
 
 

MO HEALTHNET OVERSIGHT COMMITTEE 
AUGUST 5, 2008 

MEETING HANDOUTS 
 

This packet contains the following information: 
  
1. Enrollment by Eligibility Category 
 
2. On Line MO HealthNet Application for Families 
 
3. MO HealthNet Managed Care Contract Rebid Status Presentation given 

by Dr. Ian McCaslin 
 
4. Projected Timeline for Administrative Services Organization Contract 
 
5. Biography of guest speaker John W. Newcomer, MD, Washington 

University, St. Louis, Missouri  
 
6. Children and Use of Psychotropic Medications Presentation given by Dr. 

John Newcomer 
 
7. Severe Mental Illness and Risk of Cardiovascular Disease, co-authored 

by Dr. John Newcomer 
 
8. Primary Care Provider Network Presentation given by Debbie Kolb 
 
9. Personal Health Records Presentation given by Dr. Ian McCaslin 
 
10. Tectonic Shifts in the Health Information Economy, New England 

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

 
11. Healthcare Information Technology Report Update Presentation given 

by Debbie Kolb 
 
12. Four-Year Plan to Reach Reimbursement Parity Presentation given by 

Marga Hoelscher 

http://www.nejm.org/


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

 
 
 
 
                                                        Participation 
 
 
 
 

 
Participants 

as of 
March 2008 

Participants 
as of 

June 2008 

Percentage 
of June 2008
Participants

Income Eligibility 
Maximums 

(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   
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Web Application Process Contents 
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Web Application Process Objectives 
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Overview of Web Application Process 

 

 
 
 

 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. 
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Demo Household Structure 
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Next Phases 
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Login Page 

 

 
 

 
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. 
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New User Registration 

 

 
 

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.  
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Automated E-mail when Registration is completed 

 

 
 
 

Note: 
 

 The applicant will receive this mail (if they had entered an e-mail address while 
registering) once they register. 
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User Account Activation 
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Applicant Detail (Cathy Owen) 
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Household Members (Ross Owen) 
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Household Members (Keith Owen) 
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Household Members (Grace Owen) 
 

 



 

                                                            MO HealthNet Web Project                                                   - 14 - 
 

 
Benefit Request 

 

 
 

Note: 
 

 In this page, only the applicants who want get benefits are selected. 
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Citizenship and SSN 

 

 
 

Note: 

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

 

 
 

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 
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Pregnancy 

 

 
 

Note: 
 

 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. 
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Absent Parent Question 
 

 
 
 
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. 
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Household Summary 
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Employment Question 

 

 
 

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) 

 

 
 

Note: 
 

 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 

 

 
 

Note: 

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

 

 
 

Note: 

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

 

 
 

Note: 
 

 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 



 

                                                            MO HealthNet Web Project                                                   - 25 - 
 

 
Income Summary 

 

 
 

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 

 

 
 
Note: 

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

 

 
 
Note: 
 

 If 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 

 

 
 
Note: 
 

 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 

 

 
 

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 

 

 
 

Note: 
 

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

 

 
 

Note: 
 

 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 

 

 
 

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. 

 



 

                                                            MO HealthNet Web Project                                                   - 33 - 
 

 
Medical Condition 

 

 
 

Note: 

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

 
 
Note: 

• If the applicant is filling this application through a Community Partner, then they 
have to select the Community Partner Name 
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Thank You 
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Automated E-mail Generated after Application is Submitted 

 

 
 
 

Note: 
 
 If the applicant is filling this application through a Community Partner, then they 

have to select the Community Partner Name 
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Application History 

 

 
 

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. 
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Change Profile  
 

 
 

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                                                   - 41 - 
 

Updating Profile 
 

 
 

Note: 
 
 In this screen the applicant is changing their Personal Information, Secret 

Question and Password 
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Log Out 
 

 
 
Note: 

 
 This is the screen which an applicant can see when they log out. 
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MO HealthNet Managed Care

 Eligibility Groups

In General:  
Adolescents, children, and infants; Pregnant 
women; Refugees
Children in foster care, in custody, and 
adoption subsidy
State Children’s Health Insurance Program 
children (SCHIP)

Reside in specified Missouri counties



Number of Counties

Central Region (18 )

Central Expansion 01/01/08 (10)

Eastern Region (10 )

Eastern Expansion 01/01/08 (3)

Western Region (9 )

Western Expansion 01/01/08 (4)
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Health Plans

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

HealthCare USA
(not available in Madison, Perry,

or Polk Counties)

Mercy CarePlus

(not available in Linn County)

Missouri Care
(not available in Laclede, Maries, Phelps, or Pulaski Counties)
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MCO Enrollment –

 
383,517*

Eastern Region – 189,472*
Harmony Health Plan of Missouri
HealthCare USA 
Mercy CarePlus

Central Region – 73,194*
HealthCare USA 
Mercy CarePlus
Missouri Care

Western Region – 120,851*
Blue-Advantage Plus of Kansas City
Children’s Mercy Family Health Partners
HealthCare USA 
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:

Advocacy organizations
Provider groups
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
Strengthen care coordination measures

Behavioral and physical health linkage
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
Specific program elements of discussion

Pharmacy
Behavioral health
Dental



CONTRACT REBID DRAFT TIMELINE

Jul – Aug 2008 Health Plan Site visits
Oct 1, 2008 RFP to Office of Administration
Dec 8, 2008 RFP Released 
January 6, 2009 Pre-Proposal Conference 
February 13, 2009 Bids Due
March 20, 2009 Contracts awarded
April 6-10, 2009 On-Site Readiness Review
Jul 15, 2009 Open Enrollment Begins
Sep15, 2009 Open Enrollment Ends 
Oct 1, 2009 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 Ill (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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Compared with the general population, persons 
with major mental illness lose 25–30 years of normal 
life expectancy

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

Year AZ MO OK RI TX UT

1997 26.3 25.1 28.5

1998 27.3 25.1 28.8 29.3

1999 32.2 26.8 26.3 29.3 26.9

2000 31.8 27.9 24.9

Mortality Associated with Major Mental 
Disorders: Mean Years of Potential Life Lost



Cardiovascular Disease Is Primary Cause Cardiovascular Disease Is Primary Cause 
of Death in Persons with Mental Illness*of Death in Persons with Mental Illness*
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*Average data from 1996-2000. 
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Age

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

 

# OF DEATHS
Accidents

 
6646

Homicide
 

1899
Suicide

 
1611

Cancer
 

732
Heart Disease

 
347

Congenital Anomalies
 

255
Chronic Lower 

Respiratory Disease
 

74
Stroke

 
68

Influenza and Pneumonia
 
66

Blood Poisoning
 

57
Anderson & Smith 2003

1599

Leading Causes Of Death 
In 15-

 
To 19-year-olds

 — U N I T E D   S T A T E S,  2001 —



1

 

Russian Federation

 

1997–1998

 

34.5
2

 

New Zealand

 

1997–1998

 

33.2
3

 

Kazakhstan

 

1998–1999

 

30.7
4

 

Estonia

 

1998–1999

 

28.8
5

 

Lithuania

 

1998–1999

 

28.5
6

 

Finland

 

1997–1998

 

24.2
7

 

Latvia

 

1998–1999

 

22.1
8

 

Belarus

 

1998–1999

 

21.4
9

 

Canada

 

1996–1997

 

19.1
10

 

Austria

 

1999–2000

 

18.6
11

 

Ukraine

 

1999–2000

 

18.6
12

 

Croatia

 

1998–1999

 

17.7
13

 

Australia

 

1997–1998

 

17.5
14

 

Ireland

 

1996–1997

 

16.0
15

 

Switzerland

 

1995–1996

 

15.2

16

 

USA
 

1997–1998
 

14.9
17

 

Belgium

 

1994–1995

 

14.6

Teen Suicide Rates In Countries With 
Effective Reporting

 — M A L E S   A G E   15–19 —

COUNTRY*

 

YEARS

 

RATE**
18

 

Poland

 

1995–1996

 

14.4
19

 

Norway

 

1996–1997

 

14.0
20

 

Hungary

 

1999–2000

 

12.2
21

 

Bulgaria

 

1997–

 
1998

 

11.9

 

22

 

C

 
zech Republic

 

1998–1999

 

11.5
23

 

Germany

 

1998–1999

 

9.5
24

 

Sweden

 

1995–1996

 

9.4
25

 

Denmark

 

1995–1996

 

8.7
26

 

France

 

1997–1998

 

7.6
27

 

Japan

 

1996–1997

 

6.8
28

 

Romania

 

1998–1999

 

6.6
29

 

United Kingdom

 

1998–1999

 

6.3
30

 

Netherlands

 

1998–1999

 

5.9
31

 

Italy

 

1996–1997

 

5.2
32

 

Spain

 

1997–1998

 

4.9
33

 

China (selected 
urban and rural) 1997–1998

 

3.9
34

 

Greece

 

1997–1998

 

2.3

COUNTRY*

 

YEARS

 

RATE**

Pelkunen

 

& Marttunen

 

2003; *available from WHO 3/5/2003; **2-year average per 100,000 population
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FactsFacts
Approximately 32,000 people in the United States die Approximately 32,000 people in the United States die 
by suicide each year. About every 16.6 minutes by suicide each year. About every 16.6 minutes 
someone in this country intentionally ends his/her life.someone in this country intentionally ends his/her life.

Although the suicide rate fell slightly from 1992Although the suicide rate fell slightly from 1992--1999, 1999, 
it was steady for 5 consecutive years despite all of our it was steady for 5 consecutive years despite all of our 
new treatments. It rose by 955 deaths in 2004, new treatments. It rose by 955 deaths in 2004, 
leading to debate about a potential relationship to leading to debate about a potential relationship to 
reductions in new prescriptions due to the black box reductions in new prescriptions due to the black box 
warning.warning.
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U.S. Suicide Rates of All Ages 
and Those 65+, by Gender

Centers for Disease Control, WISQARS.
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.
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Suicide Is Not Predictable in Suicide Is Not Predictable in 
IndividualsIndividuals

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

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

PokornyPokorny, Arch. Gen. Psychiatry 1983, , Arch. Gen. Psychiatry 1983, 
PokornyPokorny Life Threat Life Threat BehBeh 19931993
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There are several There are several 
risk factors for suicide:risk factors for suicide:

Psychiatric disordersPsychiatric disorders
Past suicide attemptsPast suicide attempts
Symptom risk factorsSymptom risk factors
Genetic risk factorsGenetic risk factors
SociodemographicSociodemographic risk risk 
factorsfactors
Environmental risk factorsEnvironmental risk factors
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Death by Suicide and Death by Suicide and 
Psychiatric DiagnosisPsychiatric Diagnosis

Psychological autopsy studies done in various Psychological autopsy studies done in various 
countries over almost 50 years report the same countries over almost 50 years report the same 
outcomes:outcomes:

At least 90% of people who die by suicide are At least 90% of people who die by suicide are 
suffering from one or more psychiatric disorders:suffering from one or more psychiatric disorders:

Major Depressive DisorderMajor Depressive Disorder
Bipolar Disorder, Depressive phaseBipolar Disorder, Depressive phase
Alcohol or Substance Abuse*Alcohol or Substance Abuse*
Schizophrenia Schizophrenia 
Personality Disorders such as Borderline and AntisocialPersonality Disorders such as Borderline and Antisocial
PTSD is noticeably absentPTSD is noticeably absent

*Primary diagnoses in youth suicides.*Primary diagnoses in youth suicides.

Robins, E.  (1981). Robins, E.  (1981). The final months: A study of the lives of 134 persons who commitThe final months: A study of the lives of 134 persons who committed suicide. ted suicide. 
New York: Oxford University Press.New York: Oxford University Press.
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Major Medical IllnessMajor Medical Illness--especially recentespecially recent
Chronic physical painChronic physical pain
History of trauma, abuse or being bulliedHistory of trauma, abuse or being bullied
Drinking/Drug useDrinking/Drug use
Being a smoker Being a smoker 
Family history of death by suicideFamily history of death by suicide

Other Medical History Data
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SociodemographicSociodemographic Risk Factors*Risk Factors*
MaleMale
Being over 65Being over 65
WhiteWhite
Separated, widowed or divorced Separated, widowed or divorced 
Isolation, living aloneIsolation, living alone
Being unemployed or retiredBeing unemployed or retired
Occupation**: dentists, physicians            Occupation**: dentists, physicians            
(especially women physicians), (especially women physicians), 
psychiatrists, nurses, and social psychiatrists, nurses, and social 
workersworkers

*Qin et al, Am J Psychiatry, 2003*Qin et al, Am J Psychiatry, 2003

**Stack, Social Science Quarterly, 2001**Stack, Social Science Quarterly, 2001
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Environmental Risk Environmental Risk 
FactorsFactors

Easy access to lethal meansEasy access to lethal means
Local clusters of suicide that      Local clusters of suicide that      
have a have a ““contagious influencecontagious influence””

Gould, M.S., & Davidson, L. (1988). Suicide contagion among adolGould, M.S., & Davidson, L. (1988). Suicide contagion among adolescents. In A.R. escents. In A.R. SiffmanSiffman, & R.A. Feldman (Eds.), , & R.A. Feldman (Eds.), Advances in Advances in 
Adolescent Mental Health Adolescent Mental Health (pp. 29(pp. 29--59). 59). GreenwhichGreenwhich, CT: JAI Press., CT: JAI Press.
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Antidepressants:Antidepressants: 
Suicide RiskSuicide Risk

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



Newman (2007) A Black-Box Warning for Antidepressants in Children? NEJM (351)1595-1598.
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Summary of FDA FindingsSummary of FDA Findings

Event DataEvent Data
–– Risk ratios for pooled analyses were significant (range from 1.7Risk ratios for pooled analyses were significant (range from 1.7 

to 2.2)  to 2.2)  
–– Signals seen predominantly in MDD patients  Signals seen predominantly in MDD patients  
–– Remain inconsistencies in risk:Remain inconsistencies in risk:

Across trials within programsAcross trials within programs
Across programs  Across programs  

–– Nevertheless, a reasonably consistent signal:Nevertheless, a reasonably consistent signal:
Evidence for Evidence for suicidalitysuicidality risk in 7 of 9 programsrisk in 7 of 9 programs
No events in No events in WellbutrinWellbutrin and and SerzoneSerzone programsprograms

–– Risk difference overall about 2 to 3%Risk difference overall about 2 to 3%

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

May be increased risk for May be increased risk for suicidalitysuicidality during during 
shortshort--term treatment with all drugs in the term treatment with all drugs in the 
antidepressant classantidepressant class
Signal most compelling in MDD Signal most compelling in MDD 
population, but may not be limited to this population, but may not be limited to this 
populationpopulation
Many possible explanations for variation in Many possible explanations for variation in 
signal within and across programssignal within and across programs
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FDA Adult Analysis of Risk FDA Adult Analysis of Risk 

Following up from their analysis of pediatric Following up from their analysis of pediatric 
data, the FDA analyzed data, the FDA analyzed suicidalitysuicidality data from data from 
randomized controlled efficacy trials of randomized controlled efficacy trials of 
newer antidepressant for adult psychiatric newer antidepressant for adult psychiatric 
conditions.conditions.
N=100,000N=100,000
372 trials372 trials
–– Mood Disorders (N=187)Mood Disorders (N=187)
–– Other Psychiatric Disorders (N=108)Other Psychiatric Disorders (N=108)
–– Other Behavioral Disorders (N=43)Other Behavioral Disorders (N=43)
–– Other Disorders (N=34)Other Disorders (N=34)

Trial duration mean 10 weeks (range 4Trial duration mean 10 weeks (range 4--84)84)
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FDA Adult Analysis of RiskFDA Adult Analysis of Risk

Overall, no significant risk in adultsOverall, no significant risk in adults
When combined with pediatric findings, results When combined with pediatric findings, results 
demonstrated an agedemonstrated an age--effect effect 
–– Risk of Risk of suicidalitysuicidality was apparent in those up to 25 was apparent in those up to 25 

years in the antidepressant group;years in the antidepressant group;
–– No effect was found for adults 25No effect was found for adults 25--64 (no difference 64 (no difference 

between placebo and drug);between placebo and drug);
–– While an expected or protective effect was found in While an expected or protective effect was found in 

those 65 years and older.those 65 years and older.
–– For psychiatric disorder subgroupFor psychiatric disorder subgroup

SertralineSertraline significant for protective effect OR .25 (.07significant for protective effect OR .25 (.07--.90) .90) 
p=.03p=.03
ParoxetineParoxetine significant for risk OR 2.76 (1.16significant for risk OR 2.76 (1.16--6.60) p =.026.60) p =.02
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MetaMeta--analyses & large analyses & large 
database studiesdatabase studies

No evidence of association between No evidence of association between 
antidepressants and risk of antidepressants and risk of 
suicidalitysuicidality/suicide/suicide
–– Beasley et al. (1991)Beasley et al. (1991)
–– Khan et al (2003)Khan et al (2003)
–– GunnellGunnell et al 2005et al 2005
–– FDA metaFDA meta--analysisanalysis
–– JickJick et al. (2004)et al. (2004)
–– ValuckValuck et al. (2004) (adolescents)et al. (2004) (adolescents)
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MetaMeta--analyses & large analyses & large 
database studiesdatabase studies

Some evidence of association between Some evidence of association between 
antidepressants and risk of antidepressants and risk of 
suicidalitysuicidality/suicide/suicide
–– Fergusson et al (2005) increased risk of Fergusson et al (2005) increased risk of 

attemptattempt
–– Martinez et al (2005) increased risk of Martinez et al (2005) increased risk of 

selfself--harm but not suicide in under 18 year harm but not suicide in under 18 year 
olds olds 
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Total U.S. Prescriptions Dispensed*
 

Annually 
for Selected Antidepressants, All Ages,

 
1988-2002

* Source: IMS Health, National Prescription Audit PlusTM, Year 1988 to 2002, Data Extracted January 2004. 
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SERTRALINE HCL
PAROXETINE HCL
FLUOXETINE HCL
CITALOPRAM HBR
BUPROPION HCL
VENLAFAXINE HCL
MIRTAZAPINE
NEFAZODONE
FLUVOXAMINE MALEATE
ESCITALOPRAM OXALATE
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Evidence That Evidence That SSRIsSSRIs MayMay 
Prevent SuicidePrevent Suicide

Studies show suicide rate steadily increased Studies show suicide rate steadily increased 
prior to prior to SSRISSRIss and has fallen steadily since and has fallen steadily since 
their introductiontheir introduction
–– Across age groupsAcross age groups
–– In many countriesIn many countries

Areas of the US with the biggest increases in SSRI Areas of the US with the biggest increases in SSRI 
prescriptions are associated with the biggest prescriptions are associated with the biggest 
declines in youth suicide rates (declines in youth suicide rates (OlfsonOlfson et al 2003).et al 2003).
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Simon et al (2007) Am J Psychiatry 164:1029-1034.

Risk of suicide attempt or possible suicide attempt Risk of suicide attempt or possible suicide attempt 
before and after starting treatment among before and after starting treatment among 

adolescents and adultsadolescents and adults
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Evidence Suggests That it is Evidence Suggests That it is 
Untreated Depression KillsUntreated Depression Kills
Autopsy studies show suicide Autopsy studies show suicide 
associated with no treatment or nonassociated with no treatment or non--
compliance in children and adolescentscompliance in children and adolescents

Of 49 completed suicides, 24% had been Of 49 completed suicides, 24% had been 
prescribed an antidepressant and NONE had prescribed an antidepressant and NONE had 
any any SSRIsSSRIs in system at time of death (Utah in system at time of death (Utah 
Youth Suicide Study Gray et al, 2003)Youth Suicide Study Gray et al, 2003)
66 suicides under 18, no Paxil found and only 66 suicides under 18, no Paxil found and only 
3 had any antidepressant3 had any antidepressant
One of 36 had an antidepressant (One of 36 had an antidepressant (sertralinesertraline & & 
bupropionbupropion) in a sample of <18 year olds (Leon ) in a sample of <18 year olds (Leon 
et al 2006)et al 2006)
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Across country, antidepressants Across country, antidepressants 
associated with LOWER suicide ratesassociated with LOWER suicide rates

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

Within individual classes of antidepressants, Within individual classes of antidepressants, SSRIsSSRIs and and 
atypicalsatypicals were associated with were associated with lowerlower suicide rates (both suicide rates (both 
within and between counties).within and between counties).

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

Gibbons et al (2005)Gibbons et al (2005)



Antidepressant total prescriptions by age

Nemeroff

 

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

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. 
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Suicide IncreaseSuicide Increase…………??

Gibbons et al 2007Gibbons et al 2007
–– Netherlands: Since warnings, 22% drop Netherlands: Since warnings, 22% drop 

in prescriptions and 49% increase in in prescriptions and 49% increase in 
youth suicideyouth suicide

CDC: 15% increase in youth CDC: 15% increase in youth 
completed suicide 2003 to 2004completed suicide 2003 to 2004



Trouble in a 
‘Black Box’

 Did an effort to reduce 
teen suicides backfire?

July 16, 2007

By Tony Dokoupil



Potentially suicide related adverse events (PSRAEs)
 

with 
antiepilieptic

 
agents: a pharmacological class effect?

Compound Mechanism of Action Drug Placebo %N in 
FDA

%Events 
in FDA

Pregabalin α2

 

δ

 

ligand 7/7201 2/3125 23.5% 6.3%
Gabapentin α2

 

δ

 

ligand 2/2903 1/2029 11.2% 2.1% 

Topiramate Na+

 

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

40/7742 8/3971 26.7% 33.8%

Lamotrigine Na+

 

channel blocker; N/P Ca2+

 

channel blocker
27/2865 11/2070 11.2% 26.8%

Valproate Na+

 

channel blocker; T Ca2+

 

channel blocker; GABA-T 
inhibitor

11/1327 9/992 5.3% 14.1%

Oxcarbazapine Na+

 

channel blocker 2/1342 1/827 4.9% 2.1%
Carbamazepine Na+

 

channel blocker 2/252 3/250 1.1% 3.5%
Tiagabine GAT-1 blocker 2/835 0/608 3.3% 1.4%
Zonisamide Na+

 

channel blocker; T Ca2+

 

channel blocker
3/672 1/438 2.5% 2.8%

Levitiracetam SVA-2 ligand 8/2554 2/1549 9.3% 7.0%
Felbamate Na+

 

channel blocker; enhance 
GABA-A; inhibit NMDA recptr

0/170 0/170 0.8% 0.0%

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

 

Table 7



PSRAE incidence is not uniform 
across active groups

%

0.21 0.18

0.63

0.31
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Lamotrigine / TopiramateOther Nine AEDs
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Cardiovascular Disease Is Primary Cause Cardiovascular Disease Is Primary Cause 
of Death in Persons with Mental Illness*of Death in Persons with Mental Illness*
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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
(Person-years lost)

# Deaths

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/Influenza 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
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Noncardiovascular Disease

Coronary Heart Disease (CHD)

Stroke

Morbidity and Mortality Weekly Report. 1999; 48(30):649-656.

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

Year

Presenter
Presentation Notes
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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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. 
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unpublished data courtesy of Urban Osby.



Reasons for Increased CVD Mortality in 
Major Mental Disorders

• ↑
 

Modifiable health risk factors
↑ Lipid abnormalities (TC, LDL-C, TG, HDL)
↑ Diabetes
↑ Hypertension
↑ Metabolic syndrome 
↑ Physical inactivity
↑ Smoking

• ↓
 

Access to and/or utilization of medical care
• ↓

 
Adherence with therapies

• ↓
 

Economic capabilities

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

Presenter
Presentation Notes
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

Modifiable Risk Factors
Estimated Prevalence and Relative Risk (RR)

Schizophrenia Bipolar Disorder

Obesity 1-5 45-55%, 1.5-2 ×

 

RR 21-49%,1-2 ×

 

RR

Smoking 4-8 50-80%, 2-3 ×

 

RR 54-68%, 2-3 ×

 

RR

Diabetes 2, 8-11 10-15%, 2 ×

 

RR 8-17%, 2 ×

 

RR

Hypertension 2-4, 7-9, 11 19-58%, 2-3 ×

 

RR 35-39%, 2 ×

 

RR

Dyslipidemia 2, 4, 11-13 25%, ≤5 ×

 

RR 23%, ≤5 ×

 

RR
1Allison 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; 4Hennekens CH et al. (2005), Am Heart J 150(6):1115- 
1121; 5Davidson S et al. (2001), Aust N Z J Psychiatry 35(2):196-202; 6Ucok A et al. (2004), Psychiatry Clin 
Neurosci 58(4):434-437; 7Herran A et al. (2000), Schizophr Res 41(2):373-381; 8Goff DC et al. (2005), Schizophr 
Res 80(1):45-53; 9Dixon L et al. (1999), J Nerv Ment Dis 187(8):496-502; 10Cassidy F et al. (1999), Am J Psychiatry 
156(9):1417-1420; 11Kilbourne AM (2004), Bipolar Disord 6(5):368-373; 12Allebeck P (1999), Schizophr Bull 
15(1):81-89; 13Koro CE et al. (2002), Arch Gen Psychiatry 59(11):1021-1026



Reasons for Increased CVD Mortality in 
Major Mental Disorders

• 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.

Presenter
Presentation Notes
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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Prevention Opportunities Missed: 
Low Rates of Treatment for Metabolic Disorders In 

Schizophrenia in CATIE
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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. 

Presenter
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

*4–6 week pooled data (Marder SR et al. Schizophr Res. 2003;1;61:123-36;

 

†6-week data adapted from  Allison DB,

 

Mentore

 

JL, Heo

 

M, et al. Am J Psychiatry. 1999;156:1686-1696; Jones AM et al.  ACNP; 1999.
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Presentation Notes
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: CATIE Phase 1 Trial Results: 
Weight Gain per Month of TreatmentWeight Gain per Month of Treatment

Lieberman JA, et al. N Eng J Med. 2005;353:1209-1223.
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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

*P < 0.001 vs. olanzapine
Last observation carried forward
Overweight patients with schizophrenia or schizoaffective disorder previously treated with olanzapine. 
Newcomer J, et al. J Clin Psychiatry, in press.
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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] 





Mokdad et al. Diabetes Care. 2000;23:1278.
Mokdad et al. JAMA. 1999;282:1519.
Mokdad et al. JAMA. 2001;286:1195.
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Presentation Notes
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
• Insulin resistance
• Diabetes/hyperglycemia
• Dyslipidemia

Newcomer JW. CNS Drugs 2005;19(Supp 1):1-93. 

Presenter
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.







Antipsychotic-related Adiposity 
Predicts Insulin Sensitivity

Haupt, et al. Neuropsychopharmacology. (Advance online publication). 21 March 2007. 
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Changes in Weight, Lipids, and Glucose Measures: 
CATIE Phase 1 Randomized Patients
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Exp-Adj Mean=Exposure-adjusted mean (least-squares mean from an ANCOVA adjusting for whether the patient 
had an exacerbation in the preceding 3 months and for duration of exposure to the study drug in phase 1)

Lieberman JA et al. N Engl J Med. 2005;353:1209-1223.
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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†



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

• 5-year, NIMH funded study
• Target sample size 240 subjects

Preliminary results from first 47 completed subjects
Ages 7-18

Multiple eligible childhood onset psychiatric diagnoses
Antipsychotic naïve 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.



DEXA Percent Fat Change During 12 Weeks 
of Treatment
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Presenter
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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Presenter
Presentation Notes
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.
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Fasting Triglyceride vs. Glucose Change 
During 12 Weeks of Treatment

Presenter
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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Presenter
Presentation Notes
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 ADA Consensus on Antipsychotic Drugs and 
Obesity and Diabetes: Monitoring ProtocolObesity and Diabetes: Monitoring Protocol**

*More frequent assessments may be warranted based on clinical status
Diabetes Care. 27:596-601, 2004 
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Blood pressure X X X
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Fasting lipid profile X X XXX
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Glucose Test Glucose Test
Lipid Test Lipid Test
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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.
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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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Grundy SM et al. Circulation. 1998;97:1876-1887.

Opportunities for Cardiometabolic 
Prevention: 

Differential impact of primary versus secondary prevention



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.

Beneficial Effects of Interventions to 
Reduce Risks of CVD

• Blood cholesterol 
10% ↓

 

= 30% ↓

 

in CHD (200-180)
• High blood pressure (> 140 SBP or 90 DBP)

~ 6 mm Hg ↓

 

= 16% ↓

 

in CHD; 42% ↓

 

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
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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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Bassuk SS, Manson JE.  Epidemiological evidence for the role of physical activity in reducing risk of type 2 diabetes and cardiovascular disease. J Appl Physiol.  2005;99:1193-1204.



Institute of Medicine Report: Improving 
Quality of Health Care for Mental and 

Substance-use Conditions

• Anticipate comorbidity and perform routine 
screening

• 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.
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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.



COMMENTARY

Severe Mental Illness and Risk
of Cardiovascular Disease
John W. Newcomer, MD
Charles H. Hennekens, MD

CARDIOVASCULAR 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.1 In
2004, CVD was listed as the underlying cause of death in
871 517 of all 2 398 000 deaths (36.3%), or 1 of every 2.8
deaths in the United States, with CHD accounting for 52%
and stroke for 17%.2 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,3 lose 25 or more years of life
expectancy, with the majority of the excess premature
deaths due to CVD, not suicide.4 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.5 Smoking rates in the general population have
declined from more than 50% in the 1950s to approxi-
mately 25% at present.5 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.6

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.7 In ad-
dition, only a few states cover all treatments recommended
in the US Preventive Services Task Force guidelines on smok-
ing cessation.7 Moreover, some states that cover tobacco-
dependence treatment require cost sharing, a serious dis-
incentive for disabled patients with fixed income.7

Beginning in 1972, the National High Blood Pressure
Education Program8 and, beginning in 1988, the National

Cholesterol Education Program (NCEP)8 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.9 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.9 These recent modifications are based on
randomized trials comparing more intensive vs usual doses
of statins.9 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.1 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,
�-blockers, and angiotensin-converting enzyme (ACE)
inhibitors.10 Subsequent long-term post-MI use of aspirin,
�-blockers, ACE inhibitors, and statins, as well as thera-
peutic lifestyle change, have all contributed to reductions
in mortality.10

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, �-blockers, and ACE
inhibitors.11 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.11

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.12-14 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.14-16

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.17

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.14-16 A recent
cohort study involving Medicaid claims data for 55 436 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.18 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.9 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 300 000 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-

tions, plasma lipid testing, and glycated hemoglobin
monitoring.19

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.20 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 adults21 and 50% to 60% of those with a body mass
index of more than 30.22 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,13 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.13

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.23 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.24 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 (MO 
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 

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

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_guides/clinics/fqhcfaq.php)

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


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

8,487 PCPs Enrolled in MO HealthNet
– 7,408 Physicians
– 1,079 Nurse Practitioners

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



Active Primary Care Providers

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





 Nurse Fam/Gen  Internal  OB/GYN Pediatrics   
 Practitioner Practice Medicine       
ADAIR 18 40 19 5 2 84 

ANDREW 0 3 1 0 0 4 

ATCHISON 6 4 0 0 0 10 

AUDRAIN 3 15 13 2 3 36 

BARRY 2 21 5 2 0 30 

BARTON 0 6 1 1 0 8 

BATES 3 6 3 0 0 12 

BENTON 1 6 0 0 0 7 

BOLLINGER 1 3 1 0 0 5 

BOONE 41 89 162 21 75 388 

BUCHANAN 29 38 57 11 12 147 

BUTLER 20 29 36 8 8 101 

CALDWELL 1 2 1 0 0 4 

CALLAWAY 2 27 6 2 0 37 

CAMDEN 2 24 22 4 4 56 

CAPE GIRARDEAU 42 48 71 14 27 202 

CARROLL 0 2 2 0 1 5 

CARTER 1 4 0 1 0 6 

CASS 1 23 3 0 3 30 

CEDAR 0 6 0 2 0 8 

CHARITON 2 0 0 0 0 2 

CHRISTIAN 7 11 1 0 2 21 

CLARK 0 3 0 0 0 3 

CLAY 12 56 83 20 15 186 

CLINTON 3 9 3 1 0 16 

COLE 17 59 39 17 15 147 

COOPER 0 9 0 0 0 9 

CRAWFORD 3 12 7 2 0 24 

 



 Nurse Fam/Gen  Internal  OB/GYN Pediatrics   
 Practitioner Practice Medicine       
DADE 0 3 1 2 0 6 

DALLAS 2 1 0 0 0 3 

DAVIESS 0 1 0 0 0 1 

DeKALB 1 2 0 0 1 4 

DENT 1 8 4 0 1 14 

DOUGLAS 1 5 1 0 0 7 

DUNKLIN 5 14 10 3 5 37 

FRANKLIN 8 39 23 6 11 87 

GASCONADE 1 9 0 0 0 10 

GENTRY 2 8 1 0 1 12 

GREENE 96 143 174 49 62 524 

GRUNDY 4 7 1 2 0 14 

HARRISON 2 3 0 0 0 5 

HENRY 4 22 4 5 4 39 

HICKORY 0 1 1 0 0 2 

HOLT 4 4 1 0 0 9 

HOWARD 3 5 0 0 0 8 

HOWELL 14 31 13 6 4 68 

IRON 1 5 0 0 2 8 

JACKSON 226 212 419 96 336 1,289 

JASPER 27 47 55 9 10 148 

JEFFERSON 15 36 33 8 7 99 

JOHNSON 8 11 5 4 2 30 

KNOX 1 2 0 0 0 3 

LACLEDE 2 6 0 0 1 9 

LAFAYETTE 7 15 1 0 0 23 

LAWRENCE 3 13 4 1 0 21 

LEWIS 2 3 0 0 0 5 

LINCOLN 2 10 3 2 4 21 

LINN 2 10 3 1 0 16 

LIVINGSTON 1 9 4 2 0 16 



 Nurse Fam/Gen  Internal  OB/GYN Pediatrics   
 Practitioner Practice Medicine       
MACON 2 7 0 0 0 9 

MADISON 2 4 2 0 2 10 

MARIES 3 4 0 0 0 7 

MARION 7 17 15 4 5 48 

McDONALD 0 6 0 1 0 7 

MERCER 1 3 0 0 0 4 

MILLER 2 7 0 0 0 9 

MISSISSIPPI 2 2 0 0 0 4 

MONITEAU 0 3 1 0 0 4 

MONROE 0 4 0 1 0 5 

MONTGOMERY 1 5 2 0 0 8 

MORGAN 1 14 0 0 0 15 

NEW MADRID 2 6 5 0 0 13 

NEWTON 36 28 56 12 13 145 

NODAWAY 5 13 4 3 2 27 

OREGON 1 0 0 0 0 1 

OSAGE 2 9 0 0 0 11 

OZARK 0 0 0 0 0 0 

PEMISCOT 1 10 8 4 3 26 

PERRY 4 8 1 2 1 16 

PETTIS 5 16 9 4 3 37 

PHELPS 12 17 11 2 2 44 

PIKE 0 8 1 0 0 9 

PLATTE 2 16 3 0 4 25 

POLK 4 28 4 1 3 40 

PULASKI 3 6 0 0 1 10 

PUTNAM 1 3 1 0 0 5 
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 Nurse Fam/Gen  Internal  OB/GYN Pediatrics   
 Practitioner Practice Medicine       
RALLS 1 2 0 0 0 3 

RANDOLPH 4 11 11 2 3 31 

RAY 3 6 2 0 0 11 

REYNOLDS 1 1 2 0 0 4 

RIPLEY 1 7 2 0 2 12 

SALINE 1 20 9 4 2 36 

SCHUYLER 0 1 0 0 0 1 

SCOTLAND 1 9 1 2 1 14 

SCOTT 9 20 20 4 7 60 

SHANNON 0 1 1 0 0 2 

SHELBY 1 1 0 0 0 2 

ST CHARLES 22 66 126 39 33 286 

ST CLAIR 4 7 4 1 0 16 

ST FRANCOIS 15 45 28 8 6 102 

ST LOUIS (City) 116 197 794 141 381 1,629 

ST LOUIS (County) 75 236 629 92 194 1,226 

STE GENEVIEVE 0 2 3 0 2 7 

STODDARD 5 11 8 1 2 27 

STONE 2 8 3 0 0 13 

SULLIVAN 2 2 0 0 0 4 

TANEY 31 130 47 12 13 233 

TEXAS 4 10 4 1 0 19 

VERNON  3 22 5 1 2 33 

WARREN 3 7 2 0 0 12 

WASHINGTON 4 5 1 0 1 11 

WAYNE 3 5 0 0 0 8 

WEBSTER 6 6 0 0 0 12 

WORTH 0 1 0 0 1 2 

WRIGHT 1 4 1 0 0 6 

Total: 1,079 2,327 3,123 651 1,307 8,487 

 



Personal Health Records
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Personal Health Record

Individual health information 
defined by that individual
Web pages for patients to enter 
their data manually
Employer/payer portal for 
claims data
Physician-hosted portal giving 
access to personal EHR



Personal Health Record Aims

Move beyond the “chart on the 
shelf” standard

Give patients better access to 
their own health care data

Enable patients to have more 
control over their own 
information



Steinbrook R. N Engl J Med 2008;358:1653-1656

Percentage of Office-Based Physicians in the United States Using Electronic Medical Records, 
2001-2006

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.



Blumenthal D and Glaser J. N Engl J Med 2007;356:2527-2534

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

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



Steinbrook R. N Engl J Med 2008;358:1653-1656

Use of Electronic Medical Records in the United States, November 2007

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

Sharing or sale of personal 
information

Comprehensive privacy policy

Allowed advertising

Fee structure



Selected Sites of Interest

Dossia (www.dossia.org)

Microsoft HealthVault
(www.healthvault.com) 

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

Myhealthfolders
(https://myhealthfolders.com/)

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














Healthcare Information 
Technology Report Update

August 5, 2008



History

Report was due January 1, 2008
Letters 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
Funding was provided in the Supplemental Budget bill



Plan for Report

MHD contracted with Fox Systems, Inc.
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

Develop and Report and Deliver to the Governor and 
General Assembly
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

3) Evaluating the cost of using interoperable healthcare 
information technology by the healthcare delivery 
system in Missouri

4) Identifying private resources and public/private 
partnerships to fund efforts to adopt interoperable 
healthcare information technology

5) Exploring the use of telemedicine as a vehicle to 
improve healthcare access to Missourians



Report Elements from §208.978

6) Identifying 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

7) 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

8) 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

9) 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
Identify private resources and private/public partnerships 
to fund interoperable technology
Prepare a report that meets requirements of §208.978



Report Release Timeline – For 
Discussion

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



August 5, 2008 MO HealthNet Division 1

Four-Year Plan to Reach Reimbursement Parity

Marga Hoelscher, CPA MPA
Deputy Division Director, Finance

MO HealthNet Division

August 5, 2008



August 5, 2008 MO HealthNet Division 2

Requirements

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 3

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 4

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 5

Parity Comparisons

Medicare rate if available
Other state rates with similar Medicaid 
reimbursement methodology

Arkansas
Iowa
Oklahoma

Medical care CPI target rate



August 5, 2008 MO HealthNet Division 6

Projected Costs of Parity Over Life of Plan

Medicare 
Comparison

State
Proxy

CPI Dental
Vaccine for

Children
Total
Cost

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

72.2% 3.1% .5% 20.7% 3.5%



August 5, 2008 MO HealthNet Division 7

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 55% 66% $1.0 mil $2.5 mil

Physician 65% 75% $16.7 mil $44.2 mil

Rehab 
Treatment 
Center 

25% 44% $.1 mil $.4 mil

Total $26.7 mil $71.3


	Table of Contents

	Enrollment by Eligibility Category

	Online MO Healthnet Application forFamilies

	Managed Care Contract Rebid Status

	Projected Timeline for ASO Contract

	John Newcomer Bio

	Children and Use of Psychotropic Medications Presentation

	Severe Mental Illness and Risk of Cardiovascular Disease  Article

	Primary Case Provider Network

	Personal Health Records

	Tectonic Shifts in the Health Information Economy

	Healthcare Information Technology Report Update

	Four-Year Plan to Reach Reimbursement Parity




