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Outline 
• Review trends in antipsychotic prescribing 
to youth both nationally and locally 

• Present new data from survey of Vermont 
prescribers of antipsychotic medications 

• Discuss relevance to Community Mental 
Health Centers 
 



What Are Antipsychotics? 
• Also called in the past neuroleptics or major tranquilizers 
• Class of medications developed to treat schizophrenia 

and other psychotic disorders 
• First appeared in 1950s 
• Second generation or “atypical” medications began to be 

used in 1990s 
• Thought to be less likely to cause certain side effects related to 

movement problems 

Risperidone 







Antipsychotic Use Among Medicaid 
Eligible Youth 1997-2006 
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Antipsychotic Use Among Medicaid 
Eligible Youth in Vermont - 2011 
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• Survey and not claims based 
• Dramatic increase in antipsychotic usage in children 

and adolescence from mid 1990s to mid 2000s 
• Disruptive Behavioral Diagnosis most common 

diagnostic category  
• Often no diagnosis given 
• Risperidone most common antipsychotic medication 

Olfson et al, Arch Gen Psych, 2012 



Factors Related to Increase 
• Rise in diagnosis of Bipolar Disorder and 
Autism Spectrum Disorders 

• New FDA indications in youth 
• Reduced stigma of mental health disorders 
• Influence of pharmaceutical industry 
• Insurance and access limitations to 
psychotherapy 
 
 



Potential Side Effects 
• Metabolic:  Significant weight gain, diabetes, high cholesterol 
• Behavioral:  Sedation, cognitive dulling, listlessness 
• Cariovascular: tachycardia, orthostatic hypotension, QTc 

prolongation (ziprasidone) 
• Agranulocytosis and neutropenia: especially clozapine but case 

reports with others 
• Hepatic Dysfuction: rare but may be related to rapid weight 

gain 
• Prolactin Evalation and gynecomastia: related to D2 blockade 

(risperidone) 
• Seizures: especially clozapine and olanzapine 
• Movement problems and tardive dyskinesia: less with atypicals 

but still possible 
• Neruoleptic Malignant Syndrome 
• Cataracts: animal literature for quetiapine 

 





Lack of Metabolic Screening 
• Recommendations for 

regular monitoring of 
weight, BMI, lipids, 
glucose with antipsychotic 
use 

• Studies show lack of 
regular monitoring, 
especially laboratory 
measures 

Morrato et al, 2010 



Recommendations 
• Careful diagnostic assessment and thorough discussion of 

risks and benefits 
• Prescribing follow scientific evidence 
• If not FDA approved indication, use other medication and non-

medication treatments first 
• Avoid in young children 
• Use only one 
• Monitor with weights and labs 
• Attempt to discontinue if possible 



Antipsychotic Survey 
• Came from Vermont Department of Health Access (VDVA) 

in collaboration with the Drug Utilization Review (DUR) 
Board of the DVHA, the Department of Mental Health (DMH) 
and the Department for Children and Families (DCF) with 
guidance from the Child and Adolescent Psychiatric 
Medications Trend Monitoring Group 

• Sent to all prescribers of antipsychotics to Vermont children 
using Medicaid (total 978) 

• Completion in two months required as a prior authorization 
• Survey per medication not per patient 
• Occurred around Fall 2012 





Survey Completion 
• Return rate 80% (n=778) 
• Extensions given to those who had trouble completing 

them 
• Some anger and concern raised about survey and 

especially using a prior authorization process 
• Child sample 71% male, 13.3 years of age (min  3.5) 



Prescribers 

• Primary care responsible for management of about half of 
children who take antipsychotic medications 

Pediatrician 
30% 

Family medicine physician 
16% 

Child & Adolescent psychiatrist* 
22% 

General psychiatrist 
13% 

Pediatric NP 
3% 

Family Medicine NP 
3% 

Psychiatric NP 
7% 

Neurologist 
1% 

Other 
3% 

Missing 
2% 

Prescriber Spectialty (N=148) 



Who started the medication? 

•43% of respondents reported 
that they were not the ones 
who started the antipsychotic 
medication 

•Started in inpatient setting in 
24% of cases when known 
 



5% of Clinicians Wrote 36% of RXs 
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• In 79% of cases, Aggression, Mania, Psychosis, Mood 
Instability, or Tics listed as one of target symptoms 



• In 69% of cases, Psychotic, Bipolar, Tic, Mood NOS, Intermitt 
Explos, Devel, or Autistic Disorder listed as a target DX  
 



Nonpharmacologcial Treatment 

• Most children getting other types of treatment but not 
evidence-based therapy 
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Metabolic Monitoring 

• Weights common but labs done in only about 55% 
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Broader Measures 

•FDA Indication:  27.3% 
•Overall Best Practice Guidelines: 
51.9% 
•Psychiatrists: 58.9% 
•Non-psychiatrists: 37.9% (difference 
significant) 



Action Plans 
• What we now know 
Metabolic monitoring is relatively low 

 
• What we might do 
Design efforts to improve monitoring 

(electronic alerts, letters) which may 
decrease amount of suboptimal use 

 



Action Plans 
• What we now know 
Many clinicians don’t know the treatment 
history of their patients 
 

• What we might do 
 Improve information flow of medication 

information across settings 
 



Action Plans 
• What we now know 
Few children taking antipsychotics are 
also receiving evidence-based therapy 

 
• What we might do 
 Improve access and training to 

evidence-based therapy 
 



Parent Management Training 
• Shown to be highly effective across wide 
variety of child problems (oppositional 
behavior, aggression, anxiety) 

• Treatment gains often maintained 
• Therapists can be trained to learn new 
techniques 



Effective Treatment for Defiant Youth 



Trauma Focused Treatment 
• Most evidence thus far is for an approach called Trauma-

Focused CBT 
• Neurosequential Model of Therapeutics (Perry approach) 

expensive and program has invested efforts in marketing 
rather than research 

• Little evidence that  unstructured and supportive sessions 
with child alone, especially in the context of a chaotic 
home environment, produce significant improvement 



Vermont Family Based Approach 
• Clinical model of VCCYF 
• Assessments of children using 

standardized rating scale 
• Mental health assessments of parents 
• Assessment of domains of family 

wellness (exercise, sleep, structured 
activities, nutrition) 

• Training of family coaches in 
evidence-based treatment 
 

 



Vermont Program for Evidence in 
Practice  

•                                         2011-2013  
•                                          Three trainings with 76 attendees from 6 designated  
•                                              mental health agencies 
•                                           Biweekly follow up consultation also available 

 
•                                          2014 
•                                            Planned trainings and consultation with Rutland County  
•                                               Mental Health and Washington County Mental Health 
•                                               with goal to study ways of increasing clinician  
•                                                participation in follow up consultation 

 
•                                           Training and consultation     
  
•                                      
•                                            Training 

 
•                                       
•                                            Planned training and consultation 

 



Overall Recommendations  
• New survey indicates that at least half the Medicaid 

children who take antipsychotics did not get to that point 
optimally or are not being monitored according to 
recommended guidelines 

• Improvements at community mental health centers could 
likely be achieved through 
• Increased metabolic screening and monitoring 
• Better treatment history information to prescribers 
• More training and supervision among therapists in evidence-based 

psychotherapies 
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