

[image: image1]
The Utah psychotropic oversight program: collaboratively addressing antipsychotic use within youth in foster care without prior authorization









 


	
	
TYPE Original Research
PUBLISHED 03 November 2023
DOI 10.3389/fpsyt.2023.1271165






The Utah psychotropic oversight program: collaboratively addressing antipsychotic use within youth in foster care without prior authorization

Eric T. Monson1*, Sachi Shastri2, Danli Chen1,3, Stacy L. Madden4 and Brooks R. Keeshin1,4


1Department of Psychiatry, University of Utah, Salt Lake City, UT, United States

2Medical Scholars Program, Augusta University/University of Georgia Medical Partnership, Athens, GA, United States

3Study Design and Biostatistics Center, University of Utah, Salt Lake City, UT, United States

4Department of Pediatrics, University of Utah, Salt Lake City, UT, United States

[image: image2]

OPEN ACCESS

EDITED BY
 Erin R. Barnett, Dartmouth Hitchcock Medical Center, United States

REVIEWED BY
 Jennifer McLaren, Dartmouth Hitchcock Medical Center, United States
 Kartik Singhai, National Institute of Mental Health and Neurosciences (NIMHANS), India
 William David Lohr, University of Louisville, United States

*CORRESPONDENCE
 Eric T. Monson, eric.monson@hsc.utah.edu 

RECEIVED 01 August 2023
 ACCEPTED 13 October 2023
 PUBLISHED 03 November 2023

CITATION
 Monson ET, Shastri S, Chen D, Madden SL and Keeshin BR (2023) The Utah psychotropic oversight program: collaboratively addressing antipsychotic use within youth in foster care without prior authorization. Front. Psychiatry 14:1271165. doi: 10.3389/fpsyt.2023.1271165

COPYRIGHT
 © 2023 Monson, Shastri, Chen, Madden and Keeshin. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.
 

Objectives: Fostered youth have increased risk of exposure to trauma. Antipsychotic medications are often utilized within the foster care system, potentially to address problematic behaviors that may be associated with trauma. The Utah Psychotropic Oversight Program (UPOP) was formed to support prescribers and encourage evidence-based treatment approaches for fostered youth. However, it is unclear what impact an oversight program can have on a high turnover population and without tools such as prior authorization. This study evaluates 4 years of collected data from the UPOP program for efficacy and to identify future intervention targets.

Methods: Deidentified data were collected as a routine function of the oversight program over 4 years (01/2019-12/2022), from individuals aged 0–18 years old (total N = 8,523, 48.3% female). UPOP oversight criteria: ≤6yo + any psychotropic medication, ≥7yo + 2 or more psychotropic medications. For this analysis, youth were divided by UPOP individuals ever receiving an antipsychotic (AP) prescription (UPOP_AP; N = 755, 42.3% female) or not (UPOP_NAP, N = 1,006, 48.3% female) and non-UPOP fostered (N = 6,762, 48.9% female). Comparisons were made across demographic and clinical variables via ANOVA, Chi-square, unpaired t-test, and logistic regression.

Results: UPOP_AP more likely to be older males with behavioral diagnoses, increased polypharmacy, longer duration of fostering, and higher care level. AP prescription rates dropped from 52.8 to 39.1% for males and 43.3 to 38.2% in females with unchanged number of psychotropic prescriptions and care level across 2019-2022. UPOP_AP that discontinued AP treatment had fewer average psychotropic medications, but increased antidepressant and sleep prescriptions, as compared with individuals that remained on AP.

Conclusion: Youth within the foster care system receive antipsychotics at high rates and in an uneven distribution. Prescribing practices can change in the context of supportive oversight programs without components such as prior authorization, and without increasing the need for higher levels of care. Specific emphasis on the treatment of mood, anxiety, and sleep issues may also lead to greater success in discontinuing AP treatment. Oversight may support treatment providers while reducing exposure to medications with considerable side effect burden that could cause future comorbidity.
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Introduction

The foster care system plays an essential role in caring for displaced youth. Within the United States, fostering actively supports almost 400,000 youth at any given time and served over 685,000 youth within 2021 (1). Youth in foster care are at particularly high risk for prior and future exposure to traumatic experiences, with an estimated rate of >90% of these individuals being exposed to one or more traumatic events (2). Indeed, the most commonly cited reasons for requiring foster care placement include neglect, parental substance use, physical and sexual abuse, and inadequate housing conditions, all of which are direct trauma or increase risk of traumatic experiences (1). In addition, exposure to multiple traumatic experiences is more likely to result in emotional and behavioral dysregulation (3) and greater rates of mental health disorder diagnoses (4). These mental health impacts can, in fact, prolong the need for foster care and complexify individual health needs within the foster care system. The complexity of mental health needs of youth in foster care may contribute to a greater reliance on psychotropic, and particularly, antipsychotic (AP) medications to manage these symptoms within this population, recognizing that severity of emotional and behavioral dysregulation does not fully explain the increased use of such treatments within fostered youth (5).

Indeed, higher rates of polypharmacy and, in particular, utilization of AP medications within foster care youth, as compared with peers in other settings, has been consistently observed over the past several decades (6), leading to federal policy and state implemented programs designed to meet the psychiatric needs of foster care youth (7, 8). The high rate of AP use is likely multifactorial. For example, increased AP use may be related to high rates of psychiatric diagnoses and patterns of polypharmacy observed within fostered youth, noting that >40% of fostered youth seeking psychiatric care may receive medications of three or more classes, with >50% receiving prescriptions for AP medications (9). Increased diagnoses and prescriptions may arise from greater needs but may also be a symptom of systemic issues. Specifically, foster parents/caregivers may seek care for behavioral history/concerns, yet are unable to provide context or critical history from biological parents. Care is also often delivered by primary care providers that may not be trained in assessing mental health concerns in the context of foster care displacement and other traumatic experiences (10). In addition, the added strain to foster parents and risk of placement disruption in youth with challenging behaviors may increase the demand for rapid and accessible solutions, potentially also contributing to an overreliance on off-label use of AP medications (11). There may also be incentive for more severe diagnoses and complex treatment regimens to improve access to care within programs that require evidence of severe mental illness to justify reimbursement (10). Finally, access to evidence-based psychotherapeutic modalities remains limited, often with low-completion rates, even with ongoing efforts to make these interventions more accessible (12).

It is also important to consider the existing evidence base for the most effective treatments for traumatized youth. The Food and Drug Administration has not, at this time, approved any medication, AP or otherwise, for the treatment of post-traumatic stress disorder (PTSD) or other trauma-associated disorders in children. Overall, efforts to investigate medications for use in trauma-associated disorders have been limited, and multiple systematic reviews of existing studies over the past decade have not identified evidence to support the use of psychotropic medication in the treatment of PTSD for youth (13–15). Considerable support for trauma-focused psychotherapeutic modalities, such as trauma focused cognitive behavioral therapy, however, has been identified (14, 16). It is also important to note that existing literature has not formally explored how the utilization of trauma-informed psychotherapeutic approaches may or may not alter prescribing practices of psychotropic medications in community settings, though one small study identified minimal benefit in the addition of the medication sertraline to patients receiving trauma-informed psychotherapy (17). In addition, evaluations of coordinated care systems, or “wraparound” models, have shown the potential to reduce overall antipsychotic prescribing in youth with severe mental illness (18), but do not appear to reduce polypharmacy, in general, among such complex populations (19). Additional research into the potential impact of the implementation of evidence-based interventions on community prescribing practices, and particular utilization of AP medications, would be beneficial to clarify these issues.

Regardless of the cause, increased use of APs within the pediatric population is particularly concerning for multiple reasons. Fostered youth represent a significantly vulnerable population due the transitory and varied responsibilities of caregivers, including potential inconsistencies regarding identifying the individual(s) assigned to consent and administer treatments. This potential discontinuity in informed consent can impact treatment through breakdowns of communication, unclear/inconsistent roles, and variable involvement of fostered youth in shared decision-making (20). Appropriate informed consent is of particularly high importance when considering AP treatment due to the potential for long term sequelae from these medications in this population. For example, use of second-generation AP medications in youth is correlated with negative health outcomes, including increased rates of obesity, type II diabetes, and heart disease (21, 22). It has also been observed that these outcomes may be more severe within younger populations and particularly medication naïve patients (23, 24), with calls for further large scale analyses within young populations due to limited existing studies (25). In addition, the impact of antipsychotic prescription on development has not been well established (26, 27), though animal models have suggested altered function (28) and potential loss of regional cortical volumes with chronic use (29). Such findings have driven the development of statewide monitoring programs for the prescription of AP medications in youth and the study of programs designed to decrease AP use (30).

In response to these concerns, the U.S. federal government specifically released recommended monitoring guidelines for children and adolescents enrolled in Medicaid and the Children’s Health Insurance Program (CHIP) as part of the Children’s Health Insurance Program Reauthorization Act in 2009. These measures, which will be subject to mandatory reporting for children enrolled in CHIP and Medicaid nationwide starting in 2024, include the reporting of data related monitoring stimulant and AP medication prescription, along with other mental health metrics, further encouraging the development of state monitoring programs over the past decade (31). An extensive overview of state-based interventions for fostered youth was generated by Mackie et al. in 2017, noting limited publications within this area prior to this time, and electing to directly interview informants from all 50 states. A primary finding of this effort was that 88.2% of states had implemented at least one form of oversight of psychotropic prescriptions in youth, with approximately half of all programs including some form of prior authorization, requiring explicit review of recommended medication prescriptions by a panel before being approved for specific medications or classes (32). In addition, Mackie et al. prepared a systematic review of the handful of published state monitoring programs, many of which are only published as part of local government data sheets, with the review focused specifically on outcomes related to antipsychotic medications in youth, though not specific to foster care (8). This review similarly identified that the majority of published programs implemented prior authorization programs, and that this approach generally reduced antipsychotic prescription rates in youth. For example, studies on prior authorization approaches covered within the review and since implemented within Florida (33), Washington (34), and California (35) led to a decline in targeted psychotropics by 35, 49, and 56%, respectively. Two programs using an alternative approach of drug utilization review in fostered youth, only published within local government documentation, saw reported improvements in metabolic monitoring and reduced psychotropic polypharmacy, but statistical analyses of these outcomes were not available (8). Finally, one study focused on the education and consultation of providers regarding psychotropic prescribing in the state of Ohio that led to significant drops in specific population groups of both AP use and psychotropic polypharmacy, notably without a prior authorization requirement (36).

To support the delivery of safe, evidence-based and trauma-informed psychiatric care for fostered youth within the state of Utah, the Utah Psychotropic Oversight Program (UPOP) was established in 2016. This program was designed with the intention of providing oversight of prescriptions, utilizing a retrospective drug utilization review framework, within the Utah foster care system. In addition, support to prescribers was offered via a consultation line and direct provider outreach in complex polypharmacy cases to provide evidence-based and trauma-informed recommendations for treatment, including the application of trauma-informed psychosocial interventions and deprescribing guidance. In general, each foster child in Utah receives yearly mental health assessments and state contracted foster care providers are required to provide access to mental health services including psychiatric care and psychotherapy. However, similar to other parts of the country, there is a notable lack of approved mental health service providers who deliver evidence-based psychosocial interventions. Furthermore, no formal process exists within child welfare for identifying which fostered youth are receiving services beyond “individual” therapy. Therefore, creating a program that encourages appropriate utilization of evidence-based services was a high priority when creating UPOP. Finally, as has been noted, numerous states have adopted approaches that include prior authorization programs for managing AP prescriptions, but this component was not included as part of the UPOP program. The decision to not include a prior authorization component was made based on legislative support for a collaborative model, encouraging the interaction of providers to allow an opportunity to make recommendations for trauma-informed interventions, as indicated.

The State of Utah legislates the parameters of the UPOP program, including the definitions of age categories for monitored children, data variables collected, and psychotropic monitoring parameters. Foster care nurse case managers provide care coordination for all children in foster care in Utah, including the collection and entering of approved personal health data and medication regimens into a standardized system. Reports are run every quarter, identifying UPOP-qualified cases from entered data. Reports are also utilized for ongoing quarterly monitoring of qualified cases, including UPOP reviewers discussing all qualifying cases with the assigned foster care nurse case manager. When UPOP youth with five or more psychotropic medications are identified, or other complex medication regimens are identified, the reviewer will reach out to the prescriber directly via email and/or phone calls to discuss the case and provide consultation about alternatives. These communications are repeated quarterly as cases are reviewed if concerns remain. This communication allows UPOP reviewers to get additional information regarding the status of the patient, justification for AP use including current symptoms, expected monitoring parameters, previous medication trials, and discuss alternative treatments. In addition, every UPOP youth is reviewed quarterly and recommendations are provided to the child welfare team, including the case manager for the youth who is responsible for consenting to medication prescriptions on behalf of the youth and communicating with the youth’s biological parents. As such, the UPOP team, including advance practice providers and child psychiatrists, relies on collaboration and education of child welfare teams and foster care agencies, along with proactive outreach and consultation with prescribers across the state, to voluntarily carry out program recommendations. Through the efforts of collaboration, education, and consultation, UPOP attempts to effect medication change for cases that fall outside the goals of safe, evidence-based, trauma-informed care.

It is important to note that reducing rate of use of AP prescriptions alone does not necessarily indicate that best practices are being followed for the use of these medications, nor that adverse outcomes are being avoided. In addition, as noted, the effectiveness of oversight approaches that do not include the use of prior authorization has not been fully established. As such, this analysis reviews and analyzes data collected from 2019 to 2022 to better understand the outcomes associated with the program, as well as the characteristics of youth in foster care that are prescribed and deprescribed AP. Specifically, outcomes assessed include the overall rate of antipsychotic prescription, rate of fostered youth requiring high level services, average number of prescribed psychotropics, factors correlated with antipsychotic prescription, and factors correlated with successful discontinuation of antipsychotics within fostered youth. Such information may play an important role in modifying the design of monitoring programs as well as provide direction for the effective management of specific risk groups.



Materials and methods

This study has been performed with the oversight and approval of the University of Utah Institutional Review Board. As part of ongoing oversight work, individual level data was collected monthly by UPOP staff to facilitate timely reviews. It is noted that there was a lag between program creation in 2016, initial data collection efforts beginning in 2017, and the development of a consistent data collection and reporting method, available starting 2019. Due to extensive inconsistencies and incomplete data prior to 2019, these data were not included within analyses. Therefore, for the purposes of this study, deidentified data from 2019 to 2022 were shared with the research group for processing and analysis. A total of 8,523 unique individuals, aged 0–18 years of age, were served by the Utah foster care system. Individuals entered UPOP monitoring status based on criteria determined within the legislation that created the UPOP program. Specifically, any individual ≤6yo prescribed any psychotropic medication and any individual ≥7yo prescribed 2 or more psychotropic medications was flagged for monitoring within the UPOP program. A total of 1,761 unique individuals met these criteria for UPOP monitoring, being further divided based on ever being prescribed an AP medication (UPOP_AP; N = 757) or not (UPOP_NAP; N = 1,004), throughout the reporting window.

Data were collected as part of routine monitoring by foster care nurse case managers who manually entered data provided by prescribers and foster care families into a standardized, cloud-based data management system. Note that these data do not link to electronic health records, Medicaid claims data, or pharmacy records. Therefore, specific diagnoses within fostered youth were not available, but clinical indications were collected along with prescribed medications. Data variables approved by the state for individuals flagged for inclusion in UPOP were placed within quarterly reports that were shared with the UPOP team. Data collected included basic demographic details, medications prescribed, and indications provided for prescribed medications. Medications and indications were placed within specific categories via expert consensus (Drs. Keeshin and Monson) to improve analytical power and interpretability of results. Specifically, Supplementary Table S1 describes medications that were identified as being prescribed to UPOP patients, and which were placed within mechanistic or treatment categories, as listed. Supplementary Table S2 describes listed clinical indication categories for prescribed medications, provided as justification by prescribers for the use of the medication in a given patient, divided into categories based on shared clinical characteristics as determined by expert consensus. These defined categories were used as variables within study analyses. Data collected for non-UPOP individuals was limited to basic demographic information, including age, sex, ethnicity, region, placement level, and placement reason. It is noted that placement level was a variable available for all subjects, providing insight into the complexity of care required for a given individual; increased levels of specialization and care are represented by each increase in level. For evaluation purposes in this study, level of care was broken into two categories, low and high. Placement levels 1–3 represent foster family placement, classified as lower placement specialization requirements, and levels 4–7 plus individualized residential treatment services (IRTS) represent group home, residential, and more specialized inpatient treatment environments indicating a higher placement requirement.

Overall demographic variables were assessed across all UPOP and non-UPOP fostered youth utilizing chi-square, unpaired t-test, and ANOVA comparisons, as appropriate for the variable assessed. Demographic and clinical factors were also examined year-by-year to understand prescription and population trends throughout the course of the monitoring window. Primary study analyses were then conducted to compare factors contributing to antipsychotic use. Individuals were grouped based on antipsychotic prescription patterns. Specifically, UPOP_AP were compared with UPOP_NAP across demographic factors, indications, and prescribed medications. A secondary analysis was performed to examine UPOP_AP individuals who were observed to have the AP discontinued versus UPOP_AP who remained consistently on antipsychotic medication. The purpose of this secondary analysis was to better clarify factors that predicted discontinuation of AP use. Primary and secondary analyses utilized logistic regression modeling, performed with the inclusion of covariates considered to potentially bias results, including sex, ethnicity, age, and months in custody. Primary and secondary analyses were also corrected for multiple comparisons via the Benjamini-Hochberg method with a false discovery rate threshold of 0.05.



Results

Demographic variables compared across groups, UPOP_AP, UPOP_NAP, and all other fostered youth are provided in Table 1. Clinical variable comparisons, including categorized prescribed medications and indications provided for prescriptions are provided in Supplementary Table S3. Among these comparisons, there were several distinguishing differences for UPOP_AP as compared with the other fostered groups. UPOP_AP are, on average, older, with an average age of 13.9 yo when entering foster care as compared with 10.4 yo, and 5.9yo for UPOP_NAP and non-UPOP fostered youth, respectively. UPOP_AP are more likely to be male (58%) as compared with UPOP_NAP (52%) and non-UPOP fostered youth (51%). Finally, UPOP_AP spend more time, on average, within foster care with 36.6 months vs. 25.8 and 14.5 months for UPOP_AP vs. UPOP_NAP and non-UPOP, respectively, and require a higher level of care within the foster system, with 88% requiring level 4 and above foster care services as compared with 59% of UPOP_NAP and 20% of non-UPOP fostered youth.



TABLE 1 Demographic characteristics of UPOP and non-UPOP fostered youth.
[image: Table1]

Year-by-year demographic details and information on the UPOP_AP, UPOP_NAP, and non-UPOP fostered individuals are represented within Supplementary Tables S4–S6, respectively. Several significant trends were appreciated throughout this time frame, and key trends are demonstrated in Figure 1. Overall AP prescriptions were observed to decrease from 2019 to 2022, dropping from 48.5% of all UPOP youth to 38.7%. These reductions were more pronounced in males as compared with females in UPOP youth, with totals in males dropping from 52.8 to 39.1% as compared to females dropping from 43.3 to 38.2% from 2019 to 2022. Despite these decreases in AP use, fostered youth requiring higher levels of care remained relatively stable from 2019–2022 across all groups, with 84–87%, 57–59%, and 16–20% requiring more specialized care than foster family placement for UPOP_AP, UPOP_NAP, and non-UPOP youth, respectively. Average psychotropic medication count was also observed to remain stable despite the reduction in AP prescription throughout the observation window, with UPOP_AP youth consistently receiving more medications (3.1–3.3 average prescribed psychotropics) than UPOP_NAP youth (1.9–2.0 average prescribed psychotropics). Similarly, average time in foster care remained stable across the 4 years, with consistently higher averages for UPOP_AP youth (32.9–35.1 months in custody) as compared with UPOP_NAP (23.9–26.5 months in custody) and non-UPOP youth (13.0–14.0 months in custody).

[image: Figure 1]

FIGURE 1
 Trends in medication prescription rates and required level of care for UPOP youth. Line plots demonstrating various trends in medication and level of care requirements in UPOP youth. (A) Represents the percentage rate of antipsychotic prescription across male, female, and all UPOP youth from 2019 and 2022. (B) Represents the average count of the maximum concurrent psychotropic prescriptions per individual youth within the UPOP_AP and UPOP_NAP groups. (C) Demonstrates percentage rate of UPOP youth requiring foster care level 4 or above services.


Primary analyses were focused on the identification of factors associated with AP prescription, comparing UPOP_AP versus UPOP_NAP. Significant results from these comparisons are presented in Table 2, with all results available for review in Supplementary Table S7. These analyses demonstrated that factors most significantly associated with AP prescription included being prescribed more psychotropic medications (OR = 2.4, 95%CI = 2.2–2.7), having a listed indication for medications of a mood disorder (OR = 7.3, 95%CI = 5.3–10.0), and requiring a higher level of care than that available from foster family placement (foster care level IV and above; OR = 3.2, 95%CI = 2.4–4.2). Specific medication classes were also seen more frequently in the UPOP_AP youth, including alpha modulators (alpha 2 agonists and alpha 1 antagonists; OR = 2.4, 95%CI = 1.9–3.0), antiepileptic/mood stabilizers (OR = 2.6, 95%CI = 2.0–3.4), and laxative/bowel regimen medications (OR = 2.4, 95%CI = 1.8–3.2). Additional prescription indications more frequently seen in UPOP_AP included gastrointestinal disorders (OR = 2.3, 95%CI 1.8–2.9), trauma-associated disorders (PTSD, adjustment, and attachment disorders; OR = 2.9, 95%CI = 2.0–4.2), and behavioral disorders (attention, conduct, and oppositional defiant disorders as well as “behavioral problems”; OR = 1.9, 95%CI = 1.5–2.7). Finally, UPOP_AP differed in the primary reason they were placed within foster care. Specifically, UPOP_AP were less likely to have a primary placement reason of “neglect” than their peers (OR = 0.51, 95%CI = 0.41–0.64) and more likely to have a primary placement reason of “parent condition” or “ungovernable” (ORs = 1.7 and 1.6, 95%CI = 1.3–2.1 and 1.2–2.3, respectively).



TABLE 2 UPOP_AP vs. UPOP_NAP significant results.
[image: Table2]

Secondary analyses were focused on the identification of factors associated with discontinuation of antipsychotics within UPOP_AP youth. Specifically, UPOP_AP that were observed to discontinue AP medications at any time during their care were compared with UPOP_AP who remained on AP medications throughout their care. Significant results for these analyses are reported in Table 3, with all results available for review in Supplementary Table S8. These analyses identified that individuals who discontinued APs tended to be in foster care longer than those that remained on APs (OR = 1.08, 95%CI = 1.06–1.09). In addition, UPOP_AP youth who discontinued AP treatment were, on average, taking fewer psychotropic medications (OR = 0.57, 95%CI = 0.50–0.65), and were more likely to be taking an SSRI or other antidepressant medication (ORs = 1.9 and 1.9, 95%CI = 1.4–2.6 and 1.4–2.5 for SSRI and atypical antidepressant classes, respectively). Finally, UPOP_AP youth that discontinued AP treatment were also more likely to have a sleep disorder listed as an indication for medication administration and be prescribed melatonin (ORs = 1.8 and 1.7, 95%CI = 1.2–2.6 and 1.2–2.4, for sleep indications and melatonin prescription, respectively).



TABLE 3 UPOP_AP that discontinued AP vs. UPOP_AP consistently on AP.
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Discussion

At a population level, exposure to AP medications among foster care youth within the UPOP program is quite high and decreased over the 4-year observation window. Factors associated with AP prescription included males, older individuals, and longer duration of foster care. This finding falls in line with prior studies evaluating prescription patterns in youth, showing that adolescent males are more likely to be prescribed APs (37) and have greater rates of psychotropic polypharmacy (38). The population level decrease in AP prescribing over time was most notable among males and those with a primary reason provided for foster care placement of behavioral challenges, listed as “ungovernable.” It is important to recognize that even with the decrease, the use of antipsychotics among foster care youth remains high. Similar patterns have been seen within other state programs, with a gradual drop of AP use over years of implemented programs (33–36), with likely similar, but unreported, trends across the country as individual state programs have been implemented in the majority of states at this time (8, 32). In addition, reported programs similarly noted ongoing elevated rates of AP use in these populations as compared with peers despite the implemented programs. It is suspected that similar challenges are contributing to elevated AP use within the state of Utah as those observed within other regions, as described within the introduction, including ongoing limited access to evidence-based psychosocial interventions and other systemic issues. Importantly, those affected by increased foster placement as well as elevated psychotropic and antipsychotic use were not demographically representative of the state. Specifically, it was noted that African-American children made up 4% of total fostered youth and 6% of the UPOP_AP group, despite African-Americans representing only 1.6% of the Utah state population from 2020 census data (39). Alternatively, individuals reporting Asian descent made up less than 1% of any fostered group, despite census data reporting this population representing 2.8% of the state population in 2020. Other racial groups were represented at relatively expected levels based on reported state demographics (39). Despite these complexities, this is the first peer-reviewed publication to demonstrate overall decreased use of antipsychotics associated with an oversight program focused on a drug utilization review intervention and that does not include a prior authorization component. Rather, continuous monitoring, education of child welfare staff, foster care agencies, and proactive outreach and consultation with prescribers across the state were the primary tools available to the oversight program.

Whether they arrived in foster care on antipsychotics or were initiated on antipsychotics while in foster care, 49.8% of youth in foster care treated with antipsychotics continued that treatment for the duration of the study period or until leaving foster care. Interestingly, most youth prescribed an antipsychotic did not have a listed indication of an identified primary psychotic disorder or bipolar disorder. Rather, it was noted that antipsychotic medications were most frequently prescribed for the indications of “mood disorder” and “depression,” together representing 64.5% of listed indications for all prescribed antipsychotic medications. “Behavioral Problems” (rather than a specific diagnosis) was the third most cited indication for antipsychotic prescription, making up 8.8% of listed indications. Importantly, FDA approved indications for antipsychotic use in child and adolescent populations include schizophrenia, bipolar disorder, irritability in autism, and Tourette’s syndrome (40). All of the listed approved indications for AP prescription in children and adolescents, combined, represented only 4.3% of listed indications within the collected data. These findings are similar to prior observations within nationwide use of antipsychotics in youth, with considerable trends toward off-label use for listed indications of mood and behavioral symptoms (37).

A factor hypothesized to be correlated with increased reliance on antipsychotic use among youth in foster care is the lack of evidence-based trauma-informed resources. It is well established that less densely populated regions are more likely to lack specialized mental health resources for youth, and Utah is no exception. In fact, a state such as Utah, with its heterogenous geographic distribution is an ideal setting to evaluate the impact of rurality on treatment practices. Importantly, region of the state did not appear to have a substantial impact on either AP prescription patterns or ongoing AP use among youth in foster care. More importantly, prescribing practices appeared to play a significant role in predicting whether youth would be removed from antipsychotics throughout their treatment. Specifically, prescription of antidepressant medications and treatment of sleep issues were correlated with greater rates of discontinuing antipsychotic medications. The role of sleep dysregulation, particularly, following trauma exposure is well established as a critical therapeutic target that, if not addressed, may worsen pathology, including behavioral disturbances (41, 42) and development of trauma-associated symptoms (42, 43). Antidepressants, on the other hand, have not been clearly demonstrated to effectively manage PTSD symptoms in children (13), but can be effective in treating underlying anxiety and depression, which when present, can drive reactive behaviors. More research is needed to better understand the role and impact of targeting sleep, anxiety, and/or depression among youth in foster care and how these interventions may impact the use of AP medications within this population.

Age is also an important factor associated with AP presence and persistence among youth in foster care, and which was clearly observed within the presented data. Older youth have more opportunity for the accumulation of trauma and other adversities, which, if present, increase the risk for traumatic stress and potential for emotional/behavioral reactivity. In addition, older youth are also more likely to enter into foster care with established emotional/behavioral challenges than younger youth. Similarly, adolescents represented the single largest groups receiving AP medications in efforts to evaluate nationwide prescribing trends (37). However, given that AP prescription was also associated with time in foster care, clear opportunities appear to exist to educate providers and implement preventative and early intervention strategies and may speak to the bidirectional association between time in foster care and AP use where multiple placements increased risk of AP use among fostered youth (44). Such measures may decrease the need/risk for AP use in children, especially those that may experience foster care placements that last months to years. This is particularly demonstrated by the additional association within our data of youth that spent longer in foster care, on average, also had a greater likelihood, or perhaps opportunity, to have their antipsychotic medication discontinued with the consultative support of the UPOP program.

In our data, AP use also appears to be an appropriate proxy for psychiatric treatment complexity. There was a high level of association between those youth who were on an antipsychotic and the number of psychiatric medications prescribed to youth receiving oversight. However, it should be noted that, although antipsychotic prescriptions decreased significantly over the course of the study, there was no clear change observed in the average number of psychiatric medications prescribed to youth in foster care receiving oversight. This apparent initial association, but possible decoupling with AP changes over time is worth further exploration. It could be that a result of the program is to move prescribers to medications with less risky side effect profiles, yet those youth who continue to have significant emotional/behavioral concerns and/or are difficult to manage are still receiving significant psychotropic polypharmacy. Of particular importance, it has been previously observed in the literature that a reduction in the rate of prescribing antipsychotics may, inadvertently, increase the likelihood of certain affected individuals to require a higher level of care (45), though a pattern of movement toward higher levels of care was not observed within the presented data.

The lack of an overall drop in use of psychotropic medications despite reduced AP could potentially be related to the lack of availability/access of comprehensive, evidence based psychosocial programs to better address trauma symptoms during the course of the study. However, as limited evidence currently exists as to the potential to reduce polypharmacy within youth with serious mental health issues with coordinated care interventions (19), more research into the impact of community implementation of specific, evidence-based modalities is needed. Thus, the changes over time, while encouraging, are only a small step towards improving overall care for foster care youth with complex mental health needs.



Limitations

It is noted that this study had several limitations. Among these were substantial limitations in the data collected and subsequent analyses that could be completed. For example, though basic data were collected on important health metrics such as weight and BMI, there was very limited consistency in the collection of these data, leading to an inability to reliably or effectively evaluate these variables for evidence of adverse outcomes. In addition, laboratory values were not routinely available as part of the data due to limitations in the collection and approval process for allowed data. Finally, data collection did not include access to electronic health record data including specific diagnoses from international classification of diseases coding and clinical encounter information which could provide considerable insight into the severity of illness and acuity of specific patient subgroups. The lack of specific diagnoses also limits the interpretability of the appropriateness of AP prescription as only the listed indication for the prescription was available for consideration within this study. Such inconsistencies and incomplete records point to systematic challenges with the creation and maintenance of a monitoring program and provide opportunities for improvement in future iterations of the program.

In addition, the data available for evaluation was limited to biological male and female gender assignments only, even though there are a number of different genders represented in the Utah Foster Care system, and so we recognize that our analysis when it pertains to gender is incomplete. However, it is still notable that youth identified as male were significantly more likely to be in both the AP (58% male) and persistent AP (62% male) categories. This is consistent with various other reports (9, 46) and likely reflects that the reasons for AP use are not homogenous across genders. Therefore, efforts to limit AP use among different populations may benefit from including gender or other associated factors that may drive AP prescribing practices.

Unfortunately, data were also not available regarding the availability and utilization of evidence-based psychosocial interventions. In addition, the small numbers of individuals within specific subgroups of this data, such as those moving between higher levels of care, as well as the limited timeframe of this study limited power to appropriately assess such trends. Other limitations for this project include relying on data regarding medications entered into a child welfare cloud-based system, potentially leading to a delay between medication changes and those changes being reflected within the collected data.



Future directions

Future analyses would benefit from more detailed examinations of how patterns of treatment change over time, particularly monitoring shifts in levels of care and specific changes in medication regimens, to better understand possible benefits and adverse events. Analyses evaluating the systematic influence of prescriber level, prescribers from specific regions, or other possible clusters may also be of potential benefit, particularly as such clusters of prescribers have been previously observed elsewhere (47), and may help identify specific aspects of culture or training that could be addressed within the program. In addition, findings from this effort suggest that further investigation may be warranted of the potential for reducing AP need within fostered youth through focused symptom management of sleep, anxiety, mood, and possibly other areas.

In addition, future efforts would also be considerably benefited through the collection of other key data, including information from electronic health records such as diagnoses and episodes of clinical care, and laboratory values for typical monitoring parameters of AP and other medications requiring regular follow-up. Such information would allow far more detailed evaluation of patient acuity, comorbidity, and side-effect burden within specific patient populations, as well as allow better evaluation of potential benefits and unintended consequences of reductions in AP use. Finally, implementing systematic detailed tracking of interventions youth are receiving, such as TF-CBT, would also allow more detailed analyses as to how patterns of access to evidence-based treatments are shifting over time and subsequent correlated changes, if any, within prescribing practices.



Conclusion

The presented data represents supportive evidence for potential benefits of an oversight program in reducing AP burden in fostered youth absent a prior authorization requirement, a relatively understudied area. Moreover, these interventions did not appear to lead to increased burden on higher levels of foster care and may have encouraged the targeting of other symptoms with alternative, potentially safer, medication profiles. At this time, even with the discussed interventions, AP and psychotropic use remains high in fostered youth. Further efforts to track access toalternative evidence-based interventions in conjunction with patterns of AP and other psychotropic medication use could be highly valuable for guiding future oversight and treatment efforts within fostered youth.
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