dropped sharply over those years. In contrast, the death rate from noncardiovascular disease hardly changed during that time. 

In 1996, there were 621,000 fewer deaths from CHD than would have occurred had the CHD death rate in 1963 remained unchanged. CHD deaths were at an all-time high in 1963. 

The age-adjusted death rate from stroke fell from 88.8% in 1950 to 26.5% in 1996. This represented a decline of nearly 70% over that time period.

Total age-adjusted cardiovascular death rates declined by 60% from 1950 to 1996. 



Reference:

 Morbidity and Mortality Weekly Report.  Achievements in public health, 1900-1999: Decline in deaths from heart disease and stroke—United States, 1900-1999.  August 6, 1999; 48(30):649-656.


Mortality Risk From All Causes and From Cardiovascular
Disease Increased Among
Patients With Schizophrenia Between 1970-2003
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g 8 25
5 2
.,2 = [
x 8 2 Q=
L5 T g
Xs w515
23 15 =
T N 20 1
CR-E] 5.
o g D
< ® 305
8 05 c
@ dul
0 £ = _— w O < -
1970- 1975- 1980- 1985- 1990- 1995- 2000- 1970- 1975- 1980- 1985- 1990- 1995- 2000-
1974 1979 1984 1989 1994 1999 2003 1974 1979 1984 1989 1994 1999 2003
M All Causes [ Cardiovascular Disease M All Causes O Cardiovascular Disease

Test for time trends of excess relative risks for SMRs were statistically significant (P<0.001)
for all cause mortality and mortality due to cardiovascular disease.

Osby U et al. BMJ. 2000;321:483-484, and unpublished data courtesy of Urban Osby.



=
Reasons for Increased CVD Mortality In

Major Mental Disorders

« T Modifiable health risk factors
= T Lipid abnormalities (TC, LDL-C, TG, HDL)
= T Diabetes
= T Hypertension
= T Metabolic syndrome
= T Physical inactivity
= T Smoking
« | Access to and/or utilization of medical care
« | Adherence with therapies
« | Economic capabilities

Newcomer J Hennekens CH. JAMA 2007; 298(15):1794-1796
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FC ER: 

1. Hennekens CH, Hennekens AR, Hollar D, Casey DE. Schizophrenia and increased risks of cardiovascular disease. Am Heart J. 2005 Dec;150(6):1115-21.

       

OBJECTIVE: The aim of the study is to review the absolute and relative impacts of the major causes for premature mortality among patients with schizophrenia. DATA SOURCES: We reviewed published articles on causes of mortality in the general population as well as among patients with schizophrenia. STUDY SELECTION: We selected articles which published total and cause-specific mortality rates. DATA EXTRACTION: We reviewed the causes of mortality and their risk factors. DATA SYNTHESIS: The average life expectancy of the general population is 76 years (72 years in men, 80 years in women), whereas the corresponding figure is 61 years (57 years in men, 65 years in women) among patients with schizophrenia. Thus, patients with schizophrenia have approximately a 20% reduced life expectancy compared with the general population. Although patients with schizophrenia are 10 to 20 times more likely than the general population to commit suicide, more than two thirds of patients with schizophrenia, compared with approximately one-half in the general population, die of coronary heart disease (CHD). The chief risk factors for this excess risk of death are cigarette smoking, obesity leading to dyslipidemia, insulin resistance and diabetes, and hypertension. CONCLUSIONS: The chief cause of excess premature mortality among patients with schizophrenia is CHD, caused mainly by their adverse risk factor profile. Because patients with schizophrenia have less access to medical care, consume less medical care, and are less compliant with their regimens, the choice of antipsychotic drug regimens that do not further adversely affect their risk factor for CHD is a major clinical and public health challenge among patients with schizophrenia.



2. McEvoy JP, Meyer JM, Goff DC, et al. Prevalence of the metabolic syndrome in patients with schizophrenia: baseline results from the Clinical Antipsychotic Trials of Intervention Effectiveness (CATIE) schizophrenia trial and comparison with national estimates from NHANES III. Schizophr Res Dec 1 2005;80:19-32.



One important risk factor for cardiovascular disease is the metabolic syndrome (MS), yet limited data exist on its prevalence in US patients with schizophrenia. METHODS: Using baseline data from the Clinical Antipsychotic Trials of Intervention Effectiveness (CATIE) Schizophrenia Trial, assessment of MS prevalence was performed based on National Cholesterol Education Program (NCEP) criteria, and also using a fasting glucose threshold of 100 mg/dl (AHA). Subjects with sufficient anthropometric data, data on use of antihypertensives, hypoglycemic medications or insulin, and fasting glucose and lipid values >8 h from last meal were included in the analysis. Comparative analyses were performed using a randomly selected sample from NHANES III matched 1:1 on the basis of age, gender and race/ethnicity. RESULTS: Of 1460 CATIE baseline subjects, 689 met analysis criteria. MS prevalence was 40.9% and 42.7%, respectively using the NCEP and AHA derived criteria. In females it was 51.6% and 54.2% using the NCEP and AHA criteria, compared to 36.0% (p = .0002) and 36.6% (p = .0003), respectively for males. 73.4% of all females (including nonfasting subjects) met the waist circumference criterion compared to 36.6% of males. In a logistic regression model with age, race and ethnicity as covariates, CATIE males were 138% more likely to have MS than the NHANES matched sample, and CATIE females 251% more likely than their NHANES counterparts. Even when controlling for differences in body mass index, CATIE males were still 85% more likely to have MS than the NHANES male sample, and CATIE females 137% more likely to have MS than females in NHANES. CONCLUSIONS: The metabolic syndrome is highly prevalent in US schizophrenia patients and represents an enormous source of cardiovascular risk, especially for women. Clinical attention must be given to monitoring for this syndrome, and minimizing metabolic risks associated with antipsychotic treatment.



3. Miller BJ, Paschall CB, 3rd, Svendsen DP. Mortality and medical comorbidity among patients with serious mental illness. Psychiatr Serv Oct 2006;57:1482-1487.



OBJECTIVES: This study examined mortality and medical comorbidity among patients with serious mental illness in Ohio. METHODS: Data for 20,018 patients admitted to an Ohio public mental health hospital between 1998 and 2002 were matched against state death records, and 608 deaths were identified. Leading causes of death and medical comorbidities, years of potential life lost (YPLL), and standardized mortality ratios were calculated for this population. RESULTS: Heart disease (126 persons, or 21 percent) and suicides (108 persons, or 18 percent) were the leading causes of death. The mean+/-SD number of YPLL was 32.0+/-12.6 years. The highest cause-specific mean YPLL was for suicides (41.7+/-10.3 years). Deaths from unnatural causes had higher mean YPLL than deaths from any other causes. Cause-specific mean YPLL were higher for women than for men, except for homicides, pneumonia and influenza, and heart disease. The aggregated standardized mortality ratio from all causes of death was 3.2, corresponding to 417 excess deaths (p<.001). Obesity (144 persons, or 24 percent) and hypertension (136 persons, or 22 percent) were the most prevalent medical comorbidities. CONCLUSIONS: This study demonstrated excess mortality among patients in Ohio with serious mental illness. Results highlight the need to integrate delivery of currently fragmented mental and physical health services and to target interventions that improve quality-of-life outcomes for this population.



4. Goff DC, Sullivan LM, McEvoy JP, et al. A comparison of ten-year cardiac risk estimates in schizophrenia patients from the CATIE study and matched controls. Schizophr Res Dec 1 2005;80:45-53.



OBJECTIVE: Standardized mortality rates are elevated in schizophrenia compared to the general population. The incidence of coronary heart disease (CHD) and the relative contribution of CHD to increased mortality in schizophrenia patients are not clear, despite recent concerns about metabolic complications of certain atypical antipsychotics. METHOD: Ten-year risk for CHD was calculated for 689 subjects who participated in the Clinical Trials of Antipsychotic Treatment Effectiveness (CATIE) Schizophrenia Trial at baseline using the Framingham CHD risk function and were compared with age-, race- and gender-matched controls from the National Health and Nutrition Examination Survey (NHANES) III. RESULTS: Ten-year CHD risk was significantly elevated in male (9.4% vs. 7.0%) and female (6.3% vs. 4.2%) schizophrenia patients compared to controls (p = 0.0001). Schizophrenia patients had significantly higher rates of smoking (68% vs. 35%), diabetes (13% vs. 3%), and hypertension (27% vs. 17%) and lower HDL cholesterol levels (43.7 vs. 49.3 mg/dl) compared to controls (p < 0.001). Only total cholesterol levels did not differ between groups. Ten-year CHD risk remained significantly elevated in schizophrenia patients after controlling for body mass index (p = 0.0001). CONCLUSIONS: These results are consistent with recent evidence of increased cardiac mortality in schizophrenia patients. While the impact of cigarette smoking is clear, the relative contributions to cardiac risk of specific antipsychotic agents, diet, exercise, and quality of medical care remain to be clarified.



5. Meigs JB, Wilson PW, Nathan DM, D'Agostino RB, Sr., Williams K, Haffner SM. Prevalence and characteristics of the metabolic syndrome in the San Antonio Heart and Framingham Offspring Studies. Diabetes Aug 2003;52:2160-2167.



The metabolic syndrome may be a common phenotype increasing risk for type 2 diabetes and cardiovascular disease. We assessed the prevalence and characteristics of the metabolic syndrome among population-based samples of 3,224 white subjects attending Framingham Offspring Study (FOS) exam 5 (1991-1995) and 1,081 non-Hispanic white and 1,656 Mexican-American subjects attending the San Antonio Heart Study (SAHS) phase II follow-up exam (1992-1996). Subjects were approximately 50% women, aged 30-79 years, without diabetes, and classified with the metabolic syndrome according to criteria for obesity, dyslipidemia, hyperglycemia, and hypertension proposed by the Third Report of the National Cholesterol Education Program's Adult Treatment Panel (ATP III) or the World Health Organization (WHO). We used regression models to estimate rates across ethnic groups and to assess the association of the metabolic syndrome with insulin resistance and predicted 10-year coronary heart disease (CHD) risk. Among FOS white subjects, the age- and sex-adjusted prevalence of the metabolic syndrome was 24% by both ATP III and WHO criteria; among SAHS non-Hispanic white subjects, 23 and 21%, respectively; and among SAHS Mexican-American subjects, 31 and 30%. Rates were highest among Mexican-American women (ATP III, 33%) and lowest among white women (21%). Subjects with the metabolic syndrome by ATP III criteria had higher age-, sex-, and ethnicity-adjusted levels of fasting insulin (11.3 micro U/ml), homeostasis model assessment of insulin resistance (2.7), and predicted CHD risk (11.8%) than those without the syndrome (5.9 micro U/ml, 1.3, and 6.4%, respectively; all P = 0.0001); differences were similar using WHO criteria. We conclude that the metabolic syndrome typically affects 20-30% of middle-aged adults in the U.S. By any criteria, subjects with the metabolic syndrome are more insulin resistant and at increased predicted risk for CHD versus those without the metabolic syndrome.



6. Lieberman JA, Stroup TS, McEvoy JP, et al. Effectiveness of antipsychotic drugs in patients with chronic schizophrenia. N Engl J Med Sep 22 2005;353:1209-1223.



BACKGROUND: The relative effectiveness of second-generation (atypical) antipsychotic drugs as compared with that of older agents has been incompletely addressed, though newer agents are currently used far more commonly. We compared a first-generation antipsychotic, perphenazine, with several newer drugs in a double-blind study. METHODS: A total of 1493 patients with schizophrenia were recruited at 57 U.S. sites and randomly assigned to receive olanzapine (7.5 to 30 mg per day), perphenazine (8 to 32 mg per day), quetiapine (200 to 800 mg per day), or risperidone (1.5 to 6.0 mg per day) for up to 18 months. Ziprasidone (40 to 160 mg per day) was included after its approval by the Food and Drug Administration. The primary aim was to delineate differences in the overall effectiveness of these five treatments. RESULTS: Overall, 74 percent of patients discontinued the study medication before 18 months (1061 of the 1432 patients who received at least one dose): 64 percent of those assigned to olanzapine, 75 percent of those assigned to perphenazine, 82 percent of those assigned to quetiapine, 74 percent of those assigned to risperidone, and 79 percent of those assigned to ziprasidone. The time to the discontinuation of treatment for any cause was significantly longer in the olanzapine group than in the quetiapine (P<0.001) or risperidone (P=0.002) group, but not in the perphenazine (P=0.021) or ziprasidone (P=0.028) group. The times to discontinuation because of intolerable side effects were similar among the groups, but the rates differed (P=0.04); olanzapine was associated with more discontinuation for weight gain or metabolic effects, and perphenazine was associated with more discontinuation for extrapyramidal effects. CONCLUSIONS: The majority of patients in each group discontinued their assigned treatment owing to inefficacy or intolerable side effects or for other reasons. Olanzapine was the most effective in terms of the rates of discontinuation, and the efficacy of the conventional antipsychotic agent perphenazine appeared similar to that of quetiapine, risperidone, and ziprasidone. Olanzapine was associated with greater weight gain and increases in measures of glucose and lipid metabolism.



7. Dixon L, Postrado L, Delahanty J, Fischer PJ, Lehman A. The association of medical comorbidity in schizophrenia with poor physical and mental health. J Nerv Ment Dis Aug 1999;187:496-502.



This study determined the prevalence of medical comorbidities in a cohort of persons receiving treatment for schizophrenia and the association of medical comorbidity with physical and mental health status. A total of 719 persons with schizophrenia sampled from a variety of community and treatment settings as part of the schizophrenia Patient Outcomes Research Team (PORT) participated in a survey interview. Multiple regression analyses were used to assess sociodemographic factors associated with the number of current medical comorbidities and the association of medical comorbidity count with patient ratings of physical health, mental health, symptoms, and quality of life. The majority of patients reported at least one medical problem. Problems with eyesight, teeth, and high blood pressure were most common. A greater number of current medical problems independently contributed to worse perceived physical health status, more severe psychosis and depression, and greater likelihood of a history of a suicide attempt. This study underscores the need to attend to somatic health care for persons with schizophrenia as well as the linkage of physical and mental health status.



8. Center for Diseases Control. Prevalence of current cigarette smoking among adults and changes in prevalence of current and some day smoking--United States, 1996-2001. MMWR Morb Mortal Wkly Rep Apr 11 2003;52:303-304, 306-307. 



Tobacco use, particularly cigarette smoking, is the leading preventable cause of death in the United States and is responsible for approximately 440,000 deaths each year. One of the national health objectives for 2010 is to reduce the prevalence of cigarette smoking among adults to < or = 12% (objective 27.1). To examine the prevalence of smoking for the 50 states, the District of Columbia (DC), Guam, Puerto Rico, and the Virgin Islands, CDC analyzed data from the 2001 Behavioral Risk Factor Surveillance System (BRFSS). This report summarizes the results of that analysis, which indicate that, during 2001, the median adult current smoking prevalence was 23.4% (range: 13.3%-30.9%) for the states and DC, and 12.5% (range: 9.8%-31.4%) for Guam, Puerto Rico, and the Virgin Islands. During 1996-2001, the prevalence of current smoking was relatively stable in 41 states and DC, and the proportion of current smokers who were some day smokers increased significantly in 31 of those states and DC. Because the only safe alternative to smoking is cessation, interventions should target all smokers to help them quit smoking completely.



9. Goff DC, Cather C, Evins AE, et al. Medical morbidity and mortality in schizophrenia: guidelines for psychiatrists. J Clin Psychiatry Feb 2005;66:183-194; quiz 147, 273-184.



BACKGROUND: Medical morbidity and mortality rates remain elevated in schizophrenia patients compared with the general population, in part due to potentially reversible medical risk factors. Psychiatrists should address this problem by adopting established strategies for prevention and intervention. METHOD: The literature on modifiable medical risk factors relevant to individuals with schizophrenia and corresponding guidelines for prevention and treatment established by expert consensus panels were reviewed. RESULTS: Schizophrenia patients are at elevated risk for cardiovascular disease due to high rates of cigarette smoking and, increasingly, due to obesity, diabetes, and hypertriglyceridemia. Rates of human immunodeficiency virus infection and infectious hepatitis are also higher in schizophrenia patients. Interventions that have reduced medical morbidity in the general population can be adopted to reduce premature mortality in individuals with schizophrenia. CONCLUSIONS: Patients with schizophrenia have high rates of potentially reversible medical morbidity. Implementation of practice guidelines for identifying and modifying risk factors could substantially improve the health of patients with schizophrenia.


Cardiovascular Disease (CVD) Risk Factors

Schizophrenia Bipolar Disorder

Obesity 1 45-55%, 1.5-2 x RR 21-49%,1-2 x RR

Smoking 48 50-80%, 2-3 x RR 54-68%, 2-3 x RR

Diabetes % 811 10-15%, 2 x RR 8-17%, 2 x RR
Hypertension 24 7-9. 11 19-58%, 2-3 x RR 35-39%, 2 x RR

Dyslipidemia 2 4 11-13 25%, <5 x RR 23%, <5 x RR

LAllison DB et al. (1999), J Clin Psychiatry 60(4):215-220; 2Fagiolini A et al. (2005), Bipolar Disord 7(5):424-430;
3McElroy SL et al. (2002), J Clin Psychiatry 63(3):207-213; “Hennekens CH et al. (2005), Am Heart J 150(6):1115-
1121; SDavidson S et al. (2001), Aust N Z J Psychiatry 35(2):196-202; ®Ucok A et al. (2004), Psychiatry Clin
Neurosci 58(4):434-437; "Herran A et al. (2000), Schizophr Res 41(2):373-381; 8Goff DC et al. (2005), Schizophr
Res 80(1):45-53; °Dixon L et al. (1999), J Nerv Ment Dis 187(8):496-502; 1°Cassidy F et al. (1999), Am J Psychiatry
156(9):1417-1420; 1'Kilbourne AM (2004), Bipolar Disord 6(5):368-373; 12Allebeck P (1999), Schizophr Bull
15(1):81-89; 3Koro CE et al. (2002), Arch Gen Psychiatry 59(11):1021-1026



=
Reasons for Increased CVD Mortality In

Major Mental Disorders

e Primary and secondary prevention limitations
for mentally ill versus general population

* Less likely to be screened or treated for
dyslipidemia, hyperglycemia, hypertension

» Less likely to receive angioplasty or CABG

» Less likely to receive drug therapies of proven

benefit (thrombolytics, aspirin, beta-blockers,
ACE inhibitors) post-myocardial infarction

 More likely to have premature mortality post-
myocardial infarction

Newcomer J Hennekens CH. JAMA 2007; 298(15):1794-1796
Druss BG et al. Arch Gen Psychiatry. 2001;58:565-572.
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Recent data suggest that the decline in mortality associated with CVD is largely due to improved diagnosis and treatment rather than to major successes in primary prevention. In contrast, patients with severe mental illnesses, such as schizophrenia, bipolar disorder, and depression that together affect 5% to 10% of the US population, lose 25 or more years of life expectancy, with the majority of the excess premature deaths due to CVD, not suicide. CVD mortality and prevention efforts comparing the general population and individuals with severe mental illnesses and suggest the urgent need for new paradigms.



Primary and secondary prevention measures are lacking in severe mentally ill (SMI) population vs general population

SMI + myocardial infarction patients are significantly :

Less likely to receive drug therapies of proven benefit, including thrombolytics, aspirin, -blockers, and ACE inhibitors

Less likely to undergo cardiac catheterizations and receive emergency angioplasties or coronary artery bypass graft surgery

Less likely to have the same quality of care 

Less likely to be screened for hyperglycemia and dyslipidemia

More likely to have greater mortality in the follow-up period -34% in persons with schizophrenia
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Presentation Notes
Secondary safety and tolerability outcomes were evaluated at months 1, 3, 6, 9, 12, 15, and 18. This included changes in weight and laboratory analysis.

The results for weight change are based on 185 ziprasidone patients, 341 risperidone patients, 337 quetiapine patients, 336 olanzapine patients, and 261 perphenazine patients.

Patients in the olanzapine group demonstrated more weight gain than patients in any other group.

Weight gain averaged 2 lb (0.9 kg) per month.





Lieberman JA, Stroup TS, McEvoy JP, et al. Effectiveness of antipsychotic drugs in patients with chronic schizophrenia. N Engl J Med 2005;353:1209-1223.






Modifiable Risk Factors
Affected by Psychotropics

Overweight/Obesity
 Insulin resistance

» Diabetes/hyperglycemia
« Dyslipidemia

Newcomer JW. CNS Drugs. 2005;19(Supp 1):1-93.
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Presentation Notes
Overweight and obesity are known to increase the risk for diabetes, cardiovascular disease (e.g., coronary heart disease [CHD] and cerebrovascular disease), hypertension, and certain cancers.1  

In addition, they are associated with abnormal metabolic changes such as insulin resistance and dyslipidemia, which are themselves risk factors for cardiovascular disease (CVD) and diabetes. 

















1. NIH/NHLBI guidelines. Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight and Obesity in Adults—The Evidence Report. NIH Publication No. 98-4084 National Institutes of Health. September 1998.






Mean Change in Weight
With Antipsychotics

Estimated Weight Change at 10 Weeks on “Standard” Dose
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Mean Change in Weight with Antipsychotics

Antipsychotic therapy is associated with differential risk of weight gain, depending on the individual agent. A meta-analysis of standardized 10-week exposure to different antipsychotic agents compared mean weight change in kilograms and pounds. Some of the older high-potency antipsychotics, as well as some of the newer agents, are associated with relatively minimal weight gain. Haloperidol, fluphenazine, ziprasidone and aripiprazole induced a minimal weight change (under 1 kg), over this short-term exposure. Agents such as risperidone and quetiapine showed intermediate increases in weight (2 kg to 3 kg) while some of the older antipsychotics, including low-potency phenothiazines, such as chlorpromazine, and some of the newer agents, such as olanzapine and clozapine, were associated with larger increases in weight (up to and exceeding 4 kg, or approximately 9 pounds) over short-term time periods. 
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CATIE Phase 1 Trial Results:
Weight Gain per Month of Treatment

Weight Gain (Ib) per Month
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Change in Weight From Baseline
58 Weeks After Switch to Low Weight Gain Agent
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Randomized Switch to Aripiprazole in Overweight
Olanzapine-treated Patients:
Weight Change Over 16 Weeks
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Overweight patients with schizophrenia or schizoaffective disorder previously treated with olanzapine.
Newcomer J, et al. J Clin Psychiatry, in press.


Presenter
Presentation Notes
In a multicentre, double-blind study in overweight (BMI ≥27 kg/m2), previously olanzapine-treated patients with schizophrenia or schizoaffective disorder were randomised to either switch to aripiprazole monotherapy (n=88) or continue olanzapine treatment (n=85).  



The primary objective was to compare the effects of aripiprazole versus olanzapine on weight change from baseline to Week 16 through longitudinal repeated measures analysis. 



At Week 16, weight improved significantly with aripiprazole versus olanzapine (–1.8 vs. +1.41 kg; p<0.001). Significant improvements in body weight were also observed with aripiprazole versus olanzapine at Weeks 4, 8, and 12 (p<0.001).



At Week 16, the proportion of patients with clinically relevant weight gain (≥7%) did not differ significantly with aripiprazole versus olanzapine (2.5 vs. 9.1%; p=0.082); however, significantly more patients had clinically relevant weight loss with aripiprazole versus olanzapine (11.1 vs. 2.6% p=0.038).
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Excess Cases of Diabetes*
Per 100,000 Per 10 Years with Weight Gain
by Baseline BMI Status
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Thromb Res. 2001 Mar 1;101(5):367-375

   �Factor VII, tissue factor pathway inhibitor, and monocyte tissue factor in diabetes mellitus: influence of type of diabetes, obesity index, and age.��Vambergue A, Rugeri L, Gaveriaux V, Devos P, Martin A, Fermon C, Fontaine P, Jude B.��Department of Endocrinology and Diabetology, Clinique Marc Linquette, CHRU, Lille, France.��Changes of the tissue factor (TF) pathway of blood coagulation have been described in diabetes and could be involved in its vascular complications. In order to evaluate the influence of the type of diabetes and of the obesity index and age on these changes, factor VII coagulant activity, factor VII antigen, activated factor VII, monocyte TF expression, and plasma Tissue Factor Pathway Inhibitor (TFPI) were examined in 18 Type 1 and 16 Type 2 diabetic patients compared to non-diabetic control subjects matched for age, sex, and obesity index (Types 1 and 2 controls, respectively). Multicomplicated patients were excluded. FVIIc, FVIIAg, and FVIIa were higher in Type 2 diabetic patients and controls than in Type 1 diabetic patients and controls (P< .03). However, FVIIc and FVIIAg were lower in diabetic patients than in their matched controls (P< .03). Monocyte expression of TF was not different between Types 1 and 2 diabetic patients and their matched controls except for LPS-stimulated monocyte TF activity which was lower in Type 2 diabetic patients than in Type 2 controls (P< .05). Plasma TFPI was slightly but significantly higher in Type 1 diabetic patients than in Type 1 controls (P= .01) and was correlated to glycemia. However, both in Type 2 diabetic patients and controls, TFPI was higher than in Type 1 controls and was correlated with BMI (P< .0003). These results indicate that in not multicomplicated patients, the increase of FVII and TFPI was highly dependent on obesity index and age rather than on diabetes by itself.��PMID: 11297753 [PubMed - indexed for MEDLINE] 




Diabetes and obesity in the US
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The Behavioral Risk Factor Surveillance System (BRFSS)  is a cross-sectional random-digit telephone survey conducted by the CDC and state health departments. In 2000, 184,450 adults �(age 18 years and older) were surveyed.

According to the BRFSS data, the prevalence of diabetes increased by 49% in the period from 1990 through 2000, from 4.9%-7.3%. During the same period, the average self-reported weight increased from 72.6-77.2 kg. The prevalence of obesity (BMI >30 kg/m2, calculated from self-reported weight and height) increased from 12% in 1991 to 19.8% in 2000.

BMI is one of the strongest predictors of diabetes. In a national sample of adults, every 1-kg increase in measured weight was associated with a 4.5% increase in risk for diabetes. According to analyses from BRFSS, in which weight was self-reported, every 1-kg increase in average weight is associated with a 9% increase in the prevalence of diabetes. 

Both diabetes and obesity are preventable through improved diet and increased physical activity.

Despite proven benefits of weight loss and previous appeals to physicians to become more involved in weight counseling, only 43% of obese adults were advised to lose weight during regular checkups. 

In 2000, most BRFSS participants (74%) were trying to lose or maintain weight. However, only 17.5% of those were following the recommendations to eat fewer calories and increase physical activity.

The prevalence of obesity and diabetes has been increasing over the past decade despite calls to action. Weight loss, increased activity, and healthy eating can prevent onset of diabetes, but seem to be difficult to achieve in general population. More aggressive public education or alternative approaches are needed to stem the epidemic of diabetes. 

	Mokdad AH, Ford ES, Bowman BA, et al. Diabetes trends in the U.S.: 1990-1998. Diabetes Care. 2000;23:�1278-1283.

	Mokdad AH, Serdula MK, Dietz WH, et al. The spread of the obesity epidemic in the United States, 1991-1998. JAMA. 1999;282:1519-1522.

	Mokdad AH, Bowman BA, Ford ES, et al. The continuing epidemics of obesity and diabetes in the United States. JAMA. 2001;286:1195-1200.

Prevalence of obesity, increased by 61% since �1991

More than 50% of US �adults are overweight

Only 43% of obese �persons advised to lose weight during checkups

BMI and weight gain �major risk factors for �diabetes




Modifiable Risk Factors
Affected by Psychotropics

= Overweight/Obesity

e |nsulin resistance

e Diabetes/hyperglycemia
e Dyslipidemia

Newcomer JW. CNS Drugs 2005;19(Supp 1):1-93.
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Overweight and obesity are known to increase the risk for diabetes, cardiovascular disease (e.g., coronary heart disease [CHD] and cerebrovascular disease), hypertension, and certain cancers.1  

In addition, they are associated with abnormal metabolic changes such as insulin resistance and dyslipidemia, which are themselves risk factors for cardiovascular disease (CVD) and diabetes. 

















1. NIH/NHLBI guidelines. Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight and Obesity in Adults—The Evidence Report. NIH Publication No. 98-4084 National Institutes of Health. September 1998.






Antipsychotic-related Adiposity
Predicts Insulin Sensitivity
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Changes in Weight, Lipids, and Glucose Measures:
CATIE Phase 1 Randomized Patients
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Changes in Weight, Lipids, and Glucose In the
CATIE Tolerability Phase (2T)
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Change in Triglycerides from Baseline over
58 Weeks after Switch to Ziprasidone?
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Numbers of visits to US doctors' practices by patients
aged <20 years in which antipsychotic drugs were prescribed
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Figure. National trends in office-based visits by children and adolescents that included antipsychotic
treatment, 1993-2002. Annualized visit rates per 100,000 population aged 0 to 20 years were
calculated using National Ambulatory Medical Care Survey and US Census Bureau Data.
(Source: Olfson M,Blanco C, Liu L, Moreno C, Laje G. National trends in the outpatient treatment
of children and adolescents with antipsychotic drugs. Arch Gen Psych. 2006;63:681.)
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Number of office visits where an antipsychotic is prescribed.


Metabolic Effects of Antipsychotics in Children
(MEAC): Methods

e 5-year, NIMH funded study

o Target sample size 240 subjects
Preliminary results from first 47 completed subjects

Ages 7-18
» Multiple eligible childhood onset psychiatric diagnoses

Antipsychotic naive sample
» “Real-world” with SSRIs and stimulants (50%) permitted

Target symptoms aggression/irritability

» > 18 on Aberrant Behavior Checklist (ABC) irritability subscale
12 weeks of open-label randomized treatment

» risperidone (n=80)

» olanzapine (n=80)

> aripiprazole (n=80)


Presenter
Presentation Notes
Briefly review preliminary results from our NIMH funded study; will be presenting some of the preliminary results. 50 in an analysis that we did for a recent DSMB meetingThe point of this study is to inform the risk/benefit issue of using these medications in children. There is reasonable information to suggest that these drugs help, but little information addressing risk. The purpose of this talk is not to defend the prescription of these or any other psychotropic medications to children (personal position based on clinical experience is that there are certainly children that need these medications). The take-home points: These patients are antipsychotic naive. Recruitment position is that we want to be conservative and only take patients that are already planning to start these medications. They have to meet the same rigorous entry criteria as in the FDA clinical trial that obtained the indication of use of risperidone for the treatment of irritabiity in autism.

Two of these medications are currently approved for use in children:

Risperidone age 6 and up for irritability in autism, age 10 and up for Bipolar and age 13 and up for Schizophrenia.

Aripiprazole age 10 and up for Bipolar, age 13 and up for Schizophrenia.

Olanzapine has been studied in autism, bipolar disorder, schizophrenia and conduct disorder.
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DEXA Percent Fat Change During 12 Weeks
of Treatment

Baseline 12 Weeks
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Presentation Notes
It is clear that these medications can cause serious weight gain in some patients.Substantial increases in percent body fat: on average 2.5-3 kg fat increase. Our first aim was to identify whether or not weight gain was associated with increases in adiposity, which we think drives insulin resistance and other components of metabolic dysregulation. As can be seen here, there is nearly a 3% increase in percent total body fat in the pooled group. These mean changes are not being pulled by outliers; virtually all the kids in this study are experiencing some degree of increase in fat mass.



To review, percent body fat is used rather than total body fat as it is a more stable measure across ages (refer to slide at the end of the deck if needed), and is easier to compare the children in the sample, who’s ages range from 7-18.


Euglycemic Clamp-Derived Whole Body Insulin
Sensitivity:
Change During 12 Weeks of Treatment
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Another primary endpoint. Pooled treatment group, increase in fat mass is associated with decrease in whole body insulin sensitivity as measured during clamp conditions in mg/kg/min. This study is powered to detect changes in insulin sensitivity at a total subject # of 240, but preliminarily there is a significant pooled group change of approximately 2 mg/kg/min.


Fasting Triglyceride vs. Glucose Change
During 12 Weeks of Treatment
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Presentation Notes
I want to emphasize here that clinically available measures such as fasting glucose and triglyceride are not equally reliable indicators of risk; this is also apparent in the preliminary findings of our study. The reason to report this is so that clinicians have it on their radar. These results are not surprising to this audience…However, when psychiatrists first learned of the metabolic risk associated with these medications, many clinicians began monitoring fasting glucose as they thought the primary metabolic concern was related only to diabetes risk. However, what we find is that in children, even in the context of changes in fat mass and insulin resistance, fasting glucose is not changing, and that changes in fasting triglyceride may be a more meaningful/useful clinical surrogate marker for these changes.


Body Mass Index (BMI) Percentile Change During
12 Weeks of Treatment
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Our main goal in doing this study was to determine what is happening to children with respect to cardiometabolic risk, and then to identify ways that these changes can be monitored clinically. BMI percentile is a commonly used clinical measure to track a child’s growth in weight and height as compared to age and gender-matched population values. BMI percentile tracks with changes in adiposity and insulin sensitivity, and is a clinically available way to monitor treatment-related changes. 


ADA Consensus on Antipsychotic Drugs and
Obesity and Diabetes: Monitoring Protocol*

Start WAIr<s W8kS 12 wks
Personal/family Hx X X
Weight (BMI) X X X X X
Waist circumference X X
Blood pressure X X X
Fasting glucose X X X
Fasting lipid profile X X X=X

*More frequent assessments may be warranted based on clinical status
Diabetes Care. 27:596-601, 2004



: Glucose Testing Freguency Relative
to Atypical Antipsychotic Index Date
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Across group comparison: p <.001
Morrato EH, et al. J Clin Psychiatry 2008:69:316-322.
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Morrato EH, Newcomer JW, Allen RR, Valuck RJ.. Prevalence of baseline serum glucose and lipid testing in users of second-generation antipsychotic drugs: a retrospective, population-based study of Medicaid claims data. J Clin Psychiatry. 2008 Feb;69(2):316-22

    

OBJECTIVE: Increased risk of diabetes and dyslipidemia is associated with major mental illness and antipsychotic drug use. This study aimed to determine the prevalence of serum glucose and lipid monitoring in public mental health clients initiating second-generation antipsychotic (SGA) drugs. METHOD: This retrospective cohort study using Medicaid claims data from California, Oregon, Tennessee, and Utah evaluated 55,436 enrollees with a prescription claim for an SGA drug between January 1, 1998, and December 31, 2003. Serum glucose and lipid testing were identified using Current Procedural Terminology (CPT) procedure codes. Baseline was defined as 14 days before through 28 days after the date of the first SGA prescription. Multivariate logistic regression identified patient characteristics associated with testing. Generalized estimating equations evaluated changes associated with SGA drug initiation compared to background rates of testing. RESULTS: On average, < 20% of individuals initiating SGA drug therapy received baseline glucose testing, and < 10% received baseline lipid testing. Baseline glucose and lipid testing increased modestly with SGA initiation (glucose: 7%-11% increase; lipids: 2%-3% increase; p < .001). Preexisting diabetes and dyslipidemia were associated with a 2- to 3-fold greater likelihood of baseline glucose and lipid testing. The likelihood of glucose testing increased 2-fold between 1998 and 2003 and was 46% more likely in patients with schizophrenia. Enrollees from Oregon, Tennessee, and Utah were 50% to 90% less likely to receive baseline glucose or lipid testing than enrollees from California. CONCLUSIONS: Glucose and lipid screening is underutilized in patients initiating SGA drug therapy. Psychiatrists can play an important role to ensure metabolic risk is adequately assessed.








Lipid and Glucose Monitoring Rates
2000-2007
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Haupt, et al. Presented at ACNP 2007. Under review.
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OBjective: A 2004 consensus statement from the American Diabetes Association (ADA) specifically recommended testing of plasma lipids and glucose in patients receiving second generation antipsychotics (SGAs). A similar recommendation for glucose monitoring appeared in an FDA warning for all antipsychotics around the same time. This study quantified testing rates pre- and post-ADA and FDA guidelines. METHOD: In this retrospective cohort analysis using PharMetrics data (2000-2007), patients <65 years on SGAs were identified and followed from 40 days prior to 130 days post-antipsychotic prescription, either preceding or following ADA guideline publication. Baseline and 12-week (40 days) lipid and glucose testing rates were determined for pre- and post-guideline cohorts. Logistic regression analyses were performed to determine predictors of baseline and 12-week lipid and glucose testing, while controlling for covariates. RESULTS: 5,787 patients pre-guideline and 17,832 post-guideline were identified. Baseline lipid testing rates were 8.4% pre-guideline and 10.5% post-guideline (p<0.001); Week 12 testing rates were 6.8% and 9.0%, respectively (p<0.001). Baseline glucose testing rates were 17.3% pre-guideline and 21.8% post-guideline (p<0.001); Week 12 testing rates were 14.1% and 17.9%, respectively (p<0.001). Baseline and 12 weeks testing rates for lipids and glucose in children were the lowest of all age groups. 

CONCLUSIONS: Despite elevated prevalence of cardiovascular disease and diabetes in this population, testing rates for plasma lipids and glucose remain low, with statistically significant but clinically small improvements post-guideline. Clinicians and administrators responsible for the health of “at risk” psychiatric populations should implement new approaches to effectively screen and monitor major modifiable risk factors for leading causes of medical morbidity and mortality in this population


Week 12 Cohort Comparisons for Lipid and Glucose
Testing Rates by Age Category: 2000-2007
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Age breakdown of same data; most of the monitoring that is occuring is taking place in adults


Opportunities for Cardiometabolic

Prevention:
Differential impact of primary versus secondary prevention

Secondary / \\

Prevention

Subclinical Atherosclerosis
Prediabetes

Primary

Prevention Multiple Metabolic

Risk Factors

Low Risk

Grundy SM et al. Circulation. 1998;97:1876-1887.



- Beneficial Effects of Interventions to
Reduce Risks of CVD

* Blood cholesterol
10% 4 = 30% 4 in CHD (200-180)

e High blood pressure (> 140 SBP or 90 DBP)
~6 mm Hg 4 =16% | in CHD; 42% 4 in stroke

« Cigarette smoking cessation
~50% ¥ in CHD

* Maintenance of ideal body weight (BMI = 18.5-25)
35%-55% + in CHD

* Maintenance of active lifestyle (~30-min walk daily)
35%-55% + in CHD

Hennekens CH. Circulation 1998;97:1095-1102.
Rich-Edwards JW, et al. N Engl J Med 1995;332:1758-1766.
Bassuk SS, Manson JE. J Appl Physiol 2005;99:1193-1204.
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Potential Risk Factors for CVD

From about 1925 to 1965, the US experienced a 40-year-long ever-mounting epidemic of CVD. That trend was reversed over the next 30 years, thanks to clinical and public policy efforts aimed at modifying established risk factors. But much work remains to be done. Heart disease currently kills 1 out of every 3 Americans, making it the leading cause of mortality in the US. Together, stroke and CHD kill 40% of all Americans.1 

This slide shows the magnitude of cardiovascular risk by showing the potential magnitude of risk reduction for each of 5 risk factors.1-3 

With an approach to improving modifiable risk factors, the risk for CHD can be decreased significantly.1 Cessation of cigarette smoking, to take 1 example, could lower CHD risk by at least 50%. Risk reduction occurs even in elderly persons, and begins within months after a person stops smoking. Smoking cessation is especially important in developing countries, where an epidemic of tobacco use is now unfolding. Unless this trend is reversed, experts predict that smoking will lead to a major increase in cardiovascular disease in these countries over the next several decades.1 

A 6 mm Hg decrease in elevated diastolic pressure can produce a 16% decrease in CHD, a 14% decrease in MI, and a 42% decrease in stroke  

A 10% decrease in blood cholesterol can produce a 30% decrease in CHD risk 

Since increased weight is frequently associated with hypertension, glycemic abnormalities, and abnormal lipids, it is difficult to separate out the effects of weight on CVD risk.2  Women who maintain an ideal body weight have a 35% to 60% lower risk of MI.2 

An active lifestyle is also critical to reduction of cardiovascular risk. In a review of the role of physical activity in reducing the risk of type 2 diabetes and CVD.3 Bassuk and Manson reported that moderate activity, 30 minutes daily, can prevent CHD; walking briskly 1 to 2.5 hours a week can reduce risk by 30%-50%; and 3 hours of brisk walking per week was equivalent to 1.5 hours of vigorous exercise. 
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®  Institute of Medicine Report: Improving

Quality of Health Care for Mental and
Substance-use Conditions

e Anticipate comorbidity and perform routine
screening

e Collaborate with primary care and relevant
specialties

-Formal agreements among mental, primary, and other
health care providers

-Case management of patient care
-Co-location of services

-Delivery of integrated practices of primary and mental
health care providers

-Adopt the model to best meet patient needs and allow
for easiest transition from current structure

Board on Health Care Services. Available at www.nap.edu/books/0309100445/html/210.html. Accessed
September 29, 2006.


Presenter
Presentation Notes
Institute of Medicine Report:  Improving Quality of Health Care of Mental and Substance-use Conditions.  Health care Provider Strategies

By many accounts, mental illnesses and medical conditions, such as diabetes, heart disease, hypertension, and cancers frequently occur together; moreover, having a mental disorder places a person at greater risk of developing these medical conditions.1   Yet many health care providers fail to screen, assess, or address medical conditions in patients with mental disorders or mental disorders in patients with medical conditions.   The disconnected care provided to patients with comorbid conditions points to the need for increased collaboration between the primary care provider and relevant specialists when comorbidity is determined to be present. 

To that end, the Institute of Medicine Report, Improving Quality of Health Care of Mental and Substance Use Conditions, recommends the following strategies:

Expect comorbidity, screen, and determine whether to treat or refer

Establish linkages between services.  Such linkages, from weakest to strongest include: informal ad hoc associations, referral agreements, formal contractual arrangements, joint programs or ventures, case management/transportation, and on-site programs 

The model of care adopted should be the one that meets the needs of a provider’s patient population while ensuring accountability
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Board on Health Care Services. Improving the Quality of Health Care for Mental and Substance-Use Conditions: Quality Chasm Series. Washington, DC: Institute of Medicine of the National Academies. 2006.  Chap 5: 210-258.  Available at www.nap.edu/books/0309100445/html/210.html.  Accessed September 29, 2006.


BN COMMENTARY

Severe Mental lliness and Risk
of Cardiovascular Disease

John W. Newcomer, MD
Charles H. Hennekens, MD

ARDIOVASCULAR DISEASE (CVD), INCLUDING CORO-

nary heart disease (CHD), stroke, and peripheral

vascular disease, is the leading cause of death in

the United States and most developed Western
countries, and will remain so during the 21st century.' In
2004, CVD was listed as the underlying cause of death in
871517 of all 2398000 deaths (36.3%), or 1 of every 2.8
deaths in the United States, with CHD accounting for 52%
and stroke for 17%.? During the past several decades, CVD
mortality has markedly declined in the United States, from
more than 50% to approximately 36% as the underlying
cause of death. Recent data suggest that the decline is
largely due to improved diagnosis and treatment rather
than to major successes in primary prevention. In contrast,
patients with severe mental illnesses, such as schizophre-
nia, bipolar disorder, and depression that together affect 5%
to 10% of the US population,’ lose 25 or more years of life
expectancy, with the majority of the excess premature
deaths due to CVD, not suicide.* In this Commentary, we
summarize disparities in CVD mortality and prevention
efforts comparing the general population and individuals
with severe mental illnesses and suggest the urgent need for
new paradigms.

In the general US population, cigarette consumption has
been the leading avoidable cause of all premature deaths,
with the amount currently smoked representing a key mea-
sure of risk.” Smoking rates in the general population have
declined from more than 50% in the 1950s to approxi-
mately 25% at present.” However, among patients with di-
agnosable mental illness, 50% to 80% are smokers and con-
sume 34% to 44% of all cigarettes in the United States.®
Although patients with severe mental illness are overrep-
resented in state programs like Medicaid, some states do not
cover any form of tobacco-dependence treatment.” In ad-
dition, only a few states cover all treatments recommended
in the US Preventive Services Task Force guidelines on smok-
ing cessation.” Moreover, some states that cover tobacco-
dependence treatment require cost sharing, a serious dis-
incentive for disabled patients with fixed income.”

Beginning in 1972, the National High Blood Pressure
Education Program® and, beginning in 1988, the National

1794 JAMA, October 17, 2007—Vol 298, No. 15 (Reprinted)

Cholesterol Education Program (NCEP)® have contributed
to substantial increases in the proportions of individuals in
the general population diagnosed and treated for hyperten-
sion and dyslipidemia. With respect to NCEP guidelines,
secondary prevention targets are defined as those patients
with prior occlusive events involving the heart, brain, or
peripheral vessels, as well as other very high-risk patients
with 10-year risks of a first CHD event of 20% or greater,
and patients with diabetes who have equivalent risk.
Although the initial goal for low-density lipoprotein choles-
terol was less than 100 mg/dL, recent modifications have
defined an optional goal of less than 70 mg/dL.° Further-
more, in patients with moderate risk, defined as 10-year
risks of a first CHD event of 10% to 19%, the prior goal was
130 mg/dL but the recent modified optional goal is less
than 100 mg/dL.° These recent modifications are based on
randomized trials comparing more intensive vs usual doses
of statins.” These trials demonstrate that patients who
achieve the new optional goals with intensive statin therapy
have lower risks of CHD, stroke, and vascular deaths than
those who achieve the previous goals with usual statin
therapy.

In the general US population during the last decade,
most of the observed reductions in CVD mortality were
due to improvements in the treatment of acute events
and in long-term secondary prevention.! For example,
decreases in the case fatality rate for hospitalized myocar-
dial infarction (MI) have been attributed to increases
in the acute utilization of aspirin, thrombolytics,
B-blockers, and angiotensin-converting enzyme (ACE)
inhibitors.'® Subsequent long-term post-MI use of aspirin,
B-blockers, ACE inhibitors, and statins, as well as thera-
peutic lifestyle change, have all contributed to reductions
in mortality.'

In contrast, patients with severe mental illness who ex-
perience an acute MI are significantly less likely than the
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general population to receive drug therapies of proven ben-
efit, including thrombolytics, aspirin, B-blockers, and ACE
inhibitors.!! Patients with severe mental illness are also sig-
nificantly less likely to undergo cardiac catheterizations and
receive emergency angioplasties or coronary artery bypass
graft surgery. In a study of more than 88 000 Medicare pa-
tients hospitalized for MI, mortality in the follow-up pe-
riod was increased by 19% in the presence of any mental
disorder and by 34% in persons with schizophrenia, with
increases in mortality related to reductions in the quality
of care.”

Regarding CVD prevention, individuals with severe men-
tal illness have approximately 1.5 to 2 times the general popu-
lation prevalence of diabetes, dyslipidemia, hypertension,
and obesity.'*"* The high prevalence of modifiable CVD risk
factors can be explained in part by underdiagnosis and un-
dertreatment and in part by contributions related to the men-
tal illness, including effects of the medications used for treat-
ment, some of which have unfavorable effects on various
metabolic risk factors for CVD.'*1¢

Among the approximately 1500 patients with chroni-
cally treated schizophrenia entering the Clinical Antipsy-
chotic Trials of Intervention Effectiveness (CATIE) study,
which was conducted at 57 US sites spanning a range of aca-
demic and public sector treatment settings, 88% of pa-
tients with dyslipidemia were receiving no lipid-lowering
pharmacotherapy, 30% with diabetes were receiving no an-
tidiabetes medications, and 62% with hypertension were re-
ceiving no antihypertensive medications."’

In general, screening for hyperglycemia and dyslipid-
emia occurs at very low rates in individuals with serious men-
tal disorders, even in the context of treatment with medi-
cations such as antipsychotics. Evidence from controlled
studies including large-scale randomized trials indicates that
some but not all antipsychotic drugs can adversely affect adi-
posity as well as glucose and lipid metabolism.'*'® A recent
cohort study involving Medicaid claims data for 55436 en-
rollees with mental illness from 4 states observed that in the
4 months before and after a new antipsychotic prescrip-
tion, less than one-third of patients overall received any
plasma glucose measurement and less than 10% received
any plasma lipid measurement.'® Low levels of screening are
likely to contribute to observed low levels of diagnosis and
treatment for modifiable CVD risk factors in this popula-
tion.

The NCEP guidelines recommend that patients with dia-
betes be treated as aggressively as patients with prior MI or
stroke who do not have diabetes.® However, patients with
diabetes and severe mental illness are less likely than pa-
tients with diabetes and no mental illness to receive standard-
of-care treatments. In a study of more than 300000 pa-
tients with diabetes in the Veterans Administration system,
the presence of mental illnesses like schizophrenia and bi-
polar disorder significantly increased the risk of not receiv-
ing appropriate elements of care, such as eye examina-

©2007 American Medical Association. All rights reserved.
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tions, plasma lipid testing, and glycated hemoglobin
monitoring."

With respect to high-risk prevention targets, the NCEP
guidelines define the metabolic syndrome as a constella-
tion of at least 3 of 5 risk factors including abdominal
obesity, low high-density lipoprotein, high triglycerides,
increased blood pressure, and elevated fasting blood glu-
cose, targeting insulin resistance-related changes in risk
for CVD and diabetes.?® The metabolic syndrome is a
common condition in the US general population, espe-
cially in the presence of obesity, affecting more than 25%
of all adults*' and 50% to 60% of those with a body mass
index of more than 30.** Such individuals have a 10-year
risk of a first CHD event of approximately 16% to 18%.
In the baseline evaluation of patients with chronic
schizophrenia entering the CATIE study,” prevalence of
the metabolic syndrome was approximately twice that of
age-matched general population controls, accounted for
by increased prevalence of all individual metabolic syn-
drome criteria."?

These considerations all contribute to the markedly
reduced life expectancy of patients with severe mental ill-
nesses, in whom the majority of excess premature deaths
are due to CVD. These data indicate a crucial need for new
approaches for prevention and treatment of CVD in
patients with serious mental illnesses, including closer
attention to choice of psychotropic drug treatment regi-
mens and more aggressive use of monitoring and interven-
tions to identify and reduce risk. Almost a decade ago, US
Surgeon General Satcher suggested that mental health is
“inextricably intertwined” with general medical health, and
high-quality mental health systems must integrate medical
care with psychiatric treatment.”® Similarly, a recent Insti-
tute of Medicine report concerning the need to improve
overall health care for patients with mental illness under-
scored the importance of integrating and co-localizing psy-
chiatric and medical services.?* However, the need for new
approaches and better coordination of services faces short-
term and long-term challenges, ranging from fiscal con-
cerns to lack of awareness, knowledge, or comfort among
clinicians, administrators, and support staff who might play
key roles.

The majority of cardiovascular clinicians who provide
care for patients with severe mental illness are primary
care physicians or cardiologists who are likely to be less
familiar than psychiatrists and other mental health care
professionals with the existing situation or the potential
solutions. Improvements in secondary prevention will
therefore necessarily involve better education and involve-
ment of primary care clinicians, endocrinologists, and car-
diologists to reduce disparities in the level and quality of
treatment services received by individuals with mental ill-
ness requiring treatment for CVD, CVD risk-equivalent
conditions like diabetes, and other CVD risk factors. In the
short term, substantial effort must come from the existing
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mental care system, reallocating existing resources to coor-
dinate screening, interventions including needed referrals,
and required follow-up monitoring. Mental health profes-
sionals and systems need to improve working relationships
with primary care and specialty collaborators, including
proactive efforts to facilitate evaluation and follow-up for
patients where extra communication and staffing may be
needed in relation to either the mental disorder or treat-
ment choices.

Improvements in primary prevention offer the largest
potential for reducing CVD mortality in individuals with
severe mental illness. Careful attention and future research
should be directed at key issues, such as the appropriate
role of antipsychotic and other psychotropic drug therapies
less likely to adversely affect cardiometabolic risk compared
with the role of adjunctive pharmacotherapies that might
target excess weight, dyslipidemia, hypertension, and
hyperglycemia in this population. New approaches and
models that include nonpsychiatric clinicians evaluating
more patients with severe mental illness will require access
to supportive services and psychiatric consultations neces-
sary to implement recommendations. Without the future
collaborative efforts of primary care clinicians, endocrinolo-
gists, and cardiologists with psychiatrists, the large burden
of avoidable premature mortality from CVD in patients
with severe mental illness is likely to continue and increase
in severity.
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Primary Care Provider Network

August 5, 2008



79.39% of Licensed Physicians
Enrolled with MO HealthNet.

21,257 Licensed Physicians (Board of Healing Arts 2/2008 data)

16,875 Enrolled Physicians in MO HealthNet (vo
HealthNet 7/2008 data)

Comparison by specialty not completed as Board of
Healing Arts data does not include specialty.

Not able to capture whether enrolled MO HealthNet
physicians are accepting new patients.



WHO IS A PRIMARY CARE PROVIDER
<

e A primary care provider (PCP) may be one of
the following:

- General/Family Practitioner

— Obstetrics (OB)/Gynecology (GYN)
- Pediatrician

— Internist

- Advance Practice Nurse



PCP to Patient Ratio
« "/ /7

e PCP/Participant ratios in the range of 1:1500
have been used to represent adequate
staffing levels in federal health programs.

(Refer to FAQs at http://www.raconline.org/info_quides/clinics/fghcfaq.php)



http://www.raconline.org/info_guides/clinics/fqhcfaq.php

MO HealthNet Fee-for-Service Program
1:53 PCP to Patient Ratio

e 8,487 PCPs Enrolled in MO HealthNet
- 7,408 Physicians
— 1,079 Nurse Practitioners

e 453,417 Average Fee-for-Service MO
HealthNet Participants (sry 2008 through April 2008)



Active Primary Care Providers
-

e Looking at claims data for the last 12 months:

— 3,755 PCPs submitted claims for 10 or more
office visits: PCP-to-Patient Ratio of 1:121

—~ 2,091 PCPs submitted claims for 50 or more
office visits: PCP-to-Patient Ratio of 1:217

— 1,333 PCPs submitted claims for 100 or more
office visits: PCP-to-Patient Ratio of 1:340
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There are no enrolled PCPs in Ozark county. However, there
are two (2) enrolled Eural Health Clines {Ganeswille and
Theodosia, MO,
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Personal Health Record

o Individual health information
defined by that individual

o Web pages for patients to enter
their data manually

o Employer/payer portal for
claims data

o Physician-hosted portal giving
access to personal EHR




Personal Health Record Aims

o Move beyond the “chart on the
shelf” standard

o Glve patients better access to
their own health care data

o Enable patients to have more
control over their own
INformation



Percentage of Office-Based Physicians in the United States Using Electronic Medical Records,
2001-2006
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Presenter
Presentation Notes
Percentage of Office-Based Physicians in the United States Using Electronic Medical Records, 2001-2006. Data are from Hing et al.1 Comprehensive electronic medical records systems include, at a minimum, computerized orders for prescriptions and tests, test results (laboratory or imaging), and clinical notes.


Functionalities of an Electronic Health Record System, According to the Institute of Medicine

Table 1. Functionalities of an Electronic Health Record System, According to
the Institute of Medicine.

Core Functionalities™ Other Functionalities

Health information and data  Electronic communication and connectivity

Results management Patient support
Order entry and support Administrative support

Decision support Reporting and population health management

* These categories were determined by an advisory panel to the federal gov-
ernment’s HIT Adoption Initiative to be the core functionalities of an elec-
tronic health record.

Blumenthal D and Glaser J. N Engl J Med 2007;356:2527-2534
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Use of Electronic Medical Records in the United States, November 2007

A Percentage of Adults in the U.S. Who Use an Electronic Medical Record, November 2007
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Presenter
Presentation Notes
Use of Electronic Medical Records in the United States, November 2007. Data are from a Wall Street Journal Online/Harris Interactive Survey of 2153 adults, conducted online in the United States, November 12-14, 2007.2 Percentages in Panel A do not sum to the total because of rounding.


Precautions

o Sharing or sale of personal
iInformation

o Comprehensive privacy policy

o Allowed advertising

O Fee structure



Selected Sites of Interest

o Dossia (www.dossia.orq)

o Microsoft HealthVVault
(www.healthvault.com)

o Google Health
(https://www.google.com/health

o Myhealthfolders
(https:/7/myhealthfolders.com/)


http://www.dossia.org/
http://www.healthvault.com/
https://www.google.com/health

1732

25. Wazana A. Physicians and the pharmaceutical industry: is a
gift ever just a gift? JAMA 2000;283:373-80.

26. Peay MY, Peay ER. Innovation in high risk drug therapy. Soc
Sci Med 1994;39:39-52.

27. Monane M, Glynn RJ, Gurwitz JH, Bohn RL, Levin R, Avorn
J. Trends in medication choices for hypertension in the elderly:
the decline of the thiazides. Hypertension 1995;25:1045-51.

28. Fischer MA, Avorn J. Economic implications of evidence-
based prescribing for hypertension: can better care cost less?
JAMA 2004;291:1850-6.

29. Steinman MA, Harper GM, Chren M-M, Landefeld CS, Bero
LA. Characteristics and impact of drug detailing for gabapentin.
PLoS Med 2007;4(4):e134.

30. Berenson A. Jury finds Merck liable in Vioxx death and
awards $253 million. New York Times. August 19, 2005.

31. Topol EJ. Nesiritide — not verified. N Engl ] Med 2005;
353:113-6.

32, Kesselheim AS, Fischer MA, Avorn J. The rise and fall of
Natrecor for congestive heart failure: implications for drug pol-
icy. Health Aff (Millwood) 2006;25:1095-102.

33. Tabarrok AT. Assessing the FDA via the anomaly of off-label
drug prescribing. Independent Review 2000;V(1):25-53.

34. Radley DC, Finkelstein SN, Stafford RS. Off-label prescrib-
ing among office-based physicians. Arch lntern Med 2006;166:
1021-6.

35. Alexopoulos GS, Streim J, Carpenter D, Docherty JP. Using

NEW ENGLAND JOURNAL o/ MEDICINE

antipsychotic agents in older patients. J Clin Psychiatry 2004;65:
Suppl 2:5-99.

36. Lagnado L. Prescription abuse seen in U.S. nursing homes.
Wall Street Journal. December 4, 2007:A1.

37. FDA issues public health advisory for antipsychotic drugs
used for treatment of behavioral disorders in elderly patients.
Rockville, MD: Food and Drug Administration, 2005. {(Accessed
March 28, 2008, at hup:/jwww.fda.govibbs/topics/ANSWERS/
2005/ANS01350.html)

38. Wang PS, Schneeweiss S, Avorn J, et al. Risk of death in e-
derly users of conventional vs. atypical antipsychotic medica-
tions. N Engl J Med 2005;353:2335-41.

39, Avorn J. Paying for drug approvals — who'’s using whom?
N Engl ] Med 2007;356:1697-700.

40. Kesselheim AS, Mello MM. Confidentiality laws and secrecy
in medical research: improving access to drug safety data.
Health Aff (Millwood) 2007;26:483-91.

41, Morris CA, Avorn J. Internet marketing of herbal products.
JAMA 2003;290:1505-9.

42, Mason M], Scammon DL. Health claims and disclaimers:
extended boundaries and research opportunities in consumer
interpretation. ] Public Policy Mark 2600;19:144-50.

43. Hilts PJ. Protecting America’s health: the FDA, business, and
one hundred years of regulation. New York: Alfred A. Knopf,
2003.

Copyright © 2008 Massachusetts Medical Society.

Tectonic Shifts in the Health Information Economy

Kenneth . Mandl, M.D., MP.H

In a recent shift in the health information land-
scape, large corporations are seeking an integral
and transformative role in the management of
health care information. The mechanism by which
this transformation is likely to take place is
through the creation of computer platforms that
will enable patients to manage health data in per-
sonally controlled health records (PCHRs). Two
types of large corporations are involved. Technol-
ogy companies such as Google and Microsoft see
business opportunities,* whereas Fortune 100
companies in their role as employers®? see effi-
ciencies and cost savings when patients can se-
curely store, access, augment, and share their own
copy of electronic health information. Though this
shift in the locus of control of health information
is driven largely by a need to provide assistance
with clinical care processes, it will also profound-
ly affect the biomedical research enterprise. We ii-
lustrate this shift with a two-part scenario in which
a patient fills her PCHR with data from multiple
sites of care and then participates in research.
The first part of this scenario involves informa-
tion integration. The patient, who has inflamma-
tory bowel disease, is treated at a gastroenterol-
ogy practice and has had an inpatient admission

and Isaac 5. Kohane, M.D., Ph.D.

at one hospital, a visit to an emergency depart-
ment at another hospital, and test results at a lab-
oratory. She logs into her hosted PCHR at a secure
Web site. Since she has established subscriptions
to automatic updates from each of these clini-
cal entities, her PCHR is current with copies of
those data.

The PCHR_ enables the patient to authorize ac-
cess to information (views or even copies of the
record) to others, including clinical providers,
family members, health care proxies, and re-
searchers, and to intelligent software agents such
as a disease-management tool.

The second part of this scenario involves par-
ticipation in research. Through her PCHR inter-
face, the patient signs up for notification of open
research studies on inflammatory bowel discase.
Her eligibility is determined by 2 combination of
her demographic characteristics, responses to a
brief survey, and the clinical contents of her
PCHR (e.g., diagnoses and medications). Five study
matches are returned, and she chooses to partici-
pate in two. The first match is a randomized clini-
cal trial of a medication with local enrollment at
the hospital where she visited the emergency de-
partment. She makes an appointment and enrolls

N ENGLJ MED 358;16 WWW.NEJM.ORG APRiL 17, 2008
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in person. The second study is a nonintervention-
al prospective cohort study from an academic
medical center located on the opposite coast.
There is a small financial incentive to participate,
The patient enrolls in this study with an online
consent, agreeing to make select contents of rec-
ords available to study investigators on an on-
going basis and to answer monthly online ques-
tionnaires.

This scenario anticipates a new scale of data
liquidity, a gush of information from clinical set-
tings — electronic health records, laboratory in-
formation systems, and medication-management
systems — into PCHR platforms where health
care consumers independently decide about sub-
sequent disclosure. If others follow the lead of
major health care institutions such as New York—
Presbyterian Hospital, which has committed to
allow patients to transfer electronic health infor-
mation into the Microsoft HealthVault personal
health record,* companies that are new to health
care may ultimately house and manage an infor-
mation repository far larger than any in the aca-
demic sector. If the project is successful, patients
at New York—Presbyterian Hospital will have the
opportunity to individually control a copy of their
own data. Collectively, they will control a popu-
lation database hosted by a third party (at New
York—Presbyterian Hospital it is Microsoft, and at
Cleveland Clinic it is Google). This database will
potentially reflect the entire scope of the hospi-
tal’s services and outcomes, and patients will de-
termine the parties with whom they subsequently
share their data. .

Such qualitative and quantitative changes in
the health information economy will certainly af-
fect our biomedical research system in ways that
cannot be fully predicted. We have produced the
reference application for this model, known as the
Indivo system,®¢ and we continue to pursue
PCHR-based population-level studies within our
academic health center.”® On the basis of our ex-
perience, we consider the potential effects of the
success of the PCHR model on the clinical re-
search enterprise. We hope that the clinical re-
search community can respond to these changes
in an informed and thoughtful manner.

THE INFORMATION LANDSCAPE

PCHRSs are a special instance of personal health
records®* that include portals. Portals are closed

systems that allow patients to view their own
clinical data in institutional electronic health rec-
ord systems or their claims data in payer sys-
tems.** We contend that PCHRs are a disruptive
innovation that inverts the current approach to
medical records in that they are created by and
reside with patients who grant permission for their
use to institutions, clinicians, researchers, public
health agencies, and other users of medical in-
formation. PCHRs use the subscription model,®
which facilitates consumer-driven data aggrega-
tion (Fig. 1). In some ways, this model, like a
health care version of the financial Quicken prod-
uct, advances the flow of information far more
than models requiring interinstitutional data-shar-
ing agreements. Under the subscription model,
data from two competing health care networks
may reside in the same PCHR without cumber-
some agreements between those two networks.
The patient asserts a claim to his or her data at
each network independently. This consumer-driven
model of data aggregation may promote data li-
quidity far more than competing approaches, such
as health information exchanges,'2 which require
centralized management of data-sharing agree-
ments between networks and institutions.

On patient approval, companies, governmental’

and nongovernmental organizations, and health
centers can create applications that connect
through a programming interface to the major
PCHR platforms. These applications should make
a PCHR a benefit rather than a chore by enabling
services such as the interpretation of laboratory
tests, referrals, the provision of customized med-
ical advice, and disease management. How similar
this interface (Fig. 1) will be across the major
PCHR platforms and how nurturing the various
PCHR purveyors will be of patient-directed sharing
of data across these platforms remain to be seen.

Clinical research has primarily been the prov-
ince of and under the control of the health care
systems where the patients have received their
care. Notable exceptions include studies with
broad-based recruitment strategies such-as the
Framingham Heart Study, which identified sub-
jects through a geographic community, and the
Nurses Health Study, which recruited subjects
through professional channels. Similarly, PCHRs
present a diffusible and scalable mechanism for
ready and direct recruitment of cohorts across the
boundaries of health systems, managed-care net-
works, and academic medical centers.
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KEY ISSUES FOR CLINICAL RESEARCH

If the platform model proves to be successful,
the largest, richest, and most up-to-date health
care databases will reside on the servers of the
companies providing the PCHR platform. IfPCHRs
are as successful as their proponents project, even
large programs such as the National Institutes of
Health’s multibillion-dollar Clinical and Transla-
tional Science Award program may produce small-
er, less complete data sets.*** Extensive clinical
data sets used by public health agencies, such as
those of the Centers for Disease Control and Pre-
vention (CDC) for health surveillances and the
Food and Drug Administration (FDA) for the post-
marketing surveillance of pharmaceuticals,® may
have less population coverage and less complete
and specific information than those that could
reside in PCHR repositories if they receive wide-
spread uptake and are kept up to date.

A number of key questions arise. For instance,
do the PCHR service providers themselves have a
research mission? Do they intend to look across
PCHRs to make observations about population
health or the health of particular cohorts of pa-

tients — for example, patients taking a particu-
lar medication? If so, who will have access to the
data, for what purposes, and under what sort of
regulation? PCHR companies should all clearly de-
fine whether and how they will de-identify or ag-
gregate data'’'® and how or whether secondary
uses of the data sets will be allowed or limited.
Academic medical centers may find themselves
struggling to understand these implications be-
fore following the lead of New York-Presbyterian
Hospital and Cleveland Clinic in making health-
system data available to a PCHR company. If they
empower their patients by enabling the fluid
transfer of health information, does this mean
their own researchers will have access to patient
data that span institutions and include annota-
tions and supplementary information provided
by patients? How would this access be determined?
Orne approach would be to allow individual pa-
tients to strictly control access to their data by
third-party researchers. As in the scenario above,
a consumer might choose to connect her PCHR
to a software application hosted by a clinical re-
search organization that enables her to enroll in
a clinical trial of a medication. She also might
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connect to an FDA postmarketing surveillance
program enabling her to contribute her medica-
tion, symptom, and outcome data. A consumer
also might choose to share information about
influenza vaccinations and influenza-like illness
with the CDC to augment national surveillance,
prevention, and control efforts. Alternatively, she
might link her record to a social-networking site,
share her data, and engage with patients who have
similar conditions.

Another approach would be for the platform
company to directly extract data, perhaps de-iden-
tified, by polling across PCHRs, removing the
patient as the intermediary in the decision. The
latter approach is not consistent with a fully per-
sonally controlled model® (e.g., in Fig. 1, the layer
for information access controls would include con-
trol by the PCHR platform company in addition
to control by the health care consumer), but it
could well be chosen by some commercial ven-
dors. Issues with respect to information privacy
are discussed below.

Neither tactic provides the institutional control
that academic medical centers, health mainte-
nance organizations, and health networks cur-
rently have over their patients’ health records.
There is a reasonable argument that such control
has been parochial and has created inefficiencies
in fostering scientific discovery*®2° and in deliv-
ering high-quality clinical care. Wide-scale shar-
ing of meticulously collected research data is
largely still a work in progress.?* Nonetheless, if
the pendulum swings the other way, an entire
generation of clinical researchers in training will
find themselves with second-class or no access
to the best research resources. For example, a
PCHR provider and a partner organization could
coneeivably, with the best of intentions, generate
the largest genetically characterized and pheno-
typed cohorts, using the PCHR as a vehicle. In-
deed, many researchers might have an incentive
to work with these PCHR companies to minimize
the per capita administrative overhead for their
studies or to market research studies directly to
consumers with PCHRs.

Whether these new companies will gain access
to patients to engage them in prospective studies
or even formal therapeutic trials is unknown. Aca-
demic medical centers will need to assess wheth-
er they will be competing with PCHR vendors even
on a local level for the attention and participation
of their own patients in research. Public health

agencies will need to understand the structure and
value of these new sources of population health
data. To the degree that commercial interests have
been fast in moving into this new era of manage-
ment of personalized medical records, person-
alized medical advertisement, and personalized
decision support, regulatory authorities and aca-
demic medical centers have been slow in moving
their focus beyond the challenges of individual
cohort studies and controlled trials.

REGULATION OF PCHR-BASED
RESEARCH

Our society should make an informed decision
about how the goals of improving health care, and
the twin beacons of maximizing patient autono-
my while minimizing health risk, should be served
in the context of a seismic change in the locus of
control, curation, interpretation, and guardianship
of patient information. The companies provid-
ing PCHRs are not covered entities under the
Health Insurance Portability and Accountability
Act (HIPAA). Unless this changes, a group of re-
searchers may emerge with identical questions but
with restrictions and safeguards quite different
from those of their colleagues in academic health
centers. For example, within HIPAA-covered enti-
ties, there are very clear definitions of what con-
stitutes a limited data set and a de-identified data
set?? and what the substantial penalties are for
infractions in their use and management.
Consumers navigating the opportunities to
share and potentially even monetize their data
for research deserve a guidepost such as a certi-
fication or a seal of approval with regard to ser-
vices, software, and projects from a trusted au-
thority. Protections for research subjects in the
new, personalized health information economy
will arise through a mixture of federal regulation
{perhaps, for example, the extension of HIPAA),
contractual relationships, certification, and edu-
cational programs. Progress in this regard has
been slow, even as PCHRs are deployed. Bills in-
troduced in Congress in 2006 and 20072%2* would
dictate the structure, governance, and financing
of personal health records and PCHRs. However,
no legislation has been enacted. The Department
of Health and Human Services currently funds a
private, nonprofit organization to certify electron-
ic health records with respect to interoperability,
quality, and privacy protection.?> Whether this en-
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tity will be expanded to certify PCHRs and the
software agents and services that connect to
PCHRs, whether the industry will attempt to self-
regulate or to certify PCHRs, and whether federal
laws or regulations will be enacted or amended
remain to be seen. Given the posited right of pa-
tients to contribute or sell their own data,” con-
sumer protections will need to balance a new de-
gree of patient autonomy with transparency and
education with regard to the responsibility and
risks of data stewardship. For example, they will
need to strike a balance between patient control
and a paternalistic protection against coercion
and false claims made across the multiple chan-
nels of communication that are possible between
these new research entities and health care con-
sumers. Since some PCHR platforms may allow
advertising based on the content of personal in-
formation, including Internet search terms, les-
sons may be derived from experience with federal
oversight of direct-to-consumer advertising of
pharmaceuticals.?¢ '

Academic medical centers, federal regulators,
and PCHR service providers will probably need
to collaborate to ensure that institutional review
boards or newly configured oversight bodies can
establish protocols for recruiting subjects through
PCHRs. Exploratory multistakeholder meetings
have already begun.?”2% Creative and effective on-
line consent processes must be developed and
used, since globalization of the research enterprise
requires electronic means of researcher-subject
interaction. Such consent must reveal clearly and
emphatically how identified and de-identified pa-
tient data will be handled.

OPPORTUNITIES AND CHALLENGES

We see five important hurdles to overcome if
PCHRs are to be used to the full extent of their
potential. First, the ready exchange of richer clin-
ical data requires broad agreement on standard
data formats. It is encouraging that an emerging
consensus?>* is dictating how information is im-
ported to, or exported from, the PCHR — includ-
ing data-exchange standards recently recognized
by the Secretary of Health and Human Services.?!
Second, entities controlling clinical data systems
{e.g., hospitals and practices) have yet to commit
to make data available electronically to patients,
and to do so, they need cooperation from their

information-system vendors. Third, under the
Clinical Laboratory Improvement Amendments
(CLIA),*? laboratories must release test results only
to authorized persons, which, depending on indi-
vidual state laws and regulations, may not always
include the patient. Hence, in many circumstanc-
es, the current form of CLIA can be interpreted
as preventing the communication of laboratory re-
sults directly to patients.?® We think that patients
have a fundamental right to view and distribute
their own data. Fourth, vast amounts of medical
information are still stored on paper. Although
saving scanned electronic images of paper records
in a PCHR is an important step forward, the full
promise of PCHRs will not be realized until there
is a greater adoption of electronic health records
in health care practice settings® that make struc-
tured data available for analysis and computation.
Fifth, since in the United States there is no univer-
sal patient identifier® or set of business processes
to enable ready authentication of the consumer
across the health care system,? new approaches to
establishing identity and trust are needed.?

Despite these challenges, many consumers
with PCHRs will soon control a valuable resource
— an integrated copy (possibly the only such copy)
of their health care information across sites of
care and over time as well as the annotations and
supplementary information they provide. Under
favorable conditions, consumers will benefit con-
siderably as new business models develop, entic-
ing them to engage in research, establishing com-
munication channels between researchers and
PCHR owners, and competing for consumer at-
tention over those channels. Just as medicine
emerged stronger after Abraham Flexner’s 1910
report on medical education,?® our health care
system can be made not only safer for patients but
more agile in pursuing translational research if
we recognize and help steer these shifts in the
medical information economy.
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Healthcare Information
Technology Report Update

August 5, 2008



History
S

e Report was due January 1, 2008

e | etters dated March 21, 2008 went to Governor Matt
Blunt, Honorable Michael Gibbons, and Honorable Rod
Jetton indicating funding for the report was before the
General Assembly

e Funding was provided in the Supplemental Budget bill



Plan for Report

e MHD contracted with Fox Systems, Inc.

e Build upon existing reports:

— Missouri Healthcare Information Technology Task
Force Final Report, September 2006
www.dhss.mo.gov/HealthinfoTaskForce/Report.pdf

— The Transformation of Missouri Medicaid to MO

HealthNet, December 2006,
www.dss.mo.gov/mis/mcdtransform.pdf



http://www.dhss.mo.gov/HealthInfoTaskForce/Report.pdf
http://www.dss.mo.gov/mis/mcdtransform.pdf

Report Elements from §208.978
S

e Develop and Report and Deliver to the Governor and
General Assembly

e Including but not limited to:

1) Reviewing the current status of healthcare
Information technology adoption by the healthcare
delivery system in Missouri

2) Addressing the potential technical, scientific,
economic, security, privacy, and other issues related
to the adoption of interoperable healthcare
Information technology in Missouri



Report Elements from §208.978
S

3)

4)

5)

Evaluating the cost of using interoperable healthcare
Information technology by the healthcare delivery
system in Missouri

|dentifying private resources and public/private
partnerships to fund efforts to adopt interoperable
healthcare information technology

Exploring the use of telemedicine as a vehicle to
Improve healthcare access to Missourians



Report Elements from §208.978

6)

7)

ldentifying methods and requirements for ensuring
that not less than 10% of appropriations within a
single fiscal year shall be directed toward the
purpose of expanding and developing minority
owned businesses that deliver technological
enhancements to healthcare delivery systems and
networks

Developing requirements that ensure not more than
25% of appropriations from the healthcare
technology fund in any fiscal year shall be
contractually awarded to a single entity



Report Elements from §208.978
S

8)

9)

Developing requirements to ensure the number of
contractual awards provided from the healthcare
technology fund shall not be fewer than the number
of Missouri Congressional districts

Recommending best practices or policies for state
government and private entities to promote the
adoption of interoperable healthcare information
technology by the Missouri healthcare delivery
system



Project Objectives
-

Conduct follow-up survey and present findings

Research and report on national Health Information
Exchange initiatives, issues, and barriers

Determine cost of adopting interoperable health care
technology systems

|dentify private resources and private/public partnerships
to fund interoperable technology

Prepare a report that meets requirements of §208.978



Report Release Timeline — For
Discussion

. . Y

Draft report review and revision by MHD
and Department — in process

Email to Oversight Committee members for review and
recommendations -- return by October 1

Consider October teleconference among Oversight
Committee members for final discussion

Report release November 2008



Four-Year Plan to Reach Reimbursement Parity

August 5, 2008

Marga Hoelscher, CPA MPA
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Requirements

e Section 208.152.1(23) requires the MO
HealthNet Division to provide General
Assembly with four-year plan to reach
parity with Medicare reimbursement
rates and third-party payer average
dental reimbursement rates.

Amounts to be included in the annual
budget request

August 5, 2008 MO HealthNet Division 2



FY 2009 Average Reimbursements

Percentage
of Medicare

Ambulance 45%
Audiology 65%
Dental 42%
Durable Medical Equipment 95%
Optical 55%
Physician 65%

Rehabilitation Center Therapy 25%

August 5, 2008 MO HealthNet Division 3



Program Areas Excluded

Comprehensive Day Rehab
Home Health

Hospice

NEMT

Pharmacy

School-Based Therapy

Cost-Based Reimbursements
Hospitals
Nursing Facilities
State Institutions
Federally Qualified Health Center (FQHC)
Rural Health Center (RHC)

August 5, 2008 MO HealthNet Division 4



Parity Comparisons

e Medicare rate If available
e Other state rates with similar Medicaid
reimbursement methodology
Arkansas
lowa
Oklahoma

e Medical care CPI target rate

August 5, 2008 MO HealthNet Division 5



Projected Costs of Parity Over Life of Plan

Medicare
Comparison

State
Proxy

Vaccine for
Children

Total
Cost

$213 mil

$10.3 mil

$1.5 mil

$59.0 mil

$9.8 mil

$293.9 mil

Savings

($7.5) mil

($1.5) mil

($0) mil

($0.0) mil

($0.0) mil

($9.0) mil

Net Costs

$205.8 mil

$8.8 mil

$1.5 mil

$59.0 mil

$9.8 mil

$284.9 mil

State Share

$78.3 mil

$3.2 mil

$.5 mil

$21.3 mil

$3.5 mil

$106.8 mil

Percent
of Total Cost

August 5, 2008

MO HealthNet Division




FY 2010 Annual Request

FY 2009 %
Medicare
Achieved

Target %

General

Revenue
Required

Total Funds
Including Federal

Required

Ambulance

45%

60%

$3.1 mil

$8.1 mil

Audiology

65%

74%

$.05 mil

$.13 mil

Dental

42%

57%

$5.5 mil

$15.2 mil

Durable
Medical
Equipment

95%

96%

$.4 mil

$1.0 mil

Optical

66%

$1.0 mil

$2.5 mil

Physician

75%

$16.7 mil

$44.2 mil

Rehab
Treatment
Center

$.1 mil

$.4 mil

Total

$26.7 mil

$71.3

August 5, 2008

MO HealthNet Division
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