Feedback on Use of Antipsychotics Measure
Measure Rationale: This measure examines the potentially inappropriate use of antipsychotic medications, similar to the approach used in nursing homes (CMS 2015). Measuring the use of antipsychotics among older adult patients could help reduce inappropriate use. 
Input sought: Are there any unintended consequences of this measure?
[bookmark: _GoBack]SHM Comments: One of the greatest potential unintended consequences is the potential increase in use of benzodiazepines to control the behavior of patients who experience delirium or behavioral or psychological symptoms of dementia. Benzodiazepines are also classified as medications to “avoid” in the updated Beers’ criteria—increasing risk of cognitive impairment, delirium, falls, fractures, and motor vehicle crashes (2015 AGS). These are not generally recommended in delirium or dementia and can have a paradoxical effect of worsening the behavioral disturbance.
SHM is also concerned about a range of possible unintended consequences of delayed treatment of agitated delirium as a result of the measure and/or increase use of physical restraints which could lead to patient harm. 
Denominator: Inpatient hospitalizations for patients ages 65 and older.
Input sought: We welcome feedback on the age range for this measure and whether it should be expanded to include all adults.
SHM Comments: No comments- agree with the age range as this is consistent with the Beers criteria.   
Denominator Exclusions: Patients with a diagnosis of schizophrenia, Tourette’s syndrome, bipolar disorder, or Huntington’s disease at the time of admission.
Input sought: Are there other patients who should be removed from the denominator?
SHM Comments: The updated Beers criteria gives the following as possible indications for antipsychotic use: “schizophrenia, bipolar disorder, or short-term use as antiemetic during chemotherapy.” SHM would support an exclusion for antipsychotic use during emetogenic chemotherapy. SHM also asks for clarification if the stated exclusion for schizophrenia would also include schizoaffective disorder--that is also a psychiatric diagnosis that could need antipsychotic medications.
SHM recommends consider adding more specified psychotic disorders to this list of exclusions: depression with psychosis, cocaine abuse disorder with psychotic reaction, etc. Unspecified psychotic disorders may be difficult to separate from a behavioral consequence of delirium or dementia (and the code may in fact indicate one of those conditions as the reason for treatment). 
The measure should also be able to exclude patients who come in to the hospital on these medications as hospitalists often don't stop them as it may be that the patient needs them for other reasons. 
Numerator: Patients who received an order for an antipsychotic medication during the inpatient encounter.
Input sought: Are there antipsychotic medications that should not be included in the measure?
SHM Comments: No comment- not enough information in measure framework. Beers list includes all first and second generation antipsychotics.
Numerator exclusions: Patients with documented indication that they are threatening harm to self or others.
Input sought: We welcome feedback on the language in the measure specification and are seeking recommendations on how to capture behaviors that demonstrate a threat to self or others.
SHM Comments: Threat of harm to self or others is an incredibly wide-ranging category and would need to be defined in order to consider how best to document justification. There are numerous behaviors and actions that could be considered threat of harm and it would be difficult to narrow or tailor the list appropriately.
Threat to self or others could be captured by physician or nursing documentation, or perhaps an alert override or order checkbox/order set during prescription order entry. Examples could include documentation of inability to redirect agitated patient, patient with command hallucinations to harm self/others, patient attempting to harm self/others, patient climbing out of bed/at severe risk of falling despite restraints or redirection, etc. Documentation could be similar to that required for use of restraints, which is standardized per Joint Commission standards. Documentation could also include what monitoring patient will undergo after receiving the antipsychotic medication (cardiac monitoring, EKG for QTc measurement, oxygenation/respiratory status, neurologic status, etc.) if or when these are indicated. However, SHM notes that increased documentation requirements necessary to justify the use of antipsychotics would represent a clear increase in burden to physician workflow and hospital systems. We recommend identifying a pathway that would have the smallest burden possible.
Additional Questions for Feedback: Does the measure:
· Increase our understanding of the magnitude of antipsychotics prescribed and administered in the inpatient setting?
· Yes, this would provide that information. We would need to understand the prescribing practice as continuation of a home medication versus prescribing in the hospital for an acute indication.  
· Promote improvement in prescribing practices and reduce variation in use of antipsychotics?
· Perhaps. As discussed earlier, this measure may inadvertently increase the use of other pharmacologic treatments, such as benzodiazepine, for delirium, which may be problematic as an alternative. On the other hand, hospitals could be more likely to implement protocols to lessen use of these medication--e.g. increase use of less binding restraints such as soma beds, improve utilization of environmental rather than pharmacologic protocols to reduce incidence of delirium and lessen severity of/shorten delirium.  
· Collect data that is feasible to obtain from electronic data sources without undue burden?
· This will be challenging.  The measure specifically states (and reasonably so) that the medications should be used in patients at risk of harming themselves/others.  Defining threat of harm and its documentation tied with indication for the medication would be difficult. 
· It is also difficult to identify within many EHR systems whether a patient was on the medication at home when administered in the acute inpatient setting so being able to exclude those patients who were already on the medication would be challenging.
· Address a quality gap that is important enough to justify potential changes in workflow to enable discrete measurement of antipsychotics and non-pharmacologic interventions?
· SHM agrees the anecdotal prevalence of antipsychotic to treat delirium or other behavioral issues in the inpatient setting is concerning. 
· It would be also be interesting to explore how many patients are discharged on these medications when they were prescribed in the hospital for delirium and they weren't taking it prior to admission.  If there was a relatively high rate then instituting this or a similar measure may be meaningful in order to prevent inappropriate prescribing of these medications at discharge.  
· Provide information that is a useful indicator of appropriate, patient-centered care?
· As above, it could hopefully stimulate hospitals to institute more stepwise approaches to managing the delirious patient where pharmacologic therapy is not appropriate as first-line treatment. Some institutions have already instituted order sets for restraining patients with delirium and at risk for harming themselves, but may not necessarily focus on reducing antipsychotic use in a structured way.  
Other guidelines for CMS to consider:  Delirium in Older Persons: Evaluation and Management - American Family Physician
