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Objectives

 Define rheumatoid arthritis (RA) and discuss epidemiology and 
risk factors of RA

 Identify pathogenesis and clinical presentation of RA

 Review diagnostic criteria and RA disease activity

 Review the treatment algorithm for RA (pharmacologic & non-
pharmacologic)
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Presenter
Presentation Notes
1. Reflect on Centene’s company goals and values and how we use HEDIS measures
2. Define osteoporosis and discuss the impact of low BMD
3. Review osteoporosis guidelines and how to identify patients at risk
4. Describe current efforts and outcomes related to increasing awareness for osteoporosis treatment and prevention
5. Discuss health plan’s role in helping prevent osteoporosis and its complications and in improving overall patient health outcomes









This presentation will cover the following objectives related to the topic of OMW:
1. We will reflect on Centene’s goals and values and the value of HEDIS measures, beyond “just the numbers”
2. We will define osteoporosis and discuss its impact on affected populations
3. We will review osteoporosis guidelines and identify risk factors 	*********
	Identify risk factors for osteoporosis and review treatment methods **
4. We will take a look back at HealthNet California’s efforts over the years and subsequent outcomes related to the OMW program
5. We will discuss the important role of HCPs, including health plans, in primary and secondary prevention of osteoporosis and promoting better health outcomes




NCQA 
Purpose
Goals/Values

NCQA ratings – higher ratings = more business, sure, which is great.
At the end of the day, however, HEDIS measures help us reflect on how we have been impacting patients’ lives, how far we’ve come as a healthcare plan, and how far we 



vs-- Health Net
Purpose
Goals
Values

Should be the same


Centene   ---- Our Values
“Centene is committed to transforming the health of the communities we serve, one person at a time.”
“We focus on the individual, providing a portfolio of innovative health solutions to meet each person’s unique needs. 
And we invest in communities to improve the lives of our members, beneficiaries, employees and the community at large.”

Our Purpose: Transforming the health of our community one person at a time.

Our 3 Pillars
- Focus on the Individual
- Active local involvement
- Whole Health

 
“Our goal is to work together with healthcare professionals and other partners to make healthcare more accessible to everyone.”
Real change is possible for healthier individuals, families and neighborhoods everywhere
Our community, our health
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NCQA Ratings and HEDIS Measures
 The National Committee for Quality Assurance (NCQA) is dedicated to improve 

the quality of health care by rating the established Healthcare Effectiveness 
Data and Information Set (HEDIS) measures 

 The Disease-Modifying Anti-Rheumatic Drug Therapy for Rheumatoid Arthritis 
is a HEDIS measure which is under the effectiveness of care domain

 The measure is the percentage of members 18 years of age and older 
diagnosed with rheumatoid arthritis and who were dispensed at least one 
ambulatory prescription for a disease-modifying anti-rheumatic drug (DMARD)
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Presentation Notes
As healthcare providers HEDIS measures are valuable to us as they help reflect on our positive impact on members’ lives year after year, as well as identify opportunities in which we still have room to improve.


Osteoporosis Management is a CMS Star measure and a HEDIS measure: targeting female members age 65 to 85 with an osteoporotic fracture without a BMD test or without an active prescription for osteoporosis treatment six months after the fracture).
The goal is to Reduce the recurrence of osteoporotic fractures in our postmenopausal members








So where do HEDIS Measures tie in with our company values?
	As we know, the National Committee for Quality Assurance rates health plans according to reported HEDIS measures. 
If we forget, for just a minute, the fact that we are essentially graded using the HEDIS measures, and think about what HEDIS represents – 
	This data set is priceless in that it provides us with a complete list of potential opportunities, backed by never-ending research, to improve the quality of healthcare we provide our communities. 		On top of that, we also have standardized methods of calculating our impact and seeing how we’ve grown, etc.
	So yes, although better overall ratings mean more contracts, more business, etc, we like HEDIS because it’s a powerful and priceless tool. 


Data Sources Used to Evaluate Health Outcomes
• HEDIS® – “Health Effectiveness Data and Information Set”: data from claims and/or chart review reported annually by Health Plans to NCQA following standardized criteria
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What is Rheumatoid Arthritis?

 The most common systemic auto-
immune inflammatory disease 
characterized by symmetric, 
relapsing, or chronic destructive 
synovitis 
o Synovitis = inflammation of the 

synovial membrane which lines joints

4

Presenter
Presentation Notes
As we age, the rate of bone breakdown is greater than the rate of buildup, so we lose bone density over time. 
It has become more prevalent the past several decades, seeing as the average life expectancy has increased and as BMD is inversely related to age. 
So after BMD peaks in early adulthood, 20s-30s, it very slowly starts to decline.
Unfortunately, osteoporosis is one of the “silent” diseases, like HTN or hyperlipidemia, in that we can’t really tell any difference by how we feel and there usually aren’t any symptoms or warning signs until a fracture occurs.
	- at which point, automatically at risk for developing another fracture, likely osteopenic or porotic, 
	- drastic decline in QoL: even if not a significantly debilitating fracture – patients feel limited, scared of falling, etc. 
	- increased mortality rates
Fractures are typically followed by enormous medical and personal burdens on those who suffer them and their loved ones
Drastic decline in quality of life
Associated with increased mortality rates
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Epidemiology

 Annual incidence of RA: 40 per 100,000 per year
 About 1.3 million U.S. adults are affected 
 Women are affected two to three times more often than men
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Presentation Notes
Osteoporosis affects approximately 10 million people in the United States, about 80% of whom are women
Another 44 million people have low BMD and increased risk for OP
Nearly half of all women in the US will experience an osteoporotic fracture during their lifetime
Individuals with osteoporosis are significantly more likely to experience low-trauma bone fractures
Often accompanied by depression, anxiety and increased fall risk, as well as decreased activity which can further lower BMD
Drastic declines in quality of life while mortality rates increase

These numbers change a bit from source to source, but the point is – it’s a LOT of people, AND expected to grow with aging boomer population and potentially even longer average life expectancies. 
Nearly HALF OF ALL WOMEN will experience osteoporosis-related fracture during their lifetime
	- increased risk of low-trauma bone fractures






Bone Mineral Density (BMD) peaks early on in adulthood and then slowly declines as we age, meaning our bones become more porous or fragile over time

Usually silent, until fracture
Fracture – increased mortality within 1 year, in 80(?)+ years old
Decreased mobility, increased fall risk, etc

QoL changes
Depression/anxiety
Increased fall risk
Decreased activity = further lowers BMD

Economic Impact
Overall costs will only increase as baby boomers are aging, elderly population is growing, increase in avg. life expectancy
More strain on already short supply of resources, ie. Hospital rooms, nursing staff, etc. 
Low resources = further increases healthcare costs?
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Risk Factors

 Smoking
 Genetic predisposition 

o HLA-DRB1 gene
 family history
 Sex (female)
 Increasing age
 Obesity (overweight)
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Presentation Notes
Since this otherwise silent disease is so prevalent among our population, our first focus should be primary prevention. 
	Increasing patient and provider awareness will impact rates of screenings and diligent adherence of preventative measures.
BMD Screenings – at least once every few years
Non-pharm and pharmacological interventions!!! 
	Lifestyle modifications – want to start these early!!!!!!!!! Will definitely help even when someone has OP but will be much more efficient if started earlier. 

Correct modifiable risk factors: 
Calcium and Vitamin D supplementation
Regular weight-bearing exercises
Smoking cessation, decrease alcohol intake
Dietary modifications



Prevention Strategies

https://health.gov/paguidelines/guidelines/
Exercise guidelines/Pt handouts


https://www.cdc.gov/steadi/patient.html
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Pathogenesis
 The initial triggering event is not clear
 T cells and B cells activated (in response to mutated citrullinated

vimentin (MCV), structural protein in human) 
 Antibodies to MCV complex with MCV to precipitate in joint
 Production of inflammatory cytokines (IL-6,TNF)
 Macrophages, lymphocytes, and plasma cells
 Metalloprotinases (MMP) from Macrophages to damage synovial 

tissue
 Rheumatoid factor from plasma cells
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Presentation Notes
Non-modifiable, however, JUST AS IMPORTANT to know!!! to accurately identify patients at risk and prevent osteoporosis


There are a number of genetic, biological, and behavioral factors which increase a woman's risk of osteoporosis. These include: 

Genetic – Caucasian or Asian race; small frame, short stature and light weight; 

Biological – lower than normal levels of estrogen (hypoestrogenia); early onset of menopause and fewer reproductive years; 

Examples of medical conditions: Genetic diseases (ie. cystic fibrosis, metabolic diseases, family history of osteoporosis) 
Hypogonadal states (ie. athletic amenorrhea, anorexia, premature menopause)
Endocrine disorders (ie. diabetes mellitus, central obesity, thyrotoxicosis)
Gastrointestinal disorders (ie. anything that decreases absorption of critical vitamins, minerals)
Neurological and musculoskeletal diseases (ie. epilepsy, Parkinson’s, MS, stroke)
Autoimmune diseases, including rheumatoid arthritis
Hematologic disorders


Behavioral – inadequate calcium or vitamin D intake; use of caffeine, alcohol, or tobacco; steroid use and insufficient physical exercise.
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Clinical Presentation
 Joint pain and stiffness (bilateral and symmetrical)

 Joint swelling and deformity (Hallux Valgus/Swan Neck Deformity)

 Tenderness

 Warmth

 Rheumatoid nodules

Presenter
Presentation Notes
Electrolyte, hormonal, metabolic and/or physical imbalances can affect BMD



“Physical Imbalance” 
Low BMI vs central obesity, or essentially Low muscle mass
Inadequate physical activity
↓ muscle tone/activity in pts w/ neurological & musculoskeletal cndtns
Literally not well balanced – frequent falls

Weight bearing exercise may indirectly decrease the risk of fracture by promoting better balance, muscle strength and mobility.


Hormonal Imbalance
Hypogonadism – low estrogen levels
Anything that affects estrogen:progestin levels
GRH, excess TH
Cortisol levels, immunomodulators/suppressants
Smoking


Electrolyte Imbalance
Alcohol abuse
CKD
High salt diet
Medications: Antiepileptics, PPIs, aluminum, lithium, TPN, heparin


Metabolic Imbalance
Alcohol abuse
Vitamin/mineral imbalances due to 




Tamoxifen* (pre-menopausal use)


Prevention Strategies

https://health.gov/paguidelines/guidelines/
Exercise guidelines/Pt handouts


https://www.cdc.gov/steadi/patient.html
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Clinical Presentation
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 Low grade fever

 Loss of appetite

 Fatigue and 
weakness

Presenter
Presentation Notes

Although nearly HALF of the women in the US will suffer an osteoporotic fracture during their lifetime…

Only 18% of postmenopausal women with one or more risk factors for developing osteoporosis actually undergo BMD screenings


Post-menopausal women automatically have risk factors of age and menopause.
Most of them have more than 1 additional risk factor. 
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Complications of RA
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• Pulmonary – COPD, pulmonary 
fibrosis

• Cardiac – Pericarditis

• Eye – Inflammation of episclera

• Blood - Thrombocytosis
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Diagnostic Criteria
 The American College of Rheumatology and European League 

Against Rheumatism 2010 Guideline (ACR/EULAR 2010 guideline)

 There are categories A to D
o Category A: Joint Involvement
o Category B: Serology
o Category C: Acute Phase Reactants
o Category D: Duration of Symptoms

 Patients must have a score of equal or greater than 6 out of 10
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Presentation Notes
BMD: Number of standard deviations (SD) above or below the mean for a young adult reference population of the same sex

T-score   ≠   Z-score

Z-score is based on mean BMD and SD for an age-, sex-, and ethnicity matched reference population
Z-score is not used to define osteoporosis
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ACR/EULAR Criteria
Category A: Joint Involvement

 Small Joint: wrists, metacarpophalangeal joints, 
proximal interphalangeal joints, 2nd – 5th

metatarsophalangeal joints, and thumb joints
 Large joint: shoulders, elbows, hips, knees, and ankles
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Adequate intake of calcium and vitamin D
Weight-bearing and muscle-strengthening exercise
Ex: Walking, Tai-chi, stair climbing, dancing, tennis
Smoking Cessation
Limiting alcohol intake (≤ 3 alcoholic beverages/day)
Fall prevention is a priority – falls are more closely associated with fracture risk than BMD
Physical therapy and assistive devices
Avoid BEERS criteria drugs 
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ACR/EULAR Criteria
Category B: Serology
 RF – rheumatoid factor
 ACPA – anti-citrullinated protein antibody
 Low-positive: defined as higher than the upper limit of normal 

(ULN) but not equal or less than three times of the ULN
 High-positive: defined as greater than three times of ULN
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Presentation Notes
Note to Prescribers: To assure patients receive correct supplementation, and to assist with adherence, you can always prescribe OTC supplements to be dispensed by the pharmacy.


Recommend calcium to be taken in divided doses, Body can only absorb ~500 mg at a time
	- includes being separated from multivitamins!!! To maximize absorption of minerals from all sources
		Ex: Multivitamin with breakfast, then 500 mg calcium tablet BID with lunch and dinner
Ca can decrease efficacy of med: 
Separate by several hours to prevent drug interactions (or at least check with pharmacist)
Most notably – Bisphosphonates, fluoroquinolones, tetracyclines → Chelation w/Ca2+ = reduced absorption


Many different forms of calcium can make it difficult for patients to choose
Calcium citrate is best tolerated and can be taken with or without food
Calcium carbonate is the least expensive but must be taken with food
Risk of metabolic alkalosis if patient is on antacids or PPIs!!!

Studies suggest D3 is more effective than D2 when treating low levels of Vitamin D with bolus dosing


Multivitamins --- Calcium content ~220 mg elemental Ca/tab
Take Calcium/MVT in 3 divided doses; ie. MVT in AM w/bkfst and 500mg Calcium carb w/lunch and with dinner = 1220mg Calcium/day

 Avoid CaCO3 in patients on PPI/antacid therapy (acidic environment is needed for ca carbonate absorption)
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ACR/EULAR Criteria
Category C: Acute Phase Reactants
 CRP – C-reactive protein
 ESR – Erythrocyte sedimentation rate
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Presentation Notes

 The impact of fractures includes loss of function, significant costs, and increased mortality. 
The U.S. Preventive Services Task Force recommends using dual energy x-ray absorptiometry to screen all women 65 years and older, and younger women who have an increased fracture risk as determined by the World Health Organization’s FRAX Fracture Risk Assessment Tool. 
Although guidelines are lacking for rescreening women who have normal bone mineral density on initial screening, intervals of at least four years appear safe. 
The U.S. Preventive Services Task Force found insufficient evidence to recommend screening for osteoporosis in men; other organizations recommend screening all men 70 years and older. 
In patients with newly diagnosed osteoporosis, suggested laboratory tests to identify secondary causes include serum 25-hydroxyvitamin D, calcium, creatinine, and thyroid-stimulating hormone. 
First-line treatment to prevent fractures consists of fall prevention, smoking cessation, moderation of alcohol intake, and bisphosphonate therapy. 
Clinicians should consider discontinuing bisphosphonate therapy after five years in women without a personal history of vertebral fractures. 
Raloxifene, teriparatide, and denosumab are alternative effective treatments for certain subsets of patients and for those who are unable to take or whose condition does not respond to bisphosphonates. 
The need for follow-up bone mineral density testing in patients receiving treatment for osteoporosis is uncertain. 


Fall prevention is a priority for patients with osteoporosis because falls are more closely associated with fracture risk than is BMD.
The USPSTF recommends exercise or physical therapy and vitamin D supplementation to prevent falls in community-dwelling adults 65 years or older who are at increased risk of falls.
A multicomponent exercise program that consists of weight-bearing resistance and balance training should be recommended. 
Aerobic exercise programs that do not incorporate strength and balance training should be avoided because of the association with increased fracture risk.
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ACR/EULAR Criteria
Category D: Duration of Symptoms
 Patient self-report on duration of signs/symptoms
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Presentation Notes
10-year risk of fracture is determined using the US-adapted FRAX tool (provided by WHO at www.shef.ac.uk/FRAX)



EnvolveRx.com

RA Disease Activity Instruments
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Treatment Algorithm for RA
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 Treatment 
Algorithm for 
Early RA: < 6 
months
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Early RA
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Treatment Algorithm for
Established RA: ≥ 6 months
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Presentation Notes
•  “What could go wrong?”
	 →  80+ year-old woman hospitalized for over one month after family member 
	       accidentally administered entire contents of Forteo pen, delivering 28 days’ worth 
	       of parathyroid hormone, in one day
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Treatment Algorithm for
Established RA: ≥ 6 months (Continues)
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Medications (DMARDs)
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Traditional DMARDs
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Drug names Dosing Adverse reactions Clinical pearls

Methotrexate (Otrexup, 
Rasuvo, Trexall, Xatmep) 

7.5 – 20 mg once weekly (PO, 
SC, IM)

Stomatitis, Myelosuppression, 
Hepatotoxicity, N/V,D

• Lots of black box 
warnings!! 

• Pregnancy X
• Give with folic acid

Leflunomide (Arava) 100 mg PO daily x 3 days 
followed by 20 mg daily

Hepatotoxicity, 
Myelosuppression, HTN, 
Rash, N/D

• Pregnancy X
• Monitor BP

Hydroxychloroquine 
(Plaquenil)

400 – 600 mg PO daily 
(monotherapy), 200 mg PO 
BID (with MTX)

Ocular toxicity, Insomnia, 
Rash, skin pigmentation, 
N/V/D

• ophthalmologic exam 
every 3 months

• Wear sunglasses and 
caution in driving

Sulfasalazine (Azulfidine) 500 – 1000 mg daily with 
meals (initial) and increase by 
500 mg weekly until 
maintenance dose of 2 g in 2-3 
divided doses

Yellow-orange discoloration 
(Urine/Skin), Photosensitivity, 
Myelosuppression, 
transaminitis, N/D

• Color change of urine and 
skin

• Wear sunscreen and 
sunglasses
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Biologic DMARDs (TNF-I)

 Etanercept (Enbrel) – 50 mg SC once weekly
 Adalimumab (Humira) – 40 mg SC every 2 weeks
 Infliximab (Remicade) – 3 mg/kg IV over ≥2 hrs at 0,2, and 6 

weeks.
 Certolizumab pegol (Cimzia) – 400 mg SC at 0,2, and 4 

weeks initially and 200 mg SC every other week or 400 mg 
every 4 weeks for maintenance.

 Golimumab (Simponi Aria) – 50 mg SC once a month or 2 
mg/kg IV over 30 min at 0 and 4, then every 8 weeks.
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Biologic DMARDs (non-TNF)

 Rituximab (Rituxan) – 1000 mg IV on days 1 and 15
 Anakinra (Kineret) – 100 mg SC once a day
 Abatacept (Orencia) – 500 – 1000 mg IV at 0,2, and 4 

weeks, then every 4 weeks or 125 mg SC weekly
 Tocilizumab (Actemra) – 4 mg/kg IV over 60 min every 4 

weeks or 162 mg SC every week (for ≥100kg) and every other 
week (for <100 kg)

 Sarilumab (Kevzara) – 200 mg SC every 2 weeks
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Biologic DMARDs (TNFI & non-TNF)
 Must screen patient for TB prior to initiate therapy
 Treat latent or active TB for 1 month prior to starting or 

resuming biologics
 Avoid live vaccines while on therapy
 Give appropriate vaccinations (inactivated)

o Pneumococcal
o Influenza (IM)
o Hepatitis B (if risk factors exist: healthcare personnel, drug 

abuse, multiple sex partners)

25



EnvolveRx.com

Synthetic small molecule

 Tofacitinib (Xeljanz, Xeljanz XR) – 5 mg by mouth twice a day for 
immediate release and 11 mg by mouth once a day for extended 
release.

 Adverse reactions – Serious infections including TB, fungal, viral, or 
other opportunistic infections, Lipid abnormalities, Bradycardia, 
Malignancy

 Patient education – avoid live vaccines during therapy and check TB 
prior to therapy 
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Other Treatments

 Nonsteroidal anti-inflammatory drugs (NSAIDs)
 Corticosteroids
 Thermotherapy
 Electromagnetic and ultrasound therapies
 Patient education programs like nurse-led patient education 

program, mindfulness-based stress reduction, and coaching 
program for healthy physical activity.
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Interesting/Useful App

 MyRA
o Track  joint pain daily
o Track medications
o Track activity limits
o Summary report

28
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