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Behavioral Pharmacy Management® (BPM) is an 
alternative to preferred drug lists, prior authorizations 
for psychiatric medications, fail first approaches or 
intensive case management 

 
 BPM is an educational intervention that functions as a 

quality improvement tool that but also produces cost 
savings by aligning outlier physician prescribing 
practices with best practices.3  

 
 Prescription drug claims from the State’s Medicaid 

program are analyzed monthly to identify questionable 
prescribing patterns such as: 

 prescribing three or more antipsychotics; 
 multiple prescribers for antipsychotics; 
 prescribing an unusually high or low dose of 

antipsychotics; 
 prescribing two or more sedative-hypnotics or 

anxiolytics;  
 polypharmacy in several therapeutic classes;  
 prescribing three or more psychotropics to 

children 
 

 All physicians who are identified as having potential 
deviations from best practice guidelines as outlined in 
the quality indicators above receive a mailed 
intervention that includes:  

 A summary letter of all their patients with 
potential problems; 

 A 90-day pharmacy claims drug history for 
each of their patients to whom the selected s 
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7.3% difference** 
rvention Group: Medicaid recipients whose physician 
ived a BPM intervention mailing for at least one of the 
ram’s quality indicators during two consecutive 

lings (January 2004 and March 2004) were used as 
s for this analysis.  There were 1911 cases in Missouri. 

parison Group:  A comparison group was created 
g propensity scoring to document any time influences 
in the entire population as well as for the natural 
cts of regression towards the mean for cost outliers for 
types of patients included in the intervention group.  
wanted to select a sample of comparison recipients who 
e similar to the patients in our intervention group in 
s of the risk of deterioration of their mental health 
s, presence of comorbid conditions and other factors 

wn to be associated with outcomes of interest —  
ital admissions and overall cost of care.  We used these 

ables, along with demographic variables, to predict 
ital admission for the intervention group.  The 
lting propensity score variable contained five strata:  
198; 2).198-.368; 3).369-.537; 4).538-.707; 5)>.707.  
se strata were then used to group all patients in the 
rvention group by risk of hospital admission in the six 
ths prior to the intervention and the 1911 recipients 

e distributed as follows among the five propensity 
a: 1) 1307; 2) 581; 3) 13; 4) 8; 5) 2.  We then 
tructed similar propensity measures for all recipients 
 were not in the intervention group, using data from the 
month time frame corresponding to the study pre-
rvention period.  We then selected the same number of 
pients (1911) for the comparison group cases using the 
om selection function in SAS.  Thus, the comparison 
p is distributed in an identical manner among the five 
ensity strata as the distribution described for the 

rvention group.  
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Result

NTERVENTION COMPARISON 
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Conclusions

 cause a disruption in patient care. 
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