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INTRODUCTION

uestions about the growing use of psychotrop-

ic medications for children increased last year
following the publication of an article in the Journal
of the American Medical Association.! The study
reported a dramatic increase between 1991 and
1995 in the prescription of psychotropic medications
to pre-school aged children, prompting widespread
coverage in the popular press. This trend, which has
been observed in older children as well, has been a
source of concern among parents, practitioners, and
public policy makers.

At the same time this
issue was receiving
national attention, the
Child Health and
Development Institute
of Connecticut (CHDI)
was completing a study
for the Connecticut
Department of Social
Services (DSS) on the
delivery and financing
of behavioral health
services for children
enrolled in Connecticut’s
Medicaid and SCHIP
Managed Care Programs
(HUSKY A and B). In that study, expenditures for
psychotropic drugs accounted for $5.8 million (or
48%) of the total $12 million spent directly by the
HUSKY program for behavioral health outpatient
and community-based services and pharmaceuticals.
This figure includes use of pharmaceuticals by chil-

dren living at home, in foster care, group homes,
and residential treatment facilities, but does not
include use in acute inpatient psychiatric care. This
finding, in light of the national attention to the
issue, prompted an interest in further understand-
ing the extent and pattern of use of psychotropic
medications among children in Connecticut. The
study was undertaken to inform discussion on a
complex medical issue, not to dictate what the prac-
tice regarding use of psychotropic medications
should be.

CHDI, whose purpose includes bringing the find-
ings of research and best practices to policy mak-
ers and practitioners, convened a team to design
a study of the prevalence and patterns of use of
psychotropic drugs among Connecticut’s chil-
dren enrolled in Medicaid Managed Care
(MMC). The team included: Andrés Martin,
M.D. and Lawrence Scahill, M.S.N., Ph.D from
the Yale Child Study Center — home of one of
eight federally funded research units in pediatric
psychopharmacology; James Linnane and Hilary
Silver from DSS, the state agency that administers
the HUSKY program; Judith Meyers, Ph.D. from
CHDI; and staff from Qualidigm - the organiza-
tion that provides external quality review for
Connecticut’s MMC Program. Qualidigm carried
out the study with financial support from DSS.
This report summarizes the key findings and
implications of the study completed in January of
2001.*



The study examined the following:

A the prevalence of psychotropic medication
use for children, from birth through age 18;

A the characteristics of children who are
prescribed psychotropic medications;

A the patterns of care (such as the types of
practitioners prescribing psychotropic
agents and concurrent use of mental health
services);

A the extent of the use of more than one
psychotropic agent at a time (hereafter
referred to as combined pharmacotherapy).

Scope of the Problem

Recent surveys indicate that as many as 20% of
children under the age of 18 experience a
psychiatric disorder with approximately half of them
having a disorder that can be classified as serious? This
estimate translates into some eight million children in
the United States who suffer the effects of one or more
psychiatric disorders. Despite the magnitude of this
public health problem, there is compelling
evidence that many children with serious
psychiatric disorders do not receive adequate
mental health care. Serious emotional and behavioral
problems go undetected and/or untreated, or are
treated inappropriately> The rise in psychotropic
drug use raises the question of whether these substances
contribute to improved mental health treatment for
children or may represent inappropriate exposure to
poorly understood medications.

Psychotropic drugs are medications that act primarily
in the central nervous system and are given to alter
thoughts, feelings and/or behavior. Among many
factors that may be contributing to the increased pedi-
atric use of psychotropic drugs, three are prominent:

A The dramatic increase in the number of new

psychotropic drugs available.

For example, ten new antidepressants have
been introduced in the United States over
the past decade. Because these compounds
are perceived to be safer and more effective
than older medications, practitioners appear
to be more willing to prescribe them for less

severe symptoms.

Steady advances in the understanding of
childhood psychiatric disorders, and of targeted
interventions for their treatment

Genetic studies and investigations using
sophisticated neuroimaging and neuro-
chemical techniques support the notion
that biological factors underlie specific psy-
chiatric disorders. As a result, clinicians are
now more likely to try to match specific
disorders with targeted interventions —
including pharmacotherapy.

Reimbursement pressures on providers from third-

party payers and the
shortage of childhood
mental health specialists
Changes in reimburse-
ment for mental health
services through man-
aged care have pushed
the field toward briefer
courses of treatment
and towards the use of
medication. Moreover,
the scarcity of child
mental health special-
ists, as well as adminis-
trative restrictions on
referrals, has contributed
to an increase in
the prescription of psy-
chotropics by primary
care providers.

An important
caveat:

Not all psychotropic
medication use is
excessive.

Although over-medica-
tion and the over-reliance
on psychotropic agents
are very real concerns,
under-utilization of
potentially effective
treatments is a parallel
concern. In some areas,
the rise in psychotropic
drug treatment in
pediatric populations
may represent
improved recognition
and appropriate

care.



STUDY METHODOLOGY

he primary source of information for this study

was a database maintained by Qualidigm for
DSS that included pharmacy claims and the
patient encounters submitted by the MMC Plans on
amonthly basis. Thus, the database included claims
for inpatient and outpatient visits, pharmacy pre-
scriptions, and aggregate information about
providers and children who received services. A
comprehensive listing of psychotropic agents was
compiled from the National Drug Code (NDC) reg-
istry and several other sources, and all prescriptions
filled for these drugs were included in the review.
The study population included children ages new-
born through 18 years of age as of December 31,
1998 who were enrolled at any point during the
study period (July 1, 1998 to June 30, 1999) and
received any prescription for a psychotropic drug
during that time.

KEY FINDINGS

Prevalence

Approximately 23% of Connecticut’s 866,500 chil-
dren from birth through 18 are enrolled in HUSKY
A. Overall, 4.8% of enrolled youngsters (9,447 out
of a total 196,505) were prescribed a psychotropic
medication during the observation period. This rate
is virtually identical to the 4.84% reported in 1995
for Kansas Medicaid recipients, which is the most
recent study for which comparable data are available®

Age-Related Differences

There were clear age-related differences, with
children ages 10-14 having the highest likelihood of
being prescribed a medication. Children within this

age group comprised 24% of the enrolled popula-
tion, but they accounted for 41% of children
receiving a psychotropic medication.

There were 396 children in the 2 to 4 year old age
bracket prescribed a psychotropic medication, ren-
dering a prevalence rate of 11.2 per 1,000 (slightly
over 1%). In the previously cited study of preschool
children , the rate of stimulant use ranged from 5.1
to 12.3 per 1,000 depending on the database exam-
ined. Our study included all psychotropics, not only
stimulants, rendering direct comparisons across
studies difficult. However, this figure of 1.1% of
young children is still striking given the limited
scientific evidence supporting the use of any
psychotropic medication among preschoolers.

Gender Differences

Although the population studied was evenly divided
between males and females, boys accounted for
almost 70% of those to whom the psychotropics
were prescribed. This observation is consistent with
other studies and not surprising given the higher
prevalence of disruptive behavior problems in boys.

Racial Disparities

Minority children were substantially less likely to be
prescribed a psychotropic agent than their
Caucasian peers. Although Caucasians represented
35% of enrolled children, they accounted for slight-
ly more than half of the prescribed psychotropics.
By contrast, African-American children accounted
for 29% of the population enrolled, but for only
20% of the prescriptions dispensed. A similar
though less marked difference was also seen among
Hispanic children. This group represented nearly
35% of the population, but received only 29% of the
psychotropic agents. Taken together, Caucasian
children were twice as likely to be treated with



psychotropic drugs as minority children. These
differences, which have been reported in previous
studies,> ¢ suggest that racial and ethnic minorities
are less likely to make use of mental health services
due to limits on access and/or less comfort in mak-
ing use of such services or in using medications.

Children in the Care of the Department of Children
and Families (DCF)

Children in the custody of DCF accounted for only
4.7% of the Medicaid population. Of these 8,151
children, 17.8% were prescribed at least one
psychotropic drug during the study period. This
reflects a six-fold increase over those who are
receiving Medicaid benefits, but are not connected
to DCF. Similar findings have been reported in other
studies.’

Most Common Diagnoses

A psychiatric diagnosis was documented in 57% of
all children treated with a psychotropic medication.
The three most common diagnoses among these
children were:

A disruptive behavioral disorders (such as
attention deficit/hyperactivity disorder
(ADHD), oppositional defiant disorder, or
conduct disorder), representing almost
60% of the primary diagnoses;

A affective disorders (such as major
depression, or bipolar disorder),
representing 17% of diagnoses;

A anxiety disorders (such as generalized
anxiety, post-traumatic stress, or obsessive-
compulsive disorders), representing 9%
of diagnoses.

The prominence of the disruptive disorder diag-
noses among the population studied is consistent
with available data and with patterns of referral to
child guidance clinics throughout the country. For
example, even though the prevalence of ADHD is
estimated at 3-10%, the disorder accounts for as
many as 30-50% of outpatient referrals® On the
other hand, so-called ‘internalizing’ disorders, such
as depression and anxiety, account for a much
smaller percentage of diagnoses made and are more
likely to go undetected.

Most Commonly Dispensed
Psychofropic Medications

The three most commonly dispensed psychotropic
medications were:

A Stimulants (such as methylphenidate
/Ritalin® or dextroamphetamine/
Dexedrine®), accounted for almost half of
the psychotropics dispensed, with 2.3% of
all children enrolled in HUSKY A
during the year studied prescribed a
stimulant.*

A Antidepressants (such as fluoxetine
/Prozac® or sertraline /Zoloft®, as well as
older agents, such as imipramine
/Tofranil® or nortriptyline /Pamelor®),
accounted for close to one fourth of the
drugs dispensed. This translates to 1.2% of
children in HUSKY A.

A Mood stabilizers (such as lithium or val-
proate/Depakote®), represented almost
10% of prescriptions, or approximately
0.5% of children in the MMC Program.

* Both generic and commercial (brand) names are provided
for all drugs discussed.



The prevalence rate of 2.3% for stimulant use is con-
sistent with available studies.® A number of carefully
controlled studies have demonstrated the effective-
ness of stimulants for the treatment of ADHD,* and
guidelines for the appropriate use of medication
and behavioral interventions have been empirically
derived for the disorder®* Antidepressants of the
selective serotonin reuptake inhibitor (SSRI) family,
such as fluoxetine/Prozac® and sertraline /Zoloft®,
have been proven effective in the treatment of com-
mon child and adolescent psychiatric disorders:
major depression,*? obsessive-compulsive disorder,®
and generalized anxiety disorder.* Thus, the two
most commonly prescribed medication classes are
those for which there is the best available empirical
support. On the other hand, the use of mood
stabilizers is at odds with the scant evidence on the
effectiveness and safety of these agents in children
and adolescents.”

Who is Prescribing?

The data set did not contain direct information
about who actually prescribed the medications. In
order to determine the source of the prescription,
the database was searched for a visit with a prescrib-
ing practitioner up to 90 days prior to the pharmacy
claim. Based on this approach, we inferred that 45%
of initial prescriptions were likely associated to visits
with a primary care physician (PCP), and 37% with
visits to a mental health specialist. No information
was available for the remaining 18%. In contrast to
these findings prior to the prescription, the great
majority of follow-up visits (80%) appeared to be
with PCPs. In fact, only 16.5% of children had a visit
with a mental health specialist during the three
months after filling a prescription for a psychotropic
medication.

The study suggests that psychotropic medication
management is undertaken largely by PCPs, an
inference consistent with other studies. For exam-
ple, a population-based study in Michigan found
that 84% of stimulant prescriptions were written by
PCPs.?

Use of Combinations of Psychotropics

Between a third and half of those children who were
dispensed psychotropic medications (41.7%),
received two or more different medications within
three consecutive months. The current study
cannot answer essential questions regarding combi-
nation treatments, such as whether medications
were used simultaneously or sequentially or pur-
posefully as part of a treatment plan. However, these
data can provide some insight into current practices.

Combination pharmacotherapy is of considerable
interest, as reflected by recent literature on the use
of complementary psychotropic agents.’* However,
there are also growing concerns about overly aggres-
sive and perhaps unjustified use of medication com-
binations .*” Whether fully justified or not, the use of
multiple medications probably reflects the concert-
ed effort of clinicians to treat children with serious
problems. It may well be, as some investigators have
shown, that combined psychotropic therapy is in the
hands of those mental health specialists who are
treating the most impaired children. It is clear that
more research on combined pharmacotherapy is
needed.



SUMMARY AND
IMPLICATIONS

Psychotropic medications in children: over-used,
under-used or appropriately-used?

This study found that nearly five percent of children
enrolled in HUSKY A received prescriptions for one
or more psychotropic medications over the course of
one year, with half of those prescriptions being for
stimulants. Although this prevalence is not alarming,
and is in line with data from other studies, the
absolute percentage does not provide any informa-
tion about the quality or appropriateness of care.
We do not know whether some children are being
prescribed medications inappropriately, while others
who could benefit are not being prescribed medica-
tions at all.

We learned that stimulants and antidepressants
account for about 72% of all psychotropic prescrip-
tions, roughly paralleling the finding that disruptive
behavioral disorders and affective disorders account-
ed for 76% of the diagnoses. To go deeper than
such general associations, however, further study will
be required. For example, a future study could eval-
uate whether medication therapy is part of a com-
prehensive assessment and treatment, or used as a
‘quick fix’ in lieu of more appropriate care. Chart
reviews of children under five years of age, or of
those treated with combined pharmacotherapy,
might be useful next steps to evaluate the clinical
decision-making in these cases and to check the
accuracy of the claims data. Prospective analysis
could provide information regarding changes in
clinical practice over time and administrative forces
affecting care. Administrative data could be aug-
mented with more information about medication
dose, repeat prescriptions, and clinical outcomes.
Comparison of Connecticut data with data from
other states could also be informative. Indeed,

developing an interstate Medicaid collaborative over-
sight network could provide a powerful future
approach.

Disparities across racial lines, and concerns

about high-risk populations

The under-representation of minorities warrants fur-
ther study as it may reflect differences in access to
care and/or attitudes about the use of medications.
Likewise, the surprising prevalence of prescriptions
for very young children, as well as the high rate of
medication use among children involved with DCF
warrants further investigation. This report exempli-
fies how the use of administrative databases such as
this one can inform not only clinical decision-
making, but policy makers and program adminis-
trators alike, in their joint mission of improving the
health conditions of all children, especially the most
vulnerable ones. Improving the access and
availability to high quality mental health care
remains a priority area of need.

Primary care physicians at the frontline of care,
and rethinking the structure of care.

The observation that primary care physicians play a
major role in prescribing psychotropic medications
raises fundamental questions about the organization
of mental health services for children.? For example,
it may be difficult to manage complex emotional
and behavioral problems in busy pediatric settings
where visits are short. The scarcity of child psychia-
trists and other welltrained child mental health
clinicians may hinder referrals from primary care
providers to specialists, while administrative barriers
may further constrain collaboration between
primary care providers and mental health specialists.
At a minimum, primary care providers should be
better trained in the recognition of mental health
problems in children. Structural changes, such as
placement of child mental health specialists in



primary care settings, may reduce barriers associated
with referrals.

Limitations of research based on claims databases.
This study, relying solely on administrative data filed
by clinicians and pharmacies, has significant limita-
tions. First, the derived data are only as good as the
claims information submitted. At best, these data are
incomplete — the prescription may be filled, but the
medication may not be taken. At worst, claims data
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