Maine Medicaid Drug Utilization Review Study:

Use of Statins in CHD and CHD equivalent patients – 1998 to 2000

Description:


Maine Medicaid adult members (not residing in nursing facilities) were classified as being of either average or high risk for cardiovascular heart disease (CHD) on the basis of claims data (diagnosis, drugs, procedures).  High risk patients included those with established cardiovascular, cerebrovascular, peripheral vascular and diabetes diagnoses.  Everyone else was considered to be of average risk.  Since all lipid test claims were not completely accessible in those patients having additional Medicare coverage, the lipid testing measures were only analyzed on those with Medicaid-only coverage.


Four questions were addressed across 3 years of data:

Q1.  What % of the adult outpatient population either has CHD or an equivalent condition?

Q2.  What % of the CHD/High Risk or Average Risk groups received statin therapy 

        during any year?

Q3.  What % of the CHD/High Risk or Average Risk groups received a lipid test 

        during the same year? (Medicaid-only)

Q4.  What % of the members receiving statin therapy from each group also received 

         lipid testing? (Medicaid-only)

Results:   See Attached Lipid Testing Statin Therapy Table.

Discussion: of CHD/High Risk Population

Q1.  About 21-22% of the adult outpatients either have CHD or an equivalent

        condition.  This High Risk estimate is perhaps low since the presence of multiple

        risk factors such as tobacco use, hypertension, age and family history were not    

        included in this analysis. No trend over 3 years was present.

Q2.  Statin Utilization- Statin use in the Average Risk group remained constant at

        4%.  Statin use in the CHD/High Risk group increased from 23% in 1998 to 30% 

        in 2000.  This is consistent with a greater awareness and acceptance of the 

 NCEP guidelines.  Estimates of the CHD/High Risk patients eligible for statin 

 therapy range from 60-90%.  If this is the case, and it is assumed the majority fail 

 an adequate trial of dietary and lifestyle modification, then statin therapy is still 

 grossly underutilized.  In the Medicaid-only subset, the CHD/High Risk statin use went  

 from 22% to 26%, lagging slightly behind the entire medical population.  This would 

       indicate higher usage rates in the older Medicaid members with Medicare coverage.

Q3.  Lipid Testing- Although there was a greater rate of testing observed (30-35% more)

        in the CHD/ High Risk groups compared to Average Risk, and improvement over time 

       in both groups overall, lipid testing rates were still quite low in the CHD/High Risk 

 group.  From 1998 to 2000 the rates increased from only 38% initially to 43% by 2000. 

 Lipid tests performed during inpatients stays would contribute to underreporting.

Q4.  Lipid testing of statin patients- Average Risk patients on statins were significantly less 

        likely to have a lipid test in the same calendar year (58-62%) than CHD/High Risk 

  patients (76-78%).  This would still seem to indicate inadequate monitoring of a 

  significant number of patients on statins (22-42%).  Even if patients have a good initial 

  response to statins, it is very desirable to monitor all statin patients at least once (if not 

  twice) yearly to be certain the LDL goal is both attained and maintained.

DUR Intervention:

     
The Adult Treatment Panel III ~ ATP III Report was released by the NCEP in May,2001.  The Maine Medicaid DUR Program has adopted its recommendations and will support them with prescriber-directed educational mailings.  Many physicians will receive periodic reports of their CHD/High Risk patients who do not appear to have been recently lipid tested.  Some will receive reports of patients who may be candidates for statin therapy.  Physicians with statin patients may also be requested to share LDL results.  In the future, patients with multiple (2+) risk factors but without CHD or a CHD equivalent will be identified and possibly forwarded to physicians for the consideration.


If non-pharmacological therapy is inadequate and statin therapy indicated, please consider the preferred medications: Lescol (or Mevacor 10mg) initially and Lipitor whenever Lescol is unable to achieve the target LDL.


If you care for more information about the Statin Study please visit www.pddi.org or the Maine Medicaid Pharmacy site via the www.ghsinc.com link.  Details available include gender differences.

NCEP/ATP III Guidelines

	Risk Category
	LDL Goal

	CHD and CHD Risk Equivalents
	<100

	2+ risk factors (other than CHD, equivalents) from smoking, hypertension, low HDL < 40, family hx early CHD (males <55, females < 65) age (men > 45, women >55)
	<130

	0 to 1 risk factors (other than CHD equivalents)
	<160














