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EXECUTIVE SUMMARY

The Washington CARE Project was a demonstration project authorized under
OBRA-90 legidation to assess the impact of a financid incentive on pharmacists
performance of cognitive services. The premise of this demongtration was that direct
reimbursement for pharmacists cognitive services will remove financia bariers associated
with pharmacists provison of these services and result in increased performance of
cognitive services, with a subsequent impact on costs and outcomes.

Data for the demonstration pertain to three groups of pharmacies |located
throughout the state of Washington, each of which contained approximately 100 pharmacy
sites: a documentation and reimbursement group (Croup A), a documentation-only group
(Croup B), and a silent control group (Croup C). Pharmacists in Croups A and B
documented cognitive services for Medicaid patients using a problem-intervention-result
format developed specificdly for this project. The demonstration phase lasted from
February 1994 through September 1995 and resulted in the documentation of 20,240
cognitive service events.

The main findings of the demondration are:

o A financid incentive for the performance of cognitive services resulted in more
such services being documented than occurred in the absence of financid incentive.
Results showed that Croup A pharmacies (with financia incentive) consistently
reported higher cognitive service intervention rates than did Croup B (no financia
incentive) participants. Over the 18-month course of the demonstration, Croup A
pharmacies reported a low of 1.3, and a high of 2.4 cognitive service interventions
per 100 Medicaid prescriptions dispensed. In contrast, Croup B pharmacies' rates
ranged from a low of 0.7 to a high of 1.0 cognitive service interventions per 100
Medicaid prescriptions dispensed.

o About hdf of dl documented cognitive services problems were for patient-related
problems, while 32.6% were for drug-related problems, 17.6% for prescription-
related problems, and 1.4% for non-drug related problems. These findings contrast
with the genera notion that pharmacists activities are focused on identifying and
resolving only prescription- and drug regimen-related problems. Additiondly,
mogt on-line prospective DUR systems focus on problem identification based on a
review of the prescription (e.g., high dose), or drug regimen (e.g., therapeutic
duplication, drug-drug interaction), but are less well equipped to identify patient-
related and non-drug related problems (e.g., drug-taking compliance). Our results
suggest that as many as haf of al problems documented by pharmacists in this
demonstration were ones that, left to a computerized DUR system, would likely
have gone unidentified.



A drug therapy change of some type occurred as a result of 28% of al cognitive
sarvices documented in this demonstration. However, changes were rarely due to
generic or thergpeutic subdtitution and amost aways followed communication
with the prescriber.

For each cognitive service associated with any type of drug therapy change, the
average downstream drug cost savings was estimated to be $13.05. There was no
datigticaly dggnificant difference between study groups in the amount of cost
savings per change-related cognitive service event. Cogt cdculaions are inclusive
of dispensing and cognitive service fees and reflect drug cost savings to the
Medicaid program before rebates.

Cost savingsdiffered by type of drug therapy. Cognitive servicesresultingin a
drug or drug regimen change produced average savings of $17.70. Per cognitive
savice, discontinuing a drug resulted in an average $36.88 savings, while a
decision not to dispense a prescribed drug saved $40.70. Decisions to add drug
therapy created cogts (offsetting savings) that averaged $71.32 per cognitive
sarvice. Savings were accrued over time (up to 1 year) for drug or drug regimen
changes and additions, but not for drug discontinuations based on prior refill
history or decisions not to dispense a prescription. Cost caculations are inclusive
of dispensing and cognitive service fees and reflect drug cost savings to the
Medicaid program before rebates.

Congdering only cognitive services resulting in drug therapy change, there was an
edtimated overal savings in drug costs to the Medicaid program of over $78,000
after payments for cognitive services were deducted (Croups A and B). When the
program as a whole is considered (including costs for cognitive services not
resulting in drug therapy changes), the estimate net savings was about $37,000.
Computed on a per-prescription basis, the overall net impact of the demongtration
was a savings of $0.02.

Among Croup A pharmacies, the fees paid for cognitive services were easlly
recovered when only cognitive services resulting in drug therapy changes were
congdered, but were not quite recovered when costs were spread across all
cognitive services (in particular, those that did not result in a drug therapy change).
When spread across al prescriptions dispensed, the cost was less than $0.01 per
prescription.

Estimated cost savings do not incude any impact on the cost of other types of
medical care services that may have been avoided (or utilized) by the patient as a
result of the cognitive service intervention. While it is beyond the scope of this
report, a further assessment of the impact of cognitive services on the use and
costs of other medical care services is underway.



¢ Documentation submitted by CARE project pharmacists showed that cognitive
services took, on average, 7.5 minutes each to perform. Less than 6% took 20
minutes or more of pharmacists time. This finding is consstent with those
reported in the few other studies that have reported cognitive service intervention
times.

o Cognitive services intervention rates as a percent of dispensed prescriptions rose
over time. Based on our experiences with this demongtration, we speculate that
performance of cognitive services represents a fundamental shift in community
pharmecists professona and practice orientation that takes time to accommodate
and integrate into everyday practice.

e Despite pharmacists generdly favorable attitudes and orientation toward the
provison of cognitive services, results aso suggest that the practice environment
of the pharmacy itsdf may have a substantia influence on whether and to what
extent pharmacists will perform cognitive services. Specificaly, results suggest
that an explicit and well-defined documentation policy; a workload volume that
dlows for time spent performing cognitive services, and supportive relationships
between pharmacists, patients and prescribers may go hand-in-hand with financia
incentives to motivate pharmacists to provide cognitive Services.

Based on this demongtration, we conclude that the implementation of a
prescription drug-related cognitive services documentation and reimbursement system is
feasible from the perspective of a state Medicaid program; that it will be successful in
identifying and resolving at least some, but probably not dl, drug therapy problems; and
that it has the potential for generating cost savings at |east equal to program costs.



Demonstration of a Pharmacist Cognitive Services Documentation and
Financia Incentive Reimbursement System: The Washington State CARE
Project

1 .0 Introduction

In response to the Omnibus Budget Reconciliation Act of 1990 (OBRA-90), the
Health Care Financing Administration (HCFA) issued arequest for proposals to address
three aress related to the provison of drug-related services for Medicad beneficiaries. 1)
the effect of rembursement of pharmacists for cognitive services, including compensating
pharmacists for not dispensing a prescription when medicaly appropriate, 2) on-line
prospective drug use review technology and its impact on pharmacy practice, and 3) the
effects of academic detalling. Ultimately, two projects were funded by HCFA: one in
Washington State focusing on cognitive services reimbursement, the other in lowa
focusing on evaluating an on-line, prospective drug use review, or DUR system. In this
report we describe the State of Washington demonstration project (hereafter referred to as
CARE), its evauation objectives, methodology and mgor findings.

Cognitive services are digtinct from dispensing services provided by a pharmacist
(e.g., product selection, packaging, labeling, counseling). Cognitive services are defined
as. “... those services provided by a pharmacist to, or for a patient or health care
professional that are either judgmental or educational in nature” (Kusserow 1989;
Chrigtensen, Fassett and Andrews 1993). Cognitive services are value-added in the sense
that they generdly extend beyond the minimum requisite dispensing obligations of
pharmacists. Cognitive services are considered a component of pharmaceutica care,
which has been defined as a systematic process in which pharmacists identify and resolve
or prevent patients' actual or potential drug-related problems (Hepler and Strand 1990).

For example, consider the patient who requests a refill of a beta-agonist inhaer
prescription. The pharmacist notices that the prescription has an unlimited one year refill
authorization and, from a review of the patient medication profile, determines that Six
refills have been received by the patient in the past four months. A basic level of service
might involve refilling the prescription and possbly inquiring about any questions or
problems the patient might have with respect to usage. A cognitive service might involve
asking the patient about the frequency of asthma episodes, checking metered dose inhaler
adminigration technique, providing peak flow meter training and contacting the
prescribing physician to inquire about possibly adding an inhaled corticostercid to the
patient's regimen. As a result of this intervention drugs may be added or deleted from the
patient’s regimen, the dosage regimen may change, or the patient may be better educated
about his or her drug therapy and illness state.

There is considerable evidence that pharmacists can, and do perform
pharmaceutical care services. Services have been documented in a variety of Specialized

1



settings such as hospital outpatient clinics, health maintenance organi zations(HMOs) and
specialty centers for targeted patients and disease states (Bjornson et al. 1993; Borgsdorf,
Maniano and Knapp 1994, Britton & Lurvey 1991; Brown, Helling and Jones 1979;
Chenella et a. 1983; Chrischilles, Helling and Aschoff 1989; Christensen et a. 1981;
Cohen et a. 1985; Conte et al. 1986; Dobie & Rascati 1994; Fincham, Hospodka & Scott
1995; Forstrom et a. 1990; Garabedian-Ruffalo et a. 1985; Gray, Garabedian-Ruffao and
Chretien 1985; Hatoum et al. 1988; Haxby, Weart and Goodman 1988; Hepler 1990;
Knowlton & Knapp 1994; Mead and McGhan 1988; Smith & Christensen 1996; Tamai et
a 1987). Further, demonstrations in community pharmacy settings have documented
pharmacists potentid drug therapy problem detection and intervention activities
(Andrews 1993; Fincham, Hospodka & Scott 1995; McKenney and Witherspoon 1985;
Poirier 1992; Rupp et a. 1988; Rupp 1988; Rupp, DeYoung and Schondelmeyer 1992;
Rupp 1992).

A prescription based feefor-service system provides pharmacists with a financia
incentive to dispense prescriptions but a disincentive to provide cognitive services, snce
this activity may divert time from dispenang. The overarching god of this study is to
investigate whether direct reimbursement for cognitive services will remove these financia
barriers and result in an increased performance of cognitive services by pharmacists.

1.1 Goals and Objectives

CARE is an acronym that stands for Cognitive Activities and Reimbursement
Effectiveness. The primary objectives of the Washington CARE project were:

1. todesign, implement, and operate a resource-based, outcomes-oriented system
of payment to pharmacists for their cognitive services provided to Medicaid
enrollees,

2. 10 asess the effects of payment of pharmacists for cognitive services on
a the number and type of drug-related problems identified and corrected or

resolved, and
b. the cost of drug therapy; and

3. to assess pharmacist and pharmacy factors associated with the provision of

cognitive  services.

2.0 Background and Significance

2.1 Rationale

Retail sdes of prescription and nonprescription drugs in the United States were
estimated at $59.1 billion (U.S. dollars) in 1994 (Genuardi, Stiller & Trapnell 1996).
While expenditures for prescription drugs represent only a small percentage of overdl
hedth care expenditures, major changes in the financing of prescription drugs have
occurred over the past 15 years. For example, out of pocket payment for prescription
drugs has declined from 66% to 42% of al prescriptions. In 1994, Medicaid and other
public programs were the source of payment for about 19% of all payments for
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prescription drugs, and private sector insurance programs were the source of payment for
39% of all payments for prescription drugs. Nationally, the Medicaid program spent
approximately $16 billion for prescription drugs in 1994 (HCFA 1996). Concomitant
with the shift to third parties as a payment source, atention has been directed at drug
policies relating to issues of coverage, reimbursement, quality assurance and cost
containment.

There is ample evidence that drug benefit programs cannot be effectively managed
by merely arranging for a network of dispensing pharmacies and a prescription claims-
based rembursement system. While the mortaity, morbidity, prevaence, and incidence
rates of drug-related problems at locd, regiond, and nationa levels are not known,
inappropriate drug therapy is now recognized as a serious problem in the United States
(Manasse 1989). The cost of preventable drug-related morbidity and mortdity in the
ambulatory setting has been estimated at $76.6 billion in one survey (Johnson & Bootman
1995).

The risk of inappropriate drug therapy is paticularly high for vulnerable
populations, such as the elderly, children, and women of child-bearing age--al of which
ae populations serviced by Medicaid programs. While it is unclear whether due to
inappropriate drug therapy, it is estimated that 3-5% of hospital admissons result from
medication toxicities (Jay, Eynon and Javitz 1991). The ederly are particularly vulnerable
to noncompliance problems. Col, Fanale and Kronholm (1990), for example, found failure
to comply with drug therapy to be the reason for admission in 11% of elderly patients
admitted to an acute care hospital. One type of ingppropriate drug therapy is patient
noncompliance, which is estimated to lead to excessve hospitdizations and total costs
estimated at $8.5 billion, or 1.7% of total health care dollarsin 1986 (Maronde €t al.

1989; Sullivan, Kreling and Hazlet 1990). Other forms of ingppropriate drug therapy are
due to less than optima prescribing decisons by physicians, and include the use of drugs
that are largely ineffective; dosages or combinations that are pharmacologicaly irrationd;
duplicative therapy; and the use of newer, more toxic, and more expensive agents in lieu
of useful older drugs (Avorn and Soumerai 1983; OIG 1990). As mgjor payers for
pharmaceuticals, the federd and tate governments are in a pogtion to provide incentives
for improving the quaity and efficiency of drug utilization.

About 25 years ago the Task Force on Prescription Drugs issued its report
concerning the problems of drug prescribing (DHEW 1969). Many suggestions were
made in this document with the am of reducing unnecessary, costly, and inappropriae
drug utilization. The report defined appropriate prescribing as “the right drug for the right
person for the right disease at the right dose at the right time,” and encouraged the
development of systems of drug utilization review (DUR) to monitor prescribing in
medica practice settings where this was feasible--in a manner smilar to that mandated by
provisions in the Omnibus Budget Reconciliation Act of 1990 (OBRA-90).

The role of pharmacists in assuring appropriate drug use is critical.  Though there
seems to be ample evidence that some pharmacists are performing at least some types of
cognitive services some of the time, the chalenge is one of developing expectations and
incentives that will subgtantidly improve such performance. Specificaly, the CARE
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Project was designed to explore some of the factors that may inhibit, or encourage
pharmacists to provide cognitive services. Among these factors are financia incentives,
education and training, and professond attitudes.

Financid incentives may play a centra role in encouraging pharmacists’ provision
of cognitive services, especidly given the current, “reform-oriented” medical and
pharmacy practice environment (in which the proportion of prescriptions dispensed under
third-party financing, and reduced pharmacists dispensing fee arrangements has increased
dramatically). Clearly, a prescription based feefor-service system provides pharmacists
with a financid incentive to dispense prescriptions but a disincentive to provide cognitive
sarvices, snce this activity may divert time from dispensing (under current law and
regulations, Medicaid reimbursement to pharmacists is based on the cost of the drug plus a
dispensing fee). Thus, a main premise of this study is that direct reimbursement for
cognitive services will remove these financial barriers, resulting in an increased
performance of cognitive Services,

As with financid barriers, the lack of training and education may aso inhibit
pharmeacists performance of cognitive services. This could happen in at least two ways.
Firg, many pharmacists may be deficient in their understanding of disease-specific or drug
therapy management guidelines. Second, pharmacists may either not know how to apply
these guidelines, or may not know how or why to document their cognitive service
activities.

Access to an adequate patient database is a third potential barrier. To cite one
example, nearly al pharmacies have computer systems, but their capacity to detect
potentid problems in drug therapy differs consderably. Most pharmacy computer systems
display warning sgnals for potentia drug thergpy problems; but many do not do so in a
Sective, or context-sengtive manner. For example, a fase postive warning message may
appear because the patient is no longer taking one of two conflicting drugs, or the warning
may be for rare or clinicaly inggnificant problems. Conversdy, the lack of a warning may
reflect a fase negative Stuation, since the computer cannot detect, for example, problems
of concomitant drug therapy from two non-affiliated pharmacies. Thus, pharmacists may
become desengtized to these derts and cease responding to them.

Finally, pharmacigs attitudes themselves may serve as bariers. Pharmacists
remain highly trained but underutilized. Years of a dispense-asusud professond lifestyle
may make the practice routine, if not unsatisfying. A comfort zoneis created, one that
may only change with the explicit recognition by payers of an dternative practice syle.
Even then, the change is likely to be gradua.

2.2 Pharmaceutical Care and Cognitive Services

Pharmaceutical careis defined as that component of pharmacy practice which
entails the direct interaction of the pharmacist with the patient (or the prescriber) for the
purposes of caring for that patient’s drug-related needs (Hepler 1990). Hepler and Strand
(1990) further note that pharmaceutical care isthe responsible provision of drug therapy
for the purpose of achieving definite outcomes that improve a patient's quality of life.
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Pharmaceutical care is a systematic process in which pharmacistsidentify and resolve or
prevent patients’ actual or potential drug-related problems. It recognizes the importance
of cognitive services, defined as:

.. .those services provided by a pharmacist to, or for a patient or hedth care
professond tha are ether judgmental or educationa in nature rather than
technical or informational. Examples of such services are patient education
programs, drug blood level monitoring, chronic disease monitoring, and
counseling (Hepler & Strand 1990).

Through the provison of cognitive services pharmacists may prevent potentially
harmful health outcomes and enhance the impact of pharmaceutical care. Over time this
perspective has gained numerous advocates, including the Department of Hedth and
Human Services Office of the Inspector Genera (OIG 1990), Ministry of Quebec (Poirier
1992), and pharmacy’ s numerous professional organizations. To date, the value of a
cognitive service as a component of pharmaceutical care has been better demondirated in
sttings such as hospitals and nursing homes than in community-based settings. The
pharmacidt’s clinical roles were first to evolve in inditutiona settings, where pharmacists
have been engaged in drug therapy reviews, pharmacokinetic-based dosage adjustments,
and patient education for more than two decades. Development of these roles has
paraleled policies and recommendations of accrediting bodies such as the Joint
Commisson on Accreditation of Hedth Care Organizations (JCAHO). Ingeneral, these
agencies have moved sequentially toward broader pharmacy system responghilities to
assure gppropriate drug prescribing and use within the ingtitution. They have developed
quality assurance criteria, which have focused on processes and outcomes of care.

There have been, however, severa studies of pharmacists cognitive services
conducted in community pharmacy settings (Chenella et a. 1983; Dobie & Rascati 1994,
Evans et a. 1976; Fincham, Hospodka & Scott 1995; Garabedian-Ruffalo et al. 1985;
Knowlton & Knapp 1994; McKenney and Witherspoon 1985; Owerback, Winters and
Villella 1981; Robinson, Lopez and Stewart 1978; Rupp, DeYoung and Schondel meyer
1992). The incidence and types of cognitive services routiney provided by community
pharmacists have been reported in a sudy in Indiana and a five-state study which included
Washington state (Rupp et a. 1988). These studies indicate that cognitive services
improve pharmaceutical care and reduce the cost of health care. Nelson has identified the
lack of financid incentives as the primary reason for pharmacists not routingly providing
cognitive services (Nelson, Zelnio and Beno 1984).

A sudy conducted in Washington state in 1973, supported by PAID Prescriptions,
a third party payment plan, examined the impact of paying pharmacists a fee to detect
potential adverse drug reactions (Spaulding, Hefner and Campbell 1976). The study
measured the number of potentiadl adverse drug reactions that could have been avoided by
pharmacists and physicians for patients whose prescriptions were covered by the PAID
Prescription Plan. The types of adverse drug reactions identified were thergpeutic
duplication, overuse of medication, inappropriate therapy, drug-induced disease anddrug-
drug interactions. Results of the study indicated that it is beneficid for the underwriters of
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health programs to pay pharmacists for detecting potential adverse drug reactions and not
dispensing unnecessary prescriptions.

There have dso been dudies conducted to identify the cognitive services and
interventions performed by pharmacists in managed care settings (Christensen et . 198 1,
McGrath and Mahoney 1988, Mead and McGhan 1988; Forstrom et al. 1990;
Abramowitz and Mansur 1987; D’Agnese 1984). One such study conducted at Group
Hedth Cooperative in Washington State documented drug prescribing and patient misuse
problems that were detected by clinic pharmacists (Christensen et d. 198 1). Outpatient
problem detection and intervention rates ranging from 1.1% to 4.9% over a 16-month
period. The highest intervention rates occurred late during the study period, possibly
reflecting a lag time in gearing up to routinely perform and document these activities.
Problems were differentiated into drug-drug interactions, over and under-use, prescribing
decison-related, and other adverse effects. In 9% of al problems and in 44% of
prescribing problem interventions, the outcome of the pharmacist intervention ‘was a
changein drug, strength, or directions for use. Between 6.0 and 7.8 minutes of
pharmacist time was expended to correct these problems. Based on the 1980 pharmacist
hourly wage of approximately $12, the study estimated that the average direct cost per
problem resolved was $1.43.

Studies of the prescribing habits of providers in HMOs have shown that pharmacist
interventions have a positive, cost-effective impact on the gppropriate use of specific
drugs. Defined inappropriate use of histamine-2 receptor blocking agents and sucrafate
was dudied in @ HMO where pharmacist intervention and educational programs were
implemented (Mead and McGhan 1988). This study reported a significant reduction in
the inappropriate use of these drugs from 81.5% to 42.4% in the 10 months following a
comprehensive pharmacist intervention and education program. In addition, the mean
number of authorized refills was reduced from 3 to 1.3 during this period.

Forstrom et al. (1990) found that HMO physicians accepted pharmacist-
recommended action on the consultations for hypertensive patients 77% of the time in a
study of antihypertensive drug therapy, resulting in a significant overadl decrease in the
proportion of patients continuing to use target drugs after six months, but a non-
sgnificant reduction in the cogt of those drugs. Other types of pharmaceutical services
provided by pharmacists have aso been shown to result in codt-effective hedth care.
These include patient education to improve drug thergpy compliance, monitoring drug
therapy, pharmacist prescribing, providing drug information services and conducting drug
use reviews (Abramowitz and Mansur 1987).

In a study conducted in the primary care setting, Chrischilles et al (1989) found
sgnificant differences in prescribing appropriateness among family practice residents
exposed and not exposed to clinical pharmacist interventions. Results of this study
indicated pharmacist interventions were associated with a reduction in the cost of acute
medications prescribed by physicians,

A survey conducted in 1984 found that hospital pharmacists resolved prescription-
related problems 2.9% of the time and community pharmacists resolved smilar problems
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with prescriptions 2.4% of the time (D’Agnese 1984). In 1988, a study of community
pharmacists  cognitive services activities in Indiana found that 2.6% of al new
prescriptions required a pharmacist to intervene to resolve prescribing errors (Rupp 1988).
The researchers of this study estimated the economic impact associated with the
pharmacist intervention and determined pharmecists added $7.15 in vaue per error
resolved.

A multi-Ste community pharmacy study conducted in 1989 found approximately
1.9% of 33,011 new prescriptions screened were associated with prescribing errors that
required a pharmacist to intervene and correct or resolve the problem (Rupp, DeYoung
and Schondelmeyer 1991). These problems were identified to be errors of omission,
errors of commission, drug interactions and consultations with patients and hedlth care
providers. Washington State was included in this multi-site study, where the incidence of
pharmacist interventions was found to be a a high of 3.4%. This sudy estimated the time
required to resolve prescription-related problems by pharmacists and, based on
pharmacists average sdaries a the time, determined that these cognitive services were
vaued a $2.32 per prescription. The study further estimated that $76,615 in hedth care
costs were avoided as a result of cognitive services provided by pharmacists,

Many community pharmacists routindy provide patient education and counsdling
to improve drug thergpy compliance and monitor new and refill prescriptions for potential
therapeutic concerns (Abramowitz and Mansur 1987). These services have been shown
to be vauable in other pharmacy settings and have been reimbursed by third party payers.
For years it has been asserted that the key to reimbursement lies with the pharmacists
ability to document the costs and associated benefits of the pharmacy services provided
(Smith and Weiblenl979). Therefore, the establishment of the incidence and vaue of
cognitive services in community pharmacies is essentid.

One recent, comprehengve investigation of community pharmacists cognitive
sarvices and their economic value was conducted in Washington state in 1990-1991
(Andrews 1993). In this study, community pharmacists cognitive services were required
in 2.3% of the 146,919 prescriptions screened to resolve prescription-related problems.
The study documented 3,364 pharmacist interventions, of which 23.2% were on behaf of
Medicaid recipients. Overdl, community pharmacists interventions were found to
decrease the average cost of prescriptions by 20.4% in 2,200 of the prescriptions, resulting
in drug cost savings of more than $10,700 that were attributable to pharmacists' cognitive
sarvices. In addition, the short-term cost of medical care avoided due to pharmacists
cognitive services and interventions during the study was estimated to be between
$262,000 and $393,000.

Results from studies such as these indicate that pharmacists create economic value
by performing cognitive services. In a substantial number of instances, it can be concluded
that these interventions lead to improvements in pharmaceutical care, overal hedth for
patients, and the overal cost-effectiveness of medica care -- a least in some
environments. However, many of these prior studies were conducted in specidty settings
(eg., HMO's, clinics), in few selected Stes, and/or over relaively short periods of time.
They often lacked the methodological rigor of acontrol group, or a*“before- and after-"
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study design. Thus, the ability to extrapolate the results of these studies of cognitive
savices to a community-based pharmacy practice setting is limited.

2.3 Barriers to the Performance of Cognitive Services

Having recognized unmet drug therapy needs, many leaders in pharmacy now
advocate a professond role for pharmacists that extends beyond traditional distributive
functions to include functions that am to improve the qudity of patients lives. This new
professona role, which has been described as “pharmaceutical care,” expands the range of
pharmacists’ attention to include not only the drug product, but the patient and patient
advocacy as well. Pharmacists efforts, however, may be hampered by resource-related
barriers (eg., lack of time, personne, or financid reimbursement), system-related barriers
(eg., lack of organization within pharmacy departments), educationa barriers (lack of
knowledge or kills), informationa barriers, management-related barriers, and/or
pharmacist-related barriers (e.g., attitudes and beliefs) among others (Hepler and Strand
1990; Penna 1990; Knapp 1979; Baker 1979; May 1993; Swift 1993; Louie and
Robertson 1993).

Only a few of the articles in the literature suggesting possible barriers to the
performance of pharmaceutical care and the provison of cognitive services have examined
the incentives and barriers actualy encountered in pharmacy practice. In one study of 590
community pharmacies in the United States, for example, Miller and Ortmeier (1995)
examined the relationship between the number of pharmacy services offered by a
community pharmacy and several motivating factors, such as the importance of particular
sarvices to the provison of pharmaceutica care; the percelved importance of professond
reward, compliance with lega or contractua requirements of third party payers, and
financia reward; and perceived barriers to the provison of pharmaceutica care services.
Results showed a positive relationship between the number of pharmacy services offered
and the percentage of private-pay prescriptions processed and an inverse relationship
between the number of pharmacy services offered and the percentage of prescription
orders processed for dl third paty payment plans, including Medicaid. Financid
incentives were the most important motivator for providing services. The greatest
percelved barrier to the provision of cognitive sarvices, in fact, involved financia
incentives for dispensing drug products rather than providing cognitive services.

Raisch (1993) examined community pharmacists perceived bariers to the
performance of cognitive services and related these to documented occurrences of two
specific services (patient counsdling and interacting with prescribers). In this study, the
mogt important percelved barriers to the counseling of patients included excessive
workload, lack of privacy, patient atitudes, and store layout. Rates of provision of
counsding (the number of patient counsdling events observed over a 40 hour periodd the
number of prescription filled) were inversely related to the perceptions that workload and
peer pressure were barriers. These pharmacigts indicated that the most important barriers
to interacting with physicians were the difficulty of contacting them, negative physician
dtitudes toward pharmacist recommendations, workload, and lack of patient information.
Rates of interacting with prescribers (the number of prescriber interactions over a 40 hour
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period/ the number of prescriptions filled) were related to job satisfaction, satisfaction with
prescriber interactions, and satisfaction with patient counseling.

Rather than profile pharmacists on the performance of specific services, Sisson and
Isradl (1996) developed an index of pharmaceutical care activities to examine whether
such a composite profile of pharmacists activities was associated with various factors
purported to enhance or inhibit the delivery of pharmaceutical care. This study
determined that Virginia pharmacists who scored high on an index of sdf-reported
pharmaceutical care activities were more likely to practice in rural, independently-owned
pharmacies and to have good rapport with patients and loca physicians.

In addition to identifying barriers (both potentiadl and demonsirated) to the
provison of pharmaceutical care and cognitive services, atempts have been made to
characterize pharmecists  atitudes toward the pharmaceutica care paradigm and the
effect of the performance of cognitive services on the future of pharmacy. Hansen and
Ranelli (1994), for example, found genera support among Florida pharmacists for the
DUR requirements of the OBRA-90 legidation and, further, found that this support was
related to pharmacists perceptions of their professona responshility to society. Ina
study of lllinois pharmacists, Kong (1995) reported that pharmacists generaly believed
that the call for pharmaceutical care would have a positive impact on the future of
pharmacy and that this belief was associated with pharmacists commitment to employers
and to pharmacy as a career. Coworker support had a positive effect on perceptions of
pharmaceutical care, while increasing age was associated with more negative views of the
impact of the pharmaceutical care movement on the future of pharmacy.

Absent from the literature are attempts to measure the performance of awide
range of cognitive services (as opposed to sef-reports or the performance of a few,
specific cognitive services) and to relate the number of documented cognitive services to
pharmacy- and pharmecist-related factors that may act as incentives or bariers. One am
of this demondiration project is to address this gap by examining which factors are
associated with (1) the decision to provide cognitive services and (2) the volume of
cognitive services provided a both the pharmacy and pharmacist level.

2.4 Reimbursement for Cognitive Services

There is little empiricd research documenting the effect of monetary incentives for
outpatient pharmacy interventions. Surveys of pharmacy clients' willingness to pay for
hypothetical services have shown generally positive results, and anecdotal reports suggest
that pharmecists, in individua cases, have established such payment arrangements.
Several studies have documented consumers' willingness to pay for cognitive services. In
general, these studies have reported that consumers are willing to pay between $1 and $10
for personal counsling at the pharmacy, and even higher amounts for home visits (Carroll
et d. 1987; Szeinback 1992).

The Canadian province of Quebec has in place a provincidly-sponsored system
which pays pharmacists a separate fee for offering their professona opinion about the
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appropriateness of a prescription for a given patient than for dispensing the prescribed
medication (Dumas and Matte 1992; Poirier 1992). The Quebec Health Insurance Board
defines a “pharmaceutical opinion” as. “...an opinion given at the request of the prescriber
or on the initiative of the pharmacist....[It is @ reasoned opinion respecting a beneficiary’s
[i.e, patient's] past pharmacotherapeutic history drawn up under the pharmacist’s
authority, or concerning the thergpeutic value of a treatment or series of treatments
entered on a prescription.” The criteria under review in a pharmaceutical opinion are drug
interactions, incompatibilities, contraindications, incompatibility with trestment, over- or
under-consumption, and concurrent use of severa drugs prescribed by more than one
prescriber. However, to be reimbursable it must concern a drug covered under the
Prescription Drug Program and include a recommendation intended to modify or interrupt
the treatment prescribed. Pharmacists are authorized to be reimbursed for refusing to fill a
prescription under a separate rule. In each indtance, a clam for reimbursement may
accompany the documentation of the opinion/refusal to the Board. Quebec found that
increasing reimbursement levels resulted in a substantia increase in the number of opinions
filed. Over time the number of documented pharmaceutical opinions and refusas to
dispense has risen, in part in response to increases in fees paid to pharmacists.

The provison of cognitive services to Medicaid patients is a required component
of prospective DUR, as defined by OBRA-90. Whileit is believed that many pharmacists
perform cognitive services presently as a function of their daily routine, a higher level of
cognitive services is expected to be performed with additional rembursement for
professiona time and services. Pharmacists argue that it is time consuming to research all
of the drug interactions, contraindications, etc., for each medication, to interact with
physicians when a drug therapy problem is suspected, and to counsd a patient.
Additionaly, many pharmacists believe they should be compensated for instances in which
a prescription was not dispensed but professona time was expended (OIG 1990;
Medicad Pharmacy Bulletin, 1992). This study examines severa of these beliefs and
assertions, by examining the impact of payment as an experimenta variable on
pharmacists  cognitive services documentation behavior.
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3.0 Design of the Demonstration

3.1 Overview

Magor features of the demondtration design are (1) the randomization of eigible
pharmacies making application into two groups: one group documenting cognitive
savices and receiving the intervention (i.e, payment for cognitive services), and one
group documenting cognitive services but receiving no payment; (2) inclusion of a set of
non-applicant control pharmacies; (3) data gathering through a combination of manually-
completed forms and automated data collection program added to the applicant
pharmacy’s prescription processing software; and (4) the use of secondary data to assess
drug utilization patterns and the use and cost of other hedth care services.

3.2 Study Sample

Our design utilized three groups of approximately 100 pharmacies each (see Figure
1). The Treatment Group (“Group A”) performed and documented cognitive service
interventions, received a fee for each intervention, and received a monthly stipend ($40)
for thelr participation in the demongtration. Control Group pharmacies (“Group B")
recaved the monthly participation stipend, but performed and documented cognitive
service interventions without reimbursement. A second, silent Control Group (“ Group
C’) recaived nether payment (participation stipend or feefor-service) nor documented
cognitive service interventions.

Figure 1. CARE Project Study Design

Group Activity Incentive

Treatment (Group A) « document  cognitive « paticipation fee ($40/mo.)

Services cognitive services fee ($4 or
. bill Medicad for 56)

cognitive  services

Control (Group B) « document cognitive | e participation fee ($40/mo.)
Services

Silent Control (Group C) | ¢ none e nNONE
(Rx clams reviewed)

All pharmacies in the State of Washington were digible for the study if they served
primarily ambulatory patients, were not part of astaff-model health maintenance
organization, and dispensed at least 50 Medicaid prescriptions per month. All
volunteering pharmacies meeting these criteriawere invited to participate. Enrolled
pharmacies were assigned to either Group A (payment) or Group B (no payment)
according to a cluster sampling agorithm (described subsequently). Study group
assgnment (i.e., to Group A or Group B) occurred only after the pharmacy made a formal
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commitment to enroll in the study. Pharmacies were enrolled in 3 waves, as shown in
Figure 2.

Figure 2
CARE Pharmacy Enrollment
Date Total Enrolled | Group A | Group B
February 1994 160 86 74
April 1994 193 107 86
September 1994 200 110 90

Ultimately, 11 pharmacies (5.5%) disenrolled from the study (6 from Group A and
5 from Group B), leaving 189 participants. Of these 189, most were independent
pharmacies (63%). The remainder included chain-affiliated pharmacies (30%), not-for-
profit (non-government) gtes, including hospital/medical-center outpatient pharmacies
(4%), aswell as several (3%) sites that were either government-affiliated or could not be
classfied exclusvely into any of the above categories. Data collection lasted through
September 1995, thus assuring a minimum 12-month observation period for each
pharmacy. The study demonstration period was 20 months, from February, 1994 through
September, 1995. All pharmacies were enrolled for at least 12 months.

3.3 Sample Size Determination

A primary measure of interest was the performance of cognitive services as
evidenced by the rate of documentation of potentia drug thergpy problems. The study was
powered to detect an absolute difference of 0.5% between Groups A and B in the rates of
potential drug thergpy problems reported per 100 Medicaid prescriptions dispensed.

Assumptions for sample size estimates were drawn from literature-based reports of
pharmacists drug-related problem detection rates (Christensen et d. 198 1; Poirier 1992,
Rupp 1988). These reports were based on studies conducted across several different
geographic areas, pharmacy settings, and time periods. Each investigation used dlightly
different definitions of cognitive services, however, al reported cognitive services as
occurring within a relatively narrow range (1-5%) of dispensed prescriptions. To protect
againg a potentia dropout rate of 20% and to assure a minimum sample size per cell for
sub-group analyses according to pharmacy characteristics, we elected to enroll a sample of
100 pharmacies per study group.

3.4 Cluster Sampling

Cognitive sarvices, by their nature, may have effects that go beyond the immediate
pharmacist-patient interaction. For example, a pharmacist’s communication with a
prescribing physician during the course of a cognitive service may influence physicians
subsequent  prescribing practices. In terms of a community-based demondtration such as
this one, such dtered prescribing practices would not only affect prescriptions processed
by pharmaciesin the treatment group, but those processed by non-treatment group
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pharméecies in the area as well. To the extent that any change(s) in physician prescribing
practices would influence the demongtration by reducing the need for subsequent
pharmacist intervention, they would aso minimize the likelihood of our observing
differences between treatment- and non-treatment group pharmacies. Thus, we developed
a cluster sampling technique to minimize the possible effect of what we refer to here as
“prescriber  influence,” that is, the influence that the cognitive services of a study
pharmacist might have on the prescribing practices of the physicians he or she interacts
with.

3.4.1 Selection of Groups A and B. The sampling technique was as follows:
Medicaid prescription claims data for four evenly distributed months during 1992 were
used to creaste physician-pharmacist linkages based on prescriber and pharmacy identifying
numbers appearing on the prescription. Clusters of pharmacies linked to prescribers then
became the sampling unit. We allocated clusters to either treatment or control groups
usng a randomized block design. Blocking criteria were city Size (major metropolitan
aea yes or no) and urban or non-urban nature of county, classified according to federa
guidelines. Pharmacies for the silent Control group (Group C) were selected from all
remaining non-participating pharmacies meeting the same digibility criteria, with the
added caveat that they not be strongly linked, or affiliated with Group A pharmacies,
based on shared prescribers (see below). Aswith Groups A and B, Group C pharmacies
were sdlected using the randomized block design. The find sample sze was. 110
Treatment Group pharmacies (Group A), 90 (Group B) Control pharmacies, and 100
(Group C) slent Control pharmacies.

3.4.2 Selection of Group C. The Group C sample was chosen to serve as an
additional control in the CARE study. The rationale for adding Group C pharmaciesto
the design was to study a group of pharmacies that had neither volunteered for
participation in the CARE study nor been asked to document cognitive services. Group C
pharmacies were not aware of their observation by the CARE sudy. Comparisons of
Group A pharmacies with Group B gtes should distinguish the margina effect of payment
for cognitive services. The addition of Group C served as a basdline for assessing drug
utilization patterns, attitudes and practice characteristics of pharmacists, as well as the
frequency with which prescriptions were dispensed that failed screening criteria

A primary god in sdlecting pharmacies for incluson in the Group C pool was to
minimize the influence of dready participating Group A pharmacies on Group C
pharmacies performance. For example, assume a Group A pharmacist intervened to
correct a problem created by a prescriber who aso wrote prescriptions dispensed by a
Group C pharmacy. If as a result of the intervention the prescriber were to dter hisher
prescribing pattern, then subsequent prescriptions written toboth Group A and Group C
pharmacies would be free of that particular error.

With this in mind, an “affiliation score” was computed for each potential Group C
pharmacy. Using 1992 Medicaid claims tapes for the State of Washington, the number of
prescriptions linked between a prescriber and any Group A pharmacy was determined.
Any prescriber with more than 200 prescriptions per year linked with a Group A pharmacy
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was classified as “affiliated.” A prescriber with fewer than 200 prescriptions was classified
as “not affiliated.”

The next step in choosing pharmacies digible for Group C was to measure the
dfiliation between any potentid Group C pharmacy and prescribers affiliated with Group
A. This was done by determining an “affiliation proportion,” defined as the number of
prescription claims coming from affiliated prescribers divided by the total number of
clams recelved by that pharmacy. In order to be digible for inclusion in Group C a
pharmacy could not have more than 25% of itstotal claims come from affiliated
prescribers.

Potential Group C pharmacies were selected according to the criteria used to
select Group A and Group B pharmacies, namely, location (in one of the five largest cities
in the State), and rurd/urban county classfication as defined by federa guideines (for
further detail see sampling description for Groups A and B). Group C pharmacies were
selected in the same proportion as were Group A and Group B pharmacies. We
determined that a minimum sample size of 63 pharmacies would be sufficient to detect a
difference of 0.5 cognitive services per 100 prescriptions. To alow for sub-analyses, an
over-sample of 140 Stes was sdlected in order to achieve a target sample of 100
pharmacies not affiliated with Group A.

3.5 Characterizing Cognitive Services

We adopted a Problem-Intervention-Result format for characterizing pharmecists
cognitive service intervention activities. We were interested primarily in coding drug-
related problems that were identified during the course of dispensing, but we aso included
additional codes for problems not necessarily related to a specific prescription product.
Problem, Intervention and Result codes are detalled in Appendix A.

For study purposes atotal of 24 Problem codes were identified in three general
categories: prescription-related, drug-related, andpatient-related problems.
Prescription-related problems included, among others, suboptimal drug, dose, dosage
regimen, dosage form, or duration of use. Among drug-related problems were drug
interactions with food, patient comorbid conditions, or other drugs. Patient-related
problems included over- and under-utilization, communication difficulties and the “case
managed patient.” The latter category was created to address the situation of a patient
who is assgned by the State Medicaid agency or referred by the prescriber or a pharmacist
to receive specid drug-related monitoring or indruction from a pharmacist.

For purposes of this study, we initialy considered using the (then current)
version 3.2 National Council of Prescription Drug programs (NCPDP) version 3.2
standard for coding pharmacist response to computer system-generated (i.e, On-line
Prospective Drug Use Review, or OPDUR) drug therapy problem messages. However
we found this coding system to be impractical for our study because: 1) it did not readily
dlow coding of cognitive services not directly related to OPDUR drug dert problem
messages, 2) relatively few pharmacies were equipped to document cognitive Services
using this system, and 3) the existing Washington State Medicaid program did not use the
universa prescription clam code format for processing prescription clams.

14



Cognitive service codes (CSC) were represented numericaly in order to facilitate
billing procedures. A sequence of three 2-digit codes was developed to characterize each
cognitive services intervention. These CSC’s mimic the National Drug Code(NDC)
format but are distinguished by their use of “88888" in the manufacturer or labeler field.
Thus, the CSC consists of three fields formatted as “ 88888-PP-11-RR”, where:

PP is the two-digit problem code
II is the two-digit intervention code; and
RR is the two-digit result code.

Also detailed in Appendix A are 11 Intervention codes developed to characterize
activities pharmacists undertook in problem intervention, including information sources
consulted as well as the activity and estimated amount of time involved. The 12 Result
codes describe pharmacists assessment of the proxima outcome of each cognitive service
intervention, particularly if it resulted in a change in drug therapy (these were treated as
the outcomes of the pharmacist’ s service, as opposed to patient-based outcome measures).

Internally, we mapped the CSC’s against the NCPDP version 3.2 standard for
coding pharmacist response to computer system-generated (i.e, On-line Prospective Drug
Use Review, or OPDUR) drug therapy problem messages. Our expanded codes were
congtructed in such a way as to dlow collapsing these codes for potentiadl comparison
purposes. The reverse was aso true; in some cases, we used codes that were less detailed
than those in the NCPDP coding scheme.

3.6 Documentation Procedures

Pharmacists in Croups A and B were asked to document dl instances in which a
potential or actual prescription-, drug-, or patient-related problem was encountered that
resulted in an intervention by a pharmacist. Documentation was accomplished ether using
a paper form (Appendix A) , or dectronically using a program designed to mimic the
layout of the paper form. In addition to the CSC for each intervention, pharmacists were
asked to provide information about the prescription itsdlf, including the origina and
changed information about the drug (e.g., NDC number, quantity, days supply) and the
reference number for the prescription.

Initidly, pharmacists were given the option of deciding which documentation
method to use. Approximately 60% of participating pharmacies elected to document
cognitive services using the paper forms; the remaining 40% used paper forms and/or the
computer-based system to document. This system was flexible, pharmacies using paper
forms could, at their request, convert to the computer-based documentation system, and
vice versa. By the end of the study, over 70% of the pharmacies used paper forms.

Originaly, two computerized documentation programs were devel oped for
pharmacies desiring on-line data entry capability. Although both programs were made
avalable to participating Sites, use of one program was emphasized during training and, as
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aresult, the vast majority of sites using computer documentation opted to use that
program. Pharmacists were required to send paper, or computer-disk documentations to
the Universty of Washington monthly using postage-paid envelopes provided to them by
the project.

Pharmacistsin Group A also generated a billing document for each cognitive
sarvice. The hilling document for each cognitive service was in the form of, and was
processed in the same manner as prescription claim. The CSC was entered into the NDC
code field and the duration of each intervention (in minutes) was self-reported in the
Quantity field of the prescription drug claim. Prescription numbers were used to establish
a link between each documented cognitive service and its related dispensed prescription(s)
data maintained in the State Medicaid claims files. Using these codes, the only operationd
changes needed for the Medicaid program to process cognitive services payments were
the addition of CSC’s to the drug database and a reimbursement algorithm based on
minutes of pharmacist time, instead of number of dosage units dispensed. Edits of hilling
documents were handled in the same manner as prescriptions, an error and reconciliation
report was sent for al erroneous or invaid hillings (eg., due to indligible patient or
unrecognized CSC code).

3.7 Determination of Payment Rules

As noted previoudy, cognitive services digible for payment were limited to those
that are not a basic or requisite part of dispensing (i.e, accepting, interpreting, and
clarifying a prescription order, preparing a prescription, delivering it to a patient.). During
the initid phase of the project, an array of codes was developed to characterize the types
of cognitive services likely to be undertaken by pharmacists. At that time, rulesto
determine which cognitive service events (codes) would be payable as part of the CARE
Project were written. These rules were designed to reflect “logical” combinations of
problem-intervention-result codes and to acknowledge the time that pharmacists spend
performing the different types of cognitive services, regardless of the outcomes of those
interventions.

Cognitive service fees of $4 and $6 were paid, based on whether interventions
were 6 minutes or less, or more than 6 minutes in duration, respectively. Payable
interventions were not limited to only those relating to incoming prescriptions. Rather, a
pharmacist’s role in managing the drug therapies of assigned (i.e, case managed) patients,
providing drug-related triage, and making referrals for patients seeking care was
recognized, and these activities were aso included among the list of payable cognitive
services. Payable services, however, were required to be provided in the context of
identifying, correcting or preventing potentid drug-related problems.

The compensation system, with few exceptions, reimbursed pharmacists when
there was a change in the prescription, a decision not to dispense a prescription (with
concurrence of the prescriber), or for an extended patient counsding activity for an
identified issue. Mogt, but not al possible combinations of codes, and as many as two
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documented cognitive service activities per patient, per day were digible for
reimbursement.

Origind payment rules were written and approved by the CARE Project team, the
Washington State DSHS, and HCFA. All Croup A pharmacies were provided with a list
of 441 “payable codes’ developed on the basis of these payment rules. A list of 42
additional payable codes were gpproved in March 1994 and these, too, were distributed to
Croup A pharmacies. In August 1994 the project team approved a much shorter list of 9
new codes to be added to the payable list, and notified Croup A sites of these additions in
early September 1994. A description of payment rules as well as a comprehensive listing
of the cognitive service codes digible for payment can be found in Appendix B.

Additions to the initid payable codes list are to be expected in a project such as
this one, since it is not possible to determine in advance dl of the coding combinations that
conform to the established payment rules. The project team was alerted to problem-
intervention-result coding combinations that required review either by a pharmacist who
described why it was necessary to use a “nonpayable€’ combination to characterize an
intervention he or she had performed for a patient, or by a regular review of clams
rejected by DSHS for usng a “nonpayable’ code combination. Over time, previoudy
unrecognized code combinations rapidly declined, as did the number of additions to the
payable codes list. As a result we bdieve the resulting coding system and codes
successfully characterize the vast mgority of cognitive service Stuations faced by
practicing pharmacists.
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4 .0 Implementation

4.1 Recruitment

Potentially eigible pharmacies were recruited by direct mail, presentations to
corporate officers of chain drug stores, via announcements in publications of the State of
Washington DSHS, and through other press publications commonly received by
pharmacies (e.g., Washington State Pharmacist’'s Association newdetters, and ‘University
of Washington School of Pharmacy aumni newdetters). A sample recruitment
announcement is reproduced in Appendix C.

Forma contracts specifying terms, conditions, and responghbilities of DSHS and
participating pharmacies in this study were prepared with the help of the Assstant
Attorney Generd assgned to the State of Washington DSHS. This contract became an
addendum to the basic contract to provide services for Medicaid enrollees. A copy of this
document appears as Appendix D.

Qur origind goa was to recruit a sample of 200 pharmacies into the demonsiration
study. As of February 1994, only 160 pharmacies had met all of the enrollment criteria
Supplementa recruitment efforts were initiated and, as of April 1, 1994 enroliment totaled
193 pharmacies, 107 of which were assgned to study Group A (receiving reimbursement
for cognitive services) and 86 of which were assgned to study Group B (no cognitive
services reimbursement).

Between April 1, 1994 and September 1, 1994 (when enrollment closed), an
additionad 14 pharmacies were recruited, enrolled, and assgned randomly into the existing
groups. However, during the same period, 7 pharmacy sites were |ost to attrition,
resulting in a tota sample size of 200 pharmacies as of the forma end of study enrollment.
Of these 110 were assigned to study Group A (payment for cognitive services) and 90 to
study Group B (no payment for cognitive services). Pharmacies were assigned to groups
only after each had made a commitment to join the project.

4.1.1 Extending the demonstration: Contract Amendments. The data collection
phase of the CARE Project was scheduled origindly to span 12 months, ending in January
1995. However, in August 1994 the proposal to extend the period of data collection
through September 30, 1995 was made by project investigators, and approved by HCFA.
In order to participate in the extended data collection period it was necessary to obtain
from each enrolled pharmacy a State (DSHS) contract amendment, signed and dated
before January 3 1, 1995. All pharmacies were sent the required paperwork by mail,
together with a letter explaining the extension, on October 11, 1994.

As of mid-November 1994, more than 70% of the amendments had been signed
and returned. A telephone cal and second malling of paperwork to pharmacies who had
not yet sgned amendments was completed on November 23, 1994. By January 17, 1995
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some 84% of the contract amendments had been returned as requested. One more follow-
up by phone (and fax, if necessary) was made to pharmacies with paperwork outstanding.

Ultimately al but 11 amendments (6 from Croup A stes, 5 from Croup B Stes)
were signed by representatives of participating pharmacies and recelved by the January 3 1,
1995 deadline, resulting in a continuation rate of nearly 95%. Between February 1 and
September 30, 1995, then, participating Stes for the continuation phase of the project
numbered 189, with 104 assigned to Croup A (payment) and 85 assigned to Group B (no

payment).
4.2 Orientation and Training of Pharmacists in Groups A & B

4.2.1 Initid training. A total of 266 pharmacists attended one of 26 in-service
traning sessons held around the state during the months of November and December
1993. Pharmacists unable to attend one of the in-service sessions received a video-taped
verson of the training presentation. All participants recelved a detailed training manud
(Appendix E) to keep on-Ste as a reference during the course of the study, and had access
to a toll-free CARE project telephone number to use as other questions or concerns arose.

The godls of the training sessons were to familiarize participating pharmacists with
cognitive services in generd, as well as with thelr documentation, purposes, and
sgnificance within the context of the CARE project. The training sessions were
conducted by CARE team members in collaboration with a community pharmecist. In
addition to orienting pharmacists to the purposes of the project, the moderators
demongtrated the use of computerized and manua cognitive services documentation
formats, provided information (for Croup A pharmacies only) on how to hill DSHS for
cognitive services, reviewed severd case studies with which pharmacists could practice
delivering and documenting cognitive services, and answered participant questions. Each
pharmacy was given practice cases and forms as a“homework” assignment. Each
pharmacist submitting practice forms recelved feedback from a project co-investigator.

4.2.2 Washington State Pharmacists Association (WSPA) Meeting - June 1994.
The CARE Project was highlighted in a poster session for the WSPA’s annual convention

in June 1994. Project dtaff were on hand to provide a project overview, answer guestions,
encourage and motivate pharmacies who are aready pat of the study. In addition, project
summary sheets and start-up materials were prepared for distribution on-site to
pharmacists interested in learning more about, or enrolling in the study. Reception for the
project by convention-atendees was postive, and the WSPA Board of Managers openly
expressed their support for the study.

EAB1994 Training A second wave of training sessions was conducted in 16
locations throughout the state during October and November 1994. A tota of 18
medtings were held. Additionally, CARE staff madeindividual visits to pharmacists
unable to attend a meeting when this could be coordinated with staff travel schedules. In
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dl, persona contact was made with 93 pharmacists representing approximately 80 (40%)
of the participating pharmacy Sites.

Traning sessons were informal, and an amosphere to encourage questions and
discussions was maintained. Project staff reviewed documentation procedures with
participants, emphasizing minor procedural changes that had been implemented since the
participants’ first training session. Opportunities to identity and document drug-related
problems were discussed, as were barriers pharmacists encounter in the provision of
cognitive services. Participants were mailed in advance four case sudies (see Appendix F)
and, as a group, discussed appropriate ways to intervene and document the cognitive
service(s) each case suggested. The case studies proved to be a springboard for
spontaneous discussions among the pharmacists about Stuations they had encountered in
their own practices which they had found to be complex and/or difficult to document.
Those atending the sessons evauated them very favorably.

In addition to group sessions, all participating sites were mailed a2-sided,
laminated sheet (“The Anatomy of a Cognitive Service Documentation”) aong with a tri-
fold brochure (“Is it a Cognitive Service?*) designed to be kept as quick-reference
materias for pharmacists workstations (see Appendix G). Pharmacists who were for any
reason were unable to attend one of the group training sessions were extended an open-
ended invitation to contact Project staff via our toll-free number to arrange for
individualized training and/or review, if needed. Many pharmacists indicated that they did
not atend training because procedures seemed clear and they felt that they were being
kept up to date via newsletters and other Project announcements. However, six sites
asked for, and received, some form of individudized, training-related assistance after
forma training sessons were completed.
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5 .0 Cohort Maintenance and Support

5.1 Encouraging Pharmacists Participation: Communication and Feedback

Project policy was to preserve interest, participation and enrollment in the study
via communication, encouragement and feedback. Consequently, a decision was made to
have one of the study investigators persondly contact any participant expressing a wish to
disenroll before the disenroliment.

Severd communication vehicles were used to keep in contact with participating
pharmacies. A toll-free telephone number was made available from the outset of the
study. Cdls were answered in person by Universty of Washington School of Pharmacy
secretarid Staff during regular business hours, and by voice mail during non-business
hours, cals were routed to the appropriate CARE staff member immediaely or, if the daff
member was unavailable, returned within 24 hours (or the next business day).

C.A.R.E. Talk, a(roughly) bi-monthly project newsletter, provided another vehicle
for regular communication with study participants (see Appendix H). Monthly
“reminder” postcards and broadcast faxes were sent during the early stages of the project
to encourage data submission. Project-related brochures and laminated forms designed
for ease of use a pharmacists workstations (see Appendix G) were distributed.  Order
forms with which participants could request additional project-related supplies (which
were sent by mail, usudly within 48 hours of receipt of the request) were available to al
Stes (see Appendix I).

Additionally, in January, June, and December 1995 each participaing pharmacy
was sent a summary feedback report about the cognitive service documents submitted
from that pharmacy to the CARE Project. The reports listed for each pharmacy the
number of cognitive services recorded in the CARE! database, by month; the most
common cognitive service reports (problem, intervention, and result) received;, and the
drugs most commonly involved in those reports (see Appendix J).

The primary purpose of the report was to provide interim information for
individua sSites about the cognitive service interventions they had reported a certain
pointsin the project. No attempt was made to compare documentation activity with that
of peers. A primary purpose was to cross-check the University’ s records with those of
each pharmacy; that is, pharmacists were asked explicitly to confirm the content of the
feedback report with their own records and to inform us of any discrepancies they might
note.

5.2 Area Coordinators

It wes envisoned & the project’s inception that a geographicaly-determined
network of 42 area coordinators would be recruited to help CARE staff contact, recruit,
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train, motivate, and support participating pharmacies. Each area coordinator wasto be a
pharmacis who would oversee the study-related activities of four to eight pharmacies, and
would receive $30 in (total) in compensation from the CAKE project for each pharmacy
they had been assigned to supervise. In particular, it was intended that area coordinators
would contact each pharmacy they were assigned to supervise a least once a month to
make sure that documentation was being sent in, to respond to any questions or problems
that may have arisen at the Stes, and to help address any training, organizational, and/or
other needs that inevitably arise during the course of a demondgtration project such as this
one.

Our experience, however, was that the area coordinator system, while sound in
theory, did not work in practice as well as we expected. In mid-summer of 1994 project
staff attempted to mobilize area coordinators to help notify participating sites about newly
indtituted procedural changes. Each area coordinator was told again of the particular
communication need by letter, and in generd reminded of their responghilities. in a specid
Coordinator C.A.RE. newdletter (see Appendix K). Payments (one-hdf of the totd
amount promised) to area coordinators were also distributed at that time.

The immediate, specific task assigned to each area coordinator was to make
contact with each of their condtituent pharmacies to inform them of the procedura
changes, and to inquire about study progress a that site. Though we have no doubt that
dl the area coordinators accepted their roles with good intentions, actua performance was
not easily accomplished.

Perhaps 25% of the area coordinators responded willingly and quickly to our
request. Unfortunately, the remainder did not. Project staff completed as many as three
telephone contacts with each area coordinator to inquire about site contact; in a number of
instances it ultimately became necessary to contact individua pharmacies from the
University’s central project office instead.

Following this experience, project staff did not fed comfortable relying on the area
coordinator system to help motivate, or disseminate information uniformly to participating
sites. As a result, staff members assumed more cohort maintenance and communication
tasks than had been planned origindlly. Instead of project personnel being involved
primarily with the 42 area coordinators (who would then, in turn, each be involved with
their condituent Stes), it instead evolved that al pharmacies were coordinated from one
centra office, with help from the field being requested on an ad hoc basis.
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6 .O Data Management

6.1 Data Intake

The design of the CARE project yielded two streams of data describing cognitive
services. One data Siream was generated when cognitive service clams were submitted
(by Croup A pharmacies) to the State Medicaid office for payment. The other data stream
came to the Universty of Washington School of Pharmacy in the form of cognitive service
documents (from both Croup A and Croup B pharmacies). In addition, &l prescription
clams submitted by study pharmacies to DSHS were captured at the State Medicaid office
for subsequent CARE Project analysis.

At the DSHS level, cognitive service claims were passed againgt a standard series
of edit checks including patient codes, pharmacy digibility for payment (Croup A only),
digibility of the cognitive service for payment, and number of cognitive service codes
submitted per patient (no more than two per patient per day were alowed). Claims
rejected for any reason were returned to pharmacies with an explanation, using a process
mirroring that for rejected prescription drug claims.

At the Univergty of Washington, al records received were checked for legihility
and completeness. A set of routine checks were performed (see also Section YY), the
result of which designated the record ether accepted or suspended. Suspended records
were defined as incomplete cognitive service documents, or documents for which one or
more information fields contained invalid, or illogicd codes. A listing of codes and the
logic for determining suspended records gppears in Appendix L.

Suspended records were reviewed internally and sent back to the pharmacy for
correction as necessary. Accepted records were written to a computer database file for
subsequent  analysis.

Overdl, approximately 8-9% of records submitted to the UW were suspended and
resulted in re-contact with the submitting pharmacy. Where systematic problems were
noted, individual Sites were contacted in person by project personnel for data correction
and follow-up training. Usually, however, pre-printed data correction forms (see
Appendix M) describing both the problem(s) found as well as the information necessary to
solve them were sent to pharmacists (gpproximately once every two months) aong with
postage-paid return envelopes.

Corrected data received from pharmacies were entered into the main cognitive

savices database upon receipt. However, after two mailings no further attempts were
made to ask pharmacists to complete or modify records that had been suspended.
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6.2 Payments Processing

Initidly, al participation stipend claims (Groups A and B) and cognitive service
clams (Group A only) were sent directly to, and processed by the State DSHS. This dua
data stream (cognitive service documentation going to the Universty of Washington; al
requests forpayment going to the DSHS) functioned adequately in terms of data
processing and payments of cognitive services fees, but created confusion and delay with
regard to payment of monthly participation stipends. To overcome these problemswe
modified dataintake procedures. Beginning in June 1994 pharmacists were directed to
send monthly stipend vouchers directly to the UW, dong with monthly cognitive service
documentation forms.

By having vouchers for monthly participation stipends sent to the University, dtaff
members were able to link these payments directly with the receipt of data indicating that a
gte had, indeed, participated in the study as required. Once vouchers were “cleared” by
project personnel involved with logging in data, they were sent to DSHS where they were
processed for payment, generaly within four weeks of their receipt.
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7 .0 Implementation Problems Encountered

7.1 Lack of a Basdine Period

We had intended origindly to have a basdline period of one to two months in
which dl participating pharmacies (Group A and Group B) would document cognitive
service activities without reimbursement. However, pharmacists either did not document
or were dow to return the forms. Relaively few cognitive service interventions were
reported during this period and, among those that were reported, coding errors were
common. (Because participating pharmacists had signed contracts specifying a start date
of February 1, 1994, it was not possble to delay the start of the reimbursement phase of
the study period beyond that date.)

We expect that this affected the project in two ways. First, while we have baseline
data on the number of prescriptions dispensed and the use of other medical care services
by Medicad recipients, cognitive services data collected during this period are largely
unusable for further analysis. Second, pharmacists who began the rembursement phase of
data collection without asuccessful start-up phase were not optimally familiar with data
documentation and submission procedures, which may have affected initid data quality.
However, this appeared to be much less of a problem during subsequent waves of
enrollment.

7.2 State Supplemental Rebate Program

In February 1994, coincidental with the first month of CARE project data
collection, the State of Washington implemented a supplemental rebate program. Under
this program, drug manufacturers were asked to sign a supplemental rebate agreement
with the state. Products from manufacturers not signing the agreement were designated
“restricted" drugs. Many major drug manufacturers chose not to enter into the
supplementa rebate agreement with the dtate.

The net effect of this policy was to require pharmacists to telephone someone
(either the prescriber for permission to change to another drug, or the DSHS for
permission to dispense the drug prescribed) for an estimated one out of every two
Medicaid prescriptions. Though pharmacists were quite vocd in their didike for this
policy and appeded to the legidature as well as the courts for a change, it was not until
July of 1995 that the program was discontinued.

This supplemental rebate program potentidly affected the CARE project in severd
ways. Faced with this additiond adminidrative burden for Medicaid prescriptions,
pharmacists may not have engaged in as many cognitive services activities during the
period in which they were required to comply with the supplemental rebate program. Or,
pharmacists may have engaged in cognitive services activities during the period of the
program but on a delayed bass, after adjusting to these new demands on ther time.
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Alternatively, it is conceivable that the supplementa rebate program may have
acted as a source of motivation to engage in even more cognitive service activities. Croup
A pharmacists, especialy, may have consdered it worthwhile to ether cal the physician
for permission to subgtitute a therapeuticaly or genericaly equivalent drug product, or
may have been motivated to establish prior authorization or prescriptive authority
agreements for specific drugs. Under our established payment rules, either of these
actions would have. been reimbursable cognitive service activities. Review of submitted
documents reveded that this action occurred very infrequently,

7.3 Mandatory Prescription Drug Co-pay

Beginning January 1, 1994, the Washington legidature required DSHS to collect a
$1 co-pay for each prescription dispensed to adult Medicaid recipients, with certain
exceptions. This co-pay was to be collected by the provider pharmacy, and would be
deducted from the pharmacy’s reimbursement for the prescription clam. However, under
Federal rules, the co-pay could be waived if patients could not, or refused to pay it.

This policy change created a great ded of provider confusion and animosity
toward the Medicad program, resulting in some potentid Stes removing themselves as
candidates for inclusion in theCARE Project. The co-pay requirement, which was equally
gpplied to al study and control group pharmacies, was rescinded on April 1, 1994.

7.4 Initialy Low Response Rates

We consdered a participating pharmacy to have been “responsive’ in any given
month of the demondration if we received documentation of cognitive services performed
for that month, or if the pharmacy informed us that no cognitive services had been
performed for the period. As of mid-1994 response rates were low, with only about 70%
of enrolled pharmacies having submitted any data since the study’s inception.
Forgetfulness and excessive workload were the most often cited anecdotal reasons for not
having submitted data. Thus, we encountered a longer time lag for collecting data than
had been anticipated at the start of the study. Instead of an approximate one month lag-
time to collect data (i.e., data for one month complete by the end of the next), we
experienced a two-month lag, longer in some cases.

Severd measures to address the Stuation were implemented. First, a policy to
withhold DSHS payment of monthly project participation vouchers until cognitive service
data were received by the Universty of Washington was indituted (effective April 1994)
and the change was communicated to study participants via letter and newdletter
announcements. Second, procedures designed to encourage participant responses were
initiated, including monthly postcard reminders to submit data, faxed reminder messages,
pharmacist feedback reports, and sometimes individua phone cals to specific Stes.
Findly, group training sessons as well as al ongoing communications to pharmacists
emphasized the importance of submitting data in a timely manner. With these methods
came a noticeable increase in response rates.
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7.5 Transition of Managed Care Recipients

In 1993, the State of Washington DSHS initiated a managed care options program.
Dubbed “Hedthy Options” this program enrolls Aid to Families with Dependent Children
(AFDC) recipients in any one of severd managed hedlth care programs. Health care
premiums in this program are paid by DSHS, and prescription drug coverage was an
optiona program benefit. The average enrollment in this program in 1994 was
approximately  161,500.

As of mid-1994, only three relatively smal managed care plans (which cover
Medicaid patients utilizing CARE Project sites) enrolling approximately 24,000 AFDC
recipients had accepted prescription drug coverage as a program benefit, thus impacting
the CARE Project only minimaly. The Hedthy Options program continued to expand
through 1995 in terms of the number of enrolled AFDC recipients. However, there was
no substantial change in the number of plans incorporating a prepaid drug benefit.

Beginning March 1, 1995, however, hedth plans offering to contract for Medicaid
patients were required to incorporate an integrated drug benefit at the time of their
contract renewd. In May, 1995 severd large hedth plans became qudified hedth
providers and incorporated a prepaid drug benefit. Since this trandtion occurred within a
relatively short period of time and affected patients statewide, any differentid effect on
Group A or Group B pharmacies was negligible or nonexigtent.

Pharmacists were able to recognize Hedthy Options enrollees by coverage
information contained on their Medicaid digibility cards, as well as on identification cards
issues by the private plan with whom they were insured. To minimize any impact of this
program on the CARE Project, participating CARE pharmacies were instructed, at
training sessions and through periodic reminders, that they were to document (Groups A
and B) and bill (Group A) for cognitive service interventions performed with Healthy
Options patients in the usua manner, even though the patients prescriptions were being
billed to the Hedthy Options provider rather than Medicaid. On the basis of
communication with Medicad administrators we determined that there were relatively few
cases in which pharmacists documented cognitive services for Hedthy Options patients. |f
cognitive services documents for these patients entered our datastream, they would not
have had matching Medicaid prescriptions (and, therefore, would be unavallable for many
subsequent analyses, see Table 3 in “Demondgtration Results’ section). Because
prescription records from Hedthy Options managed care providers were not available to
us, we were not able to further pursue or describe cognitive services performed for them.

7.6 Data Capture
Late in August 1994, CARE staff were aerted to a data capture problem with sites

using one of the computerized programs to document cognitive services, namely, that
documents were not being completely downloaded from pharmacy computers hard drives
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to floppy disks for submission to the University’s database. The documents gtill existed on
the pharmacy computers hard drives, the problem was simply that they were not being
downloaded correctly onto floppy disks. The net effect was that the main CAPE Project
database was receiving fewer documents than were actually occurring in the field.

An audit of al stes using the affected software was conducted immediately. In
September 1994 each of the 39 pharmacies using the software was asked to submit a “re-
run” disk of al documents logged to date. Thisre-run record was then used to
supplement the main CARE database as necessary.

In al, this audit resulted in the recapture of more than 2,000 cognitive service
documents. Subsequent to the first audit, project personnd continued to track pharmacies
using the affected program, and noticed that about haf of the 39 pharmacies experienced
continued problems. CARE gtaff stayed in direct contact with each of these sites, and
maintained a policy of inviting participants to convert to paper documents, as necessary
and/or as desired, for the duration of the data collection period.

At the end of the study, dl sites that had submitted documents using the affected
software were again asked to submit a re-run disk of al their interventions. These re-run
disks were used as before: to confirm that the main CARE database had fully captured all
documents submitted by each ste.

7.7 Synopsis
A chronological synopsis of the events just described is given in Figure 3.

Figure 3
Synopsis of Important Events in the CARE Project

February 1994 Wave | pharmacies begin
Medicaid Supplemental Rebate Program begins
CARE Talk newdletter distributed

April 1994 Wave Il pharmacies begin.

Medicaid mandatory Rx drug co-pay requirement rescinded
CARE Talk newdletter distributed

June 1994 Monthly stipend vouchers begin coming to the UW

CARE hightighted & WSPA annua convention
CARE Talk newdletter distributed

July 1994 Coordinator CARE newdletter distributed
August 1994 Demonstration period of project extended through Sept. 1995
September 1994 Wave Il pharmacies begin

“Audit” of sites using software for data capture
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October 1994 CARE Talk newdetter distributed
November 1994 Second round of forma training for pharmacists
December 1994 Medicaid reimbursement alowed for Mediset containers
January 1995 Pharmacist feedback reports distributed
February 1995 CARE Talk newdletter distributed
May 1995 Extended drug benefit coverage under Managed Care option program
June 1995 Pharmacist feedback reports distributed
Pharmacy/pharmacist survey conducted
July 1995 Supplemental  Rebate requirement terminates
September 1995 Fina month of demonstration phase
CARE Talk newdletter distributed
| December 1995 Pharmacist feedback reports distributed
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8.0 Demonstration Results
8.1 Response Rates

The overdl response rate for the study (including both Group A and Group B
pharmacies) was 86%. In other words, pharmacies submitted cognitive services documents, or
notified the project that they had no documents to submit to the CARE project, on average, for
86% of the months in which they were enrolled participants in the study. Group A pharmacies
done had an average response rate of 88%; the average for Group B pharmacies was a dightly
lower 84%.

About 58% of the participating pharmacies logged perfect response records, sending in
cognitive services data to the Universty of Washington for every month they were enrolled in
the CARE project. These “high responders’ appeared as both Group A and Group B
pharmacies in approximately equal proportions.

In contrast, there were 15 enrolled pharmacies that, despite our best effortsto
encourage them, participated in the study only minimdly (i.e., sending in data for fewer than
15% of the months in which they were enrolled), if a dl. Ten of these pharmacies were in
Group A; five were in Group B. Pharmacists at these Sites mentioned a variety of reasons for
thelr lack of participation, ranging from staffing and workload issues, to self-described “inertia,”
to annoyance with one or more elements of the Medicaid program.

8.2 Data Cleaning and Validation

8.2.1 In-process Validation.

The CARE Data Intake System (CDIS) included in-process vaidation of records at time
of intake. Key fields were examined by the program and a value was recorded in an Error Code
field to indicate the results of the validation check. Certain vaidation failures resulted in the
record being “suspended” for further processing. Table 1 lists the validation checks and the
results of a failure.
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Table 1

Error/Comment Codes

Error Description Suspend?
Code
Al Problem type missing or not valid Yes
A2 Intervention type missing or not valid Yes
A3 Result type missing or not valid Yes
B The cognitive service code is not on the list of payable codes No
C1 Pharmacy ID missing Yes
2 Date of service missing or incomplete Yes
C3 Morbidity risk missing No
C4 3rd party type missing or not valid Yes
C5 Time missing or zero No
C6 R.Ph. initials missing Yes
D If RR indicates a drug was originally involved in the cognitive service, (all RR Yes

except: Add OTC (RR=05); Counsel Patient (RR=30); and Referral (RR=40))

then the cognitive service must have both and Original NDC and an Original

Quantity

OR

If RR indicates Counsel Patient (RR=30) and the Problem type indicates a drug

was originally involved in the cognitive service (all PP except: Patient

Communication Difficulty (PP=30); Patient Case Managed (PP=34); Patient

Seeking Care w/sx.. (PP=41); Patient Secking Care w/out symptoms (PP=42);

Other non drug problems (PP=90)) then the cognitive service must have both an

Original NDC and an Original Quantity
E If RR indicates a change in dose (RR=11), then the cognitive service must have Yes

an Original Days Supply
F If RR indicates a drug was changed, or a prescription drug was added (Change Yes

to drug of choice (RR=01), Add Rx Drug therapy (RR=02), Substitution generic

(RR=03), Substitution therapeutic (RR=04)), then the cognitive service must

have a Dispensed NDC and a Dispensed Quantity
G If pharmacy is in group A and the cognitive service code is payable, then there Yes

should be an Rx number.

Note: This does not imply that we are requiring the code to be payable. Rather,

we need the pseudo-Rx number the pharmacy assigned the cognitive service

claim when submitting to DSHS. This information is necessary for linking of

UW and DSHS cognitive service claims.
H If Pharmacy is in group B, then the cognitive service should have an Rx number Yes

unless the RR implies a drug was not dispensed (Add OTC (RR=05),

Discontinue drug (RR=21), Do not Dispense (RR=22), Counsel Patient

(RR=30), or Referral (RR=40))
I1 Original NDC imputed from Dispensed NDC No
I2 Dispensed NDC imputed from Original NDC No
I3 Original quantity imputed from Dispensed quantity No
14 Dispensed quantity imputed from Original quantity No
J R.Ph. ID not in our list of R Ph. IDs .Note: this code was never implemented No
K1 Original NDC not in list of valid NDCs from DSHS No
K2 Dispensed NDC not in list of valid NDCs from DSHS No
L1 Pharmacy NABP number not on our list (applies to manual forms) Yes
L2 DSHS ID replaced NABP number (applies to manual forms) No

PP=Problem code: RR=Result code; II=Intervention code
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Suspended records were returned to pharmacies for correction. The results of these
vaidation efforts are summarized in Table 2.

Table 2
Results of In-process Vdidation
Error Code | ... Field ...|.Count on Intake% on Intake [ End Count | End %
Cl Pharmacy 53 0.3% 0 0.0%
£2 SrvcDate | . 125 i 08%0 68 .. 0.3% .

C6 RPHID 75 0.4% 45 0.2%

Y A I Problem fo 42 i 0:2%0 16 0.0%
A2 Intrvntn 46 0.2% 14 0.0%

A3 | Resut | .63 0.3% 21 0.1%

c5 TIME 2279 11.1% 396 2.0%
,,,,,,,,,,,,,,,, c3 |  MorbRisk 2377 11.5% 2372 11.7%
E ORIG DS 284 1.4% 155 0.8%

D ORIG Qty/NDC 1184 5.8% 718 3.5%

F DISP Qty/NDC 253 1.2% 89 0.4%
S C S RXNO 413 o 2.0% . Lo 34 ... L7%

N* 2538 1480

*Count of records with at least one missing or invalid data field.

8.2.2 Multiple Provider Numbers

In the Washington State Medicaid program, providers of care may have multiple
provider identification (ID) numbers. Reasons for multiple IDs include changes in provider
location classfication, or enrollment status over time. This means that a DSHS provider is not
necessarily completely identified by one ID number; potentidly severd IDs are needed to
capture al of a provider's activity. To dlow for this possibility, a listing of al group A, B and
C pharmacy providers was sent to the Washington State Medicaid Program. All ID numbers
associated with providers in the three groups on the list were obtained, and multiple provider
numbers were cross-referenced to a single pharmacy, There were 479 alternative IDs found for
the three provider groups; thus, any analysis that does not consider potential alternative IDs
may underestimate the true number of claims attributable to a particular pharmacy.

8.2.3 Establishing Links between Cognitive Service Documents and Claims Submitted by
Group A and Group B Pharmacies.

Under Washington law and regulation, pharmacists may not disclose information which
identifies the patient to any other person not involved in the direct care of the patient without
the written permission of the patient (or his or her legd guardian, if the patient is a minor).
Although for the purposes of this study, the Medicad program could provide identifying data to
CARE project researchers without obtaining permisson from each Medicaid recipient, it was
deemed impractica for each participating pharmacist to obtain this permission prior to
submitting data to the CARE project. Thus, since the cognitive service documentation did not
contain any patient identifiers, it was necessary to link cognitive service documentation records
with drug claims,
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Cognitive sarvice (CS) documents were matched on the basis of Pharmacy ID +
Prescription Number. Initially (December 1995), approximately 74% of CS documents were
matched with paid clams for dispensed drugs and/or CS claims, based on 14,854 records.
Examination of the data reveded several possible explanations for non-matched records, some
of which might be remedied. Cognitive service documentation records were grouped by
pharmacy in descending order of non-matching rates, and records were examined for systematic
problems. The following problems were identified and corrections were made in a stepwise
fashion, with direct contacts made to pharmacies having a large number of non-matching
records:

e Pharmacies with duplicate provider 1D numbers accounted for 1,008 non-matching
records, al of which were recoded (Flag A, Table 3).

e One pharmacy’s data processing system produced a consistent error which truncated
the prescription number on clams submitted to Medicaid. Of these, 369 non-
matching records were recoded (Flag D, Table 3).

e Another pharmacy misunderstood the project procedures and assigned a pseudo-
prescription number to their CS documents, accounting for 121 non-matching
records, dl of which were recoded (Flag G, Table 3).

e No corresponding drug clam was expected for cognitive services performed by
Group B pharmacies when no drug was dispensed. Records for Group B pharmacies
with aresult code of 05, 22, 30 or 40 contributed 323 non-matching records that we
would not expect to link to clams (Flag I, Table 3).

e Three pharmacies reported cognitive services for patients whose prescriptions were
not payable by DSHS. These claims included Healthy Options patients or private-
pay patients not digible for Medicad. For these reasons, 3 15 non-matching records
were accounted for in the partid data set (Flags E, F and K, Table 3).

e One pharmacy contributed 71 non-matching records prior to dropping out of the
study in December 1994 (Flag H, Table 3).

Collectively, of this partial data set, 2,576 records were “flagged” for the reasons
identified above, of which 1,498 could be corrected and subsequently matched with Medicad
records. Table 3 summarizes these findings. Table 3 displays records with one or more of these
flags and indicates that the mgority of records had only one problem.
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Table 3
Resolution of Non-matched Records, 12/95

Flag A B| D E F {G{H| I | K |Totals

Multiple ID A 1008 1008
Rx # missing B 91| 185 276
Truncated Rx # D 34] 369 403
Healthy Options E 21 122 143
Doc'd ALL Pt F 2 124 126
Pseudo Rx# G 2 121 123
Dropped out 12/94 H 27 44 71
RR=05,22,30,40; Gp=B I 531115 155 323
CS for non-DSHS Pts K 2| 44 46
B+I 44 13 57

Totals 1196|386| 369| 122| 124| 121| 44| 157| 57| 2576

Ital = correctable

Table 4 displays the find results of the data vaidation process. A total of 2237 records
(11% of al records) were flagged and reviewed. Approximately 94% of the records either were
not flagged or were corrected after flags occurred. Of records initialy flagged, dightly over
haf were corrected. The remainder contained one or more missing data fields or did not match
with a dispensed prescription, but nevertheless represented a documented cognitive service.
The number of flagged records was slightly higher in Croup B than in Group A (14.8% vs
9.7%, respectively).

Table 4
Results of Data Cleaning and Validation
Total Group A Group B
N % N % N %
Not flagged 18003 89.0] 13,551| 90.3] 4452 85.2
Flagged, reviewed and corrected 1039 5.1 720 4.8/ 319 6.1
Flagged, reviewed and not corrected 1198 5.9 742 49| 456 8.7
Total 20240| 100.0] 15013| 100.0] 5227{ 100.C

*Flagged and reviewed records had at least one missing or invalid data fle/ds. Flagged records retained in the
database but not corrected had one or more missing data fields.

8.2.4 Excluded Records

A total of 348 cognitive service documents were ultimately removed from the database
for one of three reasons: (1) the date of service indicated was outside the project time frame of
2/94 through 9/95; (2) the value in the third party type field was not “001,” indicating that the
patient was not Medicaid eigible; and (3) the record was a duplicate, in that it shared with
another record the same pharmacy ID number, prescription number, date of service, origind and
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dispensed NDC numbers and problem, intervention, and result codes. Six records had invaid
dates of service, 32 were not for Medicaid-eligible patients, and 3 10 duplicate records were
identified.

8.25 Net Results of Record Validation. Cleaning. and Linking

The find count of cognitive services documents was 20,240 records, of which 82.5%
could be linked with a paid drug or cognitive service claim. Reasons the remainder did not
match included managed care patients, and cognitive services that did not involve a specific
prescription.

8.3 Cognitive Service Documentation Rates

A tota of 20,240 cognitive services documents were filed by Group A and B pharmacies
during the course of the study. Overal, Group A pharmacies submitted approximately 75% of
dl cognitive service documents.

Recognizing that the number of cognitive services documented would be dependent on
Medicad prescription volumes, we derived and compared the cognitive services documentation
rates per 100 Medicaid prescriptions dispensed by each pharmacy. Intervention rates were
determined by month, then averaged over study months. The overal average cognitive services
intervention rate was 1.17 per 100 Medicaid prescriptions dispensed. Among Group A
pharmacies the mean rate was 1.59 (8. dev. 1.01) and for Group B pharmacies, 0.67 (& dev.
0.23). This difference was significant (p< 0.001, Student’s T test).

Figure 4 reports the aggregate (unweighted average) cognitive service documentation

rate for Group A and Group B pharmacies for each study month. By this measure, Group A
pharmacies had higher documentation rates than Group B pharmacies during each month.
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Figure 4
Cognitive Service Pates per 100 Dispensed Medicaid Prescriptions
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During the early months of the demonstration period, arate of about 1.3 cognitive
services per 100 Medicaid prescriptions dispensed was observed for Croup A, as compared to
about 0.7 for Croup B. In later months, the documentation ratein Croup A gradually
increased, to a high of 2.4 near the end of the study. In contrast, the rate in Croup B remained
relatively flat throughout the study period. There was an increased rate of documentation in
Croup A beginning the 10th study month (November 1995); following the Project’s second
round of in-service training for pharmacists.

We similarly examined the frequency of documentation across time based on
paticipation month rather than study month. Thiswas to determine the effect of time of
enrollment (i.e. “wave” effect) on documentation rates. We found essentially the same pattern
of reporting of cognitive services for both groups as shown in Figure 4. This suggests that the
time of enrollment had minimal, if any, effect on overal cognitive services documentation rates.

There was, however, disproportionate documentation of cognitive services by specific
pharmacies. Table 5 indicates that the 10 most productive pharmacies accounted for nearly half
of al documented cognitive service events, while the top 25 pharmacies accounted for over
two-thirds, and the top 50 pharmacies accounted for 84% overall. Within these categories, the
top pharmacies contributed even higher proportionate amounts.
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Table 5
Pharmacies Mogt Frequently Reporting Cognitive Services

Total documented All Group A B
CS
Top 10 49.6% 63.2% 55.2%
Top 25 68.5 84.0 78.9
Top 30 84.1 96.0 95.9
Top 75 92.0 99.5 99.9

* values represent the cumulative percentage of cognitive services
reported within group

Table 5a

Documentation Rates Among Pharmacies Reporting Cognitive Services by Croup

Tota Croup A Croup B
C.S. Rate/100 C.S. Rate/100 C.S. Rate/100

Rx Rx Rx
Volume of C.S. | N* Mean s| dev. IN* Mpgan s| dev. [N* Mean s| dev.
1-25% 41 0.10] 0.12 21 0.07] 0.06] 20 0.12] 0.16
26-50% 44 0.33] 0.21 22| 0.34] 0.25 22 031 0.18
51-75% 40 1.13] 0.97 18] 1.29] 118 22| 1.00] 0.76
76-100% 45 4.43] 6.18 301 4.81 6.9 15| 3.681 4.55

170 91 79

*Number ofpharmacies with documented cognitive services

Table 5a shows the distribution and characterigtics of pharmacies by quartile based on
the volume of documented cognitive services, as well as the mean cognitive sarvices
documentation rate per hundred dispensed prescriptions. The documentation rates increased
with the volume of documented cognitive services, suggesting higher Medicaid prescription
volumes aone did not explain the higher documentation activity. The highest volume quartile
of pharmacies contributed cognitive services a a rate of 4.4 per hundred prescriptions.
Comparisons of the mean documentation rates between groups reved similar documentation
rates except for the highest quartile, where the rate for Croup A was higher (4.8 1 per hundred
prescriptions vs. 3.68 for Croup B).

Of the 10 most productive pharmacies, six were independent pharmacies, two were
smal chain, and two were hospitd pharmacies. About 60% of these pharmacies were in urban
or suburban settings; the rest had rural or small town locations. Six of the 10 pharmacies were
located in medical centers, two were tree-standing neighborhood pharmacies, and one was
housed in a shopping center (the setting of 1 pharmacy was missing). Half of the top 10
performing pharmacies in this demonstration reported monthly volumes averaging between
1500 and 2999 prescriptions. The highest performing pharmacy was in this category. The
second highest performing pharmacy’s monthly volume averaged less than 1500 prescriptions.
Eight out of the 10 top performing pharmacies average Medicaid prescriptions ran more than
24% of totd montly prescription volume. The remaning two pharmacies average Medicaid
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prescription volumes were between 10% and 24% of average totad monthly prescription
volumes.

We next explored differential documentation rates by method of documentation (paper
vs. computer). Among Group A pharmacies, approximately 64% used paper forms; Among
Croup B: 77%. This difference was not statistically significant. Further, the mean
documentation rates per hundred prescriptions among pharmacies who used paper vs. the
computer program did not differ significantly. (paper: mean=1.32; s.d. = 3.53; computer:
mean= 2.08; s.d. = 3.91; Student’s T test results; p < 0.362). These findings suggest the
method of documentation had a minimal and non-significant effect on obsarved cognitive
services documentation  rates.

8.4 Characteristics of Reported Cognitive Service Interventions

Frequency didtributions of cognitive services by mgor cognitive service problem,
intervention, and result type are shown in Tables 6, 7 and 8. The most frequently reported
problem type was “ case managed patient”(35.4%), followed by “drug complex administration
(18.6%), “ suboptimal drug or dose” (12.6%) and “patient communication difficulty” (4.7%)
(Table 6). According to our working definition, case-managedpatientsare patients (usually
taking multiple medications for multiple chronic disease dtates) who are referred by pharmacists
(including sdlf-referrd), prescribers, or the Medicaid program for drug therapy monitoring and
follow-up.
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Table 6
Frequency of Cognitive Services Problem Types

Diff-
Overall Group A Group B erence**
Problem N % Rat*eh4 N % Rat*e/M N % Ra*te/M p<
Subopt. drug 1717 8.5% 0.77 994 6.6% 0.76 723 13.8% 0.80 0.001
Subopt. dose 835 4.1% 0.38 551 3.7% 0.42 284 54% 0.31 0.001
Subopt. dosage regimen 551 2.7% 025/ 301 20% 023 250 4.8% 0.2§4 0.001
Subopt. dosage form 254 1.3% 0.11 142 0.9% 0.11 112 2.1% 0.14 0.001
Subopt. duration of use 138 0.7% 0.06 78 05%  0.06 60 1.1% 0.07 0.001
Subopt: unnecess. drug 70 0.3% 0.03 29 0.2% 0.02 41 0.8% 0.04 0.001
Drug: therapeu. dup. 477 2.4% 0.21 287  1.9% 0.22 190 3.6% 0.21 0.001
Drug-drug interaction 609 3.0% 0.27 394 2.6% 0.30 215 4.1% 0.24 0.001
Drug-disease interaction 69 0.3% 0.03 41  0.3% 0.03 28 0.5% 0.03 0.005
Drug-allergy 425 2.1% 0.19 241  1.6% 0.18 184 3.5% 0.2Q 0.001
Drug-food interaction 6 <0.1% 0.00 1 <0.1% 0.00 5 0.1% 0.013 0.001
Drug-lab test interaction 3<0.1% 0.00 2 <0.1% 0.00 1 <0.1% 0.04q 0.766
ADR preventable 298 1.5% 0.13 273  1.8% 0.21 25 0.5% 0.03 0.001
ADR observed 39 0.2% 0.02 29 0.2% 0.02 10 0.2% 0.01 0.979
Drug-complex admin. 3766 18.6% 1.70] 3435 22.9% 2.61 331 6.3% 0.37 0.001
Drug-other problem 901 4.5% 041 667 4.4% 0.51 234 45% 0.2 0.918
Pt. over-utilization 793 3.9% 0.36 446  3.0% 0.34 347 6.6% 0.3 0.001
Pt. under-utilization 299 1.5% 0.13 158 1.1% 0.12 141 2.7% 0.14 n.Qnl
Pt. comm. difficulty 950 4.7% 043 381 2.5% 0.29 569 10.9% 0.63] 0.001
Pt. case managed 7169 35.4% 3.23| 6100 40.6% 4.63 1069 20.5% 118 0.001
Pt. other improper use of 56 0.3% 0.03 36 0.2% 0.03 20 0.4% 0.02| 0.090
dru
Pt Seelging care with 449 2.2% 020 285 1.9%  0.22 164 3.1% 0.18] 0.001
symptoms
pt. seeking care - no 65 0.3% 0.03 40 0.3% 0.03 25 0.5% 003] 0.020
symptoms
Other non-drug problem | 285 1.4%  0.13 93 0.6% 007 192 3.7% 021] 0.001
Missing 16 <0.1%  0.01 9 0.1% 001 7 0.1% 001 -
TOTAL 15013 5227

L0240 .
% Rate per thousand Medicaid prescriptions dispensed.
**Dijfferences between groups in the number of documented cognitive services. Differences Were assessed using the Chi-square Test (2¢2). P

values are uncorrectedfor multiple comparisons.

There were severd differences between Croup A and Croup B pharmacies in the

frequency with which specific problem types, interventions, and results were reported. Because
of large sample sizes most differences were statigtically significant, even if a Bonferroni
correction for multiple comparisons were applied. The greatest differences in the frequency of
problem reporting were for patient case managed (Croup A: 40.6%, Croup B: 20.5%), drug-
complex administration (Croup A: 22.9%, Croup B: 6.3%), and patient communication
difficulty (Croup A: 2.5%, Croup B: 10.9%).

These differences were adso evident in the problem reporting rates per thousand Medicad

prescriptions.  For patient case managed, the rate was 4.63 per thousand prescriptionsin Croup
A, and 1.18 for Croup B. For drug-complex administration, the rate was 2.61 per thousand for
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Group A and 0.37 for Croup B. Overdl, the intervention rate per thousand was 11.4 for Croup
A and 5.8 for Group B.

Pharmacists were asked to document dl intervention activities and results of cognitive
savice interventions, as well as the primary intervention and result in each case. The most
frequently reported primary intervention was “ contact prescriber by phone or fax”, occurring in

34.6% of al reported cognitive service events. “Patient training” (29.6%) and “patient
assessment” (11.9%) were the next most frequently reported activities (Table 7).

Table 7
Frequency of Cognitive Services Interventions
Difi-
Overdl| Croup A Croup B erence
Interventions N % Rate/M N % RateM| N % RateM| p<
- %* - % - %
Consult prescriber | 6994 34.6%  3.15| 4712 31.4%  358| 2282 43.7% 25| 0.00]
Consult R.Ph. 38 02% 0.02 2 01% 0.02 18 03% 0.01] 0.00Z
Consult patient 2175 108% 0.98] 109 7.3% 0.83] 1081 20.7% 1.2¢| 0.001
Patient assessment| 2398 119% 108 213 142% 162 260 50% 0.2¢] 0.001
Patient training 5994 29.6% 270 562 37.5% 4.27] 367 7.0% 041 0.001
Consult Medicad 183 09% 0.8 5 04% 004 130 25% 014| 0.001
Review profile or 127 0.6% 0.06 58 0.4% 0.04 69 13% 0.08| 0.001
chart
Review lab tests 236 12% 011 234 16% 0.18 2 <0.1% o.oc| 0.001
Review literature 140 0.7% 0.06 16 01% 001 124 24% 014 0.001
Other 1941  9.6% 0.87] 1055 7.0% 0.80] 886 17.0% 098] 0.001
Missing 14 <0.1% 0.1 6<0.1% 0.00 8 02% 001
TOTAL| 20,240  100% 15013 - 5227 -

* Rate per thousand Medicaid prescriptions dispensed.
**Differences between groups in the number of documented cognitive services. Differences were assessed using
the Chi-square Test (2x2). P values are uncorrectedfor multiple comparisons.

Again, there were severd differences between Croup A and Croup B pharmacies in the

frequency with which specific interventions were performed. The largest differences were for
patient training (Croup A: 37.5%, Croup B: 7.0%), consult patient (Croup A: 7.3%, Croup B:
20.7%), and consult prescriber (Croup A: 3 1.4%, Croup B: 43.7%).

The greatest difference in intervention rates per thousand prescriptions were for patient
training (4.27 for Croup A and 0.41 for Croup B), patient assessment (1.62 for Croup A and
0.29 for Croup B), and consult prescriber (3.58 for Croup A and 2.52 for Croup B.

The most frequently reported primary result of a cognitive service intervention was
“dispense as written” (49.7% of the time), followed by “counsd patient” (20.6%). (Table 8).
Significantly, about 27.5% of pharmacists interventions resulted in some type of drug therapy
change. “Change to drug of choice” was the most common type of drug therapy change,
followed by “change dose” Changes directly related to generic or thergpeutic substitution only
comprised approximately 2.4% of al documented cognitive services.

40



Table 8
Results of Cognitive Service Interventions

Diff-
Overdl Group A Group B erence
Results N % RateM| N % RTGIS/ N % RaeM| p<
Change to drug of 2010 9.9%  091] 1272 85% 0.97] 738 1141%  0.82| 0.001
choice
Add Rx drug therapy 331 16% 015 246 16% 019 8 16%  0.09| 0.951
Subgtitution  generic 308 15% 014 147 10% 0.11] 161 31% 0.18] 0.001
Substitution 189 09%  0.09 107 0.7% 0.08] 82 16%  0.09 0.001
| therapeutic
[Add OTC drug 191 09%  0.09 85 0.6% 0.06) 106 2.0% 0.12] 0.001
therapy
Change dose 912 45% 041 607 4.0% 0.46| 305 5.8%  0.34 0.001
Change 828 41% 037 479 32% 0.36[ 349 6.7%  0.39[ 0.001
regimen/duration
of use
Discontinue drug 226 11%  0.10 151 10% 011 75 14%  0.08] 0.011
Do not dispense 613 3.0% 028 324 2.2% 025 289 55%  0.32] 0.001
Counsel patient 4168 20.6%  1.88] 3416 22.8% 259 752 144%  0.83] 0.001
Referra 386 19% 017 265 18% 020[ 121 23% 0.13| 0.012
Digpense as written | 10057 49.7%  453| 7905 52.7%  6.01| 2152 41.2%  2.38| 0.001
Missing: 21 <0.1%  0.01 9 01% 001 12 02% 001 -
TOTAL| 20,240 100% 15013 - 5227 -

* Rate per thousand Afedicaid prescriptions dispensed.
**Differences between groups in the number of documented cognitive services. Differences were assessed using
the Chi-square Test (2x2). P values are uncorrectedfor multiple comparisons.

Again there were a few substantial differences between Group A and Group B pharmacies

in the frequency of occurrence of specific results of cognitive services. The largest differences
between groups were for dispense as written (Group A: 52.7%, Group B: 41.2%), consult
patient (Group A: 22.8%, Group B: 14.4%), and change to drug of choice (Group A: 8.5%,
Group B: 14.1%). Expressed as a rate per thousand prescriptions, the greatest differencesin
rates was for dispense as written (6.01 for Group A; 2.38 for Group B), and counsel patient
(2.59 for Group A, and 0.83 for Group B).

We tracked the rate of problem documentation over time for the most prevalent problem
types, “case managed patients’ and “drug: complex adminigtration”, as well as “patient
overuse” and “patient underuse” problems (Figure 5). The pattern of use reflected the overal
pattern of cognitive service documents, as shown in Figure 4, with higher documentation rates
during the latter months,
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Figure 5

Cognitive Services Ratesfor Patient Case
Managed, Drug Complex Administration, Patient
Over-, and Under-use Problems
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We similarly tracked the rate of documentation of cognitive service events that resulted in
changes in drug thergpy to determine if there were any tempora patterns or differences between
groups ( Figure 6). In generd, this rate of documentation approximated 0.3% of dll
prescriptions dispensed. There was a dight decline in the reporting of these problems over time,
until the last few months, where an increase was observed to levels reached during the first few
months. Up until the 9th study month, there was little difference between groupsin reporting
rates. Theregfter, Group A reported more problems until the find month of the study, when the
two groups again reported similar rates. Overdl, the difference between groups was not
gatigtically significant.

Figure 6
Cognitive Services Rates for Problems Resulting in a Drug Therapy Change

o
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8.5 Cognitive Services by Problem Type

For descriptive purposes, we aggregated cognitive services events by general problem
type. “Prescription-related” problems involved problems with the prescription itself, and
included “suboptima drug,” “dose’, and “dose form”. “Drug-related” problems addressed
problems with the drug prescribed relative to the patient or to other drugsin the regimen, and

included “complex drug administration”, “drug allergy”, “ adverse drug reaction”, “drug-drug

42



interactions’, and “therapeutic duplication” as potential problem types. Finally, “patient-
related” problems included cases of potentid drug “overuse’, “underuse’, “communication
difficulty”, and “case managed” patients.

Approximately half (48.4%) of documented cognitive services were forpatient-related
problems. (Table 9) Drug-relatedproblems accounted for 32.6% of all cognitive service

events, prescription-related, and other non-drug relatedproblems accounted for 17.6% and
14% of documented cognitive services, respectively.

Teble 9
Cognitive Service Events by Problem Type

| Of All Cognitive Services
Problem Type Description Number Percent
Patient Related overuse, underuse, communication 9781 48.4%
difficulty, case managed patient,
other improper use, patient seeking
care
Drug Related complex admin., adverse drug 6593 32.6%
reaction, drug-drug, allergy, disease,
food interaction, therapeutic duplic.

Prescription Related i suboptimal drug, dose, dosage form 3565 17.6%
Other Non-drug problems 285 1.4%
Missing 16 0.1%

TOTAL 20.240 100%

Table 10 describes specific characteristics ofpatient-related problems. Most frequently
reported were case-managed patient problems(73.2%). The remainder were patients with
communication difficulties and potentiad cases of drug under or overuse (dl under 10%). From
our discussions with participating pharmacists, we believe that most of the “case managed
patient problems had underlying potentid compliance problems.
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Table 10
Frequency Didribution of Patient-related Problems

Overdl Group A Group B
Problem Type Number %* Number %* Number %*

Case Managed Patient 7169 732 6100 81.9 1069 458 0.001
Communication  Difficulty 950 9.7 381 51 569 244 0.001
Overutiliiation of Drug 793 5.2 446 59 347 149 0.001
Underutilization of Drug 299 31 158 21 141 6 0.001
Other 570 58 361 4.8 209 89
Total 9781  100% 7446 100% 2335 100%

*Percent of all patient-relatedprobl

No single drug or drug class predominated among patient-related problems. The drug
classes most commonly involved were, in descending frequency, anticonvulsants (13.8% of dll
patient-related problems), antidepressants (7.2%), antipsychotics (6.9%), anticoagul ants
(4.6%), H, receptor antoagonists (H,RA’s) (3.8%), and Nonsteroidal antiinflammatory drugs
(NSAIDs) (3.6%) (Table 11).

Table 11
Drug Classes Most Commonly Involved in Patient-related Problems

(Groups A and B Combined)

Freguency of Involvement

Drug Class Number Percent *
Anticonvulsants 1354 138
Antidepressants 704 7.2
Antipsychotics 683 6.9
Anticoagulants 454 4.6
Antiulcer (e.g., H2RAs) 367 3.8
NSAIDs 349 3.6
Antianxiety (eg., Benzodiazepines) 275 2.8
Cacium Channel Blockers 313 3.2

*Percent of allpatient-relatedproblems n= 9781

Within Group A, no drug was predominantly reported on cognitive service documents
for patient-related problems, athough anticonvulsants were the most frequently mentioned (at
10.9% of al patient-related problems reported; see Table 12). Thetop four most frequently
reported drugs were the same for patient-related problems as for al problem types.
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Table 12
Drug Classes Mogt Commonly Involved in Patient-related Problems

(Group A)

Drug Class Frequency Percent*
Anticonvulsants 813 10.9
Antipsychotics 479 6.4
Anticoagulants 416 5.6
Antidepressants 411 55
Antiulcer drugs (e.g., H2RAs) 324 4.4
Antihypertensives 311 4.2
Antianxiety agents (eg., Benzodiazepines) 273 3.7
Diuretics 223 3.0
Cdcium Channel Blockers 222 3.0

* Percent of all patient-related problems (Group A) n= 7446

Croup B reported that antidepressants and narcotic analgesics were involved most
frequently with patient-related problems, followed by anticonvulsants (Table 13). No single
drug accounted for more than 10% of al patient-related cognitive service interventions in this

group.

Table 13
Drug Classes Mogt Commonly Involved in Patient-related Problems
(Group B)
Drug Class Frequency Percent*

Antidepressants 201 8.6
Narcotic Anagesics 136 5.8
Anticonvulsants 122 5.2
Penicillins 102 4.4
Antiulcer drugs (e.g., H2RAs) 95 4.1
Diuretics 92 3.9
Antianxiety agents (eg., Benzodiazepines) 86 3.7
Antiasthmatics 81 35
Antipsychotics 75 3.2

*Percent of all patient-relatedproblems (Group B)n=2335

Table 14 shows the intervention activities and results for case-managedpatient
problems, the most common type. The primary interventions were “patient training” (32.6%)
and “patient assessment” (27.4%). The most common results for case management patient
problems were “dispense as written” (61.3%) and “counsd patient” (34.1%).
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Table

14

Cognitive Services for Case Managed Patients:
Most Common Interventions and Results

Overall Group A Group B
Most Common Number % |_Number % Number %
| ntervention
Patient training 2334 32.6 2264 37.1 70 6.5
Patient assessment 1965 27.4 1949 32.0 16 15
Consult  prescriber 307 4.3 649 10.6 94 8.8
Other 2563 35.8 1238* 20.3 889 83.2
Total. 7169 100% 6100 100% 1069 100%
*|ncfudes missing cases = |
Overall Group A Group B
Most Common Primary |Number % Number % Numbe %
Result r
Dispense as written 4395 61.3 3426 56.2 969 90.6
Counsd  patient 2445 34.1 2395 39.3 50 4.7
Rx change (any type) 196 2.7 150 25 46 4.3
Other 133 19 129* 2.1 4 04
Total 7169 100% 6100 100% 1069  100%

*Includes missing cases = 4

Among drug-related problems, “complex adminigtration” as a problem type

predominated (57.1%) (Table 15), though no single drug class was dominant. This problem
type was reported significantly more often in Croup A (64.0% of the time) than in Croup B
(27.1% of the time.) The most commonly involved drug classes were anticonvulsants (7.2%),
antipsychotics (6.1%), and NSAIDs (5.3%) ( Table 16). In comparing groups, antipsychotics
and anticonvulsants, in particular, were more frequently reported as drug-related problems by

Croup A.
Table 15
Frequency of Drug-related Problem Types
Overdll Croup A Group B Difference
Problem Type Number % [Numbe % |[Number % | % P<
r
Complex administration 3766 57.11 3435 64.0 331 27.1] 36.9 0.001
Other specific problem 901 13.7 667 12.4 234 19.1 6.7 0.001
Drug interaction 609 9.2 394 7.3 215176 10.2 0.001
Therapeutic duplication 477 72| 287 5.3 190 15.5| 10.2 0.001
ADR preventable 298 4.5 273 51 25 20 3.0 0.001
Drug dlergy 425 6.4 241 4.5 184 15.0] 10.6 0.001
Other 117 1.8 73 1.4 44 3.6 2.2 0.001
TOTAL 6593 5370 1223

*Differences between groups in the frequency with which specific problems were assessed using the Chi-

square Test (2x2).
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Table 16
Drug Classes Most Commonly Involved in Drug-related Problems

Drug Class All Croup A | Group B Difference
Number % [Number % [Number % % P<
ACE inhibitors 50 0.8 42 08 8 0.7 0.1 0.641
Antidepressants 261 4.0 211 3s 50 41| 0.2 0.797
Antipsychotics 401 6.1 379 71 22 1.¢§5.3 0.001
1Benzodiazepines 50 0.8 34 0.6 16 13| 0.7 0.014
(CA Channel BI. 122 19 113 2.1 9 0.7 1.4 0.001
Digitdlis 104 16 100 l.s 4 03| 1.5 0.001
H2RAs 177 2.7 149 2.8 28 2.3 0.5 0.343
NSAIDs 350 5.3 279 5.2 71 5.8/ 0.6 0.391
Anticonvulsants 473 7.2 437 8.1 36 2s| 5.2 0.001
JAnticoagulants 74 11 68 13 6 0.5/ 0.8 0.020
All Other Drugs 4404 66.8| 3483 64.9 921 75.3| 10.4 0.001
IMissing 127 19 75 14 52 43| - -
‘Totl documented CS| 6593 100.0%| 5370 100.0% 1223 100.0%| - -

*Differences between groups in the frequency with which specific problems were assessed using the Chi-

square Test (2x2).

We dso examined the types of drugs involved in thergpeutic duplication problems. The most
common drugs included NSAIDs (42.6%), anti-ulcer agents (17.3%), and anti-depressants

(22.2%) (Table 17).

Table 17

Drug Classes Most Commonly Involved in Drug-related Problems: Therapeutic Duplication

Freguency of I nvolvement
Drug Class Number Percent
NSAIDs 69 42.6
Antidepressants 36 22.2
H2RAs 28 17.3
Benzodiazepines 11 6.8
Cdcium Channe Blockers 11 6.8
Antipsychotics 5 3.1
Anticonvul sants 5 3.1
Anticoagulants 1 0.6

Among prescription-related problems, “ suboptimal drug” was the most commonly
documented problem type (48.2%) (Table 18). Croup A reported relatively more suboptimal dose
problems than did Group B (26.3% vs. 19.3%, respectively). Other differences between groups
were relatively minor. Again, awide variety of drugs were involved. Cough/cold/allergy products
(8.5%) and dermatologicals (6.3%) were most common. (Table 19). When suboptimal drug
problems were encountered, the most common intervention was “consult prescriber” (89.9%).
Approximately 81.8% of the time, some type of change in drug therapy occurred as a result of the

intervention. (Table 20).
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Table 18

Frequency of Prescription-related Problems

All Group A Group B Difference
Problem Type Number % [Number % |[Number % | % p<
Subopt. drug 1717 48.2 994 474 723 492| 1.7 0.314
Subopt. dose 835 234 5Bl 26.3 284 19.3[ 6.9 0.001
Subopt. dosage regimen 551 155 301 144 250 17.01 2.6 0.032
Subopt. form 254 71 142 6.8 112 7.6/ 0.8 0.339
Subopt. duration 138 3¢ 8 37 60 41|04 0.587
Unnecessary drug  therapy 70 2.c 29 14 41 28| 1.4 0.003
Total 3565 100% 2095 100% 1470 100%]| - -
*Differences between groups in the frequency wit? which specific protYems were assessed sing the Chi-square Test
(2x2).
Table 19
Drug Classes Mogt Commonly Involved in Prescription-related Problems
All Group A Group B
Drug Class Number %| Number % Number %
Cough/Cold/Allergy 304 85 203 9.7 101 6.9
Dermatol ogical 224 6.3 147 7.0 77 52
Narcotic analgesics 173 49 94 4.5 79 54
Penicillins 168 4.7 98 4.7 70 48
Antiulcer 158 44 93 4.4 65 44
NSAIDs (& related drugs) 142 40 85 4.1 57/ 39
Cephalosporins 123 35 79 3.8 4 3.0
All Other Classes 2273  63.8 1296 619 977 66.5
Total Rx-related problem! 3565 100% 2095  100% 1470 100%
Table 20

Suboptimal  Drug:
Most Commonly Reported Interventions and Results

Overall Group A Group B
Category Description Number % |[Number % |Number %
Intervention ~ Consult prescriber 1544 89.9 952 95.8 592 81.9
Other 173 10.1 42 4.2 131 22.1
TOTAL | 1717  100% | 994 100% 723 100%
Result Change to drug of 1077 62.7 716 72.0 361 49.9
choice
Generic subdtitution | 212 12.3 100 10.1 112 155
Digpense as written 172 10.0 42 4.2 130 18.0
Therapeutic substitution | 116 6.8 67 6.7 49 6.8
Other 140 8.2 69 6.9 71 9.8
TOTAL [ 1717  100% [ 994 100% 723 100%

Missing = 0, both groups.
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8.6 Drug Category Analyses

The frequency of cognitive services intervention activity by specific thergpeutic category
of drug was investigated by focusing on the eight drug categories for which objective screening
criteria have been developed (i.e, the “screener” drugs), as well as two other drug categories,
for which drug taking compliance and close monitoring is generally consdered essentid to
positive health care outcomes: anticonvulsants and anticoagulants (i.e., warfarin). Cognitive
sarvices activities are described in three ways.

1) the frequency of reporting of cognitive services for drugs within category as a
percent of al cognitive services,

2) pharmacy group differences in cognitive services intervention rates per hundred
prescriptions of each type across time; and

3) the most common problems, interventions, and results by drug category.

Table 2 1 displays how frequently cognitive services were performed for drugs within
category, expressed as a percentage of al cognitive services, overal and within group. Overal,
the highest number of interventions were for anticonvulsants (on average 7.2% of al
interventions), followed by antipsychotics (5.0%) and antidepressants (4.9%). There were
severd cases where the reporting frequency differed between groups. For example, significantly
more anticoagulant and antipsychotic interventions were documented in Croup A than Croup
B, while more antidepressants were documented in Croup B.

Table2 1
Number of Cognitive Service Interventions by Selected Drug Category

Overall Group A Group B |Diff, ***|
Drug Class N*  %** | N* %** | N* Yo** (9]
ACE inhibitors 378 1.9 313 2.1 65 1.2 0.001
Anticoagulants 507 2.5 491 3.3 16 0.3] 0.001
Anticonvul sants 1458 72| 1271 8.5 187 3.6 0.001
Antidepressants 986 4.9 683 4.5 303 5.8] 0.001
Antinsvchotics 1021 5.0 890 5.9 131 2.5] 0.001
Benzodiazepines 361 1.8 264 1.8 97 1.9] 0.647
CA Channel BI. 431 2.1 369 2.5 62 1.2 0.001
Digitalis 237 1.2 213 1.4 24 0.5 0.001
H2RAs 575 2.8 440 2.9 135 2.6 0.192
NSAIDs 708 35 503 34 205 3.9 0.053
All Other Drugs 13578 67.1] 8860 59.0| 3715 71.1] 0.001
Total documented -
cognitive services 20240 100%| 15013 100%| 5227 100%

* number of documented cognitive services
** 04 of all documented cognitive services
*** p valuesfor the Chi-square Test (2x2) are shown
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8.6.1 Group Differences. Cognitive services may have been reported more frequently
for specific drug categories in one group as opposed to the other because the number of
prescriptions dispensed for category drugs dso differed between groups. We investigated this
possibility by determining intervention rates per 100 prescriptions dispensed within each
therapeutic category.

Table 22 shows the frequency with which cognitive services were documented by
pharmacists in Group A and B, expressed as rates per 100 prescriptions dispensed for drugs in
each category. Overdl, the intervention rate was the highest for anticoagulants (5.74) followed
by anticonvulsants (2.65), and digoxin (2.36). When adjusted for the underlying rate of
prescriptions dispensed, group differences persisted. With one exception (benzodiazepines), the
intervention rates were sgnificantly different, and higher in Group A. The largest differences in
rates occurred for anticoagulants, antipsychotics and anticonvulsants, calcium channel blockers,
digoxin and ACE inhibitors.

Table 22
Cognitive Service Intervention Bates per 100 Prescriptions Dispensed by Drug Category:
Group A vs. B Differences*

Overall Group A Group B Difference |
Drug Class M ean* Mean* St.dev.| Mean* St.dev.|* (p<)*

ACE inhibitors 128 1.70 0.57 0.58 0.52 0.001
Anticoagulants 5.74 7.90 9.47 0.61 0.88 0.003
Anticonvulsants 2.65 3.90 1.96 0.83 0.48 0.001
Antidepressants 1.07 1.37 0.97 0.71 0.43 0.009
Antipsychotics 1.84 2.15 1.71 0.93 0.54 0.006
Benzodiazepines 122 1.33 0.56 1.00 0.76 0.128
CA Channel BL. 0.88 1.17 0.57 0.36 0.24 0.001
Digoxin 2.36 2.99 148 0.82 1.42 0.001
H2RAs 1.39 1.71 1.42 0.87 0.42 0.019
NSAIDs 1.03 1.30 1.10 0.68 0.48 0.030

* means are rates per 100 prescriptions diSpensed fof drugs in each category, determined across study months
(n=20) for all pharmacies in each group. The unit of analysis is study group-month. Pharmacies were included
only for the months in which they were enrolled in the demonstration.

** hased on Student ’s t-test results.

8.6.2 Intervention rates, bv selected drug category. An examination of changes in drug
problem intervention rates across study months revealed no secular trends. Group-specific rates,
did, however, differ. Intervention rates overall for Group B remained relatively constant across
time. Intervention ratesfor Group A, on the other hand, remained constant and were often
indistinguishable from Group B rates for only the first 9 months of the demongtration.
Theresfter, intervention rates increased for Group A, followed by a gradua decline in the last
months of the demondtration. Intervention patterns for specific drug categories are further
described below.

The intervention rate for anticoagulants was consistently higher for Group A than for
Group B across al study months (Figure 7). The rate peaked for Group A during the 12th
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through 14th study months at over 6 per 100 prescriptions dispensed. In contrast, the
intervention rate for Group B remained relaively congtant over the period.

Figure 7

Intervention Rates: Anticoagulants
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The documentation rates for NSAIDs were low overall and indistinguishable between
Groups A and B up to the 13th study month (Figure 8). Thereafter, the rate increased to
dightly for Group A during months 14 through 16, while remaining relatively constant for
Group B. Towardsthe end of the study the intervention rate for Group A declined to once
again gpproximate that for Group B.

Figure 8

Intervention Rates: NSAID
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Theintervention rate for H2RAs approximated one per 100 prescriptions dispensed, and
again was essentidly identical for Groups A and B through study month 13 (Figure 9).
Thereafter, the intervention rate for Group A increased, while remaining low for Group B. For
two months, the rate for Group A more than doubled to nearly 4 per 100 prescriptions, but with
this exception no group exceeded two per 100 dispensed prescriptions for any study month.
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Figure 9

Intervention Rates: H2RA
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Cognitive services intervention rates for digoxin ranged between 2 and 5 per 100
dispensed prescriptions for Group A pharmacies (Figure 10). The rates were again lower for
Group B pharmacies with the exception of two study months. No secular pattern was observed
across study months.

Figure 10

Intervention Rates: Digoxin
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Cognitive services intervention rates for cacium channe blockers followed the same
genera pattern asfor digoxin, although the rates were lower overal (Figure 11). The
intervention rate never exceeded 2 per hundred prescriptions. Group A rates showed more
variability over study months than did the rates for Group B.
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Figure1l

Intervention Rates: Calcium Channel Blockers
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Cognitive services intervention rates for benzodiazepines showed the most uneven
pattern over study months but remained low, only approaching 2.5 prescriptions per month on
two occasions (Figure 12). The intervention rates for Croup A and Croup B were essentialy
indistinguishable across study months.

Figure 12

Intervention Rates: Benzodiazepines
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Cognitive servicesrates for antipsychotics followed the trend for NSAIDs, digoxin, and
H2RAs (Figure 13). Through the twelfth study monthly the rates were approximately the same
for two groups, approximating 1 per hundred prescriptions. Theresfter, the rate for Croup A
increased to a high of 3.5, while the rate for Croup B remained relatively condant.
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Figure 13

Intervention Rates. Antipsychotics
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The cognitive services intervention rate for antidepressants remained relatively low
during most study months gpproximating 0.5 to 1 problem per 100 Medicaid prescriptions
dispensed (Figure 14). A curious peak in intervention rates occurred during months 11 through
13 to a high of 3.5, followed by a decline to a level only dightly above prior levels. With this
exception, differences in intervention rates between groups were minimal.

Figure 14

Intervention Rates: Antidepressants
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8.6.3 Problems. interventions and results, by _selected drug category. The following
tables (Tables 23 - 33) show the frequency of reported problems, interventions, and results by
drug class for Groups A and B. For consistency, we examined cognitive services activity for
the same drug classes identified above. For the sake of brevity, we report only those problems,
interventions, and result events occurring 20 or more times in Group A or B.

One consequence of performing multiple statistical tests within each drug category is the
increased likelihood of finding statistical significance due to chance adone. However, within
drug category and problem-intervention-result type, the findings were usualy conclusve; ether
thep values were close to zero (indicating that the difference between groups were statistically
ggnificant, and highly unlikely to be the result of chance done), or they were substantialy
higher than 0.05 (clearly indicating no statistical difference between groups). We sdectively
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highlight only the largest datisticaly significant differences between the most common
problems, interventions and results.

There were severd Smilarities and some differences across drug categories in the types
of reported problems, interventions and results. In most cases, “case managed patient” was the
most common problem type, usudly followed by “drug: complex administration.” This pattern
held for each drug category, as well as for the “dl other” drug category. It dso held across

pharmacy groups.

The most common types of interventions were “consult prescriber” and « patient
training;” the most common primary results were “dispense as written,” and “counsd patient.”
Group differences were observed in patterns of problems, interventions, and results by drug
category. “Dispense as written” and “counsd patient” were more common primary results
among pharmacists in Group A as opposed to Group B, while interventions resulting in drug
therapy change were relatively more frequent in Group B. This was true for antidepressants,
H2RAs, and “all other” drugs, while the opposite was true for anticoagulants. While the
proportionate number of interventions was sometimes higher for Group B, the absolute number
of interventions resulting in drug therapy change remained higher in Group A (because Group A
pharmacists performed more cognitive services overdl).

For ACE inhibitors (Table 23), gpproximately five times as many cognitive services were
attributed to Group A pharmacists, as opposed to Group B pharmacists. “Patient assessment”
was the primary intervention in Group A, while “consult prescriber,” followed by “other” were
the most common among Group B. “Counsd patient” and “dispense as written,” the most
common primary results, comprised 93% of the interventions in Group A and 69% in Group B.

Table 23*
Type of Cognitive Service Performed by Drug Class: ACE Inhibitors
Group A Group B Diff ***
N % N % | Sg @)
Primary Patient case managed 238 76.0 26 40.0 0.001
Problem
Primary Patient assessment 148 47.3 0 0 0.001
Intervention
Consult  prescriber 57 18.2 22 338 0.011
Other 50 16.0 25 385 0.001
Patient training 35 11.2 2 3.1 0.045
Primary Counsd  patient 168 53.7 8 12.3 0.001
Result
Dispense as written 123 39.3 37 56.9 0.009
Tota Rx in class with C.S. 313 65
interventions

*For the sake of brevity, we report only the problem. intervention, and result events that occurred 20 or more
times in Group A or B.
“percent of all documented cognitive services events per drug category
** (ifferences assessed using 2x2 Chi-square tests. For small numbers, the Fishers Exact Test was used. P
values are uncorrectedfor multiple comparisons.
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For antidepressants (Table 24), Group A pharmacists documented over twice as many
cognitive services interventions as did pharmacigts in Group B. The primary problem
categories, “patient case managed” and “drug complex administration,” comprised 64% of dl
problem types in Group A, and 54% of problem types in Group B. “Consult prescriber” and
“patient training” were again the most common primary interventions, documented in 65% of dl
problems in Group A and 3 1% in Group B. “Dispense as written” and “counsdl patient” were
the most common primary results (comprising 8 1% of documented interventions in Group A
and 75% in Group B). A drug therapy change (e.g., change dose, dosage form, do not
dispense) occurred in 11.5% of al interventions in Group A and 21% in Group B.

Table 24*
Type of Cognitive Service Performed by Drug Class. Antidepressants
Group A Group B Diff. ***
Noo%T N %t ()
Primary Patient case managed 336 493 154 508 0.637
Problem
Drug complex admin. 100 147 11 36 0.001
Drug other problem 52 76 8 26 0.003
Patient overuse 41 6.0 24 79 0.263
Drug-drug interaction 29 43 15 50 0.621
Suboptima  dose 29 43 17 56 0.482
Drug therapeutic 24 35 12 40( 0.730
duplication
Patient underuse 20 29 18 59 0.023
Primary Consult  prescriber 226 331 87 28.7 0.173
I ntervention Patient training 219 321 6 20 0.001
Other 117 171 140 46.2 0.001
Patient  Assessment 68 10.0 7 23 0.001
Consult patient 43 6.3 50 165 0.001
Primary Result Dispense as written 442 648 196 64.7 0.993
Counsel  patient 107 157 30 99 0.016
Change dose 42 6.2 15 50 0.457
Change dose form 22 32 26 86 0.001
Do not dispense 14 21 23 1.6 0.001
Totd Rx in class with C.S. interventions 682 303

* For the sake of brevity, we report only the problem, intervention, and result events that occurrea 20 or
moretimesin Group A or B.
™ percent of all documented cognitive services events per drug category
**x differences assessed using 2x2 Chi-square tests. For small numbers, the Fishers Exact Test wasused. P
values are uncorrectedfor multiple comparisons.

For antipsychotics (Table 25), the pattern of more frequent interventionsin Group A
continued, as there were more than seven times more interventions in Group A than in Group B.
“Patient case managed” was the most numerous problem type in both groups. “ADR
preventable” also comprised 25% in Group A but there were none in Group B. The two groups
differed condderably in terms of types of interventions documented. For Group A, “patient
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traning” and “review lab results’ were the most common primary interventions, while “consult
prescriber” and “other” were the most common in Croup B. The most common primary result
was “ dispense as written” in each group (group A: 79%; Croup B: 62%).

Table 25*
Type of Cognitive Service Performed by Drug Class. Antipsychotics
Croup A Group B Diff ***
N % | N % |_@9

Primary Patient case managed 459 51.6 64 48.9 .561
Problem

ADR: preventable 226 25.4 0 0 0.001

Drug complex 127 143 7 5.3 0.005

admin.

Primary Patient training 392 44.0 14 10.7 0.001
Intervention Review lab results 226 254 0 0 0.001

Consult  prescriber 121 13.7 37 28.3 0.001

Other 56 6.3 46 35.1 0.001

Patient Assessment 47 53 2 1.5 0.061

Consult patient 46 5.2 14 10.7 0.012
Primary Result  Dispense as written 707 79.4 81 61.8 0.001

Counsd natient 132 14.8 15 115 0.303
Total Rx in class with C.S. interventions 890 131

* For the sake of brevity, we report only the problem, intervention, and result events that occurred 20 or
more times in Group 4 or B.
” percent of all documented cognitive services events per drug category
*** differences assessed using 2x2 Chi-square tests. For small numbers, the Fishers Exact Test wasused. P
values are uncorrected for multiple comparisons.

There were relatively few documented interventions for benzodiazepines (Table 26).
“Patient case managed” again predominated as a problem type in both groups. “Patient
traning” was the predominant intervention in Croup A while “consult prescriber” was most
common in Croup B. In 87% of the interventions in Croup A and 61% of the interventions in
Croup B, the result was “dispense as written” or “counsel patient”.
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Table 26*
Type of Cognitive Service Performed by Drug Class: Benzodiazepines

Group A Group B Diff ***
N % N %] (9

Primary Problem Patient case managed 189 -il.6 45 46.4( 0.001
Primary Patient training 153 58.0 0 0| 0.001
Intervention Consult  prescriber 82 31.1 44 4541 0.012

Other 2 0.8 33 34.0| 0.001
Primary Result ~ Dispense as written 172 65.2 56 5771 0.19

Counsd patient 57 21.6 3 31| 0.001
Tota Rx in class with C.S. interventions 264 97

* For the sake of brevity, we report only the problem, intervention, and result events that occurred 20 or
more times in Group A or B.
** percent of all documented cognitive services events per drug category
*kx (ifferences assessed using 2x2 Chi-square tests. For small numbers, the Fishers Exact Test was used. P
values are uncorrectedfor multiple comparisons.

Interventions for calcium channel blockers (Table 27) occurred about six times as
frequently for Group A as for Group B pharmacies. “Patient case managed” was the most
common primary problem type, occuring about half the timein Group A, and about 30% of the
time in Group B.

Table27*
Type of Cognitive Service Performed by Drug Class. Cacium Channel Blockers
Group A Group B Diff, ***
N % N % @)
Primary Patient case managed 197 53.4 18 29.0 0.000
Problem Drug complex admin. 64 173 0 0 0.000
Drug other problem 23 6.2 2 3.2 0.556
Primary
Intervention  Patient Assessment 118 32.0 2 3.2 0.000
Consult  prescriber 86 23.3 33 53.2 0.000
Patient training 82 22.2 0 0 0.000
Other 55 14.9 18 29.0 0.006
Consult patient 26 7.0 5 8.1 0.790
Primary Dispense as written 187 50.7 26 419 0.203
Result
Counsd patient 126 34.1 9 14.5 0.002
Total Rx in class with C.S, 369 62
interventions

* For the sake of brevity, we report only the problem, intervention, and result events that occurred 20 or
more times in Group A or B.
.’ percent of all documented cognitive services events per drug category
*+* differences assessed using 2x2 Chi-square tests. For small numbers, the Fishers Exact Test was used. P
values are uncorrectedfor multiple comparisons.
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The primary interventions were “patient assessment,” “consult prescriber,” and “patient
traning” in Group A, (78% of the time), but the only notable intervention in Group B was
“consult prescriber” (over half the time). The most frequent primary results were “dispense as
written” or “counsd patient” (85% of the time in Group A and 56% of the time in Group B).

Among the drug groups specificaly examined, digoxin had the fewest interventions
(Table 28). Only some 213 interventions were reported for Group A pharmacies and 24 for
Group B pharmacies. The primary problem type was again “patient case managed” and the
primary intervention type was “paient training.” The prescription was dispensed as written
75% of the time in Group A and 71% of the time in Group B.

Table 28*
Type of Cognitive Service Performed by Drug Class. Digoxin
Group A Group B Diff ***
N % [ N % <)

Primary Problem Patient case managed 109 51.2 13 54.2 0.781

Drug complex admin. 84 39.1 1 4.2 0.001

Patient assessment 36 16.9 0 0 0031
Primary Patient training 140 65.7 4 16.7 0.001
Intervention Patient _assessment 36 16.9 0 0 0031
Primary Result ~ Counsd patient 50 235 3 125 0.221

Dispenseaswritten | 159 74.6 17 708 0.685
Total Rx in class with C.S. interventions 213 24

* For the sake of brevity, we report only the problem, intervention, and result events that occurred 20 or

more times in Groupk or B.

. " percent of all documented cognitive services events per drug category

*kx differences assessed using 2x2 Chi-square tests, For small numbers, the Fishers Exact Test was used. P
values are uncorrectedfor multiple comparisons.

Interventions for H,RAs numbered 440 in Group A and 135 in Group B (Table 29).

Within Group A, the most common problem type was again patient case managed (46%),
followed by “drug: complex administration” (19%) . Within Group B, it was “patient case
managed” (3 1%). Again, the most common interventions were “patient training,” “consult
prescriber,” and “other.” Group B pharmacists consulted the prescriber relatively more
frequently than did pharmacists in Group A. While the mogt frequent result of the intervention
was again “dispense as written”, Group B effected a “change to drug of choice’ proportionaly
twice as often as Group A.

59



Table 29*
Type of Cognitive Service Performed by Drug Class: Histamine Antagonists (H2RAs)

Group A Group B Diff, ***
N % N Y _ ()
Primary Patient case managed 200 45.5 42 31.1 0.003
Problem Drug complex admin. 83 19.2 0 0 0.001
Drug other problem 23 5.2 5 3.7 0.472
Patient overuse 17 39 14 10.4 0.003
Drug-drug interaction 22 5.0 14 10.4 0.024
Drug therapeutic 20 4.5 8 59 0.514
duplication

Primary Patient training 173 39.3 3 2.2 0.001
Intervention | Consult prescriber 147 334 65 48.2 0.002
Other 49 111 42 31.1 0.001
Patient assessment 32 7.3 7 5.2 0.399
Consult patient 35 8.0 16 11.9 0.164
Primary Dispense as written 292 66.4 61 45.2 0.001
Result Counsdl patient 61 13.9 12 8.9 0.129
Change: drug of choice 23 5.2 15 111 0.016

Totd Rx inclass with C.S. interventions 440 135

* For the sake of -brevity, we report only the probl'em, intervention, and result events that occurred 20 or
more times in Group A or B.
™ percent of all documented cognitive services events per drug category
**+ differences assessed using 2x2 Chi-square tests. For small numbers, the Fishers Exact Test wasused. P
values are uncorrectedfor multiple comparisons.

Among NSAIDs (Table 30), “patient case managed”, followed by “drug complex
adminigtration” were the most common problem types in Group A, while “patient case
managed” and “suboptimal drug” or “drug: therapeutic duplication” were the most common
problem types in Group B. It wasnot clear why “drug complex administration” occurred so
frequently as a problem type in Group A. One possible explanation is that some pharmacists
may have interpreted this category to include patients with complex drug regimens because of
polydrug therapy. “Petient training” was the most common intervention type in Group A
(45.1%), but rarely occurred in Group B (2.4%). The prescriber was consulted 37% of the time
in Group A and 45% of the time in Group B. The prescription was dispensed as written 61% of
the time in Group A and 41% of the time in Group B. A change in drug therapy was the
primary result in 28% of the interventions in Group B, but only 18% of the interventions in
Group A. The mogt common change was “change to drug of choice” in each group.
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Table 30*
Type of Cognitive Service Performed by Drug Class: NSAIDs

Croup A CroupB Diff, ***
N_ % I.N % | (9
Primary Problem Drug complex admin. 167 33.2 5 2.4 0.001
Patient case managed 109 21.7 44 215 0.952
Suboptimal  drug 41 8.2 28 13.7 0.025
Drug therapeutic 39 7.8 30 14.6 0.005
duplic
Drug other problem 33 6.6 5 24 0.027
Suboptimal _dose 28 5.6 8 3.9 0.361
Primary Patient training 227 45.1 5 2.4 0.001
Intervention Consult  prescriber 186 37.0 93 45.4 0.015
Other 24 4.8 43 21.0 0.001
Patient Assessment 26 52 7 34 0.315
Consult patient 37 7.4 44 215 0.001
Primary Result  Dispense as written 305 60.6 84 41.0 0.001
Counsdl patient 55 10.9 27 13.2 0.399
Change: drug of 44 8.7 21 10.2 0.532
choice
Change dose 29 5.8 16 7.8 0.3 13
Do not dispense 18 3.6 20 9.8 0.001
T'otal Rx in classwith C.S. interventions 503 205

* For the sake of brevity, we report only the problem, intervention, and result events that occurred 20 or
more times in Group A or B.
*" percent of all documented cognitive services events per drug category
**+ djfferences assessed using 2x2 Chi-square tests. For small numbers, the Fishers Exact Test was used. P
values are uncorrectedfor multiple comparisons.

Interventions involving anticonvulsants (Table 3 1) were nearly seven times more
common in Croup A thanin Croup B.. The most common problem types were patient case
managed and drug complex adminigration. Patient training occurred in 68% of the
interventions in Croup A, and 17% of the interventions in Croup B. The prescriber was
consulted in 13% of the instances in Croup A but 36% in Croup B. The primary result in both
groups was “ dispense as written” (83.4% in Croup A; 73.8% in Croup B).
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Tahle31*
Type of Cognitive Service Performed by Drug Class: Anticonvulsants

Group A Group B Diff ***
N Y%_ N % @
Primary Problem Patient case managed 797 62.7 105 56.1 0.085
Drug complex admin. 403 317 24 12.8 0.001
Drug-drug interaction 24 19 8 4.3 0.055
Primary Patient training 864 68.0 32 171 0.001
I ntervention Consult  prescriber 169 133 67 35.8 0.001
Patient Assessment 86 6.8 4 2.1 0.014
Other 84 6.6 54 28.9 0.001
Consult patient 64 5.0 25 13.4 0.001
Primary Result Dispense as written 1060 83.4 138 73.8 0.001
Counsel patient 176 138 16 8.6 0.046
Total Rx in class with C.S. interventions 1271 187

* For the sake of brevity, we report only the problem, intervention, and result events that occurred 20 or
more times in Group A or B.
« * percent of all documented cognitive services events per drug category
**k Jifferences assessed using 2x2 Chi-square tests. For small numbers, the Fishers Exact Test was used. P
values are uncorrectedfor multiple comparisons.

Interventions involving anticoagulants (Table 32) occurred disproportionately in Group
A. “Patient assessment” and “ patient training” were the most common intervention types, and
“counsdl patient” the most common result. A change in dosage regimen occurred in over 20%
of the cases in Group A, but not at al in Group B.
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Table 32*
Type of Cognitive Service Performed by Drug Class: Anticoagulants

Group A GroupB . Diff ***
N % | N % [_@9)
Primary Problem | Patient case managed 402 81.9 5 31.3 0.001
Drug complex 32 6.5 0 0 0.614
admin.
Drug other problem 22 4.5 0 0 1.00
Primary Patient Assessment 295 60.1 0 0 0.001
Intervention Patient training 95 19.3 0 0 0.051
Consult  prescriber 40 8.1 9 563 0.001
Consult patient 28 5.7 2 12.5 0.243
Other 26 5.3 5 31.3 0.002
Primary Result Counsdl  patient 285 58.0 2 12.5 0.001
Digpense as written 98 20.0 12 75.0 0.001
Change dosage 59 12.0 0 0 0.237
regimen
Change dose 40 8.1 0 0 0.483
Total Rx in class with C.S. interventions 491 16

* For the SaKe of brevity, we report only the problem, intervention, and result events that occurred 20 or
more times in Group A or B.
. * percent of all documented cognitive services events per drug category
*++ differences assessed using 2x2 Chi-square tests. For small numbers, the Fishers Exact Test was used.

The “dl other drugs’ category reveded a generdly similar pattern, with “patient case
managed,” “drug complex adminigtration,” and “suboptima drug” as the three most common
problem types (Table 33). “Consult prescriber,” closely followed by “patient training” or
“consult patient” were the most common interventions. While “ dispense as written” was the
most common result in both Group A (46% of the time) and Group B (36% of the time), some
type of change in drug therapy occurred as the primary result in 29% of the cases in Group A
and 45% of the cases in Group B.

63



Table 33*
Type of Cognitive Service Performed by Drug Class: All Other Drugs

Group A Group B . Diff k&«
N % N % ®9
Primaly Patient case managed 3064 320 553 13.8 | 0.001
Problem suboptima drug 860 9.0 598 15.0 | 0.001
Drug: other problem 478 50 201 50 0.590
Suboptimal dose 438 4.6 233 5.8 0.001
Patient: communication difficulty 349 3.6 530 133 | 0.001
Petient: overuse 323 34 255 6.4 | 0.001
Pt. seeking care with symptoms 271 2.8 160 4.0 0.469
Suboptima  regimen 253 2.6 201 50 0.001
Drug-alergy intolerance. 229 2.4 172 4.3 0.001
Drug-drug interaction 229 2.4 143 3.6 0.001
Drug therapeutic duplication 178 19 128 3.2 0.001
Suboptima dose or dosage form 129 13 106 2.7 0.001
Patient underuse 87 0.9 100 25 0.001
Other non-drug problem 81 0.8 24 0.6 0.001
Suboptimal  duration 66 0.7 46 12 0.013
Pt seeking care: no symptoms. 37 0.4 24 0.6 0.499
ADR preventable 34 04 14 04 0.911
Drug-disease inter. 31 0.3 19 0.5 0.131
Patient: other improper use 30 0.3 15 0.4 0.726
Suboptimal:  unnecessary 22 0.2 35 0.9 0.001
Iprimary Consult prescriber 3579 374 1817 455 | 0.001
Intervention Pdiient training 3247 339 301 75 0.001
Patient assessment 1273 133 231 5.8 0.001
Consult patient 770 8.0 890 22.3 | 0.001
Other 583 6.1 472 118 | 0.001
Consult Medicaid 48 0.5 104 2.6 0.001
Review profile or chart 35 0.4 49 1.2 0.001
Primary Dispense as written 4360 45.6 1444 36.2 | 0.001
JPesult Counsel patient 2199 230 627 157 | 0.001
Change to drug of choice 1128 118 662 16.6 | 0.001
Change dose 444 4.6 240 6.0 0.001
Change regimen/duration 347 3.6 272 6.8 0.001
Do not dispense 251 2.6 211 53 0.001
Add Rx therapy 236 25 77 19 0.100
Referrd 219 2.3 108 2.7 0.021
Substitution: - generic 116 12 128 32 0.001
Discontinue drug 100 1.0 51 13 0.391
Substitution: - therapeutic 84 0.9 66 17 0.001
Add OTC drug therapy 84 0.9 66 17 0.010
Total Rx in class with C.S. interventions 9568 3994

* For the sake of brevity, we report only the problem, intervention, and result events that occurred 20 or
more times in Group A or B.
. * percent of all documented cognitive services events per drug category
*¥ & differences assessed using 2x2 Chi-square tests. For small numbers, the Fishers Exact Test was used.
P values are uncorrectedfor multiple comparisons.
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8.7 Characteristics of Patients Receiving Cognitive Servicesfor Selected Problems

Characteridtics of patients who were recipients of cognitive services for severa of the
most common patient or drug regimen-related problems are shown in Tables 34-36. In generd,
cognitive services were concentrated on a relaively smal number of patients. A total of 5273
patients received one or more cognitive services (Table 34). Of these, approximately three-
fourths received only one cognitive service, 13% received two services, and 14% received 3 or
more Services.

Table 34
Cognitive Services Recelved Per Patient

# Cognitive Services

Received # Patients  Frequency (%) Cumulative %
1 3855 73.1 73.1
2 678 12.9 86.0
3-5 102 7.0 93.0
6-9 370 2.3 95.3
10+ 124 47 100.0
Total patients 5273
Mean cognitive 2.66
services received
Standard deviation 8.02

Differences in the characteristics of patients receiving cognitive services for selected
problems (drug: complex administration; patient over-utilization; patient underutilization; and
patient: case managed) were examined from two perspectives. Fird, we examined differences in
the characteristics of patients receiving cognitive services for each problem type. Secondly, we
examined study group (Croup A vs. B) differences among patients receiving each type of
cognitive  sarvice.

8.7.1 Number of patients receiving cognitive services. by problem type. Table 35
shows the didgtribution of patients receiving cognitive services for each type of problem. Even

though “ case managed patient” was the most commonly reported problem type overall, more
patients (16.8%) received cognitive services for “ suboptimal drug” than for any other single
problem type, followed by “case managed patient” problems (10. 1%), “suboptimal dose’
problems (9.6%), and problems of “patient overutilization” (7.6%). This suggests that “case
managed” patients were more likely to have received multiple cognitive services for the same
problem.
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Table 35
Number of Peatients Recelving Cognitive Services, by Problem Type

Overall Group A Group B
Total | % ofall C.S. CS. CS.
patients | patients [per patient| # per # per
Problem Type receiving | receiving patients| patient |patients| patient
C.S* C.S

Suboptimal drug 1035 16.8% 1.13] 584} 1.13] 451 1.1
Patient case managed 620 10.1% 8.61 501] 9.06 119] 6.73
Suboptimal dose 588 9.6% 1.04f 396f 1.05 192 1.03
Patient over utilization 464 7.6% 1.35 249] 145 215 1.24
Patient communic. diff. 445 7.2% 1.35] 217 1.19] 228} 1.5C
Drug: other problem 422 6.9% 1.46 279 1.68 143] 1.04
Drug: complex admin. 408 6.6% 4.10] 250 5.85 158] 1.34
Suboptimal regimen 342 5.6% 1.09 188f 1.05 154 1.14
Drug-drug interaction 323 5.3% 1.36] 204/ 1.50 119 1.13
Drug: therapeutic dup. 283 4.6% 1.15 166 1.19 117} 1.1C
Drug -allergy 221 3.6% 1.07 123}  1.09 98] 1.05
Pt. seeking care-with sx 197 3.2% 1.14 151 1.15 46] 1.11
Patient underutilization 167 2.7% 1.32 86 1.36 81 127
Subopt. dose form 166 2.7% 1.11 93] 1.05 73]  1.1¢
Other nondrug 135 2.2% 1.11] 46/ 1.09 89 1.12
Suboptimal duration 99 1.6% 1.05 58] 1.02 411 1.1¢
ADR: preventable 60 1.0% 4.58 451 5.76 15 1.07
Drug-disease interaction 42 0.7% 1.07 23] 1.04 19 1.11
Unnecessary drug 34 0.6% 1.09 14, 1.14 20f 1.05
Pt. seeking care-no sx 34 0.6% 1.03 26 1.04 1.00
Pt other improp. use 31 0.5% 1.03 20{ 1.05 111 1.00
ADR: observed 26 0.4% 1.00 19] 1.00 7] 1.00
Drug-food interaction 3 0.0% 1.00 1] 1.00 2| 1.00
Drug-lab test interaction 0 0.0%

*The total number ofpatients does not equal the sum ofpatients per problem type, as many patients receivee
cognitive services for different problem types. Records are limited to patients identified from linked
cognitive service-prescriptions. Count of cognitive services limited to 2 per patient per day.

Table 35 dso shows the number of cognitive services per patient by problem type. For
most problem types, patients received only one cognitive service. However, for the “patient
case managed” category, patients received, on average, over 8 cognitive services interventions
over the entire study time period. For “drug: complex administration” problems, patients
received an average of 4.1 cognitive services, and for “preventable adverse drug interactions”,
they recelved an average of 4.6 cognitive services

Table 35a illugtrates the pattern of receipt of different cognitive services per patient.
The percent of patients, by problem type, who aso received a cognitive service for a different
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problem type a some point during the study is shown. Among patients with the most prevaent
problem types, between 25% and 50% of them aso recelved a cognitive service for some other
type of drug therapy problem a some point during the study. However, awide variety of
different problems were usudly reported. For example, anong patients with reported “drug:
complex administration” problems, “patient case managed” was a common second problem type
(12.5% of the time). Among patients with reported cognitive services for “patient
over-utilization” problems, between 5% and 6% of the patients aso recelved cognitive services
for “suboptima drug”, “patient underutilization”, “drug-drug interaction” and “patient case
managed” problems. Finaly, among patients with reported “suboptima dose’ problems, the
most frequent second problem type was “suboptimal drug” but this only occurred 7.3% of the
time.
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Table 35A
Frequency of occurrence of different types of problems, per patient

Count of patients distributed according to different Problem Codes for which a Cognitive Service was documented

rob. Problem Total % pts. with
Code Descrintion Pts. | 1|2(3]|4]|5]|6(11|21]122232425R6]|27|28]29(31]32]|33]34.[35] 41 | A2 | 2+ nroblems
1 |Subopt. drug 1035 * 48 19 10[{5(2 26{14 3 9 0]/014 4 13 23 29 8 13 13 3119 | 0 25.1%
2 |Subopt. dose 58 43 |* P4|7(4 P 1212 26 0/0]1 3 13 15 196 8 15 019 |0 33.8%
3 [Subopt. regimen 34219124 * 7{ 2] 0[13 1 4 0 d 9 0 3]1212] 9(10 5/ 2|19 217 |1 39.5%
4 |Subopt. doseform| 166|10| 7| 7 = Jafolala of 1l1fofop .2 6 3[211.7.0 2|1 34.3%
5 [Subopt. duration 995 (4 f2f1[*|0]|3]3(0]0f{0]JO]|1]0j2|6[7|1[3]1]0] 2|1 42.4%
6 |Unnecess. drug 34/2]0j0j0]0]*{2{2]0]/0]0jOf0]JOf14 P JO|2pP |Of21 fO 50.0%
11 [Drug ther. dup 283 2b 12113 4 3 2 *f 24 0L 4 0 0 22|78 13 % 4 11 1|5 0 50.9%
2 1 |Drug-druginter. | 323{14{12] 7] 4 {3 {224} *[3]5]ojol1]1 ] 6 {7{23][5]1]9]ol 5| 1 41.2%
22 |Drug-dis. inter 421312]12{0{0{0}1[3[*{0}0]0O0j0O{O]20 B [0O]Of 242 10 ]0 42.9%
23 |Drug allergy 2211916(0}1]0j0j4)5}0{*jlojojo|1p (14 0 (O] 6] 13 [0 19.9%
24 |Drug-food inter 3jofofof1{ofolojofoloi*|iotolojo [O]JO] O Q O QO 10O 33.3%
25 |Drug-lab inter oflolo ® ofolo ® oJo|o ¢ * o]0 ) 0 0] D 0 0 0 0 0 0.0%
26 |ADR: prev. 60{4(1|0j0{1]0]2]1]l0({0|O0f[O1*|O[1pP 3 11 20 3 0 36.7%
27 |ADR: observed 2614 |13(3(1(o0(ot2|1l0j1{0jO{0O}*] 1] 3]J2]0 1 P O 1 96.2%
28 |Drug cmplx adm 408 18 03|14 42 2 1 4 4 5 4 O 1|11 17 15 8 12 b1 |1 6|7 44.4%
29 |Drug other prob 422 28 1519(6]614|8|7|0[1[{0]J0|2 B U7 ¥ 20 3 10 11 J 15| 4 39.1%
31 |Pt. over util. 464 2p 19 (10) 3| 7(2|13 2B B R O Q 3(2 (15 R1|* 25 6 2P 4 10|4 48.1%
31 |Pt under-util.n 1 6 186[5(2]1]105b 00004 10]| 8f13J25/*]0J1112]3 |1 51.5%
33 |Pt. commun diff. 44511 B4211B141|0p Qo1 1 1/23060 [* |70 |3 [4 17.3%
34 [Pt case mgd. 620 1B 15|14 71 4 21 1Lt P R B D O 2| 2 (51|11 24 11 7| *[1 5] 1 30.5%
35 [Pt other use 31 B D 2qQgof1j0j1f1j0oj0 D O 110 4 2|0 * 1 0 54.8%
41 |Pt seeking care- 197(1p9g7/2p 15508394013 p [6A5(14d3] 3 p |1 |* |6 53.3%
with sx.
42 |Pt seeking care- 314(0(0f1f2f2|0j0Of2|0f 0O O OQ O|2 |7 # 4 1] 4]/1 (0 p * 94.1%
Nno SX
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Case managed patients tended to be older than patients recelving cognitive services
for drug underutilization, overutilization, or complex administration problems (Table 36).
Further, case managed patients tended to receive more cognitive services than did patients
from the other three problem groups with an average 8.61 cognitive services received, per
patient, over the study time period. In contrast, patients recelving services for drug:
complex administration received about haf this number of cognitive services, and patients
either under or over-utilizing drugs received less than one-sixth as many cognitive services
(1.3) as did case managed patients.

Patients receiving cognitive services for drug overutilization tended to have more
prescription claims (8.2) from more prescribers (4.4) than did patients receiving cognitive
savices in the other three categories (each patient recelving cognitive services for drug
underutilization had, on average, 60.9 claimsfrom 4.1 prescribers; for drug: complex
administration each recelved an average of 48.6 prescription clams from 3.4 prescribers,
and case managed patients each recelved an average of 70.7 prescription clams from 3.3
prescribers).

8.7.2 Group A Vs croup B differences . In nearly al cases, patients in Group A
received more cognitive services for each problem type than patients in Group B (Table
35). We noted no appreciable Group A vs. B differences in characterigtics of patients
recelving cognitive services for drug under-, or overutilization problems. However,
patients receiving services for “drug: complex adminigtration” from Group A pharmecists
were about 9 years older, on average, recelved substantidly more prescriptions, and were
issued prescriptions by more prescribers than were patients receiving similar cognitive
sarvices from pharmacists in Group B. All differences were dtatigticaly significant.

Additionaly, we note that a patient recelving services for case managed patient
problems from Group A pharmacists had, on average, significantly more prescription
clams (101.9) during the course of the study, but used fewer pharmacies (1.6) than did a
patient recelving case management services from Group B pharmacists (66 prescriptions
from 2.1 pharmacies).
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Table 36

Characteristics of Patients Recaiving Cognitive Services for Sdlected Problems

*Represents prescription usage during the study period 2/94 through 9/95.

** Count of cognitive services limited fo 2perpatientper day.

Problem Type; 28 Total Group A Group B Difference

Drug complex admin. T test (p<)
# Pts 408 250 158 (
Age (mean, s.d.) 37.4 (24.3) 410 (24.1) | 31.4 (23.7)|3.93 (0.001)
# Rx claims /Pt.  (mean, s.d.)* 48.6 (65.2) 83.6 (131.0) 40.0 (57.7) | 4.60 (0.001)
# prescribers/R . (mean, s.d.)* 3.4 (2.4) 4.0 (2.7) 3.4 (2.6) 2.21 (0.027)
# pharmacies/R. , (mean, s.d.)* 1.7 (1.2) 1.7 (1.1 1.9 (1.5) -1.41 (0.158)
# CS per patient (mean, s.d.)** 4.10 (9.7) 5.85 (23.34 1.34 (1.55) | 2.42 (<0.02
Pts receiving Medisets (#, %) 34 (5.5%)

Problem Type 31

Overutilization
# Pts 464 249 215 -
Age (mean, s.d.) 47.6 (19.1) 48.9 (22.2) 45.3 (19.7) 1.11 (0.267)
# Rx claims /Pt. (mean, s.d.)* 82.1 (79.5) 92.8 (88.5) 96.9 (92.6) | -.491 (0.624)
# prescribers/R . (mean, s.d.)* 4.4 (3.0) 4.5 (3.1) 4.8 (3.2) | -0.743 (0.458)
# pharmacies/R . (mean, s.d.)* 2.0 (1.7) 2.0 (1.5) 2.1 (2.0) -0.386 (0.699)
# CS per patient (mean, s.d.)** 1.35 (1.29) 1.45 (2.42) 1.24 (0.72) 1.22 (<0.20)
Pts receiving Medisets (#, %) 7 (1.5%)

Problem Tvpe 32

Patient _Under utilization
# Pts 167 86 81 -
Age (mean, s.d.) 47.1 (21.0) 48.9 (22.2) 45.3 (19.7) { 1.11(0.267)
# Rx claims /Pt. (mean, s.d.)* 60.9 (59.1) 79.5 (76.2) 61.8 (56.1) | 1.72 (0.087)
# prescribers/Pt. . (mean, s.d.)* 4.1(3.0) 4.0 (2.6) 4.5 (3.4 -1.08 (0.283)
# pharmacies/Pt. . (mean, s.d.)* 1.8 (1.1) 1.62 (1.1) 20(1.2) -2.44 (0.015)
# CS per patient (mean, s.d.)** 1.32 (.80) 1.27 (.67) 0.61 (>0.20)
Pts receiving Medisets (#, %) 6 (3.4%) S

Problem Type34

Patient Case Managed
# Pts 620 501 119 -
Age (mean, s.d.) 50.4 (23.4) 50.8 (22.5) 47.4 (27.7) | 1.26 (0.208)
#Rx claims /Pt. (mean, s.d.)* 70.7 (64.0) | 101.9(104.8) | 66.4 (70.2) | 4.45 (0.001)
# prescribers/Pt. . (mean, s.d.)* 3.3Q2.4) 3.5(2.5) 3.6(2.7) -.264 (0.792)
# pharmacies/Pt. . (mean, s.d.)* 1.7 (1.0) -3.42 (0.001)
# CS per patient (mean, s.d.)** 8.61 (9.13) 2.06 (<0.05
Pts receiving Medisets (#, %) 156 (25.2%)

8.7.3 Dispensing of medications in specid packaging. During the course of the

demondiration, the Washington State DSHS ingtituted a policy of alowing pharmacists to
dispense prescriptions in unit of use, or Mediset-type containers. Beginning December,
1994, pharmacists were allowed to provide--and be reimbursed for-- up to two Mediset-
type containers per year for quaifying Medicaid beneficiaries. Qualifying criteria included
patients with multiple chronic illnesses, and using multiple prescription drugs. Pharmacists
were compensated only for the cost of the container, not for a separate “filling fee”

associated with its use.
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This palicy change was of interest because it coincided with the beginning of a
period of higher cognitive services intervention activity overdl, particularly for Group A,
and particularly for “case-managed” and related problems (Table 36). We examined
cognitive services records to determine the number of patients receiving cognitive services
for poly-drug therapy problems who aso recelved prescriptions in Mediset-type containers
and found it to be quite low. Overdl, only 203 containers were billed to, and paid for by
the Medicaid program for patients (in Groups A and B combined) with these identified
problems. Nearly al of these patients received but one Mediset-type container. The
percent of patients who received Mediset-type containers for “drug complex
adminigtration,” “drug: overutilization” and “patient overutilization” problems was dso
low, ranging from 1.5% to 5.5%.

In contrast, about one-quarter of patients identified with “patient case managed”
problems recelved at least one prescription in a Mediset-type container. According to our
working definition, case managed patients may be referred to pharmecists by a prescriber,
by the Medicaid program, or assigned by the pharmacist. While we captured no data to
indicate the source of referrd, we did examine the number of patients that were assigned
to case management by the State Medicaid program. We asked the State to identify which
patients from a list of patients who had received cognitive services for case management
and related problems they had assigned for case management. Of 617 identified patients,
only 18 (3%) were State-assigned. Most State-assigned patients were assigned for
reasons of drug misuse/overuse.

8.8 Cognitive Service Intervention Times

Pharmacists were thorough in recording intervention times on each cognitive service
document; 98% of the cognitive services by Group A pharmacies had reported times, as
did 99% of Group B pharmacies. Pharmacists reported an average of 7.5 minutes per
problem intervention (Table 37). However, the amount of time reported was highly
variable, as evidenced by a standard deviation of 7.6 minutes.

Table 37
Pharmecists  Self-reported Time per Cognitive Service

Overall Group A Group B
mean 7.5 min. 7.9 min. 6.5 min.
st. dev. 7.6 min. 7.0 min. 8.8 min.
median 5.0 min 5.0 min 5.0 min
1-6 min. 12862 65 8931 60 3931
7-19 5758 29 4754 32 1004 19
20-29 761 4 672 5 89 2
30+ 463 2 330 2 133 3
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Approximately two-thirds of problem interventions took reportedly 6 minutes or
less, and 94% of reported problems took less than 20 minutes. Group A pharmacists
reported expending 1.4 more minutes, on average, to perform cognitive services than
Group B pharmacists (7.9 minutes vs. 6.5 minutes, student T-test, significant a p <
0.0011). Cognitive services of over 6 minutes were reported by Group B pharmacists
25% of the time and for Group A pharmacists 40% of the time.

We next examined the average amount of reported pharmecist time per problem
type and main intervention (Table 38). Observed adverse drug reactions (although an
infrequent event) took the most time, on average, followed by “patient case managed.”
Among interventions, “consult Medicaid” took the most time (athough an infrequent
activity overdl), followed by “consult pharmacist a another pharmacy” (also an infrequent
activity) and “consult prescriber”.

Table 38
Time per Cognitive Service for Sdlected Problems and Interventions
(Groups A and B)

Mean Time
by Problem Type (sdected) N % (minutes)
Observed adverse drug reaction 39| 0.2 10.8
Patient case managed 7069 | 36.9 9.7
Drug complex administration 3743 19.6 5.6
Suboptimal_drug 1702 8.9 6.8
Suboptimal  dosage 816 4.1 6.3

by Primary Intervention (selected)
Patient training 5949 30.0 8.4
Consult  prescriber by phone/fax 6118 30.8 7.1
Patient  assessment 2344 11.8 7.3
Consult natient 1996 10.1 6.1
Consult Medicaid 180 0.9 14.8

We further explored Group differences in average reported times to perform
cognitive services. Group differences may have occurred because a different mix of types
of problems and interventions were reported each requiring different amounts of time. For
example, we observed earlier that “patient case managed” and “drug complex
administration” was reported much more frequently as a problem type, and “patient
training” as an intervention activity, by Group A pharmacists (Tables 6 and 7). It is dso
possible that pharmacists in each group smply directed more time to the resolution of
some problems than for others. To explore this possihbility, we examined group differences
in mean amounts of time, per problem and per intervention activity.

Mean reported times between Group A and Group B pharmacists were found to
differ for severa problem types. (Table 39) Problem types taking significantly more time,
on average, in Group A included “case managed patient” (10.5 minutes in Group A vs. 5.0
minutes in Group B), “suboptimal drug” (7.3 minutes in Group A vs. 6.0 minutes in
Group B), “patient communication difficulty” (7.0 minutesin Group A vs. 3.9 minutesin
Group B), and “drug: therapeutic duplication” (6.4 minutesin Group A vs. 3.4 minutesin
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Group B). On the other hand, “drug: complex administration” problems took an average
of 8.2 minutes for Group B but 5.3 minutes for Group A.

Table 39
Mean Reported Time by Problem and Primary Intervention
Total Group A Group B
% of Mean Mean
By Problem Type: N total N Time| N Time p<
csS

Patient case managed 7069 349 6006 105/ 1063 5 C
Drug: complex administration 3743 185| 3419 5.3 324 8.2 C
Suboptima  drug 1702 84 986 7.3 716 6 0.064
Patient communication difficulty 944 47 380 7 564 39 C
Other drug-specific problem 888 4.4 660 9.3 228 9.4 0915
Suboptima  dose 816 40 539 6.1 277 68 012
Patient overutilization 784 39| 439 6.6 345 6 C
Drug-drug interaction 474 23| 261 59 213 6.7 082
Drug therapeutic duplication 452 22| 268 6.4 184 34 002
Patient seeking care-with symptoms 444 2.2 283 7.3 161 6.4 0.065
Adverse drug reaction -preventable 295 146 270 4.4 25 59 0031
Other non-drug problem 277 1.37 89 75 188 106 0.025
Drug-disease 69 0.34 41 6.6 28 6.6 098
Patient seeking care-no symptoms 65 0.32 40 6.5 25 6.7 0.821
Patient other improper use of drug 55 0.27 6 112 19 91 ns
Adverse drug reaction -observed 39 0.19 29 8.8 10 168 0.203
Missng (Problem type) 2,124  10.50 1267 857
Tota problems 20,240  100%]| 15,013 5,227
By Intervention:
Consult  prescriber by phone/fax 6118 302 3964 7.1 2154 7.1 0.994
Patient training 5949 204 5586 85 363 6.9 0
Patient assessment 2344 116 2091 7.5 253 6.3 0.109
Consult patient 1996 99] 932 8.0 1064 4.4 0
Other 1919 95| 1035 8.4 884 4.7 0
Consult prescriber in person 795 39| 696 8.5 99 9.3 0413
Review laboratory tests 234 12| 232 39 2 135 n/d
Consult Medicaid 180 0.9 53 154 127 14.6 0.775
Review literature 138 0.7 15 57 123 15.4 0
Review profile or chart 125 0.62 58 7.2 67 3.7 0
Consult RPh at another pharmacy 38 0.19 20 95 18 11 0.584
Missing (Intervention) 404 200 331 73
Tota interventions 20240 100%| 15013 5227

*based on students T test results. P values uncorrected for m itiple comparisons.

Interventions were sometimes similar and sometimes different between Group A and
Group B pharmacists. The average amount of time for “consult prescriber” was the same
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between groups (7.1 minutes). Intervention activities taking more time, on average, in
Group A pharmacies included “consult patient” (Group A: 8.0 minutes, Group B: 4.4
minutes), “patient training” (Group A: 85 minutes, Group B: 6.9 minutes), and “review
profile or chart” (Group A: 7.2 minutes, Group B: 3.7 minutes). One intervention activity,

“review literature,” took more time, on average, among Group B pharmacies (Group B:
15.4 minutes, Group A: 5.7 minutes).
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8.9 Characteristics of Participating Pharmacies and Pharmacists

As pat of the demondration, two surveys were administered by Abt Associates to
participating pharmacists and pharmacies in Groups A, B and C.  The primary purpose of
the survey was to elicit demographic, setting, practice pattern, and attitudinal
characteridtics potentialy associated with the provision of cognitive services.

8.9.1 Methods. Survey instruments were developed and pre-tested by Abt
Associates in collaboration with the Washington Demonstration Team. One, referred to
as the “pharmacy questionnaire” was sent to the pharmacist in charge at each site. The
other, referred to as the “pharmacist questionnaire’, was directed to dl practicing
pharmacists at each Site.

All study pharmecies (that is, Groups A, B, and C) were included in the sampling
frame. Pharmacists were sampled according to a one-stage cluster sampling procedure:
dl pharmacists employed by a sampled pharmacy were asked to complete the survey. The
firs contact was made with the pharmacist in charge a each site. Each was informed of
the forthcoming survey, asked for his or her cooperation, and asked to identify the number
of other pharmacists employed at the Ste. In a subsequent mailing, the pharmacist in
charge received a pharmacy questionnaire as well as questionnaires for each pharmacist.
The survey instruments were administered during June and July of 1995. Up to two
survey mailings were made to each group, adong with follow-up reminders.

The pharmacy owner/manager survey contained questions about the pharmacy
(eg. its location, size, volume measures, DUR computer applications, interna policies on
drug thergpy interventions). The pharmacist survey contained questions pertaining to
training, workload, DUR and cognitive service intervention experience, and attitudes and
beliefs about professona practice issues including the provision of patient counseling and
cognitive services. Simultaneous use of the two questionnaires offered the opportunity to
characterize a pharmacy’s practice and approach to DUR, as well as provide an
opportunity to characterize working conditions, attitudes and orientations from the
perspective of each practicing pharmacist, regardless of location. Copies of the survey
instruments used are included in Appendix N.

The survey responses were linked to cognitive services documentation data for
Group A and B pharmacies and pharmacists. Multivariate techniques were employed to
examine the factors associated with: 1) provision of any cognitive service, and 2) the
volume of cognitive services provided.

89.2 Results After the mailings and telephone reminders, aresponse rate of 73%,
75%, and 59% was achieved for pharmacies in Groups A, B, and C, respectively. We
received from Abt Associates 203 usable questionnaires from pharmacies. 76 from Group
A, 62 from Group B, and 65 from Group C. The overal response rate for pharmacists
was 59%. We received 162 usable questionnaire responses from pharmacistsin Group A,
126 from Group B, and 98 from Group C (See Table 40).
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Table 40
Pharmacy/Pharmacist Survey Response Rates

Pharmacist in charge Pharmacists
Response Response
Sent Returned Rate Sent Returned Rate
Group A 104 76 73% 255 162 64%
Group B 83 62 75% 182 126 69%
Group 111 65 59% 214 98 46%
All Groups 298 203 68% 651 386 59%%

8.9.2. | Pharmacy operating characteristics. Survey responses relaing to
operating characteristics were compared initialy by group. There were only dight
differences among pharmacies in terms of ownership (Table 41). Among respondents,
about haf the pharmacies in al three groups identified themselves as being independently
owned (for comparison, approximately 63% of al pharmacies in the State are
independently owned). Chain ownership ranged from a low of gpproximately 34% in
Group A to a high of 48% in Group B. The remainder (amounting to less than 6%) were
largely governmental or publicly owned medicd clinic pharmacies. A Chi-square test of
sgnificance showed no difference in the digtribution of pharmacies by type across groups.

Table4 1
Pharmacy Ownership
Group A Group B Group C

Pharmacy Type Number | Percent | Number | Percent | Number | Percent

Independent 45 59.2 31 50.0 36 554

Chain 26 34.2 30 48.4 28 43.1

Other 5 6.6 1 1.6 1 1.5
Total 76 100% 62 100% 65 100%

Chi-square andysis (independent vs. chain) X? = 2.145; p<.342, Missing =0

Pharmacies in the three study groups differed dightly in terms of location (Table
42). Between 29% and 36% of pharmacies in each group were located in urban settings.
Pharmacies in rural settings comprised approximately 40% of Groups A and C, but only
3 1% of Group B. Pharmacies in suburban locations comprised 24% of Group A, 40% of
Group B, and 27% of Group C.
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Table 42
Pharmacy Location

Group A Group B Group C
Location | Number | Percent | Number | Percent Number Percent
Urban 27 36.0 18 29.0 22 33.8
Rural 30 40.0 19 30.6 26 40.0
Suburban 18 24.0 25 40.3 17 26.2
Total 75 100% 62 100% 65 100%

Chi-square andysis. X*= 4.974; p<.290, Missng = 1

Medical centers were the setting for 26% of Croup A and 3 1% of Croup B, but
only 12% of Croup C pharmacies (Table 43). Food markets were the setting for between
21% and 25% of pharmacies across dl groups. Findly 32% of pharmacies in Croup A
were located in neighborhoods or other settings, compared to 21% of Croup B and 41%
of Croup c.

Table 43
Pharmacy Setting
Group A Group B Group C
Setting Number | Percent | Number|Percent|Number | Percent
Shopping Mall 16 21.1 13 21.0 14 21.5
Medica Center 20 26.3 19 30.6 8 12.3
Food Market 16 21.1 17 274 16 24.6
Neighborhood & Other 24 31.6 13 21.0 27 41.5
Total 76 100% 62 100% 65 100%

Chi-square andlysis. X?=10.10; p< 0.120. Missing =0

The three study groups did not differ substantialy in terms of total prescription
volume (Table 44). Between 58% and 67% of pharmacies reported total prescription
volumes of 2,999 per month or less. Approximately 19% of pharmacies in Croup A had
prescription volumes of over 5,000 per month, compared to 7% of pharmaciesin Croup B
and 14% of pharmacies in Croup C.
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Table 44
Monthly Prescription Volume

Group A Group B Group C
Prescriptions per month Number | Percent | Number | Percent Number Percent
<1500 11 14.9 9 14.8 13 20.0
1500 - 2999 32 43.2 32 52.5 27 41.5
3000 - 4999 17 23.0 16 26.2 16 24.6
5000+ 14 18.9 4 6.6 9 13.8
Total 74 100% 61 100% 65 100%

Chi-square andlysis. X* = 5.61; p<.468. Missing = 3

The predominant business of most pharmacies was prescription saes (Table 45).
Approximately three-fourths of pharmacies in each group indicated that prescription saes
comprised 75% or more of total pharmacy or pharmacy department saes. Differences
among groups were minor and not datigticaly sgnificant.

Table 45
Percent Sales from Prescriptions
Prescription Sales to Group A Group B Group C

Total Sales Number | Percent | Number | Percent | Number | Percent

<50% 5 6.9 6 10.2 3 4.7

50-74% 10 13.9 6 10.2 14 21.9

75-89% 19 26.4 14 23.7 19 29.7

>89% 38 52.8 33 55.9 28 43.8
Total 72 100% 59 100% 64 100%

Chi-square andysis. X* = 5.59; p< .470. Missing = 8

The Medicaid program served as an important, but not adominant source of
prescriptions for most pharmacies. For about haf the pharmacies in dl three groups,
Medicaid prescriptions comprised between 10% and 25% of tota prescription volume
(Table 46). Medicad prescriptions comprised over 25% of totd pharmacy prescription
volume for 39% of Croup A pharmacies, but only about one-fourth of Croup B and C
pharmacies.
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Table 46
Percent Medicad Prescriptions

Group A Group B Group C
% Medicaid RNumber | Percent [Number | Percent | Number | Percent
< 10% 10 135 13 21.3 16 24.6
10 - 24.9% 35 47.3 33 94.1 32 49.2
25% + 2 392 | B 24.6 17 | 262
Total 74 100% 61 100% 65 100%

Chi-square analysis. X* = 5.89; p<.232 Missing = 3

Between 3 1% and 39% of pharmacies in al groups stated they had a separate
physical space for patient counseling. (Table 47). The differences between groups were
not gdtatistically significant.

Table 47
Separate Space For Counsdling Petients
Separate Counseling Group A Group B Group C
Space Number | Percent | Number | Percent | Number | Percent
Yes 30 39.5 - 23 37.1 20 313
No 46 60.5 39 62.9 44 68.8
Total 76 100% 62 100% 64 100%

Chi-square analysis: X>= 1.05; p<0. 590. Missing = 1

A relatively high percentage of pharmacies reported providing cognitive services to
non-Medicaid patients. Among Croup A pharmacies, 61% reported providing these
services;, among Group B pharmacies the number was 44%, but only 37% for Croup C
pharmacies (Table 48). These differences were sgnificant a p< 0.01.

Table 48
Provide Cognitive Services to Non-Medicaid Patients
Provide Servicesto non- Group A Group B Group C
M edicaid patients? Number| Percent | Number | Percent | Rumber¢ e n t
Yes 46 61.3 27 44.3 23 36.5
No 29 38.7 34 55.7 40 63.5
Total 75 100% 61 100% 63 100%

Chi-square analysis: X? = 9.00; p< 0.011. Missing = 4
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Between 3% and 12% of pharmacies across groups indicated they received

reimbursement for cognitive services from other (i.e., non-Medicaid) payers (Table 49).
However, differences were not gdatisticdly significant.

Table 49
Recave Rembursement for Cognitive Services from Non-Medicaid Payers
Receive Group A Group B Group C
Reimbursement ? Number | Percent | Number { Percent | Number | Percent
Yes 9 11.8 2 3.2 3 4.6
No 67 88.2 60 96.8 62 95.4
Total 76 100% 62 100% 65 100%

Chi-square andyss. X* = 4.72; p<.094. Missing =0

8.9.2.2 Factors associated with cognitive service documentation, by participating
pharmacies. We assessed varidbles associated with cognitive services documentation
activities at the pharmacy level for Croups A and B. Data from the pharmacy
questionnaire were linked with the cognitive services documentation database to
determine the number of cognitive services performed per pharmacy. We determined the
number of cognitive services performed during a 6-month window most closdly
approximating the time of completion of the questionnaire (April through September

1995). To normalize the distribution, this number was restated as the log (base 10) of the
number of documented cognitive services.

Table 50 shows the variables consdered in multivariate analyses of cognitive
services. For each, a rationde is offered for its incluson in the modd.
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Table 50
Independent Varidbles (and Rationale) Used in Predicting Cognitive Service Activities of
Pharmacies

Studv agroup (GROUP)

Pharmacies andpharmacists with financial incentive (i.e., Group A) will be more inclined to
perform cognitive services.

Pharmacy type (01 LREG)

The type of pharmacy (e.g., independent, chain) may reflect a different orientation to practice
and managerial attitudes toward provision of cognitive services.

Geographic area (02 LREG)

Practice standards are likely to differ by geographic area; pharmacists in certain areas (e.g.,
urban, suburban, rural) may be more inclined to provide cognitive services than in other

areas.

Setting (Q3(SMNG)P)

Pharmacists in certain settings may be more inclined to provide cognitive services (e.g.,
medical clinic, shopping mall).

Private space available for natient counsaling (Q4R)

Pharmacies with a private physical space may be more committed to performing cognitive and
other patient care-related services.

Number of FTE pharmacists (Q5R)

Pharmacies employing more pharmacists may practice task specialization or have more fully
developed practice standards affecting provision of cognitive services.

Number of FTE pharmacy technicians (Q6R)

Pharmacies employing more pharmacy technicians free up pharmacist time to perform other
tasks such as cognitive andpatient care services.

Hours the nrescrintion department is open (Q7R)

Pharmacies open more hours may have more non-dispensing time available to perform
cognitive services.

% of Total pharmacy sales accounted for bv prescriptions (Q8R)

Prescription-orientedpharmacies will be more inclined to engaged in patient care-related
activities and cognitive services.

Annual nrescrintion sales (Q9R)

The workload volume of the prescription department reflects professional orientations either
favoring or mitigatingperformance and documentation of cognitive services.
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Number of prescriptions dispensed in atypical month (Q 10R)

An alternate measure of workload volume which reflects professional orientations and which
may either encourage or discourage performance and documentation of cognitive services.

Percent of prescriptions billed to a third party (Q11R)

Pharmacies influenced or controlled to a greater extent by thirdparties will align their
professional activities consistent with thirdparty rules, reimbursement incentives and the level
of professional fees. This affects the provison of cognitive services.

Percent of prescriptions dispensed to Medicaid recipients (Q 12R)

Pharmacists serving a higher proportionate humber of Medicaid enrollees may be more
attuned to new rules, procedures, and initiatives, such as the those affecting cognitive services.

Percent of Medicaid prescriptions provided to nursing homes (Q12AR)

Nursing home patients have more complex drug regimens and potentially more drug-related
problems than ambulatory patients. An orientation to meeting the needs of this group of
patients may be reflected in a general professional orientation within the pharmacy favoring
the provision of cognitive services to other patients.

How burdensome are cognitive services documentation activities(Q 16R)

Pharmacists who percelve the task of documenting cognitive services as burdensome are less
likely to perform it.

Document cognitive services for non-Medicaid patients (017 LREG)

Pharmacies who document cognitive services for non-Medicaidpatients are more likely to do
s0 for Medicaid patients.

Reimbursement for _cognitive services for non-Medicaid patients (Q 18R)

Pharmacies who routinely receive reimbursement for cognitive services for non-Medicaid
patients are more likely to provide and document cognitive services for Medicaidpatients.

Has the cost of operating Rx department increased due to operating a PDUR svstem? (Q19AR)

An increase in operating costs may reflect the added costs of providing cognitive servicesin
response to DUR alerts.

Has the cost of operating; the Rx department increased due to providing counsdling, to Medicad

recipients? (Q 19BR)

Counseling activities are often linked to the provision of cognitive services. Pharmacies with
increased operating costs may have been engaged in more cognitive services activities as well.

| What % of Rx business costs went to operating a prospective DUR system? (Q20AR)

Higher operating costs in pharmacies may also reflect an orientation to, and a higher level of
activities associated with providing cognitive servicesin response to DUR alerts.
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What % of Rx business costs went to providing counseling to Medicaid recipients? (Q20BR)

Counsdling activities are often linked to the provision of cognitive services. Pharmacieswith
higher counseling-related operating costs may have been engaged in more cognitive services
activities as well.

How useful were CARE Project communications about how to document cognitive services?
(Q21AR)

Pharmacies viewing communications about the CARE project asuseful are more likely to
participate by providing and documenting cognitive Services.

How useful were CARE Project communications in addressing your problems or concerns?
(021BR)

Pharmacies viewing communication about the CARE project as useful in addressing their
specific problems are more likely to participate by providing and documenting cognitive
Services.

Would more communication be useful? (02 1 CR)

Pharmacies perceiving the need for more communications are less likely to have documented
cognitive services.

Adegquacy of $40 monthlv participation fee (Q22)

Pharmacies who regard the fee as being adequate are more likely to have documented
cognitive services

8.9.2.3 Provision of cognitive services (pharmacy level analysis). We firdt
assessad factors associated with provision of any cognitive service by a participating
pharmacy. Among Croup A and B pharmacies responding to the survey, (n=138), there
were 85 (61.6%) who documented cognitive services during the 6 month time window
(92%, or 127 of the responding pharmacies documented one or more cognitive services
over the entire period of the study).

We used logigtic regression to explore pharmacy variables associated with
cognitive services documentation during the 6 month time window. Logistic regression
results (Table 5 1) identified two variables significantly associated with whether or not the
pharmacy documented any cognitive services for Medicaid recipients during the 6 month
window, namely, the perceptions of the pharmacist-in charge about the useful ness of
CARE Project communicationsin helping to understand how to document cognitive
services (oddsratio = 2.24; confidence interval: 1.15 to 4.35; p<0.018), and the number
of FTE (full time equivalent) pharmacists employed (odds ratio = 1.06; confidence
interval: 1.01 to 1.10; p< 0.015).
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Table 51

Logigtic Regresson Results:
Factors Associated with Pharmacy Documentation of Any Cognitive Services
(During a 6 Month Time Window)

95% CI
Variable B SE. Sig* OR.; Lower Upper
Communication re. how to 0.806 0339 0.018 2238 1152 4351

document (Q21AR)
INumber of FTE Pharmacists (Q5R).0.055 0.022 0.015 1.056 1011 1.103

*Wald test results, N=135 pharmacies. Missing = 3 pharmacies.

Thus, the number of pharmacists on staff was weakly associated, and the
pharmacist-in-charge’ s positive perceptions about the usefulness of communications
regarding cognitive services documentation were much more strongly associated with
whether or not the pharmacy documented any cognitive services for Medicaid recipients.
Using these two variables aone, the equation correctly classified 88.1% of participants
(i.e, as having documented one or more cognitive services during the 6 month time
window of observation), and 3 1.4% of the non-participants (who documented no
cognitive services during the 6 month window), for an overal prediction rate of 66.7%.

Not surprisingly, the two variables entering the model were significantly associated
with other variables that did not enter the moddl (Table 52). For example, the number of
FTE pharmacists employed was associated with several other pharmacy size and volume-
related factors, such as number of FTE pharmacy technicians employed (r=.462), annual
prescription sales (r=.522), and number ofprescriptions dispensed in a typical month
(r=.348). The pharmacist in charge's perceptions about the usefulness of CARE Project
communications regarding the documentation of cognitive services were highly
associated with perceptions about the usefulness of CARE Project communicationsin
addressing Specific problems or concerns (r=.722). The high degree of correlation
between these variables and severa variables not included in the modd suggests that they
may act as close subgtitutes or surrogates.
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Table 52
Correlations Among I ncluded and Excluded Variables in the Regression Models*®

les enteri
# FTE Technicians (Q6R) 0.462
Annual Rx Sales (Q9R) 0.522 0.719
# Rx per month (Q10R) 0.384
Usefulness of CARE: Addressing 0.722
Concerns (Q21BR)
Hours Rx dept. open per wk (Q7R) 0.338
% of total pharmacy sales accounted 0.321
for by Rx (Q8P)
Hours dispensing (Q8) -0.362
Grocery Location (Q3GP) -0.364
Medical Center Location (Q3M) 1.0
Shopping Center Location (Q3SP) -0.398
Neighborhood Location (Q3NP) -0.353

¢ Table includes only those correlations at or above r=0.30

¥ Variables included in the regression models not having correlations with excluded variables above r =
0.30 include study group (GRP_RECD), pharmacy position (Q6R), geographic area: rural (Q2RP), %
billed to Medicaid (Q12P), % total pharmacy sales accountedfor by Rx (@8P), and burdensomeness of
cognitive services documentation (Q16).

8.9.2.4 Volume of cognitive services (pharmacy level analysis). Next, we
explored factors related to the volume documented of cognitive services for Medicaid
recipients over 6 months, using the same set of variables. Ordinary least squares multiple
regression results (Table 53) identified three significant variables which together account
for approximately 24% of the variance (multiple r = 516, adjusted r’=.239). Thethree
variables are study group status (i.e., Croup A or B) (beta =0.347), and two prescription
volume-related factors. number of prescriptions dispensed in a typical month (beta=-
0.265), and percent ofprescriptions dispensed to Medicaid recipients (beta = 0.305).
These findings indicate that the number of documented cognitive service events for
Medicaid recipients is higher in Croup A pharmecies, pharmacies dispensing fewer
prescriptions per month, and pharmacies with a higher percent of Medicaid recipients.



Table 53
Factors Associated With the Cognitive Service Documentation Rete by Participating

Pharmacies* Sig,»#
0.001
Variable Unstandardized B Std. Error(B) Beta 0008 =
Group Status. Study group 0.541 0.154 0.347 0.001
# Rx digpensed monthly at -0.204 0.076 -0.265 0.008
pharmacy (Q10R)
% Rx billed to Medicaid (Q12R) 0.283 0.090 0.305 0.002 |

* Dependent variable: log of the cognitive service documentation rate during a 6 month period, N= 84
pharmacies. Missing = 1 pharmacy
**Sionificance of Beta using Sudent 's t-test.

Again, there were some intercorrelations between variables included and excluded
from the model (Table 52). Among the variables intercorrelated at r=0.30 or higher, the
number of prescriptions dispensed in a typicad month was associated with number of FTE
pharmacists employed (r=0.384), number of FTE pharmacy technicians (r=0.477), hours
the prescription department is open (r=0.338) and annual prescription sales (r=0.719).
This again suggests that these variables may act as partid substitutes or surrogates for
variables included in the model.

8.9.2.5 Practice characteristics of participating pharmacists. Among
pharmacists completing the questionnaire, about haf in each group were ether pharmacy
owners or managers (Croup A: 5 1.9%, Croup B: 52%, Croup C: 45.4%; see Table 54).
The differences across groups were not statistically significant. Approximately 30% of
responding pharmacists had been in practice in 1970 or before (Table 55). Approximately
20-29% had begun practice during the 1970's or 1980's. Between 11% and 18% (across
groups) had begun practice in the 1990's. Again, there were no significant differences in
these didtributions across groups.

Table 54
Pharmacist  Position
Group A Group B Group C
Pharmacy Position| Number % Number % Number %
Staff Pharmacist 83 51.9 65 52.0 44 454
Manager/owner 77 48.1 60 48.0 33 $4.6
Tota 160 100% 125 100% 97 100%

Chi-square analysis; X?=1.25 p<.535 Missing = 4
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Table 55

Experience as a Pharmacist

Group A Group B Group C
Year of first practice Number % Number % Number %
1970 or before 50 31.1 47 37.6 27 27.8
1971-1980 48 29.8 37 29.6 25 25.8
1981-1990 45 28.0 27 21.6 27 27.8
1991 or after 18 112 | 14 11.2 18 18.6
Total 161 100% 125 100% 97 100%

Chi-square Analysis: X*=6.46 p<.374 Missing = 3

Pharmacists were asked whether or not they were able to provide enough
counseling to patients receiving dispensed prescriptions (Table 56). Between 56.8% and
63.9% responded “yes” Differences across groups were not statisticaly significant.

Pharmacistsin Croups A and B were also asked how burdensome the task of

documenting cognitive services was (Table 57). Approximately one-fourth felt it was not
a dl burdensome, dightly over haf felt it was “somewha” burdensome, and less than

20% fdt it was very burdensome. These proportions were not significantly different

across groups.

Table 56

Self-Reported Adequacy of Patient Counseling

Able to provide

enough Group A Group B Group C
counseling? | Number % Number % Number %
Yes 92 56.8 78 624 62 639
No 70 43.2 47 37.6 35 39.6
Total 162 100% 125 100% 97 100%

Chi-square Analysis: X°=1.594, p< .451 Missing = 2

Table 57
Attitudes toward Cognitive Services Documentation
Group A Group B
How burdensome? Number % Number %

Not at all 45 26.7 32 26.7
Somewhat 86 55.0 66 55.0
Very 31 19.1 22 18.3
Total 162 100% 120 100%

Chi-square Analysis: X?=, 102, p<(.950 Missing = 6




Pharmacists were asked about their attitudes toward the prospective DUR
(PDUR) requirements of the OBRA-90 legidation, specificaly, whether PDUR assisted
them in communications with patients and prescribers; its effect on the relationships
between patients, pharmacists, and prescribers; and its overal value. In general, their
attitudes toward the PDUR requirements of OBRA-90 were favorable. When asked
whether PDUR assists them in their communications with patients, nearly 66% of al
responding pharmacists agreed or strongly agreed (A = 60.5%; B = 67.2%; C = 73.4%).
The mgority aso agreed or strongly agreed that PDUR assgts them in ther
communications with prescribers (A = 54.3%; B = 52.4%; C = 59.6%).

Pharmacists were aso asked about the extent to which PDUR interfered with the
patient-pharmacist relationship. An overwhelming majority (78.9%) either agreed or
srongly agreed the statement that PDUR did not interfere with the pharmacist-patient
relationship (A = 80.9%; B = 78.4%; C = 76.3%). To alesser extent, they also agreed or
strongly agreed that PDUR does not interfere with the pharmacist-prescriber relationship
(A =70.4%; B = 61.6%; C = 61.7%). When asked if they agreed that PDUR does not
interfere with the patient-physician relationship, an even lower percentage (but till over
half) agreed or strongly agreed (A = 61.7%; B = 56.5%; C = 54.3%)).

The pharmacists dso had generdly favorable attitudes about the overal vaue of
performing PDUR. A strong majority of pharmacists agreed or strongly agreed, for
example, that reviewing PDUR derts is a vauable use of pharmacists' time (A = 68.3%; B
=67.7%; C=74.2%). To an even greater extent, they agreed or strongly agree that
PDUR helps avoid serious adverse patient effects (A = 82%; B = 86.2%; C = 81.7%). In
addition, they agreed or strongly agreed that PDUR screens usudly confirm their
professiona judgment (A = 75.2%; B = 82.4%; C = 79.8%). They were apparently split,
however, when consdering the effect of PDUR on the time spent counsdling patients.
Many agreed or strongly agreed that as a result of PDUR, they spent more time
counseling patients (A = 39.5%; B = 41.6%; C = 46.8%), while a smilar number
disagreed or strongly disagreed, (A = 44.4%; B = 42.4%; C = 35.1%).

Pharmacists were also asked about their attitudes toward the provision of
cognitive services. In general, they possessed slightly more favorable attitudes about
cognitive services than about the performance of PDUR. When asked the extent to which
they agreed that the provison of cognitive services asssts them in their communications
with patients, for example, a strong majority (76.7%) agreed or strongly agreed (A =
75.3%; B =75.2%; C = 81.1%). A magjority (68.2%) also agreed or strongly agreed that
the provison of cognitive services asssts them in their communications with prescribers
(A = 69.1%; B = 69.4%; C = 65.3%).

Pharmacists were also asked to consder how the provison of cognitive services
affects their relationships with patients and prescribers. A strong majority agreed or
strongly agreed that the provision of cognitive services does not interfere with the patient-
pharmacist relationship (A = 86.4%; B = 86.3%; C = 82.3%). To a somewhat |esser
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extent, they aso agreed that the provison of cognitive services does not interfere with the
pharmacist-prescriber relationship (A = 80.2%; B = 72%; C = 67.7%).

They dso believed that the performance of cognitive services, in generd, was
vauable. Most agreed or strongly agreed that the provision of cognitive services helps
avoid serious adverse patient effects (A = 90.7%; B = 85.6%; C = 88.4%). When asked
to consder the impact of providing cognitive services on the amount of time spent
counsding patients, a mgority agreed or strongly agreed that performing cognitive
sarvices increased the time spent counsding patients (A = 61.7%; B = 56.8%; C =
67.4%). Most respondents also indicated that the provision of cognitive servicesis
supported by their manager or supervisor (A = 83.3%; B = 77.2%; C = 76.8%).

Pharmacists were also asked a series of questions about their attitudes toward their
own impact on patient care. Overdl, they held favorable attitudes toward their
professional impact on the outcomes of patient care. About three-quarters of the
respondents agreed or strongly agreed that in the absence of pharmacists monitoring
patient drug therapy, an unfavorable therapeutic outcome is possible (A = 73.8%; B =
73.4%; C = 72%). Most respondents & agreed however, with the statement that
“pharmacists failure to ingtruct patients in the proper use of medications probably would
not lead to patients being harmed” (A = 86.4%; B = 82.3%; C = 84%). Nearly all agreed
or strongly agreed that the health care of the patient would suffer without the services of a
pharmacist (A = 93.8%; B = 89.5%; C = 91.3%) and that patient care would be
unsatisfactory with a pharmacist’s service (A = 95%; B = 87.1%; C = 90.4%).

With respect to attitudes about patients who are the recipients of their services,
more than half disagreed or strongly disagreed with the statement that “ patients are only
concerned with getting their medications as quickly as possible” (A = 58%; B = 53.2%; C
= 63.4%) or that “patients are only concerned with getting their medications as cheaply as
possible” (A = 54.7%; B = 51.6%; C = 53.8%). Most pharmacists agreed or strongly
agreed that “ patients treat pharmacists courteously” (A = 85.1%; B = 88.7%); C = 88.3%),
“show appreciation for the services provided by pharmecists’ (A = 90.7%; B = 86.3%; C
= 87.2%), and “ show an appropriate amount of respect, when compared to the respect
shown to other hedth care professonas’ (A = 71.4%; B = 74%; C = 75.3%).

Findly, pharmacists were asked about their attitudes toward the CARE project’s
communication activities in support of the demongtration . Nearly al pharmacists fet the
communication was somewhat or very useful, both in helping to understand how to
document cognitive services and in addressing individual problems and concerns
(responses were nearly evenly split between “somewhat” and “very” useful for each

group).

For purposes of further analyses (described below), responses to questions relaing
to pharmacist attitudes and beliefs were grouped and combined to form indices. Three
indices were formed: an index of pharmacist public service orientation (11 items), an
index of pharmacist atitudes toward OBRA-90 prospective DUR requirements (9 items),
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an index of pharmacist attitudes about how the provison of cognitive services affects their
dispensing activities (7 items), and an index of pharmacist attitudes about clinical
encounters with patients. The public service index was derived from earlier work by
Schack and Hepler (1979). We congructed an index of clinical encounters usng severd
items from clinical encounter and job satisfaction subscales developed by Barnett and
Kimberlin (1986). Two other indices, one addressing attitudes about how the provision of
cognitive services affects their dispensing activities, and the other an index of attitudes
toward OBRA-90 prospective DUR requirements, were developed especidly for this
study. The indices were formed using a Smilar approach as with the other indices (eg.,
use of smple averages of agreement scores for each item).

As was done for pharmacy-level data, cognitive service documentation activity
was linked to pharmacist questionnaire responses. Again we determined the number of
cognitive services performed during a 6-month window most closely approximating the
time of completion of the questionnaire (April through September, 1995) and dtated this
number as the log (base 10) of the number of documented cognitive Services.

The mean number of cognitive services performed over the 6-month period is
shown below (Table 58). The mean number of cognitive services documented per
responding pharmacist in Croup A was, on average, about three times higher than that
Croup B. However, there was adso a considerable amount of variaion among
pharmacists, asindicated by relatively large standard deviations. Between-group
differences were datigtically sgnificant at p<0.05.

Table 58
Number of Cognitive Services Performed by Pharmacists Over a Selected 6 Month Period

% Medicaid Rx Group A Group B

Mean 22.80 7.42
standard dev. 90.81 32.95
Total pharmacies 162 125

t-test analysis: t=1.993 p<0.048 (unequal variances assumption) Missing = |

To adjust for differences in pharmacy work time and workload volume, we defined
the cognitive services performance rate as a rate per thousand prescriptions dispensed.
The number of cognitive services performed was divided by the (self-reported) estimate of
the number of prescriptions dispensed by each pharmacist in a “typical” workday.
Dispensed volume caculations were based on responses to questions regarding the typica
number of prescriptions dispensed in an 8 hour shift multiplied by the number of
dispensing hours per week.

Following this, we enriched the pharmacist database by linking it to the pharmacy

database to add selected variables describing the pharmacy’s seiting and operating
characteristics. There were 287 usable responses from pharmacists; of these, we focused
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on the responses of 107 pharmacistsin Group A and 88 in Group B (total = 195) for
which a link was established with the cognitive services database.

8.9.2.6 Factors associated with pharmacist performance of cognitive services.
Table 59 shows the variables considered in multivariate analyses of cognitive services at
the pharmacist level. For each a rationde is offered for its incluson in the model.

Table 59 \

Independent Variables (and Rationade) Used in Predicting Cognitive Service Activities o
Pharmacists

Study group (GROUP)
Pharmacies andpharmacists with financial incentive will be more inclined to perform
cognitive Services.

Year of first practice as a pharmacist (Q5R CATG)
Fewer yearsin practice implies more recent training in pharmaceutical care and cognitive
SErvices.

Pharmacist position (Q6R2)

Owner-managers may have a stronger sense of professional or financial commitment to
providing cognitive servicesin general, and to the demonstration project in particular.

Number of prescriptions dispensed during typical 8 hour shift (Q8)

Pharmacists dispensing more prescriptions devote |less time to provision of cognitive
SErvices.

Hours per week spent preparing/dispensing_prescriptions (09)

Pharmacists with more time directed to dispensing responsibilities may be moreinclined to
perform cognitive services associated with prescriptions dispensed

How burdensome are cognitive services documentation activities? (016)

Pharmacists who per ceive the task of documenting cognitive services as burdensome are less
likely to perform it.

Provide enough patient counseling (0 10)

Pharmacists who perceive they are able to provide sufficient counseling to patients are more
inclined to provide cognitive services.

Pharmacist public service index (PUBINDEX)
Pharmacists who view their professional role more favorably are more inclined to document

cognitive Services.

|ndex of pharmacist attitudes about how the provision of coenitive services affects their
dispensing activities (CS INDEX")
Pharmacists with more favorabl e attitudes about the provision of cognitive services are more
inclined to document cognitive services.
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Index of pharmacist attitudes about clinical encounters with patients (CLININDX)

Pharmacists who view clinical encounterswith patients more favorably are moreinclined to
perform and document cognitive services.

Index of pharmacist attitudes toward OBRA-90 prospective DUR reauirement (DUR INDX)

Pharmacists who perceive prospective DUR screening requirements of OBRA-90 favorably
are more inclined to document cognitive services.

Geographic area (recoded as bivariate varigbles for multivariate analyses) (Q2P)

Practice standards are likely to differ by geographic area; pharmacistsin certain areas
(e.g., urban, suburban, rural) may be more inclined fo provide cognitive services than in
other areas.

Setting (recoded as bivariate variables for multivariate analyses) (Q3(S.N.M.G)P)

Pharmacists in certain settings may be more inclined to provide cognitive services (e.g.,
medical clinic, shopping mall).
Number of pharmacist FTEs (QSP)

Pharmacies employing more pharmacists may practice task specialization or have more fully
devel opedpractice standards affecting provision of cognitive services.

Percentage sales from [prescriptions (Q8P)

Prescription-orientedpharmacies may be more inclined to provide cognitive services.

Number of prescriptions dispensed in a typical month. ( Q10P)

The workload volume of the prescription department reflects professional orientations either
favoring or mitigating performance and documentation of cognitive services.

Percent of prescriptions dispensed to Medicaid patients (Q12P)

Pharmacists serving a higher proportionate number of Medicaid enrollees may be more
attuned to new rules procedures, and initiatives, such as the those affecting cognitive
Services.

Pharmacy has its own DUR poalicies (Q16P)

Pharmacies focusing on DUR activities and responsibilities are more likely 7o provide
cognitive services.

| Document cognitive services for non-Medicaid patients? (Q17P)

Pharmacies who document cognitive services for non-Medicaid patients are more likely to
do so for Medicaidpatients.

Reimbursement for cognitive services for non-Medicaid patients? (Q 18P)

Pharmacies who routinely receive reimbursement for cognitive services for non-Medicaid
patients are more likely to provide and document cognitive services for Medicaidpatients.
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8.9.2.7 Provision of cognitive services (pharmacist |evel analysis). Ina smilar
manner as for pharmacies, we assessed factors associated with provision of any cognitive
sarvice using logistic regression, as well as the volume of cognitive services provided.
During the 6 month period under observation, 80 (41%) of respondents reported no
cognitive  services.

Of the 195 cases potentidly available for analyss, 174 were included in the logistic
regresson andyss (the remainder were rejected from the model because of missing data).
The results of the logistic regression identified three variables predictive of whether or not
the pharmacist provided any cognitive services during the 6 month period: pharmacist
position (oddsratio = 2.16, p<0.022), perceptions of how burdensome was the task of
documenting cognitive services activities (odds ratio = 1.77; p<0.021), and percentage of
sdes from prescriptions (odds ratio = 0.67, p< 0.029) (Table 60). Pharmacist owner-
managers, as compared to staffpharmacists, and pharmacists who perceived cognitive
sarvices documentation activities to be less burdensome were more inclined to document
cognitive services. Combined, these factors correctly classified 79% of pharmacists who
documented one or more cognitive services, but the mode was consderably less effective
in classfying pharmacists who did not document cognitive services (33%). Overdl, the
model had a predictive ability of 61% (significant a p<0.001; Chi-square anayss).

Table 60
Logistic Regression Results.
Factors Associated with Pharmacist Documentation of Any Cognitive Services

95% CI for Odds Rai

Variable B S.E.Sig*OR.; Lower Upper

Bound Bound

Pharmacy Position (Q6R2) 0.769 0.336  0.022 2.160 1117 4174

Burdensomeness (Q 16) 0.569 0.248 0.021 1.767 1.088 2871

% Sales from Rx (Q8P) -0.394 0.181  0.029 0.667 0473  0.961
*Wald test results, N=174

It was notable that none of the remaining variables, including study group
assgnment and year of first practice as a pharmacist, were significantly associated with
provision of cognitive services. In fact, none even agpproached datistical significance in
their associaions with number of cognitive services performed. Findly, we examined the
degree of correlation between variables in the model and those not in the model. None
exceeded r=30.

8.9.2.8 Volume of cognitive services provided by pharmacists,, Asa second
andyss, we employed ordinary least squares regression to assess pharmecist-related
variables predictive of the cognitive services documentation rate among pharmacists who
documented at least one cognitive service. Removing pharmacists with zero cognitive
sarvice documents during the period and those not included in the regresson mode
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because of missing data reduced the number of cases to 105. The didribution was
skewed but became normal after alog transformation.

Five variables entered the equation, which together accounted for 32% of the
variance (multiple R = .590; adjusted R*= .316; F = 10.593, significant at p<0.000). They
included, in descending order (according to standardized beta coefficients): lower
monthly prescription volume (beta=-.370), control group status: (beta =-.287), percent
prescriptions billed to Medicaid (beta = .242), medical center location (beta = .284), and
rural location (beta=.203) (Table 61).

Table 61

Factors Associated with the Cognitive Services Documentation Rate of Pharmacists*
Variable Unstandardized B Std. Error(B) Beta Sig*.**
Group Status. Control group -0.439 0.130 -0.287 0.000
# Rx dispensed monthly at -0.274 0.063 -0.370 0.009

pharmacy

% Rx billed to Medicaid 0231 0.079 0.242 0.005
Medica center location 0.470 0.138 0.284 0.001
Rural location 0.328 0.132 0.203 0.015

* Dependent variable: log of the cognitive services documentation rate during a 6 month period. N=105
cases with non-missing data.
**Sgnificance of Beta using Sudent’s t-test.

One vaiable in the eguation correlated highly with severd excluded variables
(Table 52). Medica center location was postively associated with the percent sales from
prescriptions in the pharmacy (r=.321) and pharmacy |ocations other than rural (=.353 to
r=.398). It was negatively associated with the number of hours spent preparing and
dispensing prescriptions (=-.362), whether or not the pharmacy had its own DUR policies
(r=-.255). In addition, the percent of prescriptions billed to Medicaid correlated
moderately with percent sales from prescriptions (r=.253).

8.9.2.9 Summary of multivariate analysesresults. A comparison of the logistic
and ordinary least squares regression results suggest that entirely different variables affect
the decison whether or not to document any cognitive services as compared to the level
of documentation. The pharmacy and pharmacist variables found to be associated with
each outcome measure are shown on Table 62. Based on these results, it would appear
that participation (i.e., documentation of any cognitive services) is more likdy if the
pharmacist is an owner or manager, if the documentation of cognitive services is not
percaved as burdensome, and if the pharmacy has a low percentage of prescriptions to
total sales.

On the other hand, among pharmacies and pharmacists who do document
cognitive services, higher rates of documentation were associated with Group A (vs.
Group B) status, lower pharmacy prescription volume as a percentage of total pharmacy
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sdes, but a higher percentage of prescriptions hilled to Medicaid. Among pharmacists,
two other seiting variables: medical center location and rurd location, were associated
with higher cognitive services documentation rates.

Table 62

Variables Found to be Significantly Associated with Cognitive Services Documentation Activity of
Pharmacies and Pharmacists*

Any Documentation®

Documentation Volume®

Pharmacy® | Pharmacist’

Pharmacy®

Pharmacist®

Variables

Study Group (GRP_RECD)

+

+

Pharmacy Position: Manager-
owner/Staff (Q6R2)

N/A +

N/A

#FTE Pharmacists (Q5R)

Location: Medical Center (Q3M)

Geographic Area: Rural (Q2RP)

# Rx dispensed monthly at pharmacy
(Q10-P)

% of Total Pharmacy Sales accounted
for by RX (Q8-P)

% Rx billed to Medicaid (Q12-P)

Usefulness of CARE Communication in
Understanding Documentation (Q21AR)

Burden of cognitive services
documentation (Q16)

+

" During a 6 month window of time within which the questionnaires were administered. + or - denote
positive or negative relationship; N/A = not applicable to this survey.

® Results based on logistic regression anaysis.

® Results based on ordinary least squares multiple regression analysis

¢ The dependent variable was the log of the number of cognitive services documented over the 6 month

period.

4 The dependent variable was the log of the rate of cognitive services documented over the 6 mo. period.
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8.10 Drug Cost Changes Associated with the Provision of Cognitive Services

One objective of the demonstration was to assess the impact of payment for
cognitive services on the cost of drug therapy provided to patients. While cognitive
services may impact both the cost of drug thergpy and medica care utilization costs, we
examined only changes in direct drug costs associated with pharmacists cognitive services
interventions. Cost impacts were measured on a per cognitive service basis by comparing
the cost of the prescription that would have been dispensed without the intervention to the
cost of the prescription actualy dispensed. Since cognitive service interventions could
affect not only the prescription dispensed but aso subsequent refills, we identified all
subsequent prescriptions dispensed for the same patient and drug product for a period of
up to oneyear. From this we developed an estimate of the cumulative impact of each
cognitive service intervention on cods.

8.10.1 Methods. Eligible cognitive service recordsincluded all services provided
(by Groups A and B pharmacies) between February 1, 1994 and May 31, 1995 with a
result code indicating some type of drug therapy change. The first cognitive service for
each unique patient and drug combination was selected, dong with al subsequent
prescription refills (i.e., the prescription stream). To be considered arefill, the same drug
must have been dispensed again within 120 days of the last prescription, and within 365
days of the first prescription. The prescription stream included al prescriptions dispensed
from February 1, 1994 to August 3 1, 1995. Information concerning the prescription that
would have been dispensed without the intervention (i.e. the originad prescription) was
obtained from the cognitive services documents submitted by pharmacists. Information
concerning the dispensed prescription was obtained by linking prescription clams with
information contained in Medicaid claims files. Information concerning the ingredient cost
of drugs for both the origina and dispensed prescriptions was dso obtained using
Medicaid records. When the cognitive service resulted in a drug discontinuation or
decision not to dispense, there was no prescription stream. The savings was the cost of
the origind prescription that would have been dispensed.

Severd logical edits were used before andyzing the data. The three most common
reasons for record excluson were: (1) variables necessary to calculate savings based on
days supply were missing (N=1910 records); (2) the average days supply from the
prescription stream did not fall within 100 days of the days supply on the origina
prescription, before intervention (N=213 records)*, (3) a cognitive service record
indicating a change in dose or dosage regimen that did not indicate a change in either
quantity dispensed, days' supply or national drug code (NDC) (N=274 records), cognitive
sarvice events relating to drugs that may not have been used daly (eg. G-CSF,
sumatriptan) (N=172 records) , and any cognitive service indicating a change in drug but
not showing a change in the NDC code from that originally prescribed (N=54 records).
Severa records were excluded for more than one of the above reasons.

. This was done because Medicaid payment rules stipulate thet a 30 days supply must be dispensed, but
up to 100 days are allowed for certain chronic medications. Thus, a record indicating a change in days
supply of greater than 100 days was considered invalid.
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We estimated the cost impact of each cognitive service by comparing the cost per
day of drug thergpy for the prescription as originaly written to the cost per day for the
prescription that was actually dispensed. First, we estimated the original prescription
sream cost by determining what the dispensed prescription stream would have cost if had
been dispensed as originally written. To do this, we multiplied the total days' supply of
the dispensed prescription stream by the cost per day of the origina prescription. Total
cost savings were then estimated by subtracting Medicaid cost from the estimated origind
prescription stream cost. The following formula illustrates this calculation:

Total cost savings= Original Estimated Cost - Actual(- Medicaid Cost
where:

Origina Estimated Cost = (Originad Cost per Day x Cumulative Days Supply)+
Dispensing Fees.

Origind Cog ner Day = (Cost per unit x Origind quantity)/Origind Days Supply

Cod ner unit = Cogt to Medicaid per dosage unit of medication dispensed, eg.,
lower of maximum alowable cost or estimated acquisition cost per tablet
(generdly determined at 89% of the average wholesde price), capsule, ml., €c.
Cogts were determined from the NDC number recorded on the cognitive service
document for “original” cost. Calculations did not include OBRA-mandated
rebates.

Original Quantity = Number of units of drug ordered on the original prescription
as recorded on the cognitive service document.

Original Davs Supply = Number of days supply ordered on the origind
prescription as recorded on the cognitive services document.

Cumulative Days’ Supply = Sum of the days' supply on all linked prescriptions
dispensed for the same drug and the same patient during the time period of the
defined prescription stream, taken from Medicaid clams.

Dispensng Fees. (Totd number of prescriptions x dispensing fee for each

prescription). The number of prescriptions dispensed over the cumulative days

supply was estimated using the original days supply. The applicable dispensing
fee for_each pharmacy was applied.

Actud Medicad Cod: The sum of al amounts paid by Medicad for the relevant
drug (first prescription and identified refills) dispensed. These costs include
pharmacist dispensing and cognitive service fees. For consstent comparisons we
assumed cognitive services fees for interventions performed by Group B as well as
Group A pharmacies.

Dispensing fees may have an impact on cost savings if a pharmacist’s intervention
results in a different number of prescriptions (either more or fewer) being dispensed than
would have occurred otherwise. For example, a change from a short- to along-acting
dosage form without a commensurate change in quantity dispensed would increase the
days supply provided and reduce the number of prescriptions dispensed.

97



In examining costs associated with drug therapy chﬁges we assumed that
compliance was not significantly affected (either increased or decreased) by a therapeutic
change. Thus, we assumed that the actual dispensed days supply (including refills) was
the same as it would have been had the origina prescription not been changed.

For cognitive services resulting in added drug therapy, we accrued the cost of the
added drug thergpy over time in the same manner, assuming conservatively that drug
therapy would not have been added without the intervention. For discontinued therapy
and “do not dispense” decisions, we again conservaively assumed a one time cost savings
associated with the prescription not dispensed. We did not include in our calculations of
savings any refills of the (origind) drug that might have occurred over time in the absence
of the intervention.

Use of a cost per day formula requires days supply information to be available and
accurate. After matching cognitive service documents with prescription documentation,
we were able to ether identify, or assign a days supply for al but one of the cognitive
sarvice documents in the sample. We explored the distribution of days supply
information from the identified stream of dispensed prescriptions and from the cognitive
service document. Table 63 shows that for both prescriptions and cognitive service
documents, the modal days' supply was 30. Thisis consistent with general rules of
payment for the Medicaid program, which cal for a 30 day dispensed supply limit on most
medications.

Table 63
Characterigtics of Days Supply Information from Cognitive Services
Documentation Form and from Matched Dispensed Prescriptions

Group A Group B
CS Document* | Dispensed Rx | CS Document*| Dispensed Rx
Days’ supply] N % N % N % N %
1-29 601 69.7) 1336 52.2] 433} 66.6] 1080 51.2
30 164 19] 984 38.5] 164 25.2 835 39.6
31-59 44 5.1 115} 4.5 21 3.2 118 5.6
60 20 2.3 39 15 9 1.4 9 0.4
61-89 6 0.7 8 0.3 2] 03 9 0.4
90 1 0.1 11 0.4 1 0.2 7 0.3
91-99 0 0 2 0.1 0 0 0 0
100 22 2.6 53 2.1 20 3.1 38 1.8
101 + 4 0.5 4 0.2 0 0 1 0.0
subtotal any 862 100] 2552} 99.8 650 100] 2097 99.4
d.s.
Missing* +* 1 0 5 0.2 0 0 13 0.6
Total 863 100] 2557 100 650 100 2110 100

* involving changes in drug, dosage, dose form, or duration.
**includes zero values.
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8.10.2 Results We initialy determined cost savings impact associated with specific
types of changes in drug therapy (change to drug of choice; substitution generic;
subdtitution thergpeutic; change dose; change regimen/duration of use). Of the 3609
cognitive records initidly identified indicating one of these changes, 1,5 13 (41.9%) were
avallable for andyss after al edits had been applied. Another 1595 digible cognitive
sarvice document resulting in other drug therapy changes were identified, including “add
drug” (Rx or OTC); “do not dispense’; and “discontinue drug”, of which 489 were
included (30.7%). Overdl, of the records not included, 64% were from Group A, of the
2002 records that were included in the sample, 58% were from Group A. In total, of
5,204 records, 2002 (38.5%) were included in the cost analysis.

8.10.3 Differentiation bv therapeutic class. We next examined records to
determine the thergpeutic classes that occurred most frequently, and the pattern of refills.
Table 64 shows that the most frequent therapeutic classes involved in drug changes were,
respectively, anti-infectives, respiratory agents, anagesics, and topica products. Further,
as might have been expected, these prescriptions were not frequently refilled. For
example, only 16.6% of anti-infectives, 26.7% of respiratory prescriptions, and 17.6% of
topica products involved in drug thergpy changes were refilled after the initia
prescription.  On the other hand, 74.5% of cardiovascular agents, 62.2% of CNS agents,
48.6% of gastrointestind agents and 41.4% of analgesics were refilled one or more times.

Table 64
Refill Rates after Cognitive Service Interventions Involving Drug Regimen
Changes, by Maor Therapeutic Class

# % with at least
Drug class CS* oneré€fill
Anti-infectives 302 16.6
Respiratory agents 288 26.7
Andgesic 227 41.4
Topical products 142 17.6
CNS agents 128 62.2
Gadstrointestind  agents 107 48.6
Cardiovascular agents 106 74.5
Endocrine and metabolic agents 72 63.4
Nutritional uroducts 53 54.7
Neuromuscular agents 41 58.5
Jenitourinary agents 26 15.4
Jematological agents 16 31.2
viisc. products 5 20.0

* includes changes in drug, dosage, dose form, or duration.
Table 65 compares aggregate downstream savings for up to one year anong Group

A and Group B pharmacies that were associated with the provison of cognitive services.
For comparability purposes we chose to describe cost savings exclusive of rebates but
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including both with dispensing and cognitive services fees. In total, there was a net
program direct drug cost savings of $26,129. Of this amount, 5 1% was contributed by
Croup A pharmacists cognitive service interventions, and the remainder by Croup B
pharmacists. Drug, or drug regimen changes resulted in the largest cost savingsin both

groups.

Table 65
Drug Cost Savings* Associated with Cognitive Services
Resulting in Drug Thergpy Change

Type of drug therapy change All pharmacies Group A Group B
Drug or regimen change** $ 26,786 $ 15,440 $11,346
Add drug -12,839 -9,974 -2,865
Discontinue drug 3,799 2,473 1,326
Do not dispense 8,383 5,527 2,856
All CS involving change 26,129 13,466 12,663
CS documents examined (N) 2002 1,176 826

Mean cost savings per CS $ 13.05 $ 11.45 $ 15.33

* Net cost savings were computed before manufacturer drug product rebates, and include dispensing fees and
cognitive services fees.
** includes changes in drug, dosage, dose form, or duration

We next examined the cost savings per cognitive service, by type of drug therapy
change (Table 66). Overall, the mean cost savings per cognitive service was $13.05'.
Among Croup A pharmacists, the mean savings was $11.45, and among Croup B,
$15.33 (assuming a cognitive service fee was paid). These differences were not
datidticaly sgnificant.

Cognitive sarvices resulting in drug or drug regimen change were the mogt
common type, accounting for approximately 76% of the examined cognitive services
records overall. Cost savings from discontinued drugs and prescriptions not dispensed
were largely offset by costs incurred from added drugs. The mean cost savings per
cognitive service resulting in a change in drug therapy was $17.70 overdl. There were
no significant differences between groupsin these savings.  When the cost savings
associated with drug or drug regimen changes were determined on a per-prescription
basis, the mean savings was $6.42. Again, the differences between groups was smal and
not statigtically significant.

When the cognitive service resulted in the addition of a drug, the mean drug cost
impact, including refills, was an additiond $71.32. When a prescription was
discontinued, the mean cost savings was $36.88, and when a prescription was presented

" This estimate was significantly different from zero based on one sample Student’ T test results (p <
0.002). We affirmed these results using the Sign Rank Test (a non-parametric test). Similar results were
observed (p < 0.002).
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to the pharmacy but not dispensed, the cost savings was $40.70. Again, differences
between Croup A and Croup B were not Statistically significant.

Table 66
Mean Cost Savings® Associated With Cognitive Services Resulting in Drug or Drug
Regimen Change, Add Drug, Do Not Dispense, or Discontinue Therapy Decisions

All pharmacies Group A Group B Diff.
Cognitive Service N Mean N Mean N Mean
Resulting in: (St. dev.) (St. dev.) (St.dev) | (p<)
Drug or regimen change*
PerCS | 1513 $17.70 863 $17.89 650 $1745 | 0.968
(194.88) (133.72) (254.41)
Per Rx involved in CS | 4174 $6.42 2304 $6.70 1870 $6.07 0.667
(45.78) (38.67) (53.26)
Add Drug
PerCS| 180 $-71.32 135 $-73.88 45 $-63.67 | 0.667
(167.98) (181.80) (118.57)
Discontinue Drug
PerCS | 103 $36.88 72 $34.35 31 $42.75 | 0.435
(57.97) (63.51) (42.75)
Do Not Dispense
PerCS | 206 $40.70 106 $52.14 100 $2856 | 0.356
(187.58) (258.85) (38.82)
Total 2002 $13.05 1,176 $11.45 826 $1533 | 0.672
(189.10) (155.46) (228.71)

and cognitive services fees.

** Changes include change in drug, dose, dose form, or duration.

*** The average cost savings per Rx was determined using a weighted mean. Differences were measured
using the Student’s f- test.

We further explored drug cost savings differences by examining cost or cost
savings impact per thergpeutic class (Table 67). For this analyss we focused on cognitive
services resulting in drug or drug regimen changes. Again, there was considerable
variaion within as well as across drug categories and study groups. When cost savings
per cognitive service event were compared across groups within thergpeutic category,
only one datigtically significant difference was found. For endocrine and metabolic
agents, interventions by both Croup A and B pharmacies generated net drug costs, but the
amount was sgnificantly higher in Croup B. In generd, cost savings per cognitive service
were highest, respectively, for CNS agents, cardiovascular agents, neuromuscular agents,
and analgesics. Part of the reason why these categories generated the highest savings may
be that a higher percent of prescriptions in these categories were refilled a least once (i.e,
40% or more), thereby accruing a multiplier effect on the savings linked with the cognitive
service.
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Table 67

Mean Cost Savings per Cognitive Service Associated with Cognitive Services Resulting in
a Drug or Drug Regimen Change by Maor Therapeutic Class of Drug*

All pharmacies Group A Group B Diff.
N Mean N Mean N Mean )
(Std. (Std. (Std.
Dev.) Dev.) Dev.)
Anti-infectives 302 $11.41 169 $12.05 133 $10.60 0.869
(81.56) (101.87) (44.28)
Respiratory agents 288 -3.74 167 5.07 120 -15.99 0.246
(129.98) (40.45) (195.1)
Analgesics 227 20.59 135 23.20 92 16.76 0.629
(98.28) (97.45) (99.91)
Topical products 142 22.54 82 19.47 60 26.75 0.793
(135.51) (127.65) (146.58)
CNS agents 128 103.31 66 96.30 62 110.76 0.874
(503.93) (2908 1) (662.18)
Cardiovascular agents 106 53.36 62 37.75 44 75.35 0.481
(239.2 1) (146.85) (329.08)
Gastrointestina agents 107 -2.14 63 -14.15 44 15.59 0281
(159.13) (194.88) (84.34)
Endocrine and 72 -53.25 42 -8.03 30 -116.57 0.011
metabolic agents (169.53) (134.02) (194.59)
Neuromuscular agents 41 37.41 19 35.15 22 39.37 0.919
(137.17) (68.75) (178.28)
Nutritional products 53 448 | 32 6.38 21 1.58 0.639
(42.48) (53.08) (17.57)
Genitourinary agents 26 11.98 15 -6.77 11 37.56 0.265
(83.28) (26.53) (122.91)

* Changes include change in drug, dose, dose form, or duration. Cost savings are before rebates and
include dispensing and cognitive services fees. The mean cost savings per Rx was determined using a
weighted mean. Differences were measured using the Student's t-test (unequal variances assumption).

810.5 Overall program costs and drug cost savings. We next examined the total
cogts associated with provision of cognitive services by applying the mean amounts of
drug cost savings per cognitive service with change to the total number of documented
cognitive services digible for payment. Table 68 shows the costs and cost savings
associated with cognitive services involving drug therapy changes, and overall. For
cognitive services involving drug therapy changes, there was an estimated overal net
savings of nearly $79,000, or $14.64 per cognitive service resulting in a drug therapy
change. Group A contributed more cognitive services with drug therapy changes than did
Group B, however the net drug cost savings per cognitive service with change was higher
for Group B than for Group A ($19.74 vs. $11.45, respectively), in large part because no
cognitive service fees were paid to Group B.
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Table 68

Overdl Cognitive Services Payments and Direct Drug Cost Savings

All
pharmacies Group A Group B
Cognitive services (C.S.) with drug therapy change
C.S. reaulting: in drug thergpv change* 5379 3311 2068
% of dl cognitive services 32.0% 271.7% 42.7%
Totd amount paid for C.S. with change $ 14,590 $ 14590 n/a
Total direct drug cost savings $ 93,319 $ 52,503 $40,816
Net savings: (drug cost savings - CSpavments) | $ 78,729 [$ 37,913 $40,816
Mean net savings per C.S. $ 1464 $ 1145 $ 19.74 |
All cognitive services
C.S. eligible for Medicaid payment* 16796 11950 4846
Total paid nrescrintion claims 2,220,771 1,316,391 904,380
Total amount paid for all C.S. $ 56,128 $ 56,128 0
Total direct drug cost savings $ 93,319 $ 52,503 $ 40,816
Net savings: (drug cost savings - C.S. payments) $ 37,191 $ (3,625) $ 40,816
Mean net drug cost savings per C.S. of any type $ 2214 $ (0.303) $ 8.423
Net savings/Rx $ 0.017 $ (0.003) $ 0.045

. * from submitted cognitive services documents. Net count of documents after applying payment rules.

Table 68 dso shows the costs and benefits of cognitive services across al
cognitive services and al Medicaid prescriptions dispensed during the period. In this case,
we consdered the entire amount of payments for cognitive services spread across dll
cognitive services, including those that did not result in drug therapy changes. The

estimated net drug cost savings to the Medicaid program was thereby reduced to $37,19 1.
The overdl net savings per cognitive service of any type, was $2.21. Computed on a per-
prescription basis, the net impact of the demonstration was a net drug cost savings of
$0.02 (comprised of Group A pharmacies whose contribution was nearly zero, and Group
B, who contributed nearly $0.05 per prescription).

Among Group A pharmacies, the cost of cognitive services was easly recovered
when only those resulting in drug therapy changes were conddered, but was not quite
recovered when costs were spread across dl cognitive services (in paticular, those that
did not result in a drug therapy change), and al prescriptions dispensed.

It must be emphasized that this anaysis is limited to consderation of the impact on
changes in drug codts, and not on other potentid qualitative or economic benefits (e.g.,
enhanced understanding of drug therapy, increased compliance, changes in the use of
medica care services due to the cognitive service).
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9.0 Summary and Discussion

9.1 Cognitive Service Documentation Rates

The primary hypothess for the CARE study was that a financid incentive for the
performance of cognitive services would result in more such services being documented
than would occur in the absence of financid incentive. Results showed that Croup A
pharmacies (with financia incentive) consstently reported higher cognitive service
intervention rates than did Croup B (no financia incentive) participants. Over the 18-
month course of the demonstration, Croup A pharmacies reported alow of 1.3, and ahigh
of 2.4 cognitive service interventions per 100 prescriptions dispensed. In contrast, Croup
B pharmacies rates ranged from a low of 0.7 to a high of 1 .O cognitive service
interventions per 100 prescriptions dispensed.

Published reports of intervention rates range from 0.8 to 4 cognitive services per
100 prescriptions dispensed (see Appendix 0). CARE study pharmacists reported
cognitive services activities a an overdl rate of 1.17 cognitive services per 100
prescriptions dispensed, which is comparable to that found in prior research. The range
(across months) was approximately 0.5 to 2.3 per 100 prescriptions dispensed.

Studies of cognitive service activities, however, differ widely in terms of time
periods of observation, geographic locations, practice settings, even operating definitions
of acognitive service. The CARE project differed from prior research in severa
important ways. First, CARE involved a greater number, and a wider cross section of
pharmacies than has typicaly been involved in prior research. Participating CARE!
pharmacies ranged from pharmacies in smdl, independent, rurd settings to facilities in
large, specidty care, academic medical centers. As the background incidence of drug
therapy problems may vary from one setting to another, so too, may the opportunity for
pharmacist intervention. Additionaly, given the opportunity for intervention, pharmacists
might also be expected to differ in their willingness to intervene. Indeed, we found
documentation to be highly disproportionate among pharmacies. Overdl, the top 10
pharmacies contributed about half, and the top 25 pharmacies contributed about two-
thirds of al cognitive service documents to the Project.

Second, whereas pharmacists who participated in the CARE project were asked to
document cognitive services only for Medicaid patients, pharmacists in prior
demongtrations were typicaly asked to document cognitive services for all patients. One
result of this was that CARE pharmacists needed to remember a specid procedure for a
subset of patients, which may have inhibited the formation of a cognitive services
documentation “routing’ and, in turn, contributed to relatively lower documentation rates
than those found in some other studies. Some evidence for this was found; pharmacies in
settings with a high proportion of Medicaid patients tended to have higher rates of
cognitive services documentation than did pharmacies with a smaler pool of Medicad
patients. During this demonstration, another mitigating factor was the initiation of
Washington State Medicaid program rules that added to the pharmacist’s dispensing-
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related documentation burden (e.g., supplemental rebate program, patient copay
requirement). These additional requirements were not well-received by pharmecists, and
may have served to deter documentation during the early demonstration months.

The third maor difference between the CARE project and prior research efforts
was the relatively longer time period of observation maintaned in the CARE project. One
might expect documentation rates to increase over time as pharmacists become more
familiar with the documentation procedures and intervention protocol; indeed, a dight rise
in the overal cognitive services rate was observed over time. This finding is not
unprecedented. A sSmilar pattern was reported in a study of cognitive services in a closed
pand practice setting some 15 years ealier (Christensen et a. 1981). This suggests that
the documentation of cognitive services activity--which at first may be perceived as an
additional burden--may over time become integrated into the routine of pharmacy practice.

Fourth, in contrast to several prior studies, the CARE project did not include
“prescription order clarification” among the identified problem types that would warrant a
cognitive sarvice intervention, ‘Prescription order clarification was, in fact, expresdy
excluded from the definition of a cognitive service, since the CARE project concerned
itself with problems related directly to a patient's drug thergpy as digtinct from routine
dispensing activities. The net impact of this difference would be to lower the observed rate
of cognitive service interventions for CARE pharmacies when compared to the rates found
in other studies.

Findly, most other reported studies did not incorporate an experimental design for
examining the impact of any Specific type of intervention (eg., a payment incentive) on the
performance of cognitive services. CARE project participants, however, were randomized
into two groups, one recelving payment for documenting cognitive services, and one
documenting cognitive services but receiving no payment.

9.2 Characteristics of Reported Cognitive Service Interventions

About haf (48.4%) of al documented cognitive services problems overdl were for
patient-related problems, while 32.6% were for drug-related problems, 17.6% for
prescription-related problems, and 1.4% for non-drug related problems. These findings are
noteworthy in two respects. First, they appear to contrast with the general notion that
pharmacists activities are focused on identifying and resolving prescription- and drug
regimen-related problems to the excluson of other problems. Second, most on-line
prospective DUR systems focus on problem identification based on a review of the
prescription (e.g., high dose), or drug regimen (e.g., therapeutic duplication, drug-drug
interaction), but are less well equipped to identify patient-related and non-drug related
problems (eg., drug-taking compliance). Clearly, as many as hdf of al problems

! Many early private sector cognitive service payment programs have limited payment to responses to drug
therapy alert messages resulting in drug therapy changes. Further, several descriptive reports of cognitive
sarvice activities by pharmacists have shown that a high proportion of interventions are directed toward
prescription clarification, detecting prescribing errors, or reporting drug-drug interactions (see Appendix
N).
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documented by pharmacists in this demondtration were ones that, left to a computerized
DUR system, would likely have gone unidentified.

Cognitive service interventions resulted in a prescription being dispensed as written
about haf the time, and in a drug therapy change about 28% of the time. We found no
differences between groups in the rates (per 1 00/Rx dispensed) with which problems
resulting in a drug therapy change were reported. Neither did we find evidence that
pharmacists filed an inordinate number of cognitive service documents for generic or
therapeutic substitutions, or that they acted independently in making such substitutions.
Pharmacists reported making generic and therapeutic substitutions (as the specific of result
of a cognitive service intervention) only 2.4% of the time and, when a substitution was
made, pharmacists indicated making contact with the prescriber in 90% of the cases.

Compared with other patients, those receiving more cognitive services for patient-
based problems (i.e. case managed patients), tended to be older (averaging over 50 years
of age), use a greater number of prescriptions, and receive care from three or more
prescribers. Further, patients receiving cognitive services for drug over-utilization tended
to have more prescription clams from more prescribers than did patients receiving
cognitive services for any other reason.

9.3 Cognitive Services for Selected Drugs

We examined the frequency with which cognitive sarvices were performed for ten
specific drug categories. Included were drug categories for which explicit DUR screening
criteria had been developed under HCFA sponsorship, as well as two other categories of
drugs (selected because gppropriate drug usage in these categories is generaly considered
to be essentid to hedth maintenance). The drug categories investigated were: ACE

inhibitors, antidepressants, antipsychotics, benzodiazepines, calcium channel  blockers,
digoxin, H2RAs, NSAIDs, anticonvul sants, and anticoagulants. Pharmacists’ cognitive
service interventions were examined from two perspectives: 1) the frequency of cognitive
services performed for drugs in each category, and 2) the types of cognitive services
performed.

9.3.1 Frequency of Cognitive Services Performed Cognitive services
interventions were expressed as a rate per 100 prescriptions dispensed within a drug
category. In general, pharmacists performed cognitive services for these drug categories
a approximately the same rate as observed for al drugs. Across dl pharmacies, the
intervention rate exceeded five per 100 prescriptions dispensed for only one category
(anticoagulants). For all target drug categories except benzodiazepines, Group A
pharmacies documented interventions for the target drug categories significantly more
of-ten than did pharmaciesin Group B. The largest differences in documentation rates
between Groups A and B occurred for anticoagulants, antipsychotics, anticonvulsants,
cacium channel blockers, digoxin and ACE inhibitors.

When drug-specific problem intervention trends were examined over sudy
months, intervention rates for Group B pharmacists remained relatively congtant for most
drugs, while the rates for Group A pharmacists often increased after about the 12th study
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month. When this occurred, the Croup A rates remained eevated for 2 to 4 months before
receding to dightly above prior levels. This generd pattern was exhibited for
anticonvulsants, NSAIDs, H2RAs, antipsychotics, and antidepressants. There was no
apparent explanation for why intervention rates would have increased for these categories
of drugs in Croup A pharmacies.

9.3.2 Types of Cognitive Services Performed. We aso examined the types of drug therapy
problems interventions, and results by drug category. Again, pharmacists did not appear to
sdlectively focus on problems that might have been identified for them by common computer-
generated OP-DUR screens. Instead, “ case managed patient” was the most common reason for
intervention identified across drug categories, usualy followed by “drug: complex administration.”
This pattern held for both Croups A and B. The most common interventions across drug categories
usualy were “consult prescriber” and “patient training;” however, there were some group-, and
drug category-specific differences in the frequency with which interventions were performed,

In generd, the most common results of interventions for drugs in the target categories were
“dispense as written” and “counsdl patient, ” although there were again some group diierences.
Among Croup B pharmacies, interventions resulting in drug therapy change were relatively more
frequent for antidepressants, H2RAs and “al other drugs” while the opposite was true for
anticoagulants. While the proportionate number of interventions was sometimes higher among
Croup B pharmacies, the absolute number of interventions resulting in drug therapy change for
these drug categories was higher in Croup A because pharmacists performed more cognitive
sarvices. These findings indicate that, for these drug categories, patient-centered problems tended
to be the primary focus of concern.

9.4 Characteristics of Participating Pharmacies and Pharmacists

In carrying out this demondration project, we were particularly interested in
understanding the pharmacy- and pharmecist-related factors (in addition to the financia
incentive) that may have acted as incentives or barriers to the provision of cognitive
savices. We used multivariate regresson techniques to examine factors associated with
(1) the provision of any cognitive services and (2) the volume of cognitive services
provided at both the pharmacy and pharmacist level.

At the pharmacy leve, factors examined centered around the practice setting
characterigtics of the pharmacy including its workload volume, practice orentations, COSts
of providing cognitive services, and the vaue of communication received from the CARE
project. Only two factors were found to be associated with the provision of any cognitive
services by pharmacies. Documentation of one or more cognitive services was more likely
(1) if the pharmacy had a relatively high number of FTE pharmacists employed, and (2) if
the pharmacy owner-manager percelved the CARE project communications to have been
informative in terms of how to document cognitive services. This suggests that before
cognitive services can be provided in pharmacies, the staff must be sufficient in number to
dlow time for pharmacists to perform and document the necessary interventions. In
addition, a policy within the pharmacy that outlines how interventions are to be
documented must be clearly understood by pharmacidts if the documentation of any
cognitive services is to be performed.
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With respect to the volume of cognitive services performed at the pharmacy level,
three variables were found to be important. Higher documentation volumes were
associated with Group A (vs. Group B) status, lower monthly pharmacy prescription
volume, and a higher percentage of prescriptions hilled to Medicaid. Thus, once the
decison has been made to provide cognitive services a the pharmacy level, the financid
incentive appears to increase the number of cognitive services performed and documented.
The potentid for financiad gain could aso account for the finding that pharmacies with a
higher percentage of prescriptions hilled to Medicad aso tended to have higher rates of
cognitive service documentation. These findings support the view that reimbursement will
increase the number of cognitive services performed in pharmacies. However, the rate of
cognitive service documentation appears to be limited by the overal monthly prescription
volume of the pharmecy.

At the pharmacist level the factors examined included: pharmacist characteristics,
such as demographic information and workload volume; attitudes regarding their
professiond role, the prospective DUR requirements of OBRA-90, the effect of providing
cognitive services on dispensing activities, the clinica encounters with patients (a subscale
measure of job satisfaction), and the burden of documenting cognitive services. Because
we believe that the environment in which pharmacists practice may affect their rate of
cognitive service performance and documentation, severa pharmacy-level factors were
included in the analysis. Such factors included pharmacy setting, geographic location,
prescription volume indicators, and pharmacy DUR and documentation policies.

Three factors were associated with whether or not individua pharmacists were
more likely to document any cognitive services during the six-month time period.
Pharmacists who were more likely to document one or more cognitive Services were
ownersmanagers rather than staff pharmacists, a finding that confirms a similar finding by
Sisson and Isragl (1996). Pharmacists who documented cognitive services also perceived
the process of documentation to be less burdensome than did pharmacists who
documented no cognitive services. In addition to these pharmacist-related variables, one
pharmacy-related factor was found to be important. Pharmacists who documented at |east
one cognitive service were more likely to work in pharmacies with a lower total
percentage of pharmacy sales accounted for by prescriptions.

Among those pharmacists who documented at |east one cognitive service, the
factors associated with higher rates of documentation paraleled those at the pharmacy
level. Higher rates were seen among pharmacists who practiced in pharmacies that
received rembursement (Group A), those with a higher percentage of prescriptions billed
to Medicaid, and those with lower monthly prescription volumes. In addition,
documentation rates were higher among pharmacists working in medica center settings,
which may indicate a clinica orientation, and rura locations. Sisson and Israel (1996) aso
found a higher incidence of pharmaceutical care activities among pharmacists practicing in
rurdl settings. Perhaps in these locations the relatively smaler populations lead to closer
relationships between pharmacists, patients and prescribers which, in turn, serve to
encourage and support pharmacists  performance of cognitive services.

Surprisingly, none of the professond attitude and orientation indices were found
to be associated with the provision of cognitive services, nor were they correlated to any
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substantial degree with variables that were found to be associated with cognitive service
documentation volume. Other findings from the analysis may help in understanding why
this is so. Fird, pharmacists attitudes toward the provision of cognitive service activities,
their professiond role, and their encounters with patients were al found to be favorable.
Second, the factors that predicted whether cognitive services were documented a dl, as
-well as the volume of documentation (at both the pharmacy and the pharmacist level) were
dl pharmacy-related factors, with the exception of pharmacists attitudes about the burden
of documentation and the pharmacists position. These two findings suggest that despite
pharmacists favorable attitudes and orientation, what determines whether and to what
extent cognitive services will be performed is the practice environment itself Effortsto
increase cognitive service performance and documentation, therefore, should be directed
at those pharmacy-related factors that negatively influence cognitive service activities.

The overdl findings of these anayses have severa implications for those interested
In increasing cognitive service intervention rates among pharmacists. First, an explicit and
well-defined documentation policy must be established so that pharmacists have a clear
understanding of how their interventions are to be reported. The policy should address
pharmacists  concerns regarding the burden of documentation. Second, a sufficient
number of pharmacists per pharmacy is required to decrease workload volume, thereby
dlowing pharmacists to perform and document cognitive service activities. This aso may
result in a greater opportunities for pharmacists to develop supportive relationships with
patients and prescribers, which would also serve to increase intervention rates as well as
professional reward among pharmacists. Third, reimbursement for cognitive service
activities plays a centrd role in supporting pharmacists performance of these
interventions, and encourages employersto staff pharmacies in away that acknowledges
the time required to perform pharmaceutica care.

9.5 Cognitive Service Intervention Times

Documentation submitted by CAPE project pharmacists showed that cognitive
servicestook, on average, 7.5 minutes each. Thisfinding is consistent with those reported
in the few other studies that have reported cognitive service intervention times. For
example, Christensen et d. (198 1) conducted a time-motion study of cognitive services
times, and reported times averaging between 6 and 7.8 minutes, depending on problem
type. Fincham et al. (1994) reported that the vast mgjority of pharmacist interventions
each lasted less than 5 minutes.

In the CAPE demonstration, Croup A pharmacists reported spending, on average,
1.4 minutes longer per cognitive service (averaging 7.9 minutes) than did Croup B
pharmacists (averaging 6.5 minutes). Part of this variation may be explained by
differences in the distribution of problem types reported by pharmacists in each group.
For example, “case managed patient” problems (taking an average of 9.7 minutes each)
were reported nearly twice as frequently in Croup A as in Croup B.

It isalso possible that Croup A pharmacies devoted more time to primary
interventions, or that they tended to perform multiple interventions because of the added
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financia incentive (our analysis covers only the primary recorded intervention). If the
financia incentive was a motivating factor, it did not appear to be a predominant one.
Though the cutoff for the higher $6 payment was an intervention lasting “more than 6
minutes,” both Group A and Group B pharmacists reported that at |east 60% of their
interventions lasted 6 minutes or less.

9.6 Drug Cost Savings Associated with the Provision of Cognitive Services

One of the objectives of this demondration was to examine the impact of cognitive
sarvices on the cogt of drug thergpy. We chose to examine the direct drug cost impact by
comparing the actual cost of drug therapy to the cost of drug therapy that would have
occurred in the absence of the cognitive service intervention. Our analysis included
cognitive services that resulted in a drug or drug regimen change or added a drug therapy,
as well as those resulting in a decision to discontinue drug therapy or not dispense a
prescribed drug. We examined cost impact not only at the time of the cognitive service,
but adso for subsequent prescription refills up to a period of one year. Cogt difference
cdculaions are inclusve of dispensing and cognitive service fees and reflect drug cost
savings before rebates.

Our calculations showed an average downstream drug cost savings of $14.64 per
cognitive service associated with any type of drug therapy change. Had Group B also
been compensated for these cognitive services, the estimated net drug cost savings per
cognitive would have been $13.05. Congdering only these cognitive services, there was
an estimated savingsin drug costs to the Medicaid program of $26,786 over 2,002
cognitive service events examined in depth.

Cost savings differed by type of drug therapy change and, as would be expected,
there was consderable variation in estimated savings. Cognitive services resulting in a
drug or drug regimen change produced mean savings of $17.70 (standard deviation
$194.88), and was nearly identical between groups. Per cognitive service, discontinuing a
drug resulted in a mean $36.88 (standard deviation, $57.97) savings, while the mean
savings of a decison not to dispense a prescribed drug were $40.70 (standard deviation
$187.58). Wedid not attempt to accrue savings over time for drug discontinuations based
on prior refill history or decisions not to dispense a prescription. Decisionsto add drug
therapy created costs (offsetting savings) that averaged $71.32 (standard deviation
$167.98) per cognitive service; however there were relatively few of these events.

This andyses show that, a least for cognitive services involving changes in drug
therapy, cost savings were, on average, more than twice the highest fee paid to
pharmacigts for performing the service. Further, once a cognitive service was performed
involving some type of drug change, we found no difference between groups in terms of
drug cost impact if both were to have received a cognitive services fee.

We also estimated the net drug cost impact on the cognitive service program as a
whole. The estimated net drug cost savings to the Medicaid program considering only
cognitive services associated with drug therapy change was over $78,000. Acrossdll
cognitive services, the net savings was reduced to approximately $37,000 ($2.21 per
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cognitive service), because al payments for cognitive services (including those not
resulting in drug therapy changes) were subtracted from drug cost savings. Computed on
a per-prescription basis, the overal net impact of the demondtration was a savings of
$0.02.

Among Croup A pharmecies, the fees paid to pharmacists for cognitive services
were easily recovered when only cognitive services resulting in drug thergpy changes were
considered, but were not quite recovered when codsts were spread across al cognitive
sarvices (in particular, those that did not result in a drug therapy change), and all
prescriptions  dispensed. In comparison to Croup B, Croup A produced more cognitive
services, but a lower percent of them resulted in drug therapy changes. Although Croup
B contributed more net drug cost savings than Croup A it must be remembered that
Croup B’s cost savings occurred largely because no payments for cognitive services were
made.

Several caveats are important when interpreting these findings. First, cost savings
were estimated only for the subset of cognitive services that could clearly be linked to a
dispensed prescription and the subsequent dispensing of the same drug product to the
same person.

Second, cognitive services costs reflect the cost to Medicaid of each service, which
may or may not reflect the actual cost to the pharmacists of providing the service. We
made no attempt to measure pharmacist cost of providing the cognitive service other than
to note reported times per intervention.

Third, we estimated downstream cost savings by examining the actua dispensing
records of al prescriptions linked to each cognitive services event, but we truncated linked
prescriptions at 365 days. While most prescriptions had substantially shorter elapsed days,
total downstream savings are underestimated for those cases where drug therapy extended
longer. We sdlected one year as a convenient way to characterize accrued savings.

Fourth, we assumed the origina prescription would have been dispensed for the
same days supply period as was the dispensed prescription. It is possble that the problem
might have been detected at a later point by some other hedth professond, thereby
truncating the accrued savings.

Fifth, it may be argued that for discontinued prescriptions the intervention, in all
probability, terminated a pattern of refills that would have otherwise continued a some
cost. It is possible to predict this cost based on refill history prior to the cognitive services
event. Had we opted to develop these estimates, it would have magnified our cost savings
estimates.

Sixth, we did not consider the drug cost impact of other types of cognitive services
that did not result in adrug therapy change. These include, for example, medication
compliance enhancement activities that may have been reflected in changed drug usage
patterns over time.

Finaly, not included in this andyss are other important medical care costs related
to the cognitive services event that a patient may have incurred, or may have been
avoided. Andysis of related medical care costs requires a different and inevitably more

111



complex analysis that extends beyond the scope of this report. Follow-up analyses of the
impact of cognitive services on these costs are underway and will be reported separately.

9.7 Implementation Issues

Implementation of a documentation and reimbursement system for a new
professona service requires reorientation of practice expectations and responsihilities, as
well as training. Our pharmacist training approach was multi-faceted, involving
descriptive materias and learning aids, a videotape, group sessions, a newdetter, and a
telephone help line. It appeared that all of these materials were helpful and probably
necessary. In generd, training sessions focused on the “how-to’s’ of documentation,
rather than specific training on how to conduct cognitive services or pharmaceutica care.
The use of community pharmacists as area coordinators, or agents to facilitate
dissemination of materids and to answer questions was not successful in this
demonstration. After finding area coordinators performance to be inconsistent, we opted
to handle dissemination from a centra source, namely, the CARE project office.

The documentation of cognitive services was new to most of the pharmacists
participating in this study. However, we noted that the training effort for the second, and
particularly the third waves of enrolled pharmacists were less time-intensve than the firgt.
Two influences-the increased generd awareness of cognitive services, and the
demongtration team’s growing experience with the training process-may have acted in
concert to produce thisresult. Thus, we speculate that the training and orientation effort
took more time than would be the case if the demonstration were to be repeated today.
As other public or private sector cognitive services programs emerge, we imagine that
they will become progressvely easer to implement.

The coding scheme, developed specificaly for demondration, worked wel in this
demonstration. Because this scheme develops cognitive service billings in the format of a
prescription claim, it can be adapted to any prescription drug clams processing system.
From a clams processor's (i.e., Medicaid) perspective, the only changes that needed to be
made were the addition of cognitive service codes (and descriptions), and a payment
agorithm (based on minutes of pharmacist time) to the drug database. Further, the coding
system had the atribute of being relatively easy to understand and use by pharmacists.
Although the CARE project was well-served, the coding system used in this
demongtration should be evauated relaive to other emerging, nationaly recognized
coding schemes, such as the NCPDP Professional Services Codes (Rupp, 1995), before
being advocated for generd use.

The task of documenting cognitive services for this demondtration added an
additiona burden on pharmacists that may not have exited in a “rea world” payment
system. All participating pharmacists were asked to document cognitive services so that
the CARE project could be evaluated. This meant that Group A pharmacigs were
required to document cognitive services twice, once in this manner and again in the form
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of a hilling document to Medicaid. The documentation form we used was brief and
draightforward but did request more detailed information regarding the cognitive service
(eg., origina prescription information) than did the billing document. We developed two
versons of this documentation form, one a paper form, and the other a stand-alone
computer program. The paper forms were more successful for us because of some unique
(software) problems we encountered when pharmacists downloaded cognitive services
data from the computer program.

A more desirable gpproach would have been for the documentation of cognitive
services to have been fully automated and integrated into the pharmacy prescription
processing system software. At the time of the demondration, there were few, if any
systems of this type available, and none in common use. Since then, we note the
continuing development of this type of software, and we expect that the need for a
Separate documentation system, even for research or evauation purposes may diminish
over time.

9.8 Discussion

The mgor hypothesis of this demondtration was that a financia incentive would be
associated with a higher level of documented cognitive services. Our findings support this
hypothesis. The financid incentive was associated with significantly higher documentation
levels, strongly suggesting that this reimbursement system has an impact on pharmacist
documentation behavior.

Findings from this study have drug policy implications for Medicaid programs,
particularly with respect to deivery of ambulatory pharmacy services by community
pharmacies (e.g., independent and chain pharmacies). For years, pharmacists have
advocated a professona role that extends beyond mere dispensing of drug products to
include optimization of drug therapy and a patient-centered focus. This study supports
findings from earlier invedtigations that pharmacists do identity potentid drug therapy
problems and intervene to resolve them. The rate of drug thergpy problem detection,
ranging from 0.5% to 2.3% (across months and study groups), is consistent with rates
reported in prior investigations. However the reported rate of problem detection is, in al
likelihood, lower than the true problem incidence raie. The literature suggests, for
example, that drug regimen problems, and patient-centered problems such as drug taking
noncompliance, occur a a much higher rate.

The problem documentation rates, while low as a percentage of al prescriptions
dispensed, was more than twice as high among pharmacies provided the incentive. Given
that the rates even with the financia incentive are probably low relaive to the expected
true problem rate, it is possible that a different form of financia incentive (such as one that
more directly rewards pharmacists) may have yielded even higher problem intervention
rates. In this demonstration, other barriers existed that probably acted to mitigate against
higher problem intervention rates.

Our findings identified severa pharmacy characteristics associated with the
frequency with which cognitive services were performed. For example, the higher the
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concentration of patients eligible to receive the service, the more often cognitive services
will be performed. If apractice was located in a medica clinic or rurd setting, or in a
pharmacy with relatively lower dispensing volumes, higher documentation rates are likely
to occur. We speculate that these attributes collectively reflect a greater opportunity, and
practice orientation to performing cognitive services. For administrators interested in a
sdective or staged implementation strategy designed to achieve cognitive service
performance in the shortest amount of time, these findings suggest possble pharmacy
characteristics that can be used, a priori, to identify those pharmacies and pharmacists
likely to perform these services.

We observed that cognitive services intervention rates as a percent of dispensed
prescriptions rose over time. Based on our experiences with this demonstration, we
speculate that performance of cognitive services represents a fundamental shift in
community pharmacists professional and practice orientation that takes time to
accommodate and integrate into everyday practice. Thefirst opportunity (or expectation)
to perform and document cognitive services may not be as easy to adjust to as, say, the
third or fourth opportunity. Assessment of the level of performance of cognitive services,
or ther effects, should occur only after an adequate implementation period lasting severd
months.

Cognitive services were directed more at patient-centered drug-related problems
than at prescription or drug regimen-related problems. We found no apparent reason why
patient-centered problems predominated, although we note that at the time of the
demondration there was not a state-wide on-line prospective DUR system in place. Had a
system been in place, it might have had the effect of selectively encouraging pharmacists
to peform interventions associated with computer-generated drug problem aert flags.

Left to their own priorities, pharmacists not only identified more patient-centered
problems, but spent more time in resolving them than for other types of problems even
though they received no additional reimbursement. Further, they were more likely to
provide multiple interventions to these patients over time. Given the nationaly recognized
problems of patient drug misuse (e.g., noncompliance), these findings suggest that patient
related problems should be a priority area for any reimbursement system. Given such a
priority, our findings suggest there would be a relaively high response level among
pharmacists. Any reimbursement system should aso recognize the possble need for
longer amounts of intervention time with patients, and multiple interventions. Our two
tier compensation system was probably inadequate for this purpose. A multi-tiered system
(based on time), or a relative value unit-based system based on time and problem severity,
for example, would be more equitable.

A comprehensve assessment of the outcomes of the provision of cognitive
services was beyond the scope of the Washington CARE demondgtration. We did,
however, report on results and proximal measures, e.g., how often drug therapy was
changed as a result of the intervention, and the drug cost impact of these changes. One
tangible and easily measured result of cognitive service interventions is the frequency of
drug therapy changes. Our finding of a change rate of approximately 28% is in the range
of that reported by other studies. The vast maority of changes occurred after prescriber
consultation, indicating that pharmacists were not acting independently, or contrary to
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practice regulations, in identifying and resolving drug therapy problems. Further, when
drug therapy changes did occur, the drug cost savings averaged about $13.00. For these
cognitive services, we conclude that cognitive services reimbursement is cost-beneficia
from the perspective of the Medicaid program. That is, directly measurable drug cost
savings more than offset cognitive services payments to pharmacists. Across dl cognitive
savices (including those not resulting in drug therapy change), direct drug cost savings
nearly covered the cost of cognitive services for Group A.

It should be noted, however, that this assessment did not include consideration of
1) any adminigtrative costs of managing the program, 2) the impact of cognitive services
on the cost of other medical care services used, and 3) the impact on medica care
utilization of patient-centered problem interventions that do not result in drug therapy
changes. In this program the administrative costs, while not explicitly measured, were
quite low. There was a one time cost associated with entering the payable cognitive
sarvice codes but it was a simple procedure identicd to adding a NDC drug code.
Cognitive service clams were processed in the same data stream as prescriptions and
appeared on the same reconciliaion reports to pharmacies and dl clams for medica
sarvices were processed under a flat rate negotiated with a claims processor. Since
cognitive services did not contribute appreciably to the tota volume of claims processed,
there was no surcharge. Further, based on other published estimates in the literature, we
would expect that when the impact of cognitive services on the cost of other medicd care
sarvices is consdered aongside adminigtrative codts, the results would show a net cost
savings to the Medicaid Program.

Based on this demonstration, we conclude that a prescription drug-related
cognitive services documentation and rembursement system can be implemented relatively
easly from the perspective of a state Medicaid program; that it will be successful in
identifying and resolving a least some, but probably not dl, drug therapy problems; and
that it has the potential for generating cost savings at |east equal to program costs.

115



GLOSSARY OF TERMS

Add OTC drug therapy
A cognitive service result code that involved a pharmacist’'s recommendation of
over-the-counter (OTC) drug therapy for the patient based upon symptoms and
problems presented. This cognitive service code is used only for OTC drugs not
covered as a drug benefit through Medicaid when prescribed by a physician.

Add Rx drug therapy
A cognitive service result code that involved a legend or non-legend drug being
prescribed by an authorized prescriber and added to the patient’s therapy.

ADR: observed
A cognitive service problem code that involved a pharmacist observing or
suspecting that the patient was experiencing an adverse drug reaction (ADR).

ADR: preventable
A cognitive service problem code in which the drug prescribed is known or
suspected to cause an adverse drug reaction (ADR) for the patient.

Area coordinator
A designated community pharmacist gppointed to serve as a liaison between
CARE project staff and community pharmacists for the purposes of disseminating
followup information about coding and documentation procedures.

Case managed patient
See patient case managed.

Change dose
A cognitive service result code that involved a pharmacist’s changing a drug dose
with prescriber authorization due to an inappropriate or incorrect prescribed dose.

Change dosage regimen
A cognitive service result code that involved a pharmacist’s changing a dosage
regimen with prescriber authorization due to an inappropriate or incorrect
prescribed dosage regimen.

Changeto drug of choice
A cognitive service result code in which the drug was changed (from the one
ordered on the origind prescription) and dispensed by the pharmacist with
prescriber  authorization.

Cognitive services
Those sarvices provided by a pharmacist to or for a patient that are either
judgmental or educationa in nature rather than technica or informationd.
Examples of cognitive services include screening and evaluating drug therapy;
monitoring patient compliance with drug therapy; and extended patient training to
assure understanding and proper use of drugs.

Consult Medicaid
A cognitive service intervention code in which Medicad (third party payor) was
consulted regarding an agreement to provide case management for a patient. This
does not include patients restricted to a specific pharmacy by Medicaid, nor does it
include any contact with Medicaid regarding drugs on the prior authorization list.
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Consult patient
A cognitive service intervention code in which the patient was interviewed to
obtain more information about disease, drugs currently taken, or a problem
detected as it related to drug therapy.

Consult prescriber by phone or fax
A cognitive service intervention code in which the pharmacist contacted the
prescriber by phone or fax to obtain information, to resolve a drug therapy
problem or to make an appointment or referrd for a patient.

Consult prescriber in person
A cognitive service intervention code in which the prescriber was contacted in
person by the pharmacist to obtain information, to resolve a drug therapy problem
or to make an appointment or referral for a patient.

Consult R.Ph, at another pharmacy
A cognitive service intervention code in which a pharmacist, having detected a
drug therapy problem, consulted a pharmacist from another pharmacy about the
patient’s drug-related problem.

Counsdl patient
A cognitive service result code involving a pharmacist’s provison of extended
patient counsdling due to a patient's drug-related problem.

Discontinue drug
A cognitive service result code in which a drug currently taken by the patient is
discontinued with prescriber authorization.

Dispense as written
A cognitive service result code in which the drug was dispensed as originaly
written by the prescriber.

Do not dispense
A cognitive service result code in which the prescribed drug is not dispensed,
based upon contact with, and authorization from the prescriber.

Drug allergy/intolerance
A cognitive service problem code in which the patient was dlergic to the drug
prescribed or had an intolerance to the drug that would cause non-compliance with
drug therapy.

Drug: complex administration
A cognitive service problem code in which the drug prescribed had complex usage
indructions or administration procedures requiring additional patient education for
appropriate use.

Drug-disease interaction
A cognitive service problem code in which the drug prescribed may cause an
adverse effect on the disease, or the disease may have an ineffective or adverse
effect on the drug.

Drug-drug interaction
A cognitive service problem code that involved an interaction between
concurrently used drugs that required both communication with prescriber and
patient counsding due to the severity of the interaction.
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Drug-food interaction
A cognitive service problem code in which the drug prescribed had an adverse
interaction with food prescribed for the patient.

Drug-lab test interaction
A cognitive service problem code in which the drug prescribed was known to
interact with a home or office lab tes.

Drug: other specific problem
A cognitive service problem code that involved any drug problems not previoudy
described and not specifically excluded as noted in the documentation procedure
instructions. For example, activities not to be documented in this category include
missing information on a prescription or forged prescriptions.

Drug-related problems
Includes the following problem codes: drug: therapeutic duplication; drug-drug
interaction; drug-disease interaction; drug: allergy/intolerance; drug-food
interaction; drug-lab test interaction; ADR: preventable; ADR: observed; drug:
complex administration; and drug: other specific problem.

Drug: therapeutic duplication
A cognitive service problem code that involved a drug prescribed for a patient who
was dready taking a therapeuticaly equivaent drug.

Healthy Options Program
A Washington State Medicaid managed care options program initiated during the
time of the CARE study. The program enrolled Aid to Families with Dependent
Children (AFDC) recipients in any one of severa managed hedth care programs.
Hedth care premiums in this program are paid by DSHS and prescription drug
coverage was an optiona program benefit.

OBRA-90
A Federd Budget Reconciliation Act that, pertinent to this demonstration, changed
the reimbursement rules for pharmaceuticals, imposed new requirements for the
delivery of pharmaceutica services (eg., on-Site prospective drug use review and
counsding for Medicaid patients), and authorized demondtration projects to study
on-line prospective drug use review and payment of pharmacists for cognitive
Services.

Other (intervention)
A cognitive sarvice intervention code used to identify any other cognitive service
interventions that the pharmacist identified as a sarvice. These problems were not
digible for cognitive services rembursement.

Other non-drug problems
A term used to identify non-drug related problems that pharmacistsidentified asa
cognitive service. These problems were not eigible for compensation.

Patient assessment
A cognitive service intervention code in which the pharmacist assessed the
patient's hedth condition, as it related to the patient's drug therapy, through
interview and/or reviewing routine vita sgns.
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Patient case managed
A cognitive sarvice problem code in which a patient (case) is referred to a
pharmacy by a physician or the Medicd Assstance Adminigtration (Medicaid) for
management of the patient’s drug therapy through a customized care program
developed between the pharmacy and the provider or Medicad. This does not
include patients who are restricted to a pharmacy by Medicaid, nor is it equivaent
to a managed care patient.

Patient communication difficulty
A cognitive service problem code that involved a patient who had difficulty
comprehending ingtructions for taking drug therapy.

Patient: other improper use of drug
A cognitive service problem code that involved the inappropriate use of a drug
other than over- or under-utilization.

Patient over-utilization of drug
A cognitive service problem code that involved a patient's over-compliance with
drug therapy.

Patient-related problems
An aggregate cognitive service category that included the following problems:
patient over-utilization of drug; patient under-utilization of drug; patient
communication difficulty; patient case managed; and patient: other improper use
of drug.

Patient seeking care: no symptoms
A cognitive service problem code that involved a patient’s seeking advice about
drug therapy and help in maintaining hedth when the patient has no disease
symptoms.

Patient seeking care: with symptoms
A cognitive service problem code that involved a patient's seeking advice and care
for specific symptoms related to drug thergpy or those for which drug therapy is
likely to be needed.

Patient training
A cognitive sarvice intervention code that involved training and education for the
patient beyond routine counsdling laws.

Patient under-utilization of drug
A cognitive service problem code that involved a patient's under-compliance with
drug therapy.

“PP_H_RR”
An abbreviation used to represent the cognitive service code used to code and bii
cognitive service documents. The lettersrefer to threefields, where PP isthe two-
digit problem code; 1l is the two-digit intervention code; and RR is the two-digit
result code.

Pharmaceutical care
The component of pharmacy practice which entails the direct interaction of the
pharmacist with the patient (or prescriber) for the purposes of caring for that
patient's drug-related needs.
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Prescription-related problems
An aggregate cognitive sarvice category that included the following problems:
suboptimal drug; suboptimal dose; suboptimal dosage regimen: suboptimal
dosage form; suboptimal duration of use; and unnecessary drug therapy.

Referral
A cognitive service result code in which the referrd of a patient was made to
another hedth care provider. A referrd involves a pharmacist’s recommending
that the patient contact a provider, obtaining patient agreement, and notifying the
provider that the referrd has been made. This includes referrd to a hedth care
provider for language trandlation to assure that the patient understands the purpose
for and how to appropriately use medications or devices for drug therapy. This
does not include a verba referra only, which is congdered patient counsdling.

Review laboratory tests
A cognitive service intervention code that involved reviewing or monitoring
laboratory test results to assess the status of the patient’ s disease or the level of
individua drugs used in the trestment of the patient.

Review literature
A cognitive service intervention code that involved a pharmacist’s consulting the
literature and/or other drug information sources to evauate identified drug therapy
problems.

Review profileor chart
A cognitive service intervention code that involved the review of the patient's
chart or medica profile to obtain information about the patient's disease, current
and/or previous drug therapy, dlergies, lab values, or any other information
pertinent to the drug therapy problem identified.

State Supplemental Rebate Program
A program in which drug manufacturers contractually agreed to offer the
Washington State Medicaid program an additional rebate in exchange for
unrestricted status for their productsin the program.

Suboptimal dosage form
A cognitive service problem code that involved a pharmacist’ s recignition of an
inappropriate, incorrect, or less than optima drug dosage form for the patient;
eg., capsules for infants or colostomy patients.

Suboptimal dosage regimen
A cognitive service problem code that involved a pharmacist’'s recognition of an
inappropriate, incorrect, or less than optimal dosage regimen of the prescribed
drug.

Suboptimal dose
A cognitive service problem code that involved a pharmacist’s recognition of an
inappropriate, incorrect, or less than optimal dose of the drug that was prescribed
for the patient's condition.
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Suboptimal drug
A cognitive service problem code that involved a pharmacist’s recognition of an
inappropriate, incorrect, or less than optimal drug that was prescribed for the
patient’s condition based upon standard drug therapy recommendations and
formutary restrictions.

Suboptimal duration of use
A cognitive service problem code in which a drug was prescribed for inappropriate
or less than optima length of time.

Substitution: generic
A cognitive service result code that involved the subdtitution of a generic drug for
a brand name drug with prescriber authorization. A generic subdtitution is not
congdered to be a cognitive service if the prescriber has signed on the
“subdtitution permitted” line. This result code is to be used only if the prescription
is signed “dispense as written.”

Substitution: therapeutic
A cognitive service result code that involved the subdtitution of a thergpeuticaly
equivaent drug with prescriber authorization.

Unnecessary drug therapy
A cognitive service problem code in which neither the prescribed drug nor any
other drug was indicated based on the patient’s medica problem or the medica
diagnosis.
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Appendix A: Cognitive Service Documentation Form



SITE ID Date Rx #

RPh Initials

-ORIGINAL RX INFORMATION-

Total Time (Min.)
-DISPENSED RX INFORMATION—

NOC#: — CITY: DAYS SUPPLY: NDC#: —_ ary: DAYS SUPPLY: I
Problem: Intervention:

_ SUBOPTIMAL Drug +...vvvevnenninnnnnens 01 _ CONSULT Prescriber phone/ffax. .............. 10
_ SUBOPTIMAL DOSE + vt veveeraeenannannns 02 _ CONSULT Prescriber in person ............... 11
_ SUBOPTIMAL Dosage regimen .............. 03 _ CONSULT RPh at another pharmacy ........... 20
... SUBOPTIMAL Dosage form/route of admin. .... 04 _ CONSULT Patient . ... U 30
_ SUBOPTIMAL Duration of use ............... 05 _ PATIENT Assessment ........c.oeevvvvuinnnnn. 31
_ SUBOPTIMAL: Unnecessary drug therapy ..... 06 _ PATIENT Training . .......cco.iiiiiiiinnnnn. 32
_ DRUG: Therapeutic duplication . ............. 11 _ CONSULT Medicaid (3rd Party Payor) ......... . 40
_ DRUG-Drug interaction .................... 21 _ REVIEW Profile or chart. .............coovvitn 50
_ DRUG-Disease interaction. ................. 22 —_REVIEW Laboratory tests «..............c.... 51
_  DRUG-Allergy/intolerance . ................. 23 _ REVIEW Literature. . .....c.viiitiniiirnnnnn. 60
_ DRUG-Food interaction .. .................. 24 __OTHER ..... ... . 60
_ DRUG-Lab test interaction. ................. 25 Result:

_ ADR: Preventable ................ ... . . 26 _ CHANGE To drug of choice .................. 01
_ ADR: Observed ...... ..o, 27 _ ADD Rx drug therapy ..........covviniinann. 02
_ DRUG: Complex administration .............. 26 _ SUBSTITUTION: GENErC . ..vvvunenannnnnenns 03
_ DRUG: Other specific problem .............. 29 _ SUBSTITUTION: Therapeutic ...........covu.. 04
_ PATIENT Over-utilization of drug ............. 31 _ ADD OTC drug therapy. . ......cocvvivininnn.. 05
_ PATIENT Under-utilization of drug ............ 32 __CHANGEDoSe ................ccoovvvenn.. 11
_ PATIENT Communication difficulty. ........... 33 _ CHANGE Dosage regimen/Duration of use ...... 12
_ PATIENT Case managed ............cc..... 34 _ DISCONTINUE Drug .......ooeveniiinvnnannnnn 21
_ PATIENT: Other improper use of drug ......... 35 _DONOTdispense.. ....... coveuieuen. P 22
_ PATIENT Seeking care: with symptoms ........ 41 _ COUNSEL Patient «ovevevevneininann. L. <eev. 30
_ PATIENT Seeking care: NO symptoms ........ 42 _ REFERRAL .ttt e i ittt e 40
_ OTHER NON-drug problems ................ 90 _ DISPENSE As Written ....................... 90
Third Party Type: 001 Medicald Morbidity Risk: ___Low(1) -Moderate(S) _ Hlgh(3)

WASHINGTON Pharmacist CARE Project Documentation Form

COMMENTS

CS Code [NDC] #:
88888 ——
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Appendix B: Cognitive Service Codes and Payment Rules



}-....._.. —

o _ CARE Proj ect _
Cognitive services Assessment and Rei mbursenent Effectiveness

COGNI Tl VE SERVICES PAYMENT RULES*

Al'l drug-related cognitive service interventions are potentially
eligible for reinbursenent subject to certain rules. Cainms for
payment nust be properly coded Wi th a[g\r/oprlate Cognitive Service codes
I ndicating the specific PROBLEM | NTERVENTI ON, and RESULT, and the time
involved recorded in the Quantity field. The level of paynent is

det er1n_ ne%| by the time involved.” The follow ng conbination of codes
are eligible:

Problem a n y

I ntervention: any S .

Resul t: Any code signifying a change in drug therapy

[01-04,11,12,21,22] except " Add OTIC drug' {057

Probl em Patient Overutiliz (31), Underutiliz (32) or
_ Comuni cation Difficulty (33)

[ ntervention: n _

Resul t: - %oznsel Patient (30)

Time invol ved: > 6 _mnutes

Probl em Case Managed Patient (34) if referred by DSHS or a
_ physi ci an

I ntervention: any

Resul t: 'aﬂl except Add OTC Drug (05)

Pr obl em Compl ex Drug Admin (28) or Qther Drug-Specific
_ Prg_gl em (29)

I ntervention: Patient Training (32)

Resul t : D.AW (90)

Problem: Comuni cation Difficulty (33)

[ ntervention: a n Y

Resul t:, Referral (40)

be sure to check the working definition of
‘referral’

Probl em any, except Pt. Seeking Care (41,42), and
(lﬁer Non- drug Probl em (90)
I ntervention: Consult Prescriber (10,11)

be sure to check the working definition of
‘consult prescriber*
Resul t: any

Probl em Therapeutic Duplication (11), DDl (21), Drug-Ds.
interaction (22), Drug-allergy intol. (23),
ADR- prev. (26) ADR-obs. (27) _
Pat. Overutil. (31), pat. Underutil. (32)

Xnt er vent i on: Consult rph at another pharmacy (20)
Resul t: Counsel patient (30) or Referral (40)
Probl em

n :
Intervention: &X_sult Patient (30) or

Patient Assessment (31)
Resul t : Referral (40)

* tevised 11/1/93

28



21-10- 01
01 - 10 - 02
01-10- 03
01-10- 04
01 -10- 05

-01-10- 21

01 -10-22
01 -10-30
01-10- 40
01-10- 90
01- 11 - 01
01-11- 02
01-11- 03
01-11- 04
01-11- 05
01-11-21
01-11- 22
01-11- 30
01-11 - 40
01-11 - 90
01- 30 - 01

7™1-30 - 40

31 - 31 -01
01 -31-40
01-50 - 01
02-10- 01
02-10 - 02
02-10- 05
02-10 - 11
02- 10- 12
02-10- 22
02- 10- 30
02-10- 40
02- 10- 90
02-11- 02
02-11 - 05
02-11-11
02-11- 22
02-11 - 30
02- 11 - 40
02-11 - 90
02-20 - 11

,02-30 - 40

2-31-40
02-50- 01

CARE Payable Cognitive Service Codes as of 11/4/94

DRUG /PHNDOC/CHG DRG
DRUG /PHNDOC/ADD DRG
DRUG /PHNDOC/GEN SUB
DRUG /PHNDOC/THR SUB
DRUG /PHNDOC/ADD OTC
DRUG /PHNDOC/DC DRUG

DRUG /PHNDOC/NOT DSP

DRUG /PHNDOC/CNSL PT

DRUG /PHNDOC/REFER

DRUG /PHNDOC/D.A.W.

DRUG NISDOCICHG DRG

DRUG /VISDOC/ADD DRG
DRUG /VISDOC/GEN SUB

DRUG /VISDOC/THR SUB

DRUG NISDOCIADD OTC
DRUG NISDOCIDC DRUG

DRUG NISDOC/NOT DSP

DRUG NISDOCICNSL PT

DRUG NISDOCIREFER

DRUG /VISDOC/D.A.W.

DRUG /CNSPAT/CHG DRG

DRUG /CNSPAT/REFER

DRUG /PT.EVL/CHG DRG

DRUG /PT.EVU/REFER

DRUG /REVCHT/CHG DRG

DOSE /PHNDOC/CHG DRG

DOSE /PHNDOC/ADD DRG

DOSE IPHNDOCIADD OTC

DOSE /PHNDOC/CHGDOSE

DOSE /PHNDOC/CHG RGM

DOSE /PHNDOC/NOQOT DSP

DOSE /PHNDOC/CNSL PT

DOSE /PHNDOC/REFER

DOSE /PHNDOC/D.A.W.

DOSE NVISDOC/ADD DRG

DOSE NVISDOC/ADD OTC

DOSE NISDOCICHGDOSE

DOSE NISDOCINOT DSP

DOSE NVISDOC/CNSL PT

DOSE NISDOCIREFER

DOSE NISDOC/D.AW.

DOSE /OTHRPH/CHGDOSE

DOSE /CNSPAT/REFER

DOSE /PT.EVL/REFER

DOSE /REVCHT/CHG DRG
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03- 10 - 02
03-10-11
03- 10 - 12
03- 10- 22
03- 10- 30
03- 10- 40
03- 10- 90
03- 11 - 02
03-11- 11
03- 11 - 12
03- 11 - 22
03- 11 - 30
03- 11 - 40
03- 11 - 90
03- 30 - 12
03 - 30 - 40
03 - 31 - 40
03-50 - 11
04 - 10 - 01
04-10- 21
04- 10- 22
04- 10 - 30
04- 10 - 40
04- 10- 90
04-11 - 01
04- 11 - 12
04-11- 21
04- 11 - 22
04- 11 - 30
04-11-40
04-11- 90
04 - 30 - 01
04 - 30 - 40
04 - 31 - 40
05- 10 - 12
05 -10 - 21
05- 10 - 22
05- 10- 30
05- 10- 40
05- 10- 90
05-11 - 12
05-11 - 21
05-11 - 22
05- 11 - 30
05- 11 - 40

1

REGMN/PHNDOC/ADD DRG
REGMN/PHNDOC/CHGDOSE

REGMN/PHNDOC/CHG RGM
REGMN/PHNDOC/NOT DSP
REGMN/PHNDOC/CNSL PT

REGMN/PHNDOC/REFER

REGMN/PHNDOC/D.A.W.
REGMNNISDOCIADD DRG

REGMNNISDOCICHGDOSE

REGMN/NISDOC/CHG RGM
REGMNNISDOCINOT DSP
REGMN/VISDOC/CNSL PT
REGMNNISDOCIREFER
REGMN/NVISDOC/D.A.W.
REGMN/CNSPAT/CHG RGM
REGMN/CNSPAT/REFER

REGMN/PT.EVL/REFER
REGMN/REVCHT/CHGDOSE
FORM /PHNDOC/CHG DRG
FORM /PHNDOC/DC DRUG

FORM /PHNDOC/NOT DSP
FORM /PHNDOC/CNSL PT
FORM /PHNDOC/REFER
FORM /PHNDOC/D.A.W.
FORM /VISDOC/CHG DRG
FORM NISDOCICHG RGM
FORM /VISDOC/DC DRUG
FORM NISDOC/NOT DSP
FORM NISDOCICNSL PT
FORM NISDOCIREFER -
FORM /VISDOC/D.A.W.
FORM /CNSPAT/CHG DRG
FORM /CNSPAT/REFER
FORM /PT.EVL/REFER
DURA IPHNDOCICHG RGM
DURA /PHNDOC/DC DRUG
DURA /PHNDOC/NOT DSP
DURA /PHNDOC/CNSL PT
DURA /PHNDOC/REFER
DURA /PHNDOC/D.A.W.
DURA NISDOCICHG RGM
DURA NISDOCIDC DRUG
DURA VISDOC/NOT DSP
DURA NISDOCICNSL PT
DURA NISDOCIREFER




o

J35-11-90
05-30 - 40
05-31-40
05-80 - 12
06-10- 01
06-10 - 21
06-10- 22
06- 10- 30
06- 10-40
06- 10- 90
06-11- 21
06-11- 22
06-11- 30
06- 11 - 40
06-11 - 90
06- 30 - 40
06 - 31 - 40
- 10-21
- 10 - 22
II- 10- 30
- 10 - 40

771-10 - 90

1-11 - 21
- 11 - 22
11- 11 - 30
11-11- 40
11- 11 - 90
I1- 20 - 30
11-20-40
- 30 - 22
I1- 30 - 40
- 31 - 40
21-10- 01
21 -10 - ‘02
21- 10- 05
21-10- 11
21-10 - 12
21-10- 21
21-10 - 22
21-10 - 30
21-10 - 40
21-10 - 90
_21-11-01
1-11- 02
21-11- 05

CARE Payable Cognitive Service Codes as of 1 1/4/94

DURA NISDOC/D.A.W.
DURA /CNSPAT/REFER
DURA /PT.EVL/REFER
DURA /MSCSVC/CHG RGM
UNNEC/PHNDOC/CHG DRG

UNNEC/PHNDOC/DC DRUG

UNNEC/PHNDOC/NOT DSP
UNNEC/PHNDOC/CNSL PT
UNNEC/PHNDOC/REFER
UNNEC/PHNDOC/D.A.W.
UNNECNISDOCIDC DRUG
UNNECNISDOCINOT DSP
UNNECNISDOCICNSL PT
UNNECNISDOCIREFER
UNNEC/VISDOC/D.A.W.
UNNEC/CNSPAT/REFER
UNNEC/PT.EVL/REFER'
THDUP/PHNDOC/DC DRUG
THDUP/PHNDOC/NQT DSP
THDUP/PHNDOC/CNSL PT
THDUP/PHNDOC/REFER
THDUP/PHNDOC/D.A.W.
THDUPNISDOCIDC DRUG
THDUPNISDOCINOT DSP
THDUP/NISDOC/CNSL PT
THDUPNISDOC/REFER
THDUPNISDOC/D.A.W.
THDUP/OTHRPH/CNSL PT
THDUP/OTHRPH/REFER
THDUP/CNSPAT/NQT DSP
THDUP/CNSPAT/REFER
THDUP/PT.EVL/REFER
D-DI /PHNDOC/CHG DRG
D-DI /PHNDOC/ADD DRG
D-DI /PHNDOC/ADD OTC
D-DI /PHNDOC/CHGDOSE
D-DI /PHNDOC/CHG RGM
D-DI /PHNDOC/DC DRUG
D-DI /PHNDOC/NOT DSP
D-DI /PHNDOC/CNSL PT
D-DI /PHNDOC/REFER
D-DI /PHNDOC/D.A.W.

D-DI NISDOCICHG DRG
D-DI NISDOCIADD DRG
D-DI VISDOC/ADD OTC

Page 2

21-11 - 11
21 - 11 - 12
21 - 11 - 21
21 - 11 - 22
21 - 11 - 30
21 - 11 - 40
21 - 11 - 90
21 - 20 - 30
21- 20 - 40
21 - 30 - 40
21 - 31 - 40
22-10 - 01
22- 10 - 02
22- 10 - 05
22-10- 11
22- 10 - 12
22-10- 21
22- 10 - 22
22- 10 - 30
22- 10 - 40
22-10 - 90
22-11 - 01
22- 11 - 02
22- 11 - 05
22 -11- 11
22 -11-12
22- 11 -21
22- 11 - 22
22- 11 - 30
22- 11 - 40
22- 11 - 90
22- 20 - 30
22-20 - 40
22- 30 - 40
22 - 31 - 40
23-10 - 01
23- 10 - 02
23-10 - 04
23--10 - 05
23-10- 11
23-10- 12
23-10 - 21
23- 10 - 22
23- 10 - 30
23- 10 - 40

D-DI NISDOCICHGDOSE
D-DI NISDOCICHG RGM
D-DI NISDOCIDC DRUG
D-DI NISDOCINOT DSP
D-DI NISDOCICNSL PT
D-DI NISDOCIREFER
D-DI VISDOC/D.A.W.
D-DI/OTHRPH/CNSL PT
D-DI /OTHRPH/REFER
D-DI /CNSPAT/REFER
D-DI /PT.EVL/REFER .
D-DIS/PHNDOC/CHG DRG
D-DIS/PHNDOC/ADD DRG
D-DIS/PHNDQC/ADD OTC
D-DIS/PHNDOC/CHGDOSE
D-DIS/IPHNDOC/CHG RGM
D-DIS/PHNDOC/DC DRUG
D-DIS/PHNDOC/NOT DSP
D-DIS/PHNDOC/CNSL PT
D-DIS/PHNDOC/REFER
D-DIS/IPHNDOC/D.A.W.
D-DISNISDOCICHG DRG
D-DISNISDOCIADD DRG
D-DIS/VISDOC/ADD OTC
D-DISNISDOCICHGDOSE
D-DISVISDOC/CHG RGM
D-DISNISDOCIDC DRUG
D-DIS/VISDOC/NOT DSP
D-DISNISDOCICNSL PT
D-DISNISDOCIREFER
D-DISNVISDOC/D.A.W.
D-DIS/OTHRPH/CNSL PT
D-DIS/IOTHRPH/REFER
D-DIS/CNSPAT/REFER
D-DIS/PT.EVUREFER
C-IND/PHNDOC/CHG DRG
C-IND/PHNDOC/ADD DRG
C-IND/PHNDOC/THR SUB
C-IND/PHNDOC/ADD OTC
C-IND/PHNDOC/CHGDOSE
C-IND/PHNDOC/CHG RGM
C-IND/PHNDOC/DC DRUG
C-INDIPHNDOCINOT DSP
C-IND/PHNDOC/CNSL PT
C-IND/PHNDOC/REFER




3 -
23 -
23 -
23 -
23 -
23 -
23 -
23 -
23 -
23 -
23 -
23 -
23 -
23 -
24 -
24 -
24 -
24 -
24 -
24 -
24 -
Y
24 -
24 -
24 -
24 -
24 -
24 -
24 -
24 -
24 -
24 -
24 -
24 -
24 -
24 -
25 -
25 -
25 -
25 -
25 -
25 -
25 -
5-
25-

10 - 90

11 -

11 -

11 -
1 -
1 -

11 -
1 -
11 -
20 -
20 -
30 -
31 -
10 -
1O -
10 -
1O -
1O -
10 -
10 -

-10-

10 -
10 -
11 -
11 -
11 -
11 -

11 -

11 -
11 -
11 -
11 -
11 -
30 -
31 -
10 -
10-
10 -
10 -
10-
10-
10-
10 -
10-

01
02
05
11
21
22
30
40
90
30
40
40
40
01
02
05
11
12
21
22
30
40
90
01
02
05
11
12
21
22
30
40
90
40
40
01
02
11
12
21
22
30
40
90

CARE Payable Cognitive Service Codes as of 11/4/94

C-INDIPHNDOC1D.A.W.
C-INDNISDOCICHG DRG
C-INDNVISDOC/ADD DRG
C-INDNVISDOC/ADD OTC
C-INDNISDOCICHGDOSE
C-INDNISDOC/DC DRUG
C-INDNISDOCINOT DSP
C-INDNVISDOC/CNSL PT
C-INDNISDOCIREFER

C-IND/VISDOC/D.A.W.

C-IND/OTHRPH/CNSL PT
C-IND/OTHRPH/REFER
C-IND/CNSPAT/REFER
C-IND/PT.EVUREFER
D-FD /PHNDOC/CHG DRG

D-FD /PHNDOC/ADD DRG

D-FD /PHNDOC/ADD OTC

D-FD /PHNDOC/CHGDOSE

D-FD /PHNDOC/CHG RGM
D-FD /PHNDOC/DC DRUG

D-FD /PHNDOC/NQOT DSP
D-FD /PHNDOC/CNSL PT
D-FD /PHNDOC/REFER

D-FD /PHNDOC/D.A.W.,
D-FD NISDOCICHG DRG

D-ED VISDOC/ADD DRG

D-FD /VISDOC/ADD OTC

D-FD NISDOCICHGDOSE

D-FD NISDOCICHG RGM

D-FD NISDOCIDC DRUG
D-FD NISDOCINOT DSP

D-ED NISDOCICNSL PT

D-FD NISDOCIREFER

D-FD VISDOC/D.A.W.

D-FD /CNSPAT/REFER
D-FD /PT.EVL/REFER

D-LAB/PHNDOC/CHG DRG

D-LAB/PHNDOC/ADD DRG

D-LAB/PHNDOC/CHGDOSE

D-LAB/PHNDOC/CHG RGM

D-LAB/PHNDOC/DC DRUG

D-LAB/PHNDOC/NOT DSP

D-LAB/PHNDOC/CNSL PT

D-LAB/PHNDOC/REFER

D-LAB/PHNDOC/D.A.W.

25-11-01
25- 11 - 02
25-11-11
25- 11 - 12
25- 11-21
25- 11 -22
25- 11 -30
25- 11 - 40
25- 11 - 90
25- 30 - 40
25- 31 - 40
26- 10- 01
26- 10- 02
26- 10- 05
26- 10 -11
26- 10 - 12
26-10-21
26- 10 - 22
26- 10- 30
26- 10- 40
26 - 10- 90
26- 11-01
26- 11 - 02
26- 11 - 05
26- 11-11
26- 11 - 12
26-11-21
26- 11 - 22
26- 11 - 30
26- 11 - 40
26- 11 - 90
26- 20 - 30
26 - 20 - 40
26- 30-01
26 - 30 - 40
26- 31 - 40
26- 51 - 90
27- 10-01
27- 10 - 02
27 - 10- 05
27-10- 11
27 - 10 - 12
27-10- 21
27 - 10- 22
27 - 10- 30

D-LABNISDOCICHG DRG
D-LAB/VISDOC/ADD DRG
D-LABNISDOCICHGDOSE

D-LABNISDOCICHG RGM

D-LABNVISDOC/DC DRUG

D-LAB/NVISDOC/NOT DSP

D-LABNISDOC/CNSL PT

D-LAB/VISDOC/REFER

D-LABNVISDOC/D.A. W.

D-LAB/CNSPAT/REFER

D-LAB/PT.EVUREFER

PVADR/PHNDOC/CHG DRG

PVADR/PHNDOC/ADD DRG

PVADR/PHNDOC/ADD OTC

PVADR/PHNDOC/CHGDOSE

PVADR/PHNDOC/CHG RGM
PVADR/PHNDOC/DC DRUG

PVADR/PHNDOC/NOT DSP

PVADR/PHNDOC/CNSL PT

PVADR/PHNDOC/REFER

PVADR/PHNDOC/D.A.W.

PVADRNISDOC/CHG DRG
PVADR/NISDOC/ADD DRG

PVADRNVISDOC/ADD OTC
PVADRNVISDOC/CHGDOSE
PVADRNVISDOC/CHG RGM
PVADRNVISDOC/DC DRUG
PVADRNISDOC/NOT DSP
PVADRNVISDOC/CNSL PT
PVADRNVISDOC/REFER
PVADRNISDOC/D.A.W.
PVADR/OTHRPH/CNSL PT
PVADR/OTHRPH/REFER
PVADR/CNSPAT/CHG DRG
PVADR/CNSPAT/REFER
PVADR/PT.EVL/REFER
PVADR/REVLAB/D.A. W.
ADR /PHNDOC/CHG DRG
ADR /PHNDOC/ADD DRG
ADR /PHNDOC/ADD OTC
ADR /PHNDOC/CHGDOSE
ADR /PHNDOC/CHG RGM
ADR /PHNDOC/DC DRUG
ADR /PHNDOC/NOT DSP
ADR /PHNDOC/CNSL PT




77 - 10- 40
27 - 10- 90
27-11-01

27-11 - 02
27-11- 056
27-11-11
27-11 - 12
.27-11- 21
27-11 - 22
27-11 - 30
27-11 - 40
27-11 - 90
27 - 20 - 30
27 - 20 - 40
27-30- 12
27 - 30 - 40
27-31- 40
28 -10-01
28-10- 11
28-10 - 12
28-10- 21

8- 10- 22

3- 10- 30
28- 10- 40
28-10 - 90
28- 11 - 01
28-11 - 12
28-11- 21
28-11 - 22
28- 11 - 30
28- 11~ 40
28- 11 - 90
28- 30 - 30
28- 30 - 40
28- 31 - 40
28-.32 - 30
28- 32 - 40
28- 32 - 90
29-10 - 01
29- 10- 02
29-10 - 03
29- 10- 04
/?\9- 10- 05
-10-11
<3~ 10 - 12

CARE Pavable Cognitive Service Codes as of 11/4/94

ADR /PHNDOC/REFER.
ADR /PHNDOC/D.A.W.
ADR NISDOCICHG DRG
ADR /VISDOC/ADD DRG
ADR /VISDOC/ADD OTC
ADR /VISDOC/CHGDOSE
ADR /VISDOC/CHGRGM-
ADR NISDOCIDC DRUG
ADR NISDOCINOT DSP
ADR /VISDOC/CNSL PT
ADR NISDOCIREFER

ADR NISDOC/D.A.W.

ADR /OTHRPH/CNSL PT
ADR /OTHRPH/REFER
ADR /CNSPAT/CHG RGM
ADR /CNSPAT/REFER
ADR /PT.EVL/REFER
CMPLX/PHNDOC/CHG DRG
CMPLX/PHNDOC/CHGDOSE
CMPLX/PHNDOC/CHG RGM
CMPLX/PHNDOC/DC DRUG
CMPLX/PHNDOC/NOT DSP
CMPLX/PHNDOC/CNSL PT
CMPLX/PHNDOC/REFER
CMPLX/PHNDOC/D.A.W.
CMPLX/VISDOC/CHG DRG
CMPLX/NVISDOC/CHG RGM
CMPLX/VISDOC/DC DRUG
CMPLX/VISDOC/NOT DSP
CMPLX/VISDOC/CNSL PT
CMPLX/VISDOC/REFER
CMPLX/VISDOC/D. AW,
CMPLX/CNSPAT/CNSL PT
CMPLYJCNSPATIREFER
CMPLX/PT.EVL/REFER
CMPLX/PT.TRN/CNSL PT
CMPLX/PT.TRN/REFER
CMPLX/PT.TRN/D.A.W.
OTHDG/PHNDOC/CHG DRG
OTHDG/PHNDOQC/ADD DRG
OTHDG/PHNDOC/GEN SUB
OTHDG/PHNDOC/THR SUB
OTHDG/PHNDOC/ADD OTC
OTHDG/PHNDOC/CHGDOSE

OTHDG/PHNDOC/CHG RGM
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29-10-21
29- 10- 22
29-10 - 30
29-10 - 40
29-10 - 90
29-11-01
29-11 - 02
29-11- 03
29-11- 04
29-11- 05
29-11- 11
29-11- 12
29-11- 21
29-11-22
29-11 - 30
29-11 - 40
29-11 - 90
29 - 30 - 40
29 -31-40
29 -32-90
29 - 40 - 02
29-80- 11
31-10 - 05
31-10- 11
31-10- 12
31-10-21
31-10 - 22
31-10 - 30
31-10 - 40
31-10 - 90
31-11-11
31-11 - 12
31-11- 21
31-11 - 22
31-11 - 30
31-11 - 40
31-11- 90
31-20-30
31-20-30
31 -20 - 40
31-30- 22
31-30-30
31 -30 - 40
31-31-30
31- 31 - 40

OTHDG/PHNDOC/DC DRUG

OTHDG/PHNDQOC/NOT DSP
OTHDG/PHNDOC/CNSL PT
OTHDG/PHNDOC/REFER

OTHDG/PHNDOC/D.A.W.
OTHDG/NVISDOC/CHG DRG

OTHDG/NISDOC/ADD DRG

OTHDGNISDOCIGEN SuUB

OTHDG/VISDOC/THR SUB
OTHDG/VISDOC/ADD OTC

OTHDGNISDOCICHGDOSE
OTHDGNVISDOC/CHG RGM
OTHDGNISDOCIDC DRUG

OTHDG/VISDOC/NOT DSP

OTHDG/NISDOC/CNSL PT

OTHDG/NVISDOC/REFER

OTHDG/NVISDOC/D.A.W.
OTHDG/CNSPAT/REFER

OTHDG/PT.EVUREFER

OTHDG/PT.TRN/D.A. W.

OTHDG/CNS3PY/ADD DRG
OTHDG/MSCSVC/CHGDOSE

OVUTL/PHNDOC/ADD OTC
OVUTL/PHNDOC/CHGDOSE

OVUTL/PHNDOC/CHG RGM
OVUTL/PHNDOC/DC DRUG

OVUTUPHNDOC/NOT DSP

OVUTL/PHNDOC/CNSL PT
OVUTL/PHNDOC/REFER

OVUTL/PHNDOC/D.A.W.
OVUTL/NVISDOC/CHGDOSE
OVUTLNVISDOC/CHG RGM
OVUTLNISDOCIDC DRUG
OVUTL/VISDOC/NOT DSP
OVUTL/VISDOC/CNSL PT
OVUTLNISDOCIREFER
OVUTLNISDOC/D.AW.
OVUTL/OTHRPH/CNSL PT
OVUTL/OTHRPH/CNSL PT
OVUTL/OTHRPH/REFER
OVUTL/CNSPAT/NOT DSP
OVUTL/CNSPAT/CNSL PT
OVUTL/CNSPAT/REFER
OVUTL/PT.EVL/CNSL PT
OVUTL/PT.EVL/REFER




31 -
31-
31-
3-1 -
31-
31-
32 -
32-
32-
32-
32-
32-
32-
32-
32-
32-
32-
32-
32-
32-
32-
32 -

32-
32-
32-
32-
32-
32-
32-
32-
32-
32-
33 -
33-
33-
33-
33-
33-
33 -
33-
33 -

33-
3.

32 -
40 -
50 -

60 -

11 -

11 -
20 -

31 -
31 -

40 -
50 -
51 -
60 -
80 -
10-
10-
10-
10-
11 -

11 -
11 -
20 -
30 -
30 -
31 -

30
30
30
30
30
30
11
12
21
22
30
40
90
11
12
21
22
30
40
90
30
30
40
30
40
30
40
30
30
30
30
30
30
11
30
40
90
11
30
40
90
30
30
40
30

CARE Pavable Cognitive Service Codes as of 11/4/94

OVUTL/PT.TRN/CNSL PT
OVUTL/CNS3PY/CNSL PT
OVUTL/REVCHT/CNSL PT
OVUTL/REVLAB/CNSL PT
OVUTL/REVLIT/CNSL PT
OVUTL/MSCSVC/CNSL PT
UNUTUPHNDOCICHGDOSE
UNUTL/PHNDOC/CHG RGM
UNUTL/PHNDOC/DC DRUG
UNUTL/PHNDOC/NOT DSP
UNUTL/PHNDOC/CNSL PT
UNUTL/PHNDOC/REFER

UNUTL/PHNDOC/D.A.W.

UNUTL/VISDOC/CHGDOSE
UNUTL/VISDOC/CHG RGM

UNUTL/NVISDOC/DC DRUG
UNUTL/VISDOC/NOT DSP

UNUTL/VISDOC/CNSL PT

UNUTL/VISDOC/REFER
UNUTLNVISDOC/D.A.W.

UNUTL/OTHRPH/CNSL PT

UNUTL/OTHRPH/CNSL PT

UNUTL/OTHRPH/REFER
UNUTL/CNSPAT/CNSL PT
UNUTL/CNSPAT/REFER
UNUTL/PT.EVL/CNSL PT
UNUTL/PT.EVL/REFER
UNUTL/PT.TRN/CNSL PT

UNUTL/CNS3PY/CNSL PT
UNUTL/REVCHT/CNSL PT

UNUTL/REVLAB/CNSL PT
UNUTL/REVLIT/CNSL PT

UNUTL/MSCSVC/CNSL PT

COMNCIPHNDOCICHGDOSE

COMNC/PHNDOC/CNSL PT

COMNC/PHNDOC/REFER

COMNC/PHNDOC/D.A.W.

COMNCNISDOCICHGDOSE

COMNCNISDOCICNSL PT

COMNC/VISDOC/REFER

COMNC/VISDOC/D.AW.

COMNC/OTHRPH/CNSL PT

COMNC/CNSPAT/CNSL PT

COMNC/CNSPAT/REFER

COMNC/PT.EVL/CNSL PT
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33 -

33-
33 -
33 -
33-
33 -
33 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
34 -
35 -
35 -
35 -
35 -

31 - 40
32 - 30
40 - 30
50 - 30
51 - 30
60 - 30
80 - 30
10 - 01
10 - 02
10 - 03
10 - 04
10- 05
10 - 11
10 - 12
10 - 21
10 - 22
10- 30
10- 40
10 - 90
11 - 01
11 - 02
11 - 03
11 - 04
11 - 05
11 - 11
11 - 12
11 - 21
11 - 22
11 - 30
11 - 40
11 - 90
30 - 01
30 - 30
30 - 40
31 - 30
31 - 40
32 - 30
32 - 90
50 - 40
80 - 30
80 - 90
10 - 01
10- 02
10- 03
10- 04

COMNC/PT.EVL/REFER
COMNC/PT.TRN/CNSL PT
COMNC/CNS3PY/CNSL PT

COMNC/REVCHT/CNSL PT
COMNC/REVLAB/CNSL PT

COMNC/REVLIT/CNSL PT

COMNCIMSCSVCICNSL PT

CSMGT/PHNDOC/CHG DRG
CSMGT/PHNDOC/ADD DRG

CSMGTIPHNDOCIGEN SUB
CSMGT/PHNDOC/THR SUB
CSMGT/PHNDQC/ADD OTC

CSMGT/PHNDOC/CHGDOSE
CSMGT/PHNDOC/CHG RGM
CSMGT/PHNDOC/DC DRUG

CSMGT/PHNDOC/NOT DSP
CSMGT/PHNDOC/CNSL PT
CSMGT/PHNDOC/REFER
CSMGT/PHNDOC/D.A.W.
CSMGTNISDOCICHG DRG

CSMGT/NISDOC/ADD DRG
CSMGT/VISDOC/GEN SuB
CSMGT/VISDOC/THR SuUB

CSMGTNVISDOC/ADD OTC
CSMGT/NISDOC/CHGDOSE
CSMGTNISDOCICHG RGM

CSMGTNVISDOC/DC DRUG
CSMGTNISDOC/NOT DSP
CSMGT/VISDOC/CNSL PT
CSMGTNISDOCIREFER
CSMGTNVISDOC/D.A.W.
CSMGT/CNSPAT/CHG DRG
CSMGT/CNSPAT/CNSL PT
CSMGT/CNSPAT/REFER
CSMGT/PT.EVUCNSL PT
CSMGT/PT.EVUREFER
CSMGT/PT.TRN/CNSL PT
CSMGT/PT.TRN/D.A.W.
CSMGT/REVCHT/REFER
CSMGT/MSCSVC/CNSL PT
CSMGT/MSCSVC/D.A.W.
PTUTL/PHNDOC/CHG DRG
PTUTL/PHNDOC/ADD DRG
PTUTL/PHNDOC/GEN SUB
PTUTL/PHNDOC/THR SUB




/‘\ .

CARE Payable Cognitive Service Codes as of 1114194

55- 10 - 05 PTUTL/PHNDOC/ADD OTC
35- 1O 11_PTUTL/PHNDOC/CHGDOSE
35- 10 - 12 PTUTUPHNDOC/CHG RGM
35- 1O 21_PTUTUPHNDOC/ DCDRUG
35- | O 22_PTUTUPHNDOC NOTDSP
35- | O 30_PTUTL/PHNDOC/CNSL PT

35- 10 40
35-10 90
35-11- 01
35-11- 02
35-11- 03
35- 11 - 04
35- 11 - 05
35- 11 -1
35- 11 - 12
35- 17 - 21
3B- 11 - 22
35-11 - 30
35- 11 - 40
35- 11 - 90
35- 20- 30
75-20 - 30
5-20 - 40
35- 30- 01
35- 30 - 30
35- 30- 40
35-31-30
35- 31 - 40
35- 32 - 30
35- 40- 30
35- 50- 30
35-51-30
35- 60- 30
35- 80 - 30
41- 10 - 02
41- 11 - 02
4-11 - 22
41- 30 - 40
41- 31 - 02
41- 31 - 40
42-10 02
90- 10- 01

/‘\

PTUTL/PHNDOC/REFER
PTUTL/PHNDOC/D.A.W.
PTUTL/NVISDOC/CHG DRG
PTUTL/VISDOC/ADD DRG
PTUTL/VISDOC/GEN SUB
PTUTL/VISDOC/THR SUB
PTUTL/VISDOC/ADD OTC
PTUTL/NVISDOC/CHGDOSE
PTUTL/NVISDOC/CHG RGM
PTUTL/NVISDOC/DC DRUG
PTUTL/AVISDOC/NOT DSP
PTUTL/NVISDOC/CNSL PT
PTUTLNVISDOC/REFER
PTUTLNVISDOC/D.A.W.
PTUTL/OTHRPH/CNSL PT
PTUTL/OTHRPH/CNSL PT
PTUTUOTHRPH REFER
PTUTL/CNSPAT/CHG DRG
PTUTL/CNSPAT/CNSL PT
PTUTL/CNSPAT/REFER
PTUTL/PT.EVL/CNSL PT
PTUTL/PT.EVL/REFER
PTUTUPT. TRN CNSLPT
PTUTL/CNS3PY/CNSL PT
PTUTL/REVCHT/CNSL PT
PTUTL/REVLAB/CNSL PT
PTUTL/REVLIT/CNSL PT
PTUTL/MSCSVC/CNSL PT
SYMPT/PHNDOC/ADD DRG
SYMPTNISDOC/ADD DRG
SYMPTNI SDOCI NOTDSP
SYMPT/CNSPAT/REFER
SYMPT/PT.EVL/ADD DRG
SYMPT/PT.EVL/REFER
ASYMP/PHNDOC/ADD DRG
MISC /PHNDOC/CHG DRG

Page 6
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The Pharmacist @A R E Project

July 1994

COME ON BOARD -- THERE'S STILL TIME!! REGISTRATION PACKETS AVAILABLE NOW!

WHAT IS THE STUDY ABOUT?
The study will determine:

> % o

How often pharmacists perform cognitive services as part of their routine practice.

The action taken by pharmacists and the health outcomes resulting from cognitive services.
The effect of payment on pharmacists’ performance of coginitive services. '

200 pharmacies will be selected at random from those volunteering to participate

Washington is the only state to receive funding from the Health Care Financing Administration
for this type of study. The results will likely impact Federal policy regarding recognition and
payment of pharmacists for cognitive services.

WHO IS ELIGIBLE TO PARTICIPATE?

*

Community or ambulatory pharmacies throughout Washington.
Pharmacies that dispense at least 50 Medicaid prescriptions per month.

WHAT MUST | DO TO PARTICIPATE IN THE STUDY?
*

HOW
*

*

Sign an agreement with Medicaid that you will participate in the study regardless of whether
you receive payment from Medicaid for documenting your cognitive services only, or
documentation reimbursement plus a fee for the cognitive service you perform.

Meet for a training session and periodic review sessions held in your area.

Document your cognitive services provided for Medicaid patients using either paper of
a computerized documentation method and send this information to the University of
Washington at least monthly,

Half of the pharmacies in the study will also be billing Medicaid on a fee-for-service basis for
the cognitive services they document.

WILL COGNITIVE SERVICES BE PAID? _ N _
All R/Iart|p|p_at|ng pharmacies will be paid $40 per month to document their cognitive services
for Medicaid patients.

100 pharmacies will be randomly selected to receive a reimbursement of $4.00 or $6.00 for
most cognitive services billed through customary billing mechanisms for Medicaid.

¥VHEN DOES DOCUMENTATION BEGIN AND HOW LONG WILL IT LAST?

*

VHO

The developmental phase,will last one to two months after the initial training session.
Documentation began February 1994, and will last 12 months.

DO 1 CONTACT FOR INFORMATION OR QUESTIONS?

* Amber Andrews at (206) 685-2559  * Rod Shafer at (206) 367-4566
* Nancy Neil at (206) 616-1 044 * Dale Christensen at (206) 543-1 412

You may also send requests for information to:

/ .

The University of Washington
School of Pharmacy, SC-69
Seattle, WA 98195 (Attn. Amber Andrews) Fax number: (206) 685-9615

This study is being conducted jointly between fhe University of Washington
School of Pharmacy and the Washington Stafe Medical Assistance
Administration (formerly DSHS).



The Pharmacist@A‘R‘ E‘Pro]ecf

Cognitive Activities & Reimbursement Effectiveness

~July 5, 1994

Dear Pharmacist:

We are pleased to offer you the opportunity to participate in a landmark study of
payment for cognitive services. Washington is the only state in the country that
received funding from the Health Care Financing Administration (HCFA) to study
documentation and reimbursement of community pharmacists’ cognitive services for
Medicaid patients.

The purpose of the study is to assess whether the provision of pharmacists’
cognitive services that are reimbursed will lead to improved health outcomes for
patients. Cognitive services provided by pharmacist include identifying and resolving

" potential medication problems, and interacting with the prescriber and the patient in
making decisions about appropriate drug therapy. The project will involve over 200
community pharmacies throughout the state. Pharmacists will document cognitive
services provided for Medicaid patients and receive $40 per month for these services
for 12 months. Documentation of co%nitive services began in Februagl 1994, but we
are continuing to add pharmacists who want to be involved in this study.

If you are interested in this study, please complete the enclosed application and
return it to the University of Washington or fax it to the School of Pharmacy at (206)
5433835. Completion of this application does not obligate you to participate, but will
indicate your interest in this study. You will be contacted later regarding your final
decision 10’ participate. Should you have questions about this study, please contact
m e .

. Sincerely,

Avkeer Andaen

Amber Andrews, R.Ph., M.P.H.
Co-Investigator
(206) 6852559

Dol S

Rod Shafer, R.Ph.
Clinical Assistant Professor
(206) 367-4566

Encl.

Unzversity of Washington School o thzg?l, SC-69 Seattle, Washington 98195
- > f g?%) 543-6788 FAX: (206) 543-3835 g0
Toll Free Number: 1-800-801-9076

- v . . ~ .



Appendix D: Pharmacy Participation Contracts



(LONG FORM CONTRACT nNo:

AGREEMENT
BETVEEN

STATE OF WASHI NGTON
. DEPARTMENT OF SOOI AL AND HEALTH SERVI CES

AND
DSHS £

TH's AcREEMENT i s entered into by and between the DEPARTMENT

oF SoC AL AND HEALTH SERVI CES, hereinafter referred to as *"psHs,*

-

“and ' S . hereinafterreferredto as

the "Contractor *

IT IS THE PURPOSE OF THI S CONTRACT To provide therapy-related
cognitive services for Medicaid-eligible clients pursuant to a
denonstration project funded by the Health Care Financing

Adm nistration (HCFA). Pharmacists who are certified providers in
the Medicaid program will be reinmbursed for providing "cognitive

services" during the nornal course of dispensing prescriptions.

Cogni tive services are defined as those services provided by a
pharmecist to or for a patient or health care professional that are
either judgnental oreducational in nature ratherthantechnicalor
informational. The denonstration focuses prinarily on docunenting
cognitive services associated with identifying and resolving drug

therapy-related problens, and associated consultation or counseling

services.



This project, bei ng conducted in collaboration with the
University of Washington (uw) School of Pharmacy, wll reinburse
200 sel ected pharnacies consenting to participate in the study.
participating pharmacies nust agree to a random designation into
Goup Aor B'

Regar dl ess of group designation; a pharmacy will receive a
study participation stipend for perform ng and docunenti ng
cognitive services, as detailed below. |f selected”for Goup A a
pharmacy will be asked to submt a separate docunment for each
cognitive service perforned and claim submtted for which it wll
receive an additional fee. A pharmacy will be infornmed of its
status as a Goup A or B pharmacy prior to the starting date of the
rei nbur senment peri od. At that time the pharmacy will be given
further instructions on the specific procedures for submtting a
claim .

IT IS, THEREFORE, MJUTUALLY AGREED THAT:

STATEMENT OF WORK

The contractor shall furnish the necessary personnel and

services and otherw se do all things necessary for or incidentalto
the performance of the work set forth bel ow

1. Cocm tive Services

The contractor shall provide cognitive services to Medicaid-
eligible «clients during the nornal course of dispensing
prescriptions. These services include, but are not limted to:
(a) identify potential patient disease or drug related therapy
probl ens; (b) conduct intervention activities to explore or resolve

-2 -



these problens; and (c) docunent the outconme of identified

probl ens.

2. Trainina Sessions

The contractor shall have at |east one designated pharnmaci st
attend four training and feedback sessions conducted by the uw
. School of Pharmacy. These sessions. will help to explain the
purpose of the study, orient pharmacies to the docunentation and
billing procedures and cognitive services codes, provide periodic
feedback to participants on cognitive services docunentation
activities, and provide a forumfor participant discussion of
common experiences in docunenting cognitive services.

3. Routine Docunentation of Coanitive Services (Al
Phar naci es)

The contractor nust agree to document the cognitive services
provided to Medicaid-eligible patients by pharmacy personnel. The
services must be documented: 1) on specially prepared forns (see
Appendi x A) or 2) using specially prepared conputer software that
records the same information as appears on the docunentation form
Each contractor with'a softmare-conpayible conputer systemw |l be '
provided the software for its exclusive use during the study.
Usage of the software is voluntary. In addition, the uw will
supply interested software vendors with specifications necessaryto
nodify their software for electronic documentation. Al copies of
the software nust be returned to DSHS at the end of the project if
so requested. The contractor nust submit docunents (coding forns
or computer floppy disks) in a provided mailing envel ope at | east

once each nonth.



TERMS AND CONDI TI ONS
Al rights and obligations of the parties to this contract

shall be subject to and governed by the Svecial Terns and

Conditions contained in the text of this contract and the General

Terns and Conditions attached hereto as Appendix B and incorporated

her ei n.

PERI OD OF PERFORVANCE

Subject to other provisions, the period of performance of this

contract shall conmence on September 1, 1994 and be conpleted on or
about January 31, 1995, unless terninated sooner as provided

her ei n.
| N CONSI DERATI ON WHEREOF
DSHS shall pay to the Contractor for those services provided

herein as foll ows:

1. Procedure for Compensating Pharmaci es for Participating in
the Studv.

In order to establish a break-in and baseline period, the

contractor shall docunment cognitive services for a period of at

" least 30 days prior to the start of the conpensation period. The
contractor will receive $40.00 nonthly for twelve nonths.

The contractor nust submt a DSHS invoice voucher. partjally

conpl eted vouchers will be given to each participating pharmacy for

this purpose.

2. Procedure for Reinbursenent of Coqnitive Services (Applies
t0 Group A Phar nacl es Onlv):

Paynment for cognitive services will be based on subnitted

claimforms with date of service during the reinmbursenent perjog.

-4 -



* N

The contractor will receive notification of group status and the
starting date of this phase of the reinmbursenent.

The claim form for cognitive services is identical in
structure to existing claimforns for prescriptions. For a
cognitive services claim the information subnmitted differs in
t hese respects:

a) The National Drug Code (NDC) field is used to identify the
claimas a cognitive services claim A unique cognitive services
code nust entered into this field. The Cognitive Services Code
has the foll ow ng general format:

88888-PP~II-RR, Where:

88888 - replaces the labeler field for the NDC to
identify the claimas a cognitive services
claim

PP - two digit problemcode (see appendix).

[ - two digit intervention code.

RR - two digit process-outcome code.

Cognitive services clains eligible for reinbursement will be those
with all fields conpleted, and those with cognitive service codes
indicating a change in drug therapy including a decision not to
di spense a prescription, or for an extended patient counseling
activity when performed pursuant to an identified problemor wth
prescriber notification or consent or for other codes specified by
DSHS. A list of cognitive service codes eligible for reinbursement
is contained in Appendix C.  This list may be nodified at a later
date. If nodified, pharmacists will be informed at |east 15 days

bef ore changes are inpl ement ed.



| f the contractor chooses to use a conputer to docunent
cognitive services and generate DSHS claims, it may be necessary to
I ncorporate cognitive services codes and descriptors into the drug
data file of the contractor's conputer system A data disk will be
provided for this purpose. However, it is possible this may
require hand-entry on site if the contractor's conputer support
vendor cannot performthis service or if the contractor cannot
directly input data fromthe disk provided. The contractor nust
bear any costs for this entry.

b) The Quantity field is used to record the total amount of
pharmacist tinme involved in the cognitive service activity.
Phar maci sts nmust record the time to the nearest mnute. This field
will be used to deternine the level of reinmbursenent (i.e. $4.00 if

the tine i S six minutes or less or $6.00 if the recorded tinme is

nore than six mnutes).

c) Pharmacies will receive rei nbursement and remttance
advice in the sane manner as for other DSHS prescription cl ai ns.
IT 1S FURTHER MJUTUALLY AGREED THAT:
In the event that funding fromthe state, federal, or other
sources is wthdrawn, reduced, exhausted or linmted in any way,
DSHS may terminate this agreement. Ternination of this agreenent

will not affect the provider's participation in the Mdicaid

program under the Core Provider Agreenent.



ORDER OF PRECEDENCE

The contractor agrees to abide by the terms of this agreenent,
the Core Provider' Agreement, and by all applicable federal and
state statutes, rules, and procedures.

In the event of an inconsistency in -this contract, unless
otherwi se provided herein, the inconsistency shall be resolved by
giving precedence in the follow ng order:

a) Applicable Federal and State Statutes and Regul ations;

b) Special Terms and Conditions, including the Statenment of
Work;

c) General Ternms and Conditions; and
d) Any other provisions of the contract whether incorporated
by reference or otherw se.

ALL WRITINGS CONTAI NED HEREI N

This agreenent contains all the terns and conditions agreed
upon by the parties. No other understandings, oral or otherw se,
regarding the subject matter of this agreenent shall be deened to

exist or to bind any of the parties hereto.

IN WTNESS WHEREOQF, the undersigned have affixed their

signatures in execution thereof.

Vd

/¢5ﬁT§§CTQR T STATE OF WASHI NGTON, DSHS
DATE: _ DATE:
7
APPROVED AS TO FORM ONLY BY

THE OFFI CE OF THE ATTORNEY
GENERAL




%amﬁ& DEPARTMENT OF SOCIAL AND HEALTH SERVICES
O

| AL 8 HALK CONTRACT AMENDMENT

PAGE _1__of_1_ PAGES

, . NAME AN3 ADDRESS OF CONTRACTOR 2. CONTRACT AND AMENDMENT NUMBERS

CONTRACT NO. AMENDMENT NO.

3‘& THIS ITEM APPLIES ONLY TO BILATERAL AMENDMENTS.

THE CONTRACT IDENTIFIED HEREIN. INCLUDING ANY PREVIOUS AMENDMENTS THERETO, IS HEREBY AMENDED AS SET FORTH IN ITEM § BELOW, BY MUTUAL CONSENT
OF ALL PARTIES HERETO.

4.
D THIS ITEM APPLIES ONLY TO UNILATERAL AMENDMENTS.

THE CONTRACT IDENTIFIED HEREIN. INCLUDING ANY PREVIOUS AMENDMENTS THERETO, 15 HEREBY UNILATERALLY AMENDED AS SET FORTH IN ITEM § BELOW PUR-
SUANT TO THAT CHANGES AND MODIFICATIONS CLAUSE AS CONTAINED THEREIN.

5. DESCRIPTION OF AMENDMENT.

A. The period of performance is extended from February 1, 1995 through September 30, 1995.

B. The consideration is increased by $320.00.

The maximum consideration for the
entire period is $800.00.

6. ALL OTHER TERMS AND CONDITIONS OF THE ORIGINAL CONTRACT AND ANY PREVIOUS AMENDMENTS THERETO REMAIN IN FULL
FORCE AND EFFECT.

7. MIS IS A UNILATERAL AMENDMENT. SIGNATURE OF CONTRACTOR IS NOT 8
C | REQUIRED BELOW.

THIS DOCUMENT HAS BEEN APPROVED AS TO FORM BY THE
CONTRACTOR HEREBY ACKNOWLEDGES AND ACCEPTS THE TERMS AND
CONDITIONS OF THIS AMENDMENT. SIGNATURE 15 REQUIRED BELOW. ASSISTANT ATTORNEY  GENERAL

” "OR THE CONTRACTOR,

10. FOR THE DEPARTMENT OF SOCIAL AND HEALTH SERVICES

/ / : / /
(SIGNATURE) DATE ; BSHS CONTRACTING OFFICER (SIGNATURE)

DATE
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The Pharmacist

ARE.

Project

Payment of Pharmacists for Cognitive Services

Training Manual

Prepared by:

G. Ainber Andrews, M.P.H., R.Ph.
-Peggy S. Odegard, Pharm. D.

In Collaboration with:

Dale B. Christensen, Ph.D.
Garth Holmes, MA, R.Ph.
William E. Fassett., Ph.D., R.Ph.
Andy Stergachis, Ph D., R.Ph.
Rodney D. Shafer, R.Ph.

The University of Washington
Department of Pharmacy Research Program
School of Pharmacy SC-69
Seattle, WA 98195

This project is being funded by the Health Care Financing Administration and is being
conducted jointly between the University of Wash!n?ton School of Pharmacy and the
Washington State Department of Social and Health Services.



WELCOME TO
The Pharmacist CARE Project

Health care and pharmacy are going to eerrience many changes in the near
future, and pharmacy’s role and involvement in these changes will affect many of the
decisions that will be made. The Pharmacist CARE Project is receiving national
attention, Washington is the only state in the country that received funding from the
Health Care Financing Administration to study documentation -and reimbursement of
community pharmacists cognitive services for Medicaid patients. We have a unique
opportunity to develop and evaluate a new reimbursement model for pharmac
through this study. The results of your efforts in this study will be extremely useful
when decisions about future pharmacy reimbursement policies are made by many
different organizations and administrators.

It is exciting to be a part of what will mold some of the health care changes that
will occur while the entire country focuses on Washington state and The Pharmacist
CARE Project Thank you for your willingness to be involved in this study and the
service you will provide our pharmacy profession!

This packet contains information and material you will need to participate in the
Pharmacist CARE Project and includes the following material:

- Cognitive Services Overview
- Study Highlights
- Area CARE Coordinator Responsihilities and Contacts
- Paper Documentation Form (Sample)
.- Definitions for Cognitive Service Elements:
Problem, Intervention, Result, and Morbidity Risk
- Documentation Process
- Submission of Documented Cognitive Services to the University of Washington
- Full Screen Computerized Documentation Program Information
- Pop-Up Screen Computerized Documentation Program Information
- Pharmac:yParticipation Stipend
- Method d¢ Creating a Co%nitive Service Prescription
- Method for Billing DSHS for a Cognitive Service Prescription
- Cognitive Service Payment Rules
- Cases to Practice Documentation of Cognitive Services

We welcome your comments and questions as this material is reviewed with you.
Many questions will likely be answered at the end of this session when we will
demonstrate the use of the paper documentation form and both computerized
documentation programs The cases at the end of this manual will provide you with an
opportunity to practice documenting cognitive services.
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The Pharmacist

Cognitive Services Overview ;A'R°E'
J Prosect
RA 90 - ral R 11iati
* Changed the reimbursement rules for pharmaceuticals and it imposed new requirements

for the delivery of ‘pharmaceutical services*.
i i

On-site Prospective drug.use review requirement to evaluate the appropriateness of drug
therapy before a product is dispensed for Medicaid patients This includes screening.for
therapeutic duplication, drug-drug and drug-disease interactions, drug allergies, clinical

abuse/misuse. o _
* Counseling must be offered to Medicaid patients N _
* Demonstration projects to study payment of pharmacists for cognitive services

* Demonstration projects to study on-line prospective DU R
licesnition of Cognitive Service

* Those services provided by a pharmacist to or for a patient that are either judgmental or
educational in nature rather than technical or informational

(American Pharmaceutical Association, 1988) o o

The responsible provision of drug therapy for the purpose of achieving definite outcomes
that improve a patient’s quality of life. (Hepler and Strand, 1990)

les of . .
* Screening and evaluating drug thr_:ra;?

* Monitoring patient compliance with drug therapy

* Assessing symptoms of patients seeking care

* Extended patient training to assure understanding and proper use of drugs

Rationale for i

* Suboptimal prescribing

* Patient noncompliance

* Drug related illnesses

* Avoidable health care expenditures

E

i ' ity Phar iti i i
Results from the community pharmacy cognitive service studies cited below indicate:
Cognitive services decrease overall drug costs _
Cognitive services decrease adverse health outcomes and avoid health care costs

Estimation of Potentially Avoided Health Care Costs
Due to Pharmacists Cognitive Services and | nterventions

Potentiall Potentially Potentially
Avoided Cost / Avoided Cost / Avoided Cost /
Harmful Error Intervention Rx Screened
Rupp, M. et al
(1988, Indiand) $28.78 $7.15 $0.19
Rupp, M. et al
(1990 Five state $43531 $122.98 $2.32
stuaog]_mcl uding
Washington)

Andrews, A. et d
(1991, Washington) $85.34 $40.11 $0.92




The Pharmacist @A R E’ Project

WHAT IS THE STUDY ABOUT?
The stuE?/ will determine;
*x

*

*

ow often pharmacists perform cognitive services as part of their routine practice.
The action taken by pharmacists and the health outcomes resulting from cognitive

services. _ N _
The effect of payment on pharmacists performance of cognitive services.

Washington is the only state to receive funding from the Health Care Financin
Administration for this type of study. The results may have a significant impact on
Federal policy regarding recognition and payment of pharmacists for cognitive services.

WHO IS ELIGIBLE TO PARTICIPATE?

*
*

Community or ambulatory pharmacies throughout Washington.
200 pharmacies selected at random from those volunteering to partici Eate.
Pharmacies that dispense at least 50 Medicaid prescriptions per mont

WHAT MUST | DO TO-PARTICIPATE IN THE STUDY?

*

Sign an agreement with Medicaid that you will participate in the study regardless of
whether you receive payment from Medicaid for documenting your cognitive services
only, or documentation reimbursement plus a fee for the cognitive service you perform

Attend atraining session and periodic review sessions held in your area

Document your cognitive services provided for Medicaid patients using either paper or
a computerized documentation method and send thii information to the University of
Washington at least monthly. The computerized documentation program can be used if’
it is compatible with your pharmacy’s software system and has your software vendor’s
approval, if needed

Half of the pharmacies in the study will aso be billing Medicaid on a fee-for-service basis
for the cognitive services they document.

HOW WILL COGNITIVE SERVICES BE PAID?

*

x

All participating pharmacies will be paid $40 per month to document their cognitive
services for Medicaid patients

100 pharmacies will be randomlg selected to receive a reimbursement of $4.00 or

$6.00 for most cognitive services billed through customary Medicaid billing processes

WHEN DOES DOCUMENTATION BEGIN AND HOW LONG WILL IT LAST?

*

*

The developmental .phase will last one to two months after the initial training sessions.
Documentation is expected to begin February 1994, and will last 12 months.

WHO DO | CONTACT FOR INFORMATION OR QUESTIONS?

* |-800-801-9076 for general questions and information
* Amber Andrews at (206) 685-2559 * Rod Shafer at (206) 367-4566
* Peggy Odegard at (206) 543-0760 * Dale Christensen at (206) 543-1412

You may also obtain information by contacting:  Amber Andrews, Project Director

University of Washington
School of Pharmacy, SC-69
Seattle, WA 98195

2 Fax number: (206) 685-9615



The Pharmacist @A‘ R’ E‘ Project

Area CARE Coordinators

1

Oversee the activities of four to eight pharmacies in the coordinator’s area with
respect to this study.

2. Assist with arranging an initial training meeting for pharmacists participating in this
study. Assist with arranging two to three follow-up meetings.

3. Attend the initia training meeting and all follow-up meetings

4. Provide a training video for pharmacists unable to attend the scheduled meeting.
(Participation in the stuo!% requires attendance of the initial training
meeting. If it is not possible for a participant to attend this meeting,
then a videotape of the meeting must be viewed and the study
discussed with the Area CARE Coordinator.)

5. Maintain contact with pharmacies to assure appropriate and dontinuous
documentation of cognitive services provided for Medicaid patients

6. Answer questions from participating pharmacists about the documentation of
cognitive services

7. Consult with Stge%l Investigators or computer support personnel to answer
questions, as needed

6. Maintain contact with the study investigators and/or the project director regarding
study progress at the pharmacies.

Payment:

Arga CARE Coordinators will be paid $30 for every pharmacy they supervise during the

study..
Investi to

Amber Andrews, R.Ph., M.P.H. Rod Shafer, R.Ph.

(206) 685-2559 (206) 3674566

CARE Study Fax: (206) 685-9615

Pe&%y Odegard, Pharm D. Bob Stotler, Computer Consultant

(206) 543-0760 Full Screen Computer Program

(206) 365-8630

Bill Fassett, Computer Consultant

Pop-U

Screen Computer Program Toll free number: 1-800-801-9076

(206) 685-2272
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The Pharmacist @ARE Project

Definitions for Cognitive Service Elements

Problem, Intervention, Result, and Morbidity Risk

PROBLEM

n-optim ibing:

01 Suboptimal Drug

02 Suboptimal Dose

03 Suboptimal Dosage
regimen

04 Suboptimal Dosage
form

05 Suboptimal Duration
of use

06 Suboptimal:
Unnecessary
drug therapy

Drug-Specific Problems;’

11 Drug: Therapeutic
duplication

21 Drug-Drug
Interaction

22 Drug-Disease
Interaction

23 Drug Allergy /
intolerance

Inappropriate, incorrect, or less than optimal drug prescribed for the
patient’s condition based upon standard drug therapy
recommendations, formulary restrictions. (e.g. A broad spectrum
cephal osporin prescribed for an ear infection when an alternative
such as Amoxicillin® has not been tried which is both appropriate
and less expensive.) This problem category does not include
problem -categories 2 |-29 listed below.

Inappropriate, incorrect, or less than optimal dose of drug
' Frescri bed for the patient’s condition. (e.g. Dose is too high or too
ow when evaluated against clinically recommended amount).

Inappropriate, incorrect, or less than optimal dosage regimen
ordered for the dru% prescribed (e.g. Drug is prescribed to be
taken twice daily when usual therapy is three times daily for
appropriate therapeutic effect)

Inappropriate, incorrect or less than optimal drug dosage form for
the patient (e.g. Capsules for infants or colostomy patients).

Drug prescribed for inappropriate or less than optimal length of time. .
(e.g. Duration of drug therapy istoo long or too short).

Drug prescribed is not needed by the patient based on the problem
or diagnosis presented (No drug is needed).

Drug prescribed when the patient is already taking a therapeutically
equivalent drug (e.g. Petient is prescribed a drug which is an H-2
antagonist when aready taking an H-2 antagonist).

Interaction that requires communication with prescriber and patient
counseling due to severity of drug-drug interaction. (e.g. Class 1
interaction as categorized by Hansten/Horn

Updates).

Drug prescribed causes adverse effect on disease, or disease
causes ineffective or adverse effect of drug (e.g. A beta-agonist is
prescribed for an asthmatic patient).

Patient allergic to drug prescribed or has intolerance to the drug that

will cause non-compliance of drug therapy. (e.g. Patient prescribed
a sulfonamide antibiotic when allergic to sulfa).
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24 Drug-Food
interaction

25 Drug-Lab test
interaction

26 ADR:Preventable

27 ADR:Observed

28 Drug: Complex
administration

29 Drug: Other
specific problem

Patient-Specific Problems:

31 Patient Over-
utilization
of drug

32 Patient Under-
utilization
of drug

33 Patient
Communication
difficulty

34 Patient Case
managed

Drug prescribed has adverse interaction with food prescribed for
patient_ (e.g. Patient taking a calcium supplement is prescribed a
tetracycline drug).

Drug prescribed known to interact with a home or office lab test
(e.g. Patient prescribed a salicylate drug which may cause false-
positive glucosuria when using a copper reduction method to test

urine glucose).

Drug prescribed is known or suspected to cause an adverse drug
reaction (ADR) for the patient. (e.g. Petient reports to pharmacist
previous hospitalization due to reaction to penicillin and is
prescribed penicillin). '

Pharmacist observes or suspects the patient is experiencing an
adverse drug reaction (ADR). (e.g. Patient taking a tricyclic
antidepressant and pharmacist observes ‘pill rolling’ action, nervous
feet and /or hip motion which are extra-pyramidal symptoms, ADR’s,
of the drug)

Drug prescribed has complex usage instructions or administration
procedure requiring additional patient education for appropriate use.
(e.g Use of Imitrex®, technique for giving insulin injections, proper
use of metered dose'mhaler).

Use for any drug problems not previously described and not
specifically excluded as noted in the documentation procedure
instructions. (e.g. Activities that should NOT be documented include
missing information on a prescription, forged prescriptions).

Patient over-compliance with drug therapy. (e.g. Early refill as
determined by records of directions and quantity dispensed when
prescription was last dispensed, and cal culation made by the
pharmacist to determine when the patient should need more
medication to control health problem).

Patient under-compliance with drug therapy. (e.g. Late refill as
determined by records of directions and quantity dispensed when
prescription was last dispensed, and calculation made by the
pharmacist to determine when the patient should need more
medication to control health problem).

Patient who has difficulty comprehending instructions for taking
drug therapy. (e.g. English is not the native language, deaf, mental
impairment).

Patient (case) isreferred to a pharmacyetg_/ aphysician or the
Medical Assistance Administration (Medicaid) for management of
the patient’ s drug therapy through a customized care program
developed between the pharmacy and the provider or Medicaid
(e.%lA patient who has a history of drug abuse whom a prescriber
or Medicaid makes an agreement with a pharmacy to monitor the
patient’s drug use). This does NOT include patients who are
restricted to a pharmacy by Medicaid. Also, thisis NOT

the same as a managed care patient).
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35 Patient: Other
improper use
of drug

41 Patient Seeking care:

with symptoms

42 Patient Seeking care: -

NO symptoms

90 Other Non-drug
problems

INTERVENTION
10 Consult prescriber
phone or fax -

11 Consult prescriber
in-person

20 Consult R.PL
at another
pharmacy

30 Consult
patient

31 Patient Assessment

32 Patient Training

40 Consult Medicaid

50 Review Profile
or chart

Inappropriate use of a drug other than over or under utilization of a
drug. (e.g. Applying a nitroglycerin patch at night instead of during
the day which can cause the patient to receive a sub-therapeutic
dose of the drug).

Patient-seeking advice and care for specific symptoms related to
drug therapy or for which drug therapy is likely to be needed (e.g. A
. patient requests advice about stomach pain, earache, rash).

Patient seeking advice and care to maintain health; has no disease
symptoms. (e.g. A patient reguests advice that will promote health
or prevent disease).

Use for other NON-drug related problems that require the
pharmacist’s cognitive services. (Any non-drug related pioblem
that does NOT include problem category 42).

Prescriber contacted by phone or fax by the pharmacist to obtain
information, to resolve a drug therapy problem or to make an
appointment or referral for a patient

. Prescriber contacted in-person by the pharmacist to obtain

information, to resolve a drug therapy problem or to make an
appointment or referral for a patient

Pharmacist detecting a drug therapy related problem consults a
phagpacist from another pharmacy about the patient’s drug-related
problem

Patient interviewed to obtain more information about disease, drugs
currently taken, or problem detected as it relates to drug therapy.

Pharmacist assesses patient regarding health condition as it related
to the patient’s drug therapy through interview and /or reviewing
routine vital signs. (e.g. An assessment of anti-hypertensive drug
therapy by taking the patient’s blood pressure).

Training and education for the patient beyond.routine counseling
laws. (e.g. extended training or education provided so the patient
appropriately uses or monitors drug therapy or disease).

Medicaid (third party payor) consulted regarding an agreement to
provide case management for a patient This does NOT include
patients restricted to a specific pharmacy by Medicaid_ Also,
this does NOT include any contact with Medicaid regarding
drugs on the prior authorization list). :

Patient profile or chart reviewed to obtain information about patient’s
disease, current and previous drug therféo , dlergies, lab values, or

_a(gly (');heeé information pertinent to the drug therapy problem
identified.



51 Review
Laboratory
tests

60 Review Literature
80 Other

RESULT

01 Chan?e to drug
of choice

02 Add Rx drug
therapy

03 Substitution:
Generic

04 Substitution:
Therapeutic

05Add OTC
drug therapy

11 Change Dose

12 Change Dosage
regimen

21 Discontinue Drug

Obtain and review laboratory tests or monitoring tests to assess the

atient’s disease and drug levelsin bodily fluids that relate to drug
therapy. (e.9. Use of blood glucose monitors, cholesterol screening,
obtaining laboratory blood chemistries, cell counts, drug levels in lab
blood draws, urine, tissue, culture and sensitivity tests).

Consullt literature and /or drug information sources to evaluate
regarding drug ther_afgoy roblem presented. (e.g. Consult Eacts and
Comparisons t0 verify drug-lab test interaction).

Indicate for any intervention not previously described and related to
drug therapy.

Drug changed-and dispensed with prescriber’s authorization.
(e.g. Drug changed to one determined to be more appropriate for
the patient’s conditions).

A legend or non-legend drug is prescribed by an authorized
prescriber and added to the patient’s therapy. (e.g. As aresult of
insufficient drug therapy for the patient’s condition).

A generic drug substituted for a brand name drug with prescriber
authorization. This outcome is Not to be used if the prescriber has
aready signed on the substitution permitted line; use only if
prescription is signed “dispense as written” (e.g. To reduce cost to
patient/payor or to comply with third party formulary restrictions).

A therapeutically equivalent drug dispensed with prescriber _
authorization. (e.g. An aternative cephalosporin is dispensed that is
therapeutically equivaent to the cephal osporin that was originally
prescribed).

Pharmacist recommends OTC drug therapy for the patient based
upon the symptoms and problem presented. (Indicate only for
OTC drugs NOT covered as a drug benefit through Medicaid
when prescribed by a physician).

Drug dose changed with prescriber authorization due to
inappropriate or incorrect dose prescribed.(e.g. Original dose was
too low to obtain desired therapeutic effect so was increased to
achieve appropriate drug therapy).

Dosage regimen changed with prescriber authorization due to in
propriate or incorrect dosage regimen prescribed (e.g. Drug
ose changed from twice daily to three times daily to achieve
appropriate therapeutic effect).

A drug currently taken by the patient is discontinued with prescriber
authorization. (e.g. Pharmacist identifies that patient currently is
taking an H-2 antagonist and is prescribed a second H-2 antagonist
so discontinues previous drug with prescriber’'s authorlzanoﬁ?.



22 DO NOT dispense

30 Counsel patient

40 Referral

90 Dispense As
Written

Drug prescribed is not dispensed upon contact with prescriber and
authorized (e.g. Pharmacist identifies that patient began taking a
broad spectrum antibiotic two days ago and is prescribed a second
antibiotic; upon consulting with the physician, it is determined the
second antibiotic is unnecessary o it is not dispensed).

Extended patient counseling provided due to a patient’s drug-
related problem. (e.g. The pharmacist determines this is needed to
assure patient understanding and compliance over and above
counseling required by law).

Referral of a patient to a provider is a means by which responsibility
of care is trantferred from one authorized provider to another with
each being aware of the transfer. A referral involves pharmacist
recommending the patient contact a provider, obtaining patient
agreement, and notifying the provider that the referral has been
made. (e.g. This includes referral to a health care provider for -
language trandlation to assure patient understanding of use and
purpose of medication or device for drug therap;(?. This does not
Include a verbal referral only, which Is considered patient
counseling.

Drug dispensed as written. (e.g. The prescriber does not authorize a
change In drug therapy when contacted about a drug problem, or
upon contact with the prescriber a potential drug therapy problem is
ruled out).
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RISK OF MORBIDITY /ILLNESS

Low. The problem was of minor significance and otherwise would cause
the B_aé_l er;t inconvenience at the most (This includes no risk of
morbidity).

(e.g. A suboptimal drug problem where the drug prescribed was

broader spectrum than necessary for the patient’s condition, but

would not have harmed the patient In such a case, the pharmacist
could intervene to have the drug changed to a narrower spectrum
and less expensive drug Another example would include
dispensing a non-steroidal anti-inflammatory, NSAID, drug to be
taken with food that may still cause stomach upset and cause the
patient to seek self-care by purchasing and taking an antacid in
addition to the medication and food to continue compliance. In this
example, the pharmacist could intervene to have the drug changed
to an aternative NSAID that causes less stomach upset and improve
the likelihood of compliance).

Moderate The problem was of moderate significance and the intervention is
likely to save the patient a routine or urgent physician office visit for
assessment and treatment.

(e.g. asuboptimal duration of use of an antibiotic may cause the
patient to return to the physician with continuation or exacerbation of
the health condition that requires repeating the same or a different
drug for a longer duration of treatment In this case, a pharmacist
could intervene to assure the duration of use was sufficient to treat
the health problem Another example is an observed adverse drug
reaction that requires the patient to see a physician immediately due
to the severe nature of the adverse reaction, such as fainting or
shortness of breath. In thiscase, if the pharmacist observed the
adverse reaction, the physician could have been consulted and the
therapy modified as authorized by the prescriber.

High The problem was of major significance and the intervention is likely
to save the patient an emergency room visit or hospitalization for
assessment and treatment. S
(e.g. adrug-drug interaction that could result in inhibition of a
maintenance seizure drug which could lead to the patient
experiencing a seizure which may cause the patient to be taken to a
hospital emergency room or admitted to a hospital In this case, the
pharmacist could identify and assess the potential for suchan
Interaction and contact the physician for appropriate alteration in
drug therapy. A second example is a drug with complex
administration reacliui rements. If the drug requiresthe use of a
metered dose inhaler, MDI, and the patient does not know how to
properly use the MDI, there is the potential for severe bronchial
constriction to occur which could require an emergency room visit
or hospitalization_ In this, example, extra time assuring the patient is
able to properly use and demonstrate to the pharmacist how to use
the MDI would avoid an emergency of this nature.

11



The Pharmacist @AR E‘Pro]ed

Documentation Process

As acomponent of pharmaceutical care, cognitive services are those services provided

by the pharmacist for a patient or health care professional that are either judgmenta or
educationa in nature rather than technical or informational Cognitive services may be related
either to the actual dispensing of a prescription or to other aspects of patient care such as over-
the-counter medication counseling or providing education to the physician in an area of
therapeutics Cognitive services can improve the level of care provided to the patient, decrease.
the likelihood of the patient experiencing an adverse drug reaction, drug interaction or ‘
therapeutic failure, and assist in decreasing medication costs and /or potential health care costs.

For this study, we are primarily interested in documenting pharmacists' cognitive services
that are directly related to a patient’s drug therapy. This includes-services performed to resolve
adrug therapy problem, change, implement or discontinue drug therapy, or cognitive services
provided that result in dispensing a prescription. To make the documentation form more
universally applicable, there are some problem categories not necessarily related to drug
therapy, such as a patient who is seeking care (health promotion) that does not have any
disease symptoms Most of the specific problem, intervention, and result combinations that are
logical will be reimbursed, but some limitations exist There are some combinations of
problem, intervention, and result that are not reimbursable. (See Cognitive Services Payment
Rules, page 28)

Drug therapy related cognitive services provided by pharmacists can be viewed as being
supplemental to traditiona dispensing-related functions We are asking you to document
cognitive services that go beyond minimum dispensing tasks Please document each problem
you encounter using the Problem-Intervention-Result format explained below. Use ONE
documentation form for EACH problem

~ The following is a detailed description of how to document the cognitive services you
provide for this study. All of the steps described pertain to both the paper documentation
procedure and the full screen computerized documentation program. The computerized pop-
up lscrg&n for documentation alows omission of afew of the steps and are noted where
applicable.

Cognitive Services to be Documented

The paper and computerized documentation forms were designed to assist you in
documenting the cognitive services you provide. To document these cognitive services, the
following information will be needed:

1. your site ID (which is the first six digits of your NABP #)

2 the date on which the cognitive service was provided

3 the RX number (See note below about the RX number to be used)

-4, your initials
5 the total TIME (to the nearest minute) that you spent identifying and correcting the

problem This is to be measured as actual time spent, not time elapsed until
the problem is resolved.



6. the drug NDC # and QUANTITY of both the original RX and the dispensed RX
7. the type of DRUG THERAPY PROBLEM you have identified

8. the type of INTERVENTION you performed in investigating and
resolving the problem

9. the RESULT of the intervention

0. your judgment of the RISK OF MORBIDITY the problem presented to
the patient

NOTE REGARDING RX NUMBER: If you DO NOT dispense a drug_as aresult of your
cognitive service (e.g. the result of your cognitive service is ‘Do Not Dispense’ or
"Referral’):

* |f your pharmacy is in Group A, (the group of pharmacies that both document
AND bill Medicaid for each cognitive service provided) you should enter the
RX number created to bill your cognitive service, (See Method for Creating a
Cognitive Service Prescription, page and Billing DSHS for this Cognitive
Service Prescription, é)e%ge , for complete information about creating a record of the
cognitive service provided and assigning a prescription number to it)

*  If yourpharmacy isin Group B, (the group of pharmacies that only documents
each cognitimeesservice provided) you should leave the field for the RX number
blank when docum=-+ing your service.

Documentation Procedure
You should place a“1” next to the primary problem, intervention and result that you

identify. Only one primary problem, intervention and result can be accepted However,
additional interventions or results related to the primary problem should be marked with a "Y".

If you identify more than one (1) problem for a particular patient or prescription
which requires intervention, record each additional problem, its intervention(s) and
result(s) using a separate Cognitive Services Documentation Form.

POP-UP SCREEN COMPUTERIZED DOCUMENTATION EXCEPTION:

The pop-up computerized documentation program will only allow you to enter the primary
problem, intervention and result This program allows you to scroll through the problem,
Intervention and result options by using the arrow keys and pressing <ENTER> for the to
document the cognitive service. Additional information about Interventions or results can not
be documented
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1 Documenting Problems

The following isalist of problems which may be related to a patient’s drug t_heraF or
other patient specific problem Y ou should indicate the primary problem you have identitied by
marking a“1” next to that problem for-the paper or full screen computerized documentation
programs For the pop-up screen computerized prclg%ram, scroll through the list of problems

and press <ENTER> for the primary problem. (Please refer to the Problem section of the
*Definitions for Cognitive Service Elements, page 6, for detailed definitions and examples
of the problem categories listed below.)

Problem :
- Suboptimal drug -
-Suboptimal dose
- Suboptimal dosage regimen
- Suboptimal dosage form
- Suboptimal duration of use
- Suboptimal: Unnecessary drug therapy
- Drug: Therapeutic duplication
- Drug-Drug interaction
- Drug-Disease interaction
- Drug Allergy/intolerance
- Drug-Food interaction
- Drug-Lab test interaction
- ADR: Preventable
- ADR: Observed
- Drug: Complex administration
- Drug: Other specific problem
- Patient Over-utilization of drug
- Patient Under-utilization of drug
- Patient Communication diffkulty
- Patient Case managed
- Patient: Other improper use of drug
- Patient Seeking care: with symptoms
- Patient Seeking care: NO symptoms
- Other Non-drug problems

II Documenting Interventions

Next, indicate the primary intervention or activity which is required to correct or address
the Problem you have identified. Indicate the primary intervention you have identified by
marking a“1” next to that intervention for thg(f)aper or full screen computerized documentation
proO(I:Jrams For the pop-up screen computerized program, scroll through the list of interventions
and press <ENTER> for the primary intervention. (Please refer to the Intervention section
of the ‘Definitions for Cognitive Service Elements, page 8, for detailed definitions and
examples of the intervention categories listed below.)

Intervent on

- Consult Prescriber by phone/fax
- Consult Prescriber in person

- Consult R.Ph. a another pharmacy
- Consult Patient

- Patient Assessment

- Patient Training

- Consult Medicaid

- Review Profile or chart

- Review Laboratory tests

- Review Literature

- Other

14



111, Documenting Results

Following your intervention, identify the primary result associated with the problem and
intervention that you identified Indicate the primary result you have identified by marking a "1
next to that result for the ‘paper or full screen computerized documentation programs. For the

op-up screen computerized program, scroll through the list of results and press <ENTER> for
?he primary problem (Please refer to the Result section of the "Definitions for Cognitive
Service Elements, page 9, for detailed definitions and examples of the result categories
listed below.)

Result :

- Change to drug of choice
- Add Rx drug therapy

- Substitution: Generic

- Substitution: Therapeutic
- Add OTC drug therapy

- Change Dose

- Change Dosage regimen
- Discontinue Drug

- Do NOT dispense

- Counsel patient

- Referral
- Dispense As Written

1V, Documenting Morbiditv Risk

Morbidity risk refers to your assessment of the risk of an adverse health outcome that
you predict the patient might have experienced had you not corrected the problem through your
cognitive service. (Pleaserefer to the Morbidity Risk section of the “ Definitions for
Cognitive Service Elements"”, ﬁage 11, for detailed definitions and examples of morbidity
risk). You are asked to predict the morbidity risk using the following ranges:

Low = The problem was of minor significance and otherwise would cause the patient
inconvenience at most. (This includes no risk of morbidity).

Moderate = The problem was of moderate significance and the intervention is likely to save the
patient a routine or urgent physician office visit for assessment and treatment

High = The problem was of major significance and the intervention is likely to save the
patient an emergency room visit or hospitalization for assessment and treatment

\A What NOT to Document

Pharmacists provide man)(1 valuable services that require them to use their cognitive
skills This study has restricted the documentation of cognitive services to the problems,
interventions and results identified above. Although the following services have value, they are
NOT to be documented for the purposes of this study. These services include:

- Providing routine patient counseling required by Washington state law

- Obtaining missing information on a prescription

- Dealing with fog;ed_prgscriptiops _ _

- Providing general drug information for a prescriber that is not related to a
specific patient and a specific result as sought in this study.
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The Pharmacist @ARE Project

Submission of Documented Cognitive Services
to the University of Washington

Study Period and Submission of Documented Cognitive Services

~ Documentation of cognitive services provided for Medicaid patients is anticipated to
begin in February 1994 and will continue for 12 months. Pharmacists will be asked to submit
their documentation to the Universiéy of Washington School of Pharmacy at |east once each
month for evaluation. This can be done by’ either:

L Mailing the original copy of the paper form in the postage paid envelopes provided

. 2. Copying the documentation from one of the computerized programs onto a computer
diskette and mailing the diskette in the prepaid envelope provided. (Instructions for this
process are included with both computer programs).

Pharmacists can begin practicing documentation of their cognitive services as soon as
they have received the initial training program All participants will be asked to document their
cognitive services approximately 30 days before the official start of the study to assure
experience with the documentation process The University of Washington will request
documentation completed during this practice period to be submitted WEEKLY so it can be
reviewed for completeness and accuracy. Pharmacists will receive timely feedback regarding
their documentation This period will allow time to assure that documentation is proceeding

appropriately and to identify any inconsistencies or problems that can then be resolved before
the official start of the study. Thereis no stipend available for this practice period of the study.

Pharmacists will be notified immediately prior to the officia start of the study which group
they have been randomly assigned to. These groups are:

* Group A: both documents their cognitive services and submits a cognitive service bill to
DSHS through customary DSHS billing processes

* Group B: documents their cognitive services only.
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The Pharmacist @AR E Project

Computerized Documentation Installation Instructions
for The Eull Screen Computerized Documentation Program
(This program was created by Bob Stotler)

Welcome to your cognitive services documentation processors.

Please use these processors to collect intervention data for use as input to a
spreadsheet or database management program that will be used in the Washington
Pharmacist CARE Project._ (See INTERVEN.FMT for record lgyout). The information you
document about your cognitive services for Medicaid patients Willl be evaluated by the
University of Washington School of Pharmacy through a cooperative agreement funded
by the Health Care Financing Administration.

If you're not sure how to determine if your computer meets the needs identified in
numbers 1 through 4 below or have questions about installation or operation of this

computerized documentation program, please call Bob Stotler for assistance at (206)
365-8630 or cal the toll free number: 1-800-801-9076.

L The operating system must be MS-DOS version 3.1 (or later) or PC-DOS version
3.x (or later).

2 There must be at least 420K of RAM available after DOS, Network, or other
shell(s), Terminate and Stay Resident programs (TSR'’s) etc have been loaded

3. Be sure the path goes through the directory containi ng? DOS (probably in the
AUTOEXEC.BAT file). e.g. The following line should be in your AUTOEXEC.BAT

file:
PATH = C: \;C:\DOS
4. Be sure the CONFIG.SY S file contains statements that say, at least:

FILES = 50
BUFFERS = 55
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The Pharmacist @A‘ R’ E‘Proied

INSTALLATION PROCEDURE FOR THE FULL SCREEN PROGRAM:
(Created by Bob Stotler)

To install these processors as well as the Material Safety Data Sheet processors and the
Hot Line Alert processors:

L Determine which drive on your computer has enough memory (approximately
2 MB). From the D.OS prompt, go to that drive. e.g.: C: or e.g. D:

Make a directory named INTERVEN by typing: MD. \INTERVEN
Next, go to that directory by typing: CD \INTERVEN

2. To copy the processors from the fI_ngy disk to the hard disk on your computer,
determine the size of the floppy disk you use to install computer programs.

Insert either the 3-1 /2 inch floppy disk or the 5-1 /4 inch floppy disk, insert the disk
and type the following:

X:PKUNZIP X:PCP  (where X = the floppy drive, either A or B).

7. For ease of use by the participating pharmacy, locate the PCPxxxxx.BAT on the
Root (\) directory.

8. Edit the PCPxxxxx.BAT to change to the applicable drive before changing to
the INTERVEN directory (line 2 of this .BAT file) and changes back to the
appropriate drive and directory before restarting the Pharmacy application
(lines 7 through 9 of this .BAT file). You may also want to rename the
PCPxxxxx.BAT file.

WINDOW USERS NOTE: _ _ .

If your pharmacy computer system is operating under Windows, steps 7 and 8 are
I\rI]OT _n%eded You can merely put an icon (and the accompanying options) in one of
the winaows.
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DPERATING YOUR FULL SCREEN COMPUTERIZED DOCUMENTATI ON PROGRAM

(Created by Bob Stotler)

~ To execute the processors, at the DOS prompt merely type INTERVEN. Make
selections from the “Main’ Menu that appears by typing the letter associated with your
selection or by moving the highlighted bar to th.e selection using the up and down arrow
keys, and then pressing the ENTER key. From the ‘Main’ Menu you can access the
program to document the problem, intervention, and result information needed for this
study. Be sure to use the ‘intervention’ file for the purposes of this study only.

On the screen where you record intervention activities for the Pharmacist CARE
Project, there is a separate ‘help’ screen for each and every field on the screen. With the
cursor at the field in question, press the Fl key for an explanation of that field and what
the acceptable responses are for it (e.g. enter a‘1" only once among the problem types.)
If there Is more than one problem associated with a prescription or patient’s drug
therapy, document each problem on a separate screen using the same RX number
associated with the problem(s). If the problem identified prompts multiple interventions
and /or results, decide which intervention and result is primary or most significant and
indicate ‘this with a ‘1’ in the appropriate field. Indicate any [ess significant interventions
angI Jor results with a’y”. The system will creste the appropriate record(s) for further
analysis

The ‘Main’ Menu also gives you a ‘Rolodex-type’ name and address file and a
calendar file in which you can record messages for any time, day or month from the year
1901 to infinity. You can also list and view these messages. Feel free to use the name
and address file and the calender file in any way you see fit. The number of entriesin
these files is, virtually, unlimited

_ There is a separate menu that gives you a method of recording ‘Hot Line Alert’
information and validating a doctor’s DEA number. Since date isa‘search’ field in this
file, you may want to ask any employee returning to work after time off to review this file
in search of any ‘aerts that have been entered since the employee last worked (hSee
explanation below about undocumented features for information about the *search’ field.)

Another menu gives you the tools with which to record, track, view and or print
‘Material Sefety Data Sheets' for the end-user’s benefit. For instance, if you buy _
Hibiclens anti-bacterial soap by Stewart in bulk and sell it to one of your doctors who, in
turn, gives (sells) it to his or her ﬁ_atlents in smaller quantities, you want to provide
material safety information for this product Normally, you'll only get one copy of the
Material Safety Data Sheet from the manufacturer. These processors will alow you to
update your data base and print as many copies of the Data Sheets as you (or the
doctor) may require.

At the bottom of most screens you should find references to the use of function
keys to do such things as Add, File, Save, Delete, Search, etc. Also, most screens have
some form of ‘help’ associated with them On all programs except the Material Safety
Data Sheets, you can get on-screen help by pressing the F1 key. The bottom of the
screen will tell you whether or not help is available for that particular screen. (For the
Material Safety Data Sheets, the ‘help” screen can be accessed by pressing the F10 key.)
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There are two undocumented features available to you when entering or editing
information. They are:

L Any field that is followed by a *<’ indicates that it is a ‘key’ field and can be
searched by advancing the cursor to it, typing a portion of the field, and
then pressing F9 to search, F5 for the first entry in the file, F8 for the next, etc.
2 You can clear afield by holding down the ‘CTRL’ key and pressing the ‘U’ key.
NOTE: Once you have installed the processors on your system, you can view /print this
document as well as others by typing (from the DOS prompt) INTRO. €.g.: C:>INTRO
(then press the <ENTER> keyg.

Good luck and thank you for your help with this project!
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Steps for Documenting with the Eull Screen Computerized Documentation Program
(Created by Bob Stotler)

After dispensing the prescription and comﬁleti ng the cognitive service that is to be documented,
access the documentation program through the menu or at the C prompt type: PCP

Use the up and down arrow keys to enter information on the screen.
1. Enter the Rx # (if filled), date and R.Ph. initials.

2 Enter the actual time spent, in minutes, completing the cognitive service (Not elapsed
time)

3. Indicate your assessment of the risk of morbidity to the patient if you had not provided
the cognitive service you are documenting

4, Enter the drug NDC number and quantity of the original drug prescribed (if an origina
prescription existed)

5. Enter the drug NDC number and quantity of the drug dispensed (if one was dispensed)

6. Placea ‘1 in each category for the PRIMARY problem; you may then, enter a‘y’ for
additional interventions or results that relate to the cognitive service provided. DO NOT
ENTER ANY y’'sIN THE PROBLEM CATEGORY.

7. You may use the ‘Comments' field to clarify or further explain any information about the
cognitive service you provided whenever you deem it necessary.

8 Press <Enter> to save your documentation or <Esc> to quit without documenting the
cognitive service.

After you enter this information, a cognitive service code beginning with 88888- will appear in
the lower right-hand comer.

IMPORTANT NOTE:

|F you arein Group A: that bills Medicaid for your cognitive services, you will need the
number created on your screen for billing 'Y ou should record the cognitive service code that
appears in the lower right-hand corner of the screen before proceeding with the creation of a
Medicaid cognitive service prescription and billing Medicaid for this service. (See Method
for Creating a Cognitive Service Prescription, page 26, and Method for Billing DSHS
for a Cognitive Service Prescription, page 27.)

9. Access the pharmacy system for processing prescriptions through the menu
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Pull Screen Computerized Docunent ation Program
(Created by Bob Stotlcr)

Cogni tive Servi ces Docunent ation

Rx #: < Date: 102893 R Ph.: 2zzMinutes:
<<==========origina1==========>) <<

NDC: Qty: Days: NDC:

PROBLEM TYPE suboptimal drug:

Subopt i mal Reg| men:  Suboptimal Form

Unnecessarl% Ther. Duplication:

Dr ug |sease Drug AIIergv

Dr ug- 2- Lab: Adv. React Prevent’bl:

Conpl ex Administr‘n: Qther Drug Problem
Under-Utilization: Communi cation Probl:

Other, W ong DrugfD Seek care(Symptoms):
O her Non Drug Pro

| NTERVENTI ON ACTI O\l Consul t - HX( Phone)
Consult Patient:

Consul t ot her Phcy:
Consult 3rd Pty Prog:

Patient Training:

Revi ew Lab Tests: Revi ew L| terature:
QUTCOHE TYPE Change Drug:

Generic Sub: Therapeutic sub:
Change Dose: ' Change Dosage Reg:
Do Not Di spense: Counsel Patient:

Dispense As Written:
COMMENTS:

Mrbidity Rsk: 1

Subopt|mal Dose: .
Suboptimal Duration:
Dr ug- 2- Drug:

Dr ug- 2- Food:

Adv. _Re_act_ Seen:
Over-UWilization:
Case Managed:

Seek Care(No Sympt’s):

Consul t MD(Personal):
Patient Assessnent:
Revi ew Chart:

O her:

‘add RX_ Drug:

Add QrC Drug:
D C Drug:
Referral:

Dispensed=========>>

Qty: Days:

]

(o) [
(=] z
OOOOg_—_g’U U UTUUWw T

Fl-Help,. P3-Add, F4-Del, F5-1st, F6-Last, F7-Prev, F8-Next, F9-Srch, F10-Save
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Computerized Documentation | nstallation instructions
for the Pop-Up Computerized Documentation Program
(This program was created by Ralph Lloyd)

~ Please use this program to collect intervention data that will be used in the
Washington Pharmacist Cognitive Services Study. The information you document about
your cognitive services for Medicaid patients will be evaluated by the University of
Washington School of Pharmacy through a cooperative agreement funded by the Health
Care Financing Administration

A .
The computer diskette for this program contains four files:
POPCAP.EXE
POPCAP.TXT
COGSER.EXE
COGSERSCN

These programs should, be copied to the same directory as your PHARMACY SY STEM
PROGRAMS AND DATA FILES. If they do not exist inthe root directory, use the CD
command to change to the proper directory. Then at the DOS prompt type:

Copy A:*.* <Enter>
Next, find the batch file used to run the PRESCRIPTION PROCESSING PROGRAM.
Insert the command POPCAP in the batch file prior to the command to execute the
PRESCRIPTION PROCESSING PROGRAM.

Now, add to your menu system a selection for Extracting the cognitive service claims
This selection will run-the COGSEREXE program.
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Pop-Up Screen Computerized Documentation Program’

(Created by Ralph Lloyd)
Hedicafd i nt er vent i on
) Probl em Type:01 SUBOPTIMAL: Drug
Rx #: I nterven. Type: | O CONSULT: Prescriber phone/fax
Orig.NDC{: Qut cone Type:01 CHANGE: To drug of choice
Oorig.Quan: Morbidity Risk:1 LOW
Disp.NDC#: Est.Time(min):
Disp.Quan: RPh Initials:

Steps for Documenting with the Pop-Up Computerized Documentation Program
* J (Created by Ral phpLond) 0

After dispensing the prescription and completing the cognitive service thet is to be documented,
initiate the program at the C prompt by typing: POPCAP. Then you can access the
documentation program at any time within.your pharmacy software system by pressing the
<Alt> + <~ > keys smultaneoudly.

Use the up and down arrow keys to move to different fields of the program.
1.- Enter the Rx # (if filled)

2.

Enter the drug NDC number and quantity of the original drug prescribed (if an original
prescription existed)

Enter the drug NDC number and quantity of the drug dispensed (if one was dispensed)

Use the up and down arrow keys to scroll within the Problem, Intervention, Outcome and
Morbidity fields When you have scrolled to the primary problem, press <Enter> to
record it Proceed to the Intervention, Result and Morbidity fields and repeat this process
to document your cognitive service.

E_nter)the actua time spent, in minutes, completing the cognitive service (Not elapsed
time

Enter the R.Ph initials

Press <Enter> to save your documentation or <Esc> to quit without documenting the
cognitive service. You will resume your pharmacy program execution at the place before
you pressed <Alt> + <~ > after you save or quit the documentation program.

IMPORTANT NOTE:

IF you are in Group A: that bills Medicaid for your cognitive services, you will need to note
the two digit code to the right of the scrolling choices for problem, intervention and result_
These six digits will be used for the last six digits of the cognitive service code that is
preceded by 88888. BEFORE YOU SAVE YOUR DOCUMENTATION AND RESUME
YOUR PHARMACY SYSTEM, you must record this cognitive service code. Then you can
save your documentation and proceed with the creation of a Medicaid cognitive service
prescription and billing Medicaid for this service. (See Method for Creating a Cognitive
Service Prescription, page 26, and Method for Billing DSHS for a Cognitive Service
Prescription, page 27.)
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Pharmacy Participation Stipend

~ This study of the provison of pharmacists’ cognitive services and payment for these services in
Washington state will involve.200 community pharmacies that have agreed to document their cognitive
servicesfor 12 months A participation agreement must be signed between the pharmacy and the
Department of Socia and Health Services, DSHS, to receive payment for documenting cognitive

Services

Study Participation Stipend for Documentation

All 200 pharmacies participating in the study will receive a stipend of $40.00 per month for
documenting their cognitive services DSHS will provide participation vouchers that indicate the
pharmacy did document cognitive services that wereprovided for Medicaidpatients during the
previous month Al1 pharmacies will be sipplied with these vouchers To receive the monthl

ment, the voucher must be signed and dated at the end of each month and mailed to DSHS. The
24 .00 stipend will be mailed to the pharmacy within 2 weeks of receipt of the voucher. All
information documented about cognitive Services is to be sent to the University of Washington
_for analysis. Theidentity of phar macies and information submitted to the University of
Washington School of Pharmacy will be kept confidential

IMPORTANT NOTE:
For this study, it is important to accurately record the DAY S SUPPLY of the drug and the

PRESCRIBER'SDSHS NUMBER when filling Medicaid drug prescriptions We are aware of the
difficulties encountered in obtaining, the prescriber’s DSHS number, but request that you make every
effort t0 get these numbers The University of Washington will also try to obtain DSHS numbers for

prescribers to distribute to participating pharmacies
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Method for Creating a Cognitive Service Prescription
(Foi pharmacists in Group A Only)

One of the objectives of this Proj ect isto study the effect of payment on pharmacists

erformance of cognitive services. Therefore, half of the pharmaciesin the study (Group A) will
Be randomly selected to receivereimbursement.from Medicaid for specific co%nitive services
that are documented and billed to Medicaid. To receive this reimbursement, the pharmacist
must create a cognitive service prescription to be used to bill DSHS.

Steps for Creating a Cognitive Service Prescription:

Using a blank prescription form, record the patient’s name

Record the date the cognitive service was provided _
Record the cognitive service code (The code obtained as a result of documenting the
cognitive service provided e.g. 88888-01-10-02).

Record the pharmacist’s initials

> wbhe

Y ou have now created a hard copy cognitive service prescription!  This prescription will have a
receive a unique prescription number assigned to it and will become a permanent record in the
patient’s profile for future reference. Instructions for assigning a prescription number to this
cognitive service prescription and recording it in the patient’s profile are given on the next page
which includes the steps for billing DSHS tor your documented cognitive services

IMPORTANT NOTE:

For this study, it is important to accurately record the DAY S SUPPLY of the drug and the
PRESCRIBER’'S DSHS NUMBER when filling Medicaid drug prescriptions We are aware of
the difficulties encountered in obtaining the prescriber’s DSHS number, but request that you
make every effort to get these numbers The University of Washington will also try to obtain
DSHS numbers for prescribers to distribute to participating pharmacies
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Method for Billing DSHS for a Cognitive Service Prescription
(For pharmacists in Group A Only)

To hill DSHS for your documented cognitive service, you will need to use the cognitive
service prescription you created as described on the previous page. To assign a prescription
number to it, access the patient’s profile and process this prescription as you would any other
Medicaid drug prescription with the following exceptions:

When Submitting a Cognitive Service Claim to Bill DSHS (Group A pharmacies only)

L A unique Cognitive Services Code must be entkred into the National Drug Code
field. It has the following general format:

88888-PP-II-RR, where:
88888 - labels the claim as a cognitive services claim.

PP - two digit problem code (use appropriate numeric code from
the cognitive service prescription; e.g. 01 which
identifies a suboptimal drug problem).

[l - two digit intervention code (use appropriate numeric code
from the cognitive service prescription; e.g. 10 which
indicates _the_pharmacist contacted the prescribe? by
phone or fax).

RR - two digit result code (use the appropriate numeric code from
the cognitive service prescription; e.g. 02 which
indicates Rx drug therapy was added).

From this example, the Cognitive Service Code to be entered into the National Drug Code field
iss 88888011002

2 In the quantity field, record the actual time in minutes (not elapsed time) to conduct the
cognitive service activity to the nearest minute. This field will be used to determine the

level of reimbursement; which is $4.00 if the time is six minutes or Jess, or $6.00 if the
recorded time is more than SiX minutes,

3 DSHS will NOT DEDUCT ANY CO-PAYMENT for cognitive service claims identified by a
code starting with 88888.

For cognitive service claims, leave the co-payment code (E, U, P, B, etc.) field BLANK [ f
your computer system requires a co-payment code, enter a ‘U’.

3. Submit the cognitive service prescription (which now has an Rx number assigned to it) as
you would any other Medicaid drug prescription.

6. Before payment, DSHS will review claims for completeness of all fields, patient’ eigibility,
Pae%/abl e cognitive service codes, pharmacy and time (minutes) recorded in the quantity
ield. As with any other claim, cognitive service claims are subject to DSHS audit_

Y our cognitive service reimbursement will be received from DSHS aong with your monthly drug
claim reimbursements and adjudication.
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o ] CARE Proij ect ]
Cognitive services Assessnent and Reimbursement Effectiveness

COGNITIVE SERVICES PAYMENT RULES

Al drug-related cognitive service interventions are potentially
eligible for reinbursement subject to certain rules. Cains for
paynent nust be properly-coded with appropriate Cognitive Service codes
I ndi cating the specific PROBLEM | NTERVENTI ON, and RESULT, and the tine
involved. recorded in the Quantity field. The level of paynment'is

det erlm negl by the time involved. The follow ng conbination of codes
are eligible:

Probl em: any .
| ntervention: n S ,
Resul t: ﬁn%// code signifying a change in drug therapy
[01-04,11,12,21,22] except "Add OTC drug' [o05]
Probl em Patient Overutiliz (31), Underutiliz (32) or
. Communi cation Difficulty (33)
| ntervention: any .
Resul t: Counsel Patient (30)
Ti me invol ved: > 6 mnutes
Problem Case Managed Patient (34) if referred by DsHs or a
. physician
| ntervention: any
Resul t: "all except Add OTC Drug (05)
Probl em Compl ex Drug Admn (28) or OQther Drug-Specific
, Probl em (29
| ntervention: Patient Training (32)
Resul t: D.AW (90)
Probler: Communi cation Difficulty (33)
I ntervention: an%/ '
Resul t: Referral (40) , o
be sure to check the working definition of
‘referral’
Probl em An){], except Pt. Seeking Care (41,42), and
Qt'her Non-drug. Problem (90)

Intervention: Consult Prescriber (10,11) S
be sure to check the working definition of
consult prescriber’

Resul t: any

Probl em Therapeutic Duplication (11), DO (21), Drug-Dis.
| nteraction (22), Drug-all ergy intol. (23),
ADR- pr ev. &2_6) ADR- obs. (27 .
Pat. Overutil. (31), Pat. derutil. (32)

Xnt erventi on: Consult Rph at anot her pharmacy (20)
Resul t: Counsel patient (30) or Referral (40)
Probl em any
I nterventi on: Consult Patient (30) or

Patient Assessment (31)
Resul t: Referral (40)

. ised11/1/93
revised11/1/ 28
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Cases to Practice Documentation of Cognitive Services

For each of the following cases, review the information provided, identify any &ctud or
potential problems, and decide vv_haé&/ou would do to correct the problem. aﬁ\‘,e”’ use the
paper documentation form provided to document the problem, interveation, and result

you have identified. If you have questions as you are worhing through the cases, please
note these in the comment section following each case. In some of the cases, there is
more than one correct answer which would depend on the specific circumstances that
are not provided. In such cases, indicate the assumption you made about the case and
then document what you would have done in the situation presentéd.

Case 1.

P.C.isad4 ¥/ear old patient with insulin-dependent Diabetes Mellitus seeking instruction
on the use of an auto-injector for her insulin She has not previoudly received training on
the use of the auto-injector. Her physician referred her to'your pharmacy for training

I ID Date R § RPh [nitials Total tise (Kin.)
ORIGINAL RY INPORKATION -DISPEESED RY INFORMATION
ot — - nct: — — omy:
3
Problex : Intervention:
_ SUBOPTIMAL DIUG ........oovvvvvnrinnninnnn. 01 — CONSTL? Prescriber phoneffax.. ............. 10
_SUBOPTIMAL DOSE ........ovvvvviiiiiiiinn, 02 __ CONSOLYT Prescriber in person.. vv.vuuveinin., 1
——. SUBOPTIMAL Dosage regimen................. .0 _ COKSOLYT RPh af another pharmacy . «ivvvverinn. 2
— SUBOPTIMAL Dosage form ...................... 04 _ CONSULT Patient.. .....coevveriverinnnnnnn. .30
— STBOPTIKAL DUration Of USE eevevivrernesnnes 05 __ PATIENT ASSESSEON.cuueeenerannrnrnrnnenss 31
—— SUBOPTIHAL: Unnecessary drug tberapy ....... 06 — PATIERT Training.. cosecesesencasen.. ... .. .32
— DRUG: Therapeutic  duplication vvveseeseense. 1 __-OONSULY Hedicaid (3rd Party payor)......... 40
— DROG-Drug interaction ..................... .2 _REVIW Profile or chart.....................50
— DRUG-Disease INteraction veeeevereeneannnes 2 —_ RevIm Laboratory testS..vvevevens..o.... . 51
—— DROG-Allergy/intolerance ......ccoeeeviniins 23 REVIEW Literature......ocvvvviiniininnnnns 60
_ DRUG-hod INtEraCtion ...... civeeeniennee. 24 R/ S 80
_ DRUG-Lab test interaction .........vuen..... 5 Result:
_ADR: Preventable .............coceevinennnn. 26 — CHANGE T0 drug of ChoiCEssseessssssesasaeans o1
_ADR: Observed .....ccvvvviieiiiieen, 2 __ ADD RX drig therapy ...........ooiiiiinn .02
— DROG: Compler administration .............. 28 ___ SUBSTITUTION: Generic...................... .03
— DRoG: Other specific problex .............. .28 . SUBSTITUTION: TherapaltiC....cvevrnienninnas o4
— PATIENT Over-utilization of drug .......... .31 — ADD 01€ dreg thergpy eeeeceeensneeneranannne, 05
. hartewr Under-utilization of drug .......... 312 o CHANGE DOSE......ceerereneninanerenenenns. 1
— PATIENT Communication difficulty .......... .33 . CHANGE Dosage regimen .12
— PATIENT Cas n2naged vvveveernernrenranennns 3 —_ DISCONTINUE DIUq.........ooooocccccveeeeeesccvveeersee 21
_ PATIENT: Other isproper useof drug . .. .. ... 3% — DO Mot dispense:. uvvvervvsnnne v 22
— PATIENT Seeking care: with spaptons . . . . . . ... i __ COUNSEL Patient............¢cevininnn....30
— PATIERT Seeking care: Mo symptors . . .ovv.e.. 'y, CREFERRAL ... i uld0
. OTHER NO¥~drug problem.......ovvvviiins .90 __ DISPENSE Asritten.............o.o.o.o.....90
Third Party Type: ) 001 Kedjcaid Worbidity Risk:__low({ 1) __ Moderate(2) ___ High(3)
WASHINGYOR Pharmacist CARE Project pocusentation For CS Code [NDX] {:

83888 - -

COMMENTS/QUESTIONS/NOTES:
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Case 2.

N.K.isa3 year old female patient weighing 18 kg. who presents with a prescription for
Amoxicillin 250mg tid x 4 days for treatment of Otitis Media.

Ernest Ear, M.D.

1234 Cand Drive

Seattle, WA 98107
555-6789

Patient: 7/7010 w— Date /O-29-973

I
Address: II

é %yw;(w/%« 250% ﬁqﬁxf’f/ﬁ%@

/rcv /éﬁ//
Substitution Permitted

Dispenselas Written
DEA #

Refill /@,

V4

COMMENTSQUESTIONS/NOTES:
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sire ID Date Rt { RhInitidls____ Total Time (Kin.)
ORIGINAL RI IXPORMATION DISPRESED RX INFORMATIOM——r———
[mct: — — QmY: T — — q:
Problea Intervention:
_ STBOPTTHAL Drug ....oovvvvveniiniiieinn, 01 —_ CONSULT Prescriber phoneffax................ 10
—_ SUBOPTIMAL DOSE «..vvevrrenerenannennnenn 02 __ CONSULT Prescriber in person.. .............. 1
___ SuRoPTIMAL Dosage regiren civeeeeveeeninenes 03 — CONSULT sen & another phamacy ............ .20
__ supopriHaL Dosage fon ................. ... 0 __ CONSULT Patient.......cuvuvveenennnannns. Kl
__ SUBOPTIMAL Duration of USE ..ievevivrenennn. 05 —_ PATIENT ASSESIeNt..............oeeeennnne, kil
___ SUBOPTIMAL: Unnecessary drug therapy ....... 06 _ PATIENT Training........cocovvvenvnnenannen. R,
__ DROG: Thergpeutic' duplication «..eeeueeene. 11 __ CONSOLT Kedicaid (3rd Party payor). ........ 40
__ DRUGDrug interaCtion «ueveveeeeenencenanans 2 __REVIER Profile or chart...coocvvvevinnnnn.. 50
__ DROG-Disease iNteraction .....cveevueeneens 2 __ Revimw Laboratory testS. vvverainininennnn. 51
—_ DRUG-Allergy/intolerance «.vveevuvenveennees Pk _ REVIEW Literature. ..........couvvenniennnnns 60
_ DRUG-Pood INLEIACION v.vveviveiananneaanns 24 o OTHER ..ttt et e et vt eee e e 80
_ DRUG-Lab test interaction ...........c.ee..s 25 Result:
MR Preventable ...l 26 ___ CHMNGE To drug of choice................... .01
_ADR: ObServed «uyvvvveiniiiiiiiiiiieen 2 __ ADD Rx drug therapy.. ..uvvveneeennnen. .02
— DRUG: conplex aduinistration «...oveeennen. 28 __ SUBSTITUTION: GENEMiC.........ccevvnnennnn. .03
_ DRUG: Otber Specific probler .............. .29 __ SUBSTITUTION: Therapeutic .................. .04
__ PATIENT Over-ttilization of drug ... ) __ ADD OTC drug therapy .05
__ PATIENT Under-utilization of drug .32 __ CHARGE DIOSE.. ccoccrveesssssnssssensssssnsssssssssssssssssnnns il
— PATIENT comaunication difficulty ....ovuenes 3 __ CHARGE DOSA0E regiseh..veverevancnsannenens 12
— DATIENT Case Managed «uvvevnenenencnsnnnnnns ] —_ DISCONTINE Drug.......cuvveinieninennnn. il
—_ PATIENT: other inproper use of drug ........ 35 DK digoeNe. .. 2
—_ PATIENT Seeking care; «ith symptons ........ {1 _ COUNSEL Patient........ccveuveveinnnenenne. R
__ PATIENT Seeking care: B sysptoxs «ovevee... @ CREFERRAL ... s
— OTHER NON-drug probless ....................90 __ DISPENSE AS Written.........cvvvinnennnn. .
Third Party Type: _ %) Medicaid Morbidity Risk:__ Low( 1) __Moderate(2)  High(:
WASHINGTOR Pharmacist CARE Project Documentation Porn CS Code [NIC] #:

88888 - -



Case 3.

V.G. is an 82 year old male who receives Indomethacin 25mg tid for arthritis from your
pharmacy. He presents to you seeking advice for control of a “burning” feeling in his
stomach. Heis ‘oerpl exed by the large selection of antacid medications available over the

counter and wou

d like you to make a recommendation_ This “burning” is a new

symptom which he has not had previously. He has not recently changed his diet or

added any new medications.

COMMENTS/QUESTIONS/NOTES:
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sie ID Date R g Initials____ Total tise (Kin.)’
ORIGINAL R INPORKATION DISPRASED RX IRPORKATION:
xoct: —_ — 14 H mct: — - om:
Probles: Intervention:
— SUBOPTIMAL Drug .......ovvvvviniiniinnnnn, 01 — CONSULT Prescriber phongffax .« vveeeeensnnn. 10
— SUBOPTIMAL DOSE ....vviviiiieeiee 02 . CONsuL® Prescriber in person..c....eeuinn, 11
— STBOPTIMAL DOSA0E reginen vvvvvereniarnens 03 — CONSOL? RPh at another phanacy............. 20
— SUBOPTIHAL DOSage forh vvvvuverarninnnns N __ OONSULT Patient......oovvvvvveneininnnnnnn. 30
__SUBOPTIMAL Duration of use.. ............... : _ PATIENT hkssessaent....ooovvvinneninnnnnn. 3
__ SUBOPTIMAL: Unnecessary drug tfberapy ........ _ PATIENT Training.««eoevevevnennnnnnnnnnne. 32
. DRUG: fherapeutic duplication veveeeseseenss 1 -CONSOLY Kedicaid (3rd Party Payor). ........ A0
— DROG-Drug INtEraction «ueveevivsersnsoenneas 2 __review Profile or ehartec.voviiiinininiens .50
. DRCC-Disease interaCtion «uvvesesssecsseaces 2 _ REVIEW Lahoratory tests W51
— DRUG-Allergy/intolerance +.eveveveersenennns Px — REVIEW Liter@Ure: ..o .60
_ DRUG-F0Od INtEraction sueesseiseessasescaass p!] o OTHRR . e ee et ete e tenene e eeeenens 80
_ DRUG-Lab test interaction vevvevieeecuennas ] Result:
Mk Preventable ..., 26 . CEANGE TO drug Of choice.vvereneninininnen, 01
_ MR Observed ......ooivviii 21 . ADD RX drg thergpy seeeseesseceneiineneannns 02
— DROG: Complex aduinistration .............. 28 _ SUBSTITUTION: GENENC..........coevvvnnnnn. .03
- DRoG: Other specific probler vvvvvivenenns % . SUBSTITOTION: Therapeutic .04
—_ Paie Over-utilization of drug .......... W3 __ADD 01¢ drug therapy. ......c..eeemmmmmrsmmrsnnns 05 .
— Patiexr Under-utilization of drug .......... 32 o CHANGE DOSE.eversususnennarernenanenanananns 11
—_ PATIENT Communication difficulty ........... N ___ Caanee Dosage regimen ..o 12
— PATIENT Case wanaged ..........cevevnennen. %] — DISCONTINOE DrUQ......ovvviviininiinennn, 21
— PATIENT: Other inproper use of drug ........ 35 DT dISPENSE. e 22
— PATIENT Seeking care: vith sysptons «....... Q __ COUNSEL Patient ..........oeveeviinnnnnnnn, 30
— PATIERT Seeking Care: M syzptoss «.veeeee.. Q CREFERRAL . v 40
—_ OTHER HON-drug problers «.oovevevercascnrans % ___ DISPWSE as WritteNe e evaceresneesnssasanens 9%
Tird Party Type: . 001 Kedicaid Korbidity Risk:__Low(1) __ Moderate(2)  High(3)
WASEINGTON Pharmacist CARE Project bocunentation Fora CS Code (NIC] £:
8ss88 - __ . __ - - - __




Case 4.

P.N. isa 63 year old male who presents with a prescription for Lodine which his physician
states is a remarkable new anti-inflammatory dru? for use when his back is having the
“pulled” fedling. He has not tried other NSAIDs for treatment of his back pain.

WASHINGTON Pharmacist CARE Project Documentation Form
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CS Code [MDC) {:
88888 - ___ . - - - __

.S LD Date R f R Initials Total tise (Hill.)
-ORIGINAL RI INFORMATION DISPRASED RX INFORMATIOR:
Lo H — - or: I nct: — — QTY:
Problex: Intervention:

— SUBOPTIHAL DIUQ - vvvvevnrenneinneiinnann, 01 _ CosoLe Prescriber phoneffaX..cveeeveene.. 10
__SUBOPTMIMAL DOSE «-vvvvvnireeineeinennann, 02 __ CONSOLT Prescriber in person....eeeeveus.., 11
—_ SUBOPTIMAL Dosage reqizen ......oceveceanss 03 _ CONSOLT RPh at anotber pharsacy.....v.v..n.. 2
— SUBOPTIMAL Dosage fon ....cevveeinann, veen O4 — CONSULY Patient .........ovvvevnieinannn. 30
__ SUROPTIMAL Duration of U8 «vvvveevevsaanans 05 __ PATIENT ASSESSEENt ....cvvvvvvnrnenennnnnns. 31
—— SUBOPTINAL: Dnnec drug therapy ....... 06 — PATIENT Training......ooouvvvennnennnnnnnn 32
— DRUG: Therapeutic duplication «..eeuevaenn. 1 __-ooxsoLr Medicaid (3rd Party Pager). ......... 0
__ DRDG-Drug interaction ...........cocveuenee. 21 __REVIEW Profile or chart....ocovvviinininnen, 50
__ DRUG-Disease interaction «eeveseesocsssaasss 2 __ REVIEW Laboratory teSseeeeeuecosenessaeens 51
— DRUG-Allergy/intolerance «vevsaveeessaraaes px| RISV Literafure......oovveveiiiinen 60
__DRUG-Food INLEraCtion «eveeacivererencnnnnn 2 e OTHER.ceuiteteteeen et et eeeeneneaenas 80
_ DRUG-Lab test interaction ................. .5 Result:

_ ADR: Preventable ............cooeiiviininnnn 26 _ CEANGE To drug of chodce................... .01
_ADR: Obsarved ...oecvveieieeeeee 21 __ADD Rx drug therapy.. ......oevns venininnanen 02
__ DRUG: Complex administration .............. 28 _ SUBSTITUTION: Generic...................... .03
__ DRUG: other specific probler veueviuenuennns P’ __ SUBSTITUTION: Therapeutic.................. .04
—— PAYIENT Over-utilitation Of drug «eeeevenns 31 __ADD o1 drug therapy.. ......vevvvnennnneen. .05
__ PATIENT Onder-utilization O drug .......... 32  CHANGE DOSE......coveeiniririrenananannss 11
— Partmrr Couunication difficulty 3 — CEANGE DOSage regiren.. .. .cocevevorcaanennas 12
—— PATIENT Case #anaged oo cooovveeeereeeeieneinnns %] — DISOOKTINUE DIUQ. - v nevneeenenieneenannns 21
_ PATIENT: Other improper use of drug ........ 3% _DOROt diSPENSE. .. 22
— PATIENT Seeking care: vith synptoss ........ a  COUNSEL Patient...vvueeereneinanineinanens. 30
_— PATIENT Seeking care: %o symptons .......... 42 _ REPERRAL.............coooiiiiiiiiiiiil, 40
— OTHER NON-drug probless ......coeeeverensens 90 __ DISPENSE ASHritten.. ......coeen vovennenanas 90
third Party Type: 001 Medicajd Norbidity Risk:__Low(1) __Moderate(2)  Bigh(3)




Caseb.

JJ. is a4 year old child weighing 23 kg who presents to your pharmacy with the
following prescription:

F. Jones, M.D.
44445th Ave. SW
Burien, WA
555-9999

Patient: Qﬂz\_ MVL/ ' Date /8—30~93
v 7 | |

Address:

///wéé ,
=~ f R) ey

Substltuéon ;rmitted Dispense as Written

DEA #

R e f i | | &

COMMENTS/QUESTIONS/NOTES:
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SIt ID Date R { ph Initials_______ Totd tiw (Kin)
ORIGIIAL BY INPORMATION DISPRISED RI IXPORKATION
nci: — — orY: mef: —_ — Qor:
Probles: Intervention:

" SUBOPTIMAL Drug ...........c.cccooevnnnnnn. 01 — CONsuLT Prescriber phongffax............... .10
_ SUBOPTIMAL DOSE ....evvvivivivee e 02 __ CONSoLT Prescriber in person................ 1
__ SUROPTIKAL DoSage regire veveeeneaens. .03 —CONSOLT RPh &t another pharwacy............. 20
___ SUBOPTIHAL Dosage fon vvveveenernecsrana 04 __ CONSULT Pt .« eueeeeeeeenenanannnenes 30
_ SUBOPTIKAL DUration of uSe «usvieecaeonsaess 05 _ PATIENT AsseSsweNt...................oc...en. 31
__ SUBOPTIKAL: unnecessary drug therag .......06 _PATIENT Traning......cocovvneninnenennnnn. 32
__DRu6: Therapeutic duplication ....... cereees 11 ___-CONSOLT Kedicaid (3rd Party Payor)......... A0
___ DRUG-Drug interaction .2 _Review Profile or charteeeceiieiiniiiiaen, 50
___ DRUG-Disease interaction...............coo .22 __RevIEW Laboraory testS.eeveeneenennn, SN 3|
__ DRUG-NIergy/intolerances vuevv.s.. creserees px] _ReVIEM Literature.......coooeieiiinnnnn. 60
___DROG-Food Interaction ...... cirescenasecnans A4 -1« TR 80
_DRUG-Lab test NLEraCioN veveveerereninnsaa S Result:

__MR: Preventable ............oiiiiinnns 26 ___ CHAKGE Todrug Of CRIQICRusievsanas cerrsennns 01
_AR:Observed ..., 27 _ ADDRYdrug therapy sececssessvsersiarineans 02
DRUG: Coupler aduinistration <eeveeoeeesee.28 __ SUBSTITUTION: Generic.,.................... .03
J DRUG: Other SPECITIC probled seevveransnress 29 ___ SUBSTITUTION: Therapeutic . 0
— PATIENT Over-utilizetion Of drug ceusssesess3l __ DD ONCdryg therapy.. .o i :
— PATIENT Under-utilization Of drug vusesevess32  CHANGE DOSB...evveeneninaeeeneenanannnn. 11
— PATIENT Communication difficulty .iveeeeeaa33 ___ CHANGE Dosage IeQiren.............ocuuvenn. 12
— PAIEN? Case ranaged..; ......ooevvennnen, 3 — DISOONTINUE DIUQ...vvvveeerrernnneeenennnn 2
— PATIENT: Other improper use of drug ... .35 — DOKE diSPENSE .+ v v eveeeeieeieeieeeen 2
— PATIRENT Seeking me: vith syaptoxs . .41 ___ COUNSEL Patient..........covvvvivininannnns 30

— PATIENT Seeking care: B0 §uptons «....... A2 _ REPERRAL....... cerees essereiesenessnsrinres 40
— OTHER FON~-druq problems ........ ceeeesennnne %0 ___ DISPENSE ks WIIteN 0eerueveerraranesaenenes %0
Third Party Type: _ 001 Hedicaid Korbidity Risk:_ Low(1) _ Moderate(2) __ Bigh(3)
WASHINGTON Pharmacist CARR Project Documentation Fora CS Code [NIX) {:

88888 - ¢ - - - -




Case 6.

A patient presents with a new prescription for Erythromycin 500mg qid for 14 days. This
patient is also on the following medications from your pharmacy:

Theo-Dur 300mg bid,
Azmacort Inhaler 1 puff gid
Ventolin Inhaler 2 puffs gid pm

SITE ID Date R RPh Initials Total tise (Min.)

ORIGINAL BRI INPORMATION DISPRASED RX INFORKA [ f————

i — — R — — om:
Probler: Intervention:
— STBOPTIMAL DIUQ «e v 0 — CONSULT Prescriber phoneffex................ 1
_ SUBOPTTMAL DOSE ...t 02 — OONSULT Prescriber in person...ceevevee..... 1
__ STROPTIKAL DOSAge regiren vueeveveeernnnans 03 —. CONSULT Reh &t another pharmacy 2
— SUBOPTIMAL DOSAgE forR vveeveuenenensnns eees 04 _ CONSULT PAient........ coverrverrserrrsssrrensnnnns 3
_ SUBOPTIMAL Duration Of USE cevevivrenacnraas 05 _ PATIENT hssessuent ...........cvvvvvvnrnnnen. 3
— SUBOPTIHAL: Onnecessary drug therapy ....... 06 — PATIENT Training..............cocoeenienin, 3
— DROG: Therapeutic dUPliCAION vviareraaeass 1 - CONSOLY Kedicaid (3rd Party Payor).......... 4
—— DRUGDUg interaction vueeseeessrercennaas pal __kevigi Profileorchart.........o.oveeeeeees 5
__ DROG-Disease interaction .................. .22 _ REVIEW Laboraory tests.v...........oeuenn. )
_ DRUG-AIlergy/intolerance «ueveeessseerenans p] __REVIBW Literature...........ooeevevennnnnn. 6
__DRUG-Pood interaction.......s....ccoeuvns 24 B+ S 8
_ DRUG-Lab test interaction eeeveeseransnces i Result:
__ADR: Preventable .....oovviiiiiiie 26 __ CHANGE To 0rug of ChOICE......covvvervvrssvrrssrrnne 0
MR Observed ... 21 — ADD Rx drug therapy.. 0
— DRUG: Corplex aduinistration ............. .28 _ SUBSTITUTION: Generic........vevvvvevnnnnns 0
— DRUG: other specific probler «eeveveeseenens pa] __ SUBSTITUTION: TherapeutiC.................. .0
— hattewe Over-utilization of drug ... 3l __ ADD o drug therapy.. «.ovvvvevvnieennns. 0
— PATIENT Under-utilization of drug .32 o CHANGE DOSE.......cvvireneeneineirennannnn. 1
— PATIENT Couunication difficulty «eeeeueess kX . CBANGE Dosage regimen.......oovviiennnnn. :
— PATIENT Casenanaged «eveveeenennsaceoncanes 3 — DISCONTINUE M. ..uvveereeeieeeneanen, 2
— PATIENT: Other inproper use of drug ....... .35 —DOMT disPENe. .., ;
— PATIENT Seeking care: vith symptoss ....... Al __ COUNSEL Patient..........cocovevevn v uvnnnns :
— PATIENT Seeking care; ¥ sysptoss.. ... ... A2  REPERRAL..........cvieiiiiiiiiiiiiiiaaen, {
—omgER NON-drug problens ..... .90 __ DISPENSE s Written........cvvvevenennenn. :
Third Party fype: 001 Medicaid Korbidity Risk:_ Low(l) _ Moderate(2)  High(
WASHINGTON Pharwacist CARE Project Documentation Pon CS Code [NDC] {:
83888 - -
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Case 7.

A patient presents the following prescription for filling:

C.A. Heart, M.D.
55555 4th NE
Seattle, WA
555-1212

Patient: %“/ W Date_ /0 ~/£-23

Address:
}% éﬂ O- /25, ? # /50

Substitution Permijted Dispense as Written
DEA #
Refill 3

The patient is currently on the following medications according to his profile:

Lanoxin 0.25mg qd - last fill #100 9 /29 /93 Dr. Panner
Furosemide 40mg qd - last fill # 100 9/29/93 Dr. Panner
KCL 20 mEq 1 capsule bid - last fill #2009/29/93 Dr. Panner

COMMENTS/QUESTIONS/NOTES:
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7 smID Date R { W Initiads__ Totd tie (Kin)

ORIGINAL RI INFORKAYIOR -DISPENSED RX INFORMATION
[ XCf: — —_ QrY: xce: — — omy:
Probles : Intervention:

SUBOPTIHAL Drug..............cooooiviinn, 01 __ CoRsoLY Prescriber phoneffax................ 10
TSUBOPTIHAL DIOSE +eevrerrerrereneenensaneonss 02 __ CONSULT Prescriber in person................ 1
___ SUBOPTIMAL Dosage regimen........ veeeeeenns 03 . __ COKSOLT RPh at another pharmacy.............20
_ swoprial Dosagefon.. ............. .. Lo _ CONSULT Patient........coovvviiiiiininnn, 30
. STBOPTIHAL Duration of Use.....ceuvveuensas 05 — PATIENT hssessnent.evusen.. TP 3
. SUBOPTIMAL: Dnnec drug therapy . . ... .. 06 — PATIENT Traning........oocovvvvviiiiinnn. RY)
___DRUG: Therapeutic duplication vi........... 11 — CONSOLY Kedicaid (3rd Party Payor).......... {0
___DRUG-Drug interaction . .. ... .ovevevinnnennnnl __RevIE Profile or chart.. voovviviviiinnnnan, 50
_ DRDG-Disease interaction vuvvesvreersrsen 2 — Rvim Laboratory tests.. .................. 51
__ DROG-Allergy/intolerance . . v.ovvservennsnnis px} _REVIEN Literature.................... 60
_ DROG-Pood INLEXaCtion ... ... .iceverumenensc ;. .- N 80
_ DRUG-tab test interaction vvevvecuevnnssies 5 Reault:

_ADR: Preventabl€ «vveveieeisniasiensaiininns 26 —_ CHANGE Todrug of choice. . ................., 0
— ADR: ObserVed vveenvereenriionanrienereneans 21 — ADD Rxdrug therapy... . ..o 02
_ DRUG: Complex aduinistration ........n 28 __ SUBSTITUTION: GENEric..................... 0
— DRUG: Other specific probler vuveveiviunas P ___ SUBSTITUTION: Therapeutic.................. 04
. PATIENT Over-utilization of drug . . . . vseneee 31 — DD OTC drua therapy., .. oo 05
. PATIENT Under-utiliration of arug veeeeves k) — CHANGE DOSE.usecueerenscnssnrinrcncsnnsares 11
— PATIENT connunication difficulty . ... . ..000s 33 __ COGE Dosageregiren. . ..o v 12
— PATIENT Casenanaged . . vovivernrieiiiineinns [ __ DISCONTINGE Drug. . . . . . . .<..¥inn 21
~~. . b Other improper use of drg . ..... .. % _oRrdispense.......o, 22
—_ PATIENT Seeking care: vith sysptons........ )} __ COUNSEL Patient....................oeevnn, 30
—_ PATIENT Seeking care: %o syaptoss . . .. . .00 2 T 3.7 10
—_ OTEER NON-drug problers...eeuseenssuvninns. %0 __ DISPENSE ASWrItten.. . . . . vovevnrcerinnenss %
third Party Type: 00] Medicaid Norbidity Risk:___Low(l) __Moderate(2) _ High(3)
WASHINGTON Pharmacist CARE Project Docunentation Form €S Code [XIC) £:
88888 - __ - __ __



Case 8.

R.M. isa 2 year old, 30 pound male. He has no history of alergies to medications. The
following prescription is presented to your pharmacy to be filled for R.M.

Ernest Ear, M.D.

1234 Cana Drive

Seattle, WA 98107
555-6789

Patient: Zaéf M«, : | | Date: //— 5/—}3
Address: //,2)_/ é”’j )

/M W
,é Ay ad
Pep. 20ce

Substitution Permitted ispense as Written
DEA#

Refill_&_

COMMENTS/QUESTIONS/NOTES:
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““mID Date R 4 b Initials______ total tize (Kin.)
-ORIGINAL RY INPORMATION DISPRISED RX INFORMATION
et — — QTY: I xct: — — QT
Problex Intervention: ,
STBOPTIHAL DruQ «.vvvvvvvvneiiiinennnnn, 01 __ aowsur Prescriber phoneffax........... 10
_SUBOPTIMAL DOSE ..v'vvvviineeiiiineennens 02 __ (oHsuLe Prescriber in person.. ............. A1
__ SUBOPTIHAL Dosage regimen-. ............. .03 _ CONSULT mt at another poanacy ............. 20
__SupoprIAL Dosage form .....oeveniiiiis oo 04 _OONSOLT Patient ........cccoveuvvieninieninnns 30
__ STBOPTIKAL Duration Of USE sevvvsneenvonenns 05 _ PATIENT ASsesSHENt..evvereeinecninecacninens 3
_—_ SUBOPTIMAL: Unnecessary drug therapy «...... 06 . PATIERT Training.........ocooeiininninnnnn LR
__ DRUG: Therapeutic duplication ............. A1 - CONSOLY Kedicaid (3rd Party Payor).......... {0
___ DRUG-Drug INtEraction eevscsseessasecnsans 2 __RevIW Profileor chart..................... 50
_ DROG-Disease INtEraction «u.cvveceaseareasns 2 . Review Laboratory tests..................e. 51
__ DROG-Allergy/intolerance «.oueeseseeeasanaas 2 __RVIBN Literature...ooovvveviiiiiiians 60
_ DRUG-FoOd INtEraction «useveeisesesascansans 24 1 SR 80
_ DRUG-Lab test interaction vevessenecseenenes 25 _ Result:
__M0R: Preventable ........coooviiiinnis 26 _ CEANGE TO drug Of choice..eveneiniarcnainans 01
- ADR: Obsaved ..oviieiee e 2 _ ADD Rx drug therapy ......euvveninennnen .02
— DRUG: Corplex aduinistration .............. 28 __ SUBSTITUTION: GENEYIC.evrrrieniiraranernnnns 03
__ DRUG: Other specific probler ceveveveensnes Py __ SUBSTITUTION: TherapeutiCeesveevernieneanns 04
. Parrewt Over-utilization of drug .......... 31 ___ ADD OTC drug therapy...........ccevvuenenen. 05
__ Patrewt Under-utilization of drug ... ....... 2 o CHANGE DOSE....e.eeneeeneeenineenaneennn. 11
— barreve Couunication difficulty «ueevenesn. Ex] . CHAKGE Dosage Fegiren ........coovevenens o 12
— PATIENT Casemanaged «.vvvvvvvnvvninnnnnns T — DISCONTINUE Drug.........ooeovvieninennnnns 21
7> __ PATIENT: Other ixproper USe Of Arug ¢uvvaee .35 — DOMTAISPENSE,. tevvernierininiin v 2
— PATIENT Seeking care: with syaptoms . . . .....41 COUNSEL Patient . .. ......ciciiiiiereiien.. 030
— PATIENT Seeking care: X0 symptons . .. ... ....42 CORBPERRAL. ... e 40
— OTHER HOH-drug problers..ivevvisinesenianes % ___ DISPERSE AS WIIttEN.. vevivivrrrine oeveneeess®0
third Party type: 001 Hedjcaid Korbidity Risk:__Low(1) __Moderate(2) __ High(3)
WASHTHGTOR Pharwacist CARR Project Documentation Por CS Code {¥IX] {:
83888 - - __



Case 9.

S.L.isa23 year old Spanish-speaking femal e who presents with a prescription for
Cafergot Suppositories for control of migraine headaches She speaks no English and
expresses confusion when you try to explain the regimen for use of Cafergot You
contact a colleague pharmacist down the street who speaks Spanish.  This” pharmacist
volunteers to instruct her over the phone on the use of Cafergot Suppositories.

SITE ID Date R { R Initials_____ Totd tie (Kin.)
ORIGINAL RI INFORNATION DISPRESED RI INPORKATIOR
nct: —_ — QrY: e — — Qs
Problen: Intervention:
— SUBOPTIMAL DIUQ «.vvvvvviniiieieeneene 01 — CONSULT Prescriber phone/far .......ccoevsrvee .10
___SUBOPTIMAL DOSE ...vvvviiviiiiii e 02 __ CONSOLT Prescriber in person.. A1
- SUBOPTIMAL Dosage regimen .03 __ CONSULT RPh at anotber pharmacy............. 20
— SUBOPTIMAL DOSage fON ...ovvvvevvvvvvvecsivessiinns .04 __ OONSOLY Patient.....cooveeeeiiiiniinnsnn. 30
__ SUBOPTIMAL Duration Of USE ....ceueerinenns 05  PATIENT ASSESSIEN...euvuieenieenanenenn. 3
— SUBOPTIMAL: Unnecessary drug therapy ....... 06 _ PATIENT Training.....oovvvviniiniinnnnen. 32
— DRUG: Thergpeutic duplication veveessssseens 11 __-CoxsoLs Medicaid (3rd Party Payor).......... {0
— DRUG-Drug interaction vusesesssesesoeceennes 2 ___Review Profileor chart..ceveeeeininininnes 50
__ DROG-Disease iNteraction .....ceeeevenivaeas 2 __ REvIm Laboratory dests.eeeeiecneeneninnnne. 51
— DROG-A11erqy/intolerance .v.vervesenecseess 3 __REVIEN Literature. coveveraonenscneneeneanse. 60
—_ DRUG-Food INEraction vueeeciiveceasnnencees 24 I i« SO PRSP 80
_ DRUG-Lab test interaction vveeseescesseceass % Result:
— ADR: Preventable ......ocovviniiiiiennn. 2 _. CHAXGE TOdryg Of ChOICE.veueneeniiarnnnns )
_ADR: Obsrved ........coviiiiiiien, a _ ADD RX drug therapy «eevesesesseseasareenanns 02
— DROG: Complex administration ........c..... 2 __ SUBSTITUTION: Generic., ....cveuenenennnnne. .03
— DRUG: other specific probler vevevveenenneas pa __ SUBSTITOTION: TherapeutiC......c.eeevesvenes 04
— PATIENT Over-utilization of drug ... 31 __ADD 0% drug theray seeeseecassenscnrsnannes 05
. Patext O& r-utilization of drug .32 . CHANGE DOSBuurevaeacssrscarconssoransonanes 1
— PATIENT Communication difficulty W3 __ e Dosage regimen. 12
— PATIENT Casenanaged .. .o.oovvvcvrrerrrirnnnns <0 34 — DISORTINDE DIUQ c.ovvvvvvcssscccnnceennvsnnnnnesssssss 21
—_ PATIENT: Other isproper use of drug «....... 35 __DOMT i 2
— PATIENT Seeking care: vith syuptoss ....... A __ OOONSEL Patient.............ocoveveennnn. 30
___ PATIENT Seeking care: X0 symptons.. .......... 42  RBFERRAL........cciviiiiiiiiiiiiiiennes 40
. OTHER KON-drug problexss.. ... 9 __ DISPENSE As WritteR..eeceeecneiieneeenaenn. 9%
Thind Party Type: 001 Medicaid Morbidity Risk:__Low(l) _ Moderate(2)  EHigh(3)
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/’\

Cae10.

S.P. isa 23 year old male who presents to your pharmacy with symptoms of rhinorrhea
%lets these symptoms at this time of
e would I|ke your advice on what

and nasal congestions He states that, typically, he

year and believes them to be an allergy to pollens.
Is dlergies. He states that his medical coverage Is

OTC product would help to control
through Washington Medicaid.

sin 1D bate R R [nitias fotal Tine (Kin.)
ORIGINAL RI INPORMAYION DISPEXSED RX INPORKATION
wef: — — o [ o — — Jomy
Probles: Intervention:
— STBOPTIMAL Drug ......oovvvvvvinininnnne. 01 . OONSULT Prescriber phone/fax............... 10
— SUBOPTIMAL DOSE ....vvcvvieeeiceeen 02 — CONSULY Prescriber in person..coeeeeevenas. u
— SToptIAL Dosage regiren ............... 03 __ CONSULT RPh af anotber pharmacy............ 20
— SUROPTINAL D0sage fon .eueveeveiniaiiinin 04 _ OONSULE Patient..............coeevvvnennnn. 30
— SoBOPTIHAL Duration Of 158 «ueuveeseneennens 05 __ PATIENY Assessment................coeoennne. 31
—. SUBOPTIMAL: drug therapy ....... 06 SN 749t o S N = 10 0o PP 32
— DRUG: Therapeutic duplication ....... T 1 - CONSULY Kedicaid ( 3rd Party Payor),«...ve... 40
— DRUG-Drug INLEraCtion ceeesearesesscaracanns b1 " Revied Profile or chart.........cc......... .50
— DRUG-Disease interaction veseeveeseseenssens 2 REVIER Laboratory tetSueeveeeceneanesenans 51
DRUG-Allerqy/intolerance «vveeersoucsacaese pi] _ "REVIEW Litefature......vvveeevveeeeeveennne. 60
—_ DRG-Food |nteract|on.. TP 24 — OTHRR..uvoasens a9essunsasasasassansasassansy 80
—_ DRUG-Lab test interaction ................. .5 Result:
“ADR: Preventable .......c.oeeeieiineennn, 2 CEANGE To drug Of choice................. .. 01
_ADR:obsarved .......cooeiiii, 20 —_ ADD RX Qg therapy .....evvveeeeeeeeennnne 02
_DROG: Complex administration ........ veene 28 SUBSTITUTION: GENENC........ovvvvvvnnnnen. .03
—— DRUG: Other specif iC problem veveveveeneanns ba) — SUBSTITOTION : TherapeutiCeececeeurecanenss 04
— hartewt Over-utilizetion of drug .......... %1 — ADD 0% drug therapy.. cevveeieenieniiecaenns 05
— PATIENT Onder-utilization Of drug ......... 32 o CEARGE DoSe.........ccovvinininnnninnnnn, 11
— PATIENT Conmunication difficulty evueveen. 3 — CHANGB Dosage YegimeD.......oeevinsusneannss 12
— PATIENT Case mnaged .....ooveeerunnnniannns U _ DISCONTINUE Drug...covvveveiiiiiiinns 2
—— PATIENT: Other -imiroper Use of &g cvereee 35 — DoX? dispense.......cooeiiii 22
PN Seeking care’; vith symptoms ........ Al . COUNSEL Patient.........ccoovviiiiienenen. 30
— PATIENT Seeking CAre: MO SYRphons «o.veveenes 2 _ RBPERRAL.........coieiiiiiiiiiiiniinennns 40
__ote NON- -0rug problens ..oeveveceriesnrnces % — DISPENSE AS WritteNseaeseaasnes teresreneses .
Third Party type: 001 Kedicaid Norbidity Risk:__Low(1) __Moderatel2) !hgh(B)
WASEINGTON Pharmacist CARE Project Documentation Form CS Code [MDC] .f:
sse88- __ _  _ __ - __
COMMENTS/QUESTIONS/NOTES:
3 8




Appendix F. Pharmacists' Training: Four Case Studies



& The Pharmacist @A‘R‘E‘Proied
Problems that Affect Patient Health Care

Cases for Documentation of Cognitive Services

The following cases are. similar to cases that have been documented forthe CARE
Project. As you know,-caring for one patient can involve severa problems to be resolved,
each of which should be documented separately.

Please read the cases and indicate how you would document your intervention on the
paper forms enclosed. We will review these cases during the programs scheduled in October
and November, 1994 so please bring your completed forms.to the program.

Case for Patient #14

One of your regular patient requests a refill of her Tegretol 200mg™ She used to take 1 po am
and 2 po pm, but the doctor changed it to 2 po am and 2 po pm on 7-9-94. She called for a refill on
8-20-94, and you gave her another 30 day supply, as usual. You also discussed with her that she
shouldn’t go without her medication. She said she was taking it “right* and wasn’t having any

~ablems. Today, 10-5-94, she-hands you her bottle and you note that there are 4 tablets in it. You
sk her how she’s taking this medicine, and today she admits that sometimes she forgets to take 2
.ablets morning and night. You explain the importance of compliance with her medication and refill
her prescription.

How would you document this case on 10-5-943

Case for Patient #2 ) o

One of your patients has been taking:Diabeta 10mg bid for Type Il Diabetes. He began with
2.5mg bid last year and has increased over the year to the current dose. The physician told him that
the medication is not controlling his diabetes, and he has to begin taking insulin. He presents a
prescription for Humulin N 100 units, sig: Inject 40 units qd and syringes. He is to return to the
physician in one week for testing and dosagg-adjustment and decrease his Diabeta to 10mg po qd.
He is frightened at the thought of giving himself shots and isn’t certain how to do it even though it
was explained to him in the physician’s office You fill his insulin prescription and then teach him
how to fill a syringe and give an injection. By.the time you are finished, he has successfully given

““mself an injection and leaves feeling less anxious about his new drug therapy.

How would you document this case?
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The Pharmacist @A‘R‘E'Pro]ed

Case for Patient #3

A customer in his mid forties comes into your pharmacy buy some ibuprofen 200mg™. He

- tellsyouhe'sbeen feeling dizzy and has had a bad headache the last tw0 days. Hi! states he used
to take Atenolol 50mg™ 1 po daily for his blood pressure, before he moved to Washington last year.
He stopped taking it because he was feeling fine and didn’t think he needed it any more. The only
medicine he takes is Ibuprofen for muscle aches. you offer to take his blood pressure and find that it
is 160/108. You contact a physician you know in your building and he asks yOuto send this patient
to him immediately. You have your technician take him to the physician’s office. The patient later
returns and presents you with a prescription for Atenolol 50mg™, Sig: 1 po qd #30, which you
dispense.

How would you document this case?

" ase for Patient #4

A non-English speaking woman enters your pharmacy with her daughter who speaks English.
The patient is 60 years old and has been receiving her medications from your pharmacy for the past
six months. She was recently in the hospital and has a copy of her discharge order which includes
medications.

. According to her profile in your pharmacy, she has been taking:
Perphenazine 16mg™.,sig: 1/2 tablet bid.

The discharge order indicates she is to take 314 tablet bid. The daughter explains they have a
pill'cutter at home so the tablet can be cut-to the size required, but her mother remains confused
about the dosage of medication she is to take now.

SU

How would you document this case? 2
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IF YOU RECEIVE A REQUEST
FOR CORRECTIONS:

Accurate dafa are essenfial fo this study.
When cognitive service documentations are
entered info our computer, fhey are
checked fo make sure fhaf fhe information
is complete and logically consisfenf. Mosf
of the time fhey are, buf somefimes if's
necessary to obtain a /ittle more
‘nformation.

'f you receive one of these DATA
CORRECTION FORMS, please correct,
~omplete, or clarify the entry in question
‘the form will indicate whaf we need) and
eturn fhe information to us as soon as
yossible. We'll make the changes in our
jatabase.

)

FINDING THE TIME...

NO time to document7 Here’s what other
pharmacists suggest: “Clip the documentation
form to the Rx & fill it out later.” “Use ‘post-it’
notes to mark the Rx & document the cognitive
service when you have time. " “At day’s end,
review your daily audi for any DSHS scripts you
intervened upon. *

IF YOU NEED SUPPLIES...

All project-related supplies are available to
participating pharmacies af no charge. Call us,
fax, or drop us a note to tell us what you need,
and we’ll send it out to you, usually within 48
hours.

IF YOU NEED HELP...

Let us know if you run into problems, or if you
have questions. We're here to he/p!

I1-800-801 -9076 Toll Free
(206) 685-9615 Fax

Our toll-free line is answered by clerical staff at
the UW Pharmacy School during regular
business hours, and the line is equipped with
voice messaging 24 hours a day.

University of Washington School of Pharmacy, in collaboration
with the Health Care Financing Administration and the WA Sate
Department of Social and Health Services

The Pharmacist

ARE.

Project

ISIT A COGNITIVE SERVICE?

If you can answer “yes” to all tive
guestions below, then it's probably a
documentable cognitive service for the
C.A.R. E. Project

is this a DSHS patient?

Is this a potential, or actual drug-

related problem?

3. Did you intervene in an attempt to
resolve the problem?

4. Was the problem something other
than an Rx clarification?

5. Was the problem something other E

than a need to contact DSHS RN

because of the supplemental :

discount program or prior

authorization requirement?

N =

Still in doubt?
Document the event as a cognitive service,
explaining what happened in the comments
section or in a separate note, and send it in.
We'll fake it from there.
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— ANATOMY OF A COGNITIVE SERVICE DOCUMENTATION

Ifa drug is dispensed, use the Rx number of the drug claim filed with Medicaid.
Group A: If no drug was dispensed, use Rx # on claim filed for the cognitive service.
Group B: If no drug was dispensed, leave this field blank

Date on which Ch el
Your DSHS or NAPB # the oogmf;‘; service I eg,.b;e please! Actual time speat
was provi performing the

cognitive service, in
minutes

—_
NDCs HAVE 11 DIGITS!!

Dste Bxs RPhbnitals _____ Total Time (Min)
—ORIGINAL RX INFORMATION— —DISPENSED RX INFORMATION—
~  Jaom: |oavs sureLy: Hxoce: - —  far | cars sureLy: i

Complete all boxes...

_ CONSULT Madicaid (3d Party Payor) N Place a “1” next to the
primary intervention &
result codes. Related
interventions & results
should be marked with a
l(Y-Y’

Place a “1” next to the
primary problem.
/—\

Re88

:
f
1

wee PATEENT: Other smproper use of drug .
— PATIENT Seeking care: with symotoms .
e PATIENT Seeking care: NO symotoms .
mo’:ﬁb?nawm ............. o DISPENSE As Wrinien . 90

My Typs: 001 Medicaid Socbidity Risk: __Low(1) __Modersia(2) ___ High(3)
WASHINGTON Phanmaecist CARE Project Documentation Foem €S Code (NOC} 8:

:
;

Low: intervention likely to increase, at most, patient convenience

M@em}‘e: intex-vmtion likely to save the patieat a routine, or urgent office visit
igh: mtervention likely to save the patient a subsequent ER visit or hospitalizati

2 digit
interveation code

2 digit
problem code

STOP! |

Is this &
routine patient counseling as required by law?
clarification of missing Rx information?
request for authorization under the State Supplemental Discount Program?
. forged prescription?
. provision of general drug information not related to a specific patient and specific result?

THEQR CERUTINTEC ADT ANTOWT A mivy mumme o o vrms vrvmrm v ve e e vves 71 8 o vm e



TRANSMITTAL FORM

A

TAL
(laclude with sach meath’s forwms or dialnstte}
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Phasmacy, T
Adbus

DEHS ec NABP Neo.: P ——
This documentation Lo for the meath of 19
Xaciesed are:

Py 1 forme: fonds ] Soacd

3 Sti-inch disketic produced by O Stoticr Program O Lioyd Prograes 0 Other
1 3%-inch diakette produced by O Stoter Program O Lioyd Program G Other

tatament below and sdd Ureir laitials, Nosnos mussher, )
. “ 9 3
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Hovsadvrrnbyrdoourtslytolrtivcy g atiio v . Foin oo § arisarby it d oo MAIL DATA AND VOUCHERS

e et Mg ¢ p—— TO THE UNIVERSITY MONTHLY!

INVOICE VOUCHER

A;;:A VAT OF smasmarasO AGENCY UGL 0o Y H
e v INVOICE VOUCHER SOErCY 0. ROCATOMCOOE | PA ORAUTH 4G ¢

AGENCY NAME
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service?

-~ The Pharmacist @A’R’E;Pnojed‘

Cognifive Adtivities & Reimbursement Effectiveness

We know you share with us a sense of the importance of the CARE project and its implications
regarding policies for reimbursement of cognitive services. Inthe coming months, there will be a
number of issues and new developments concerning our project in particular, and cognitive services
ingeneral We will use this newdetter to keep in touch, and to address issues, concerns, and news
surrounding cognitive services. Please send us your suggestions, questions, or issues you think should

be discussed in forthcoming editions. For this edition, we will use a Q & A format.

Question I: 1 noticed a number of pharmacies in my area ended up in the same group
(A or B). How did this happen?

Question 2: How and when do we document cognitive services under the State's new
supplemental rebate / prior authorization program?

Question 3: Which do we record, the original problem that prompted our intervention,
or a different problem identified in the course of the intervention?

Question 4: Under what conditions does the filling of Medi-Sets constitute a cognitive

i Question 1 To avoid this problem we decided to employ in-

I noticed a number of pharmacies in my area
ended up in the same group (A or B).
How did this happen?

4 nswer: This seems to be the most common ques-
tion of the week! Our original inteat was to use
simple randomization to assign pharmacies to
groups. However, this raised a possible problem
i\ interpreting the results known as “contamina-
on bias’. Suppose there are two pharmacies
ithin afew blocks of each other, both filling about
1e same number ofprescriptions written by Doc-
or X. Pharmacy A isin Group A, and Pharmacy
isin Group B. Doctor X consistently prescribes
. amanner that is sub-optimal  Now suppose
harmacist B intervenes and successfully chang-
s;this physician’s behavior. As aresult of this
tervention, the problem ceases to exist in pra
sriptions presented to either Pharmacy A or B.
etrospective analysis ofthe Medicaid claims may
ezveal no difference between the rate of drug ther-
1Py problems between the two pharmacies, thus
1asking the effects of the intervention.

) K = Nolume |- Nambes 3

stead a cluster sampling technique. It was con-
ducted as follows:

. Using 1992 Medicaid Rx claims, pharmacies
were linked with their mast frequent prescribers.

2. Pharmacies were aggregated into clusters based
ON receiving prescriptions from the same physi-
cians. These clusters represent market areas for
pharmaceutical  services.

3. A stratified random design was used to allocate
clusters ofpharmacies to Groups A and B.

The “stratified” feature was used to insure that par-
ticipating pharmacies were approximately evenly
drawn from geographic areas to minimize differ-
ences in practice characteristics. It is known, for
example, that the five mgjor metropolitan areas
(Bellevue, Everett, Sedttle, Spokane, and Tacoma)
have different demographics than non-metropoli-
tan areas, and it was desired to evenly represent
pharmacies from rural counties. Therefore, clus-
ters were assigned randomly to either Group A o1
B based on their geographic location.




The table below displays the number of pharma
cies that originaly vohmteered for the study in
group A and B from-ach category.

Stratification Areas |[Group A| Group B
Magjor metropolitan a:eag 54 S0
Rural counties 32 33
Urban counties outside
metro areas 46 38
Total pharmacies 132 121

Ne hope you find this explanation helpful. If you
did not get assigned to the group of your choice
fbr this 12 months, we trust you will nevertheless
fully participate in the study. As we have said many
Fimes, the outcome of'this study has important pol-
jcy implications for how pharmacists are likely to
be paid in the future. Quite frankly, your participa-
- Hon is imperative to assure we have adequate num-
bbers of participants to scientifically validate the re-
ults we obtain.

Question 2:

{ow and when do we document cognitive servic-
s under the State's new supplemental rebate/pri-
r authorization program?

[nswer: There has been confision regarding what

considered a cognitive service under the DSHS
Eu pplemental rebate/prior authorization program
We ask you to do the following: If you are:

» Calling the 800 number for authorization to
dispense a drug as prescribed:

Do not document the cognitive service

» Recommending to the prescriber a change to a
generically or theragpeuticaly equivalent product:

Please document this cognitive service.

The mogt likely C.S. codes would be:
88888 -1010 - . _ (03 or 04)

Problem:
Intervention:
Result:

sub-optimal drug

Contact prescriber (phone)
Generic subgtitution (03) or
therapeutic substitution (04)

Mﬁ
Question 3:

Which do we record, the original problem thar
prompted our intervention, or a different
problem identified in the course of our inter-
ven tion ?

Example:

You receive a prescription for HCTZ 25 mg and

K-Tabs 80 meg. The problem is excessive dose

ofpotassium but you aso note the patient doesn’t

prefer this form of potassium, and prefers not to

take potassum. Upon contacting the prescriber,

both drugs are discontinued, and Dyazide iSpre-

scribed in its place.

Answer:

Original problem: sub-optimal dose (potassium)

Final problem:  sub-optima drug.

Intervention: contact prescriber

Results: a) change to drug of choice, and
b) discontinue drug(s)

In this case, we recommend you record this cog
nitive service as follows:
Problem: Sub-optima drug (01) Record
original problem in the ‘comments’ field.
Intervention: Contact prescriier (10)
Result: Change to drug of choice (0 1),
(“1 “-primary), and discontinue

drug (“y "-secondary).
Question 4:

Under what conditions does the filling of
Medi-Sets congtitute a cognitive service?

Answer: It should be recorded if the prescriber
asks you to fill the Medi-Set for purposes of mon-
itoring compliance, and not for routine dispens-
ings in the absence of a recognized compliance
problem_ Patient training and explanation should
be involved This should be coded as Prablem: |
“Patient undercompliance” (code 32) or “Case
managed patient” (code 34),LnlenLean_Qn Con-

tact prescriier (code 10) and Result: Dispense &
written (code 90). This should be done only ot
theinitial contact, and not for subsequent refill.
ings of the Medi-Set container.

Stay tuned to CARE TALK: In future issues,

we will share more about the CARE project and

other pharmaceutical care projects in the state and

nationally As always, please bring to our atiention
any problems or comments you may have.

University of Washington School of Pharmacy I 800 863-9076

In collaboration with tha Haalth Care Finanmer A deminimeeinn oo gat 2 W10 L
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This is a supplemental edition for group A pharmacies only.
Two current billing issues are discussed.

~ Febmary 1819945

Quedtion 1: Quedtion 2:

DSHS rejected a Cognitive Service claim Z What about billing for “case

recen tly submiffed, and Z don 't understand managed" patients?

why.

Answer:
Answer: _ A case managed patient must be referred to the
DSHS is screening CS claims against a set pharmacy by a physician or by Medicaid for
paid because either: the definition of case managed patient in the
4 _ training manual for further details). For

1) it did not meet the payment rules establish reimbursment, the pharmacy should maintain

in the CARE project training manual, or some documentation of this referral. There

4 _ should aso be some plan for periodic feedback

2) it met the payment rU|eS but was I‘e] eCted to the referring prescn'ber or agency

because it was an illogical code combina-
tion. For example, a problem coded as
‘suboptimal dose’ with aresult of ‘change
drug'isillogica (see Question 3 in this
newsletter). In this case, we recommend
you recode the problem as ‘suboptimal
drug' (if that is appropriate) and resubmit.

Please fedl free to call usfor further advice
pbout specific billing problems.

University of Washington School Of Pharmacy 1-800-801-9076
In collaboration with the Health Care Financing Administration and the Washington State Devartment of Sorial and Health Services
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COGNITIVE ACTIVITIES AND REIMBURSEMEN'T EFFECTIVENESS

Wav You
Gotten Paid
Y et?

A 11 CARE Project pharm-

acies are entitled to a $40
per month participation fee. You
should have received payment
vouchers from DSHS in Olympia
(if not, contact Garth Holmes at
206-586-7034).  These vouchers
go directly to DSHS at the end of
each month in the postage-paid
envelope provided. Your pharm-
acy’'s name is aready on each
voucher, you don’t need a contract
number. Just note in the upper
right hand comer the month for
which payment is requested.

TO EXPEDITE PAYMENT,
VOUCHERS SHOULD BE
SENT TO DSHS AT THE
SAME TIME THAT MONTH-
LY COGNITIVE SERVICE
REPORTS ARE SENT TO THE
UNIVERSITY OF WASHING
TON.

Beginning in April, cognitive

,~ service reports received by the

University will trigger the DSHS
system to pay the participating
pharmacist’s voucher But both

pieces--the voucher and the

cognitive service report--will be

necessary for payment vouchers to
be processed.

KOMO
Commentary

eporter Ken Schram of

Seaitles KOMO News
recently aired an editorial
questioning the wisdom of paying
pharmacists  additionaly  for
“counseling” patients about drugs.
As he put it, things like explaining
a medication schedule or peri-
odically reviewing a patient’s
drug-use history are “just part of
the pharmacist’s job” and should
not be used as a means of “cashing
in on health care reform”

In fact, routine counsdling
‘activities are pat of a
pharmacist’s job. But working in
concert with patients and care
providers, drawing upon an
extensive education about med-
icines and their effects on the
body, and using that knowledge to
improve the quality as well as the
cost-effectiveness of medication
use goes well beyond routine.

Both the Washington State
Pharmacists ~ Association and
CARE Project representatives
responded to Mr. Schram’s
comments. An aired rebuttal
attempted lo clarify the situation,
emphasizing that it's hard to say
what the impact of increased

pharmacist involvement would be
on health care costs and outcomes,
primarily because interventions
typically help the system to avoid
costs downstream. (Complete text
of KOMOs editorial and the
WSPAs response can be obtained
from WSPA at 1-800-222-WSPA.)

The CARE Project is designed to
document formally the impact of
pharmacists cognitive services on
the costs and outcomes of health
care. And the effect of reim-
bursement is an important part of
the story. If we are to re-evaluate
the way pharmacists utilize their
time and expertise, then it seems
appropriate aso to rethink the way
that pharmacists are compensated
for their time.

Slipped-a
Disk?

P harmacies submitting cog-

nitive service documen-
ation by computer should have
received the updated (3-25-94)
verson of the Stotler program.
Please take a couple of minutes to

University of Washington School of Phammacy, SC 69, Seattle, Washington 98195 Phone. (206) 5436788 Fax (206) 543-3%35 Toll Free 1-K00-801 -
9076 In collaboration with the Health Care Financing Administrauon and the Washington State Depariment of Social and Health Services
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install the update if you haven't
aready. It's a win-win situation:
new editing features make the
update easier for you to use, and
on our end it makes the data
infinitely easier to work with!

Oops!

M ost of - the documen-
tations we receive from

CARE pharmacies are complete

and accurate.  When there are

problems, these are the most

common:

« transmittal form not sent (fill
out pharmacistrstids,
license number, and signature
only for new pharmacists),

e site identification missing
(your site ID is your DSHS
provider number, or your
NABP number; either one is
OK to use),

« data submitted for non-
Medicaid patients (report
cognitive services for
Medicaid patients only),

s missing prescription number,

e pharmacist’s initials missing;

+ origina quantity and/or NDC
number missing  (if your
intervention has resulted in a
prescription order change);

« total monthly prescription
volume of the pharmacy (an
essential element if we areto
be able to assess intervention
rates accurately).

For those of you who use paper
documentation, please send only
the white copy to the University.
Keep the yellow copy at your site.
Keeping a copy a your pharmacy
will enable us to follow up on
specific interventions if necessary,
and it gives you a record of your
interventions as well.

As this newsletter gocs to press we
are gearing up to provide you with
feedback about your submitted
cognitive service documents. The
goa is to assure that these
documents accurately reflect the
cognitive service activities of your
pharmacy. You may soon be
asked to verify any information
about your pharmacy’s activities
that has been recorded in our
database incorrectly or incom-
pletely.

Challenging
and Exicting
Times to be a
Pharmacist!

The APhA Annual

Meeting held in Seattle
recently was quite an event. The
theme of the meeting, “Shaping
the Future, “ wasright on target.
Pharmaceutical care dominated the
programming at the meeting, with
sessions on how to get started and
how to obtain reimbursement for
cognitive services. Theinterest
shown in the CARE Project was
considerable.  The project was
formally presented to the APhA
Board of Trustees and in
continuing education forums at the
conference. Project represent-
aives were asked numerous
questions along the lines of
“How’'s it going; do you have any
data yet?” The enthusiasm was
palpable.

Clearly, CARE isahighly visible
study, with many professional and
political groups watching closely
as pharmacists in Washington and
lowa demonstrate the impact of
cognitive services on hedlth care
outcomes. Hats off to pharmacists
and pharmacies participating in
this landmark project!

The Phammacists CARE Project, University of W o ebiwatrn Sobo 1 010

CARE TALK
Need Any

Supplies?

W e will regularly supply
you with disks and paper
transmittal forms. If ever you run
low, though, just give us a call
(toll free) at 1-800-801-9076, or
drop us anote at The Pharmacist’'s
CARE Project, University of
Washington School of Pharmacy,
SC-69; Sedttle, WA 98195.

Keep Those
Cards and
Letters
Coming!

Y our guestions and

comments about the
CARE Project help us to
understand the study from your
perspective. If you have an idea
for streamlining operations, let us
know! Questions about pro-
cedures, or how to handle unique
situaions  will be answered
promptly. And let us know, too,
about your most ‘“interesting”
cognitive  service  experiences!
Have you felt the satisfaction of an
intervention that clearly made a
difference? Do you have an
amusing anecdote to share? We'll
publish the best of these in
upcoming editions of CARE
TALK
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Education:
Always

Continuing

Continuing Education
A program about the
C.A.RE. Project will be presented
at the SeaTac Red Lion on June
19. 1994. in conjunction with the
Washington State Pharmacists
Asxociation (WSPA)  annual
meeting. The program, entitled
“Taking Control of Pharmaceutical
Care.” will  be conducted by
Amber Andrews, R.Ph.. MPH, and
Rod Shafer. R.Ph, and will include
an overview of the C.A.R.E.
Project as well as an update of the
project’s progress to date.

Participating project pharmacists
are encouraged to attend this
session to  contribute  their
perspectives about the study--or
even just to lisen!  If you are not
already a project participant and
would like to become one, or if
you would simply like to obtain
more information  about the
project. put this session on your
calendar for the 19t For
information about attending this.
and other continuing education
programs and events. contact the
WSPA at (206) 228-7 17 1.

Sometimes

the Gears
Grind Slowly

lease bear with us. Every
C.A.RE. Pharmacy has

‘been promised, and will be paid a

$40 per month stipend for their
study participation.  Once again.
we sincerely apologize for the
delays and frustration that we are
all enduring over this matter.

Here' swhat happened. It wasn't
until the end of April that the
problem became apparent. It took
some doing, but payment delays
were  eventudly  traced to
administrative errors at the State.
In a Rube Goldberg-like sequence.
one thing led to another. and the
situation got worse when we
thought it was getting better
That's the bad news

The good news is that C.A.R.E.
Investigators and DSHS have been
attending to the situation
personally and, indeed. have made
demonstrable progress. As this
newsletter goes to press, 93
pharmacies have been brought up-
to-date on their stipend payments,
The remaining payments are being
hand-walked through the system in
a concerted effort to fix this
problem once and for all.

Over 2,000
Strong!

| n just the first few months

of data collection, the .
C.A.R.E. Project has logged over
2.000 cognitive service
documentations into its database.
It's a good beginning.

“Our experience to date has been

that some C.A.R.E. pharmacies
have a greater volume of cognitive
services than others, and that the
numbers of documentations
change from month to month,”
says Bill Fassett, Ph.D.. one of the
C.A.RE. Proect Investigators.
adding, “that’s to be expected.”

Sometimes vou just won't have
the time and/or the opportunity to
perform cognitive services If in a
particular month vou find that vou
have no cognitive senices

Universitv of Washington Schoot ot Pharmacy, SC 69, Seanile, Washington 9819¢ Phone (206) $43-67&8  Fax (206) 543-3835 Toll Free (800) K01~
913176 In collaboration with the Health Care Financing Admuustration and the W ashington State Deparniment ot Social ar) Health Services
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documentations t0 submit. just
indicate “zero” 011 sour monthly
ransmiual form o the UW and
sendit in

While there may not bc a high
volume Of cognitive services in
vour pharmacy. taken collectively
the nearh 200 participating
pharmacies generate a lot of data
each month--data that have the
potential to make a lot of
difference for the wav pharmacy is
practiced in years 10 come.

4

Don’t Forget...

to send in your .
monthly cognitive
scrvice documentation to

the University of Wuhin;lob (

and your payment vouchers to DSHS!

o gt Sevvices Shis manth! Just indicomte parw on e renemivial foro
ot s taial prescripten vehumt for e menth and sernd ¥ in.

QUESTIONS? Call us, toll froe  1-300-801-5076

Cngrone dmtom & Sy

New Cards
on the Block

I t was May when the elephant
first made his appearance.
Designed to be a quick reminder
about sending in cognitive services
data. postcards like this one (there
are 4 designs in dl) will be sent
out monthly to all C.A.R.E.
pharmacies as a routine pan of our

data collection effort.

In addition to the postcards, some
of you have received lettersin the
past month or so asking for
clarification on one or more
cognitive service documentations
that have been sent 1o the UW.
“It's  housekeeping for our
database.” says Nancy Neil, Ph.D.,
C A.R.E. Project Coordinator.
"By making sure the data are
entered accurately and completely

aswe go along.w e XC making an
i estment in the integrity of our
database that w ill pav off when
the dataare analvzed.” she said.

Many thanks i all of vou who
have been so responsive !

Rx .No tes

. | received aprescription
Q. from a doctor who
wrole for hydrocortisone lotion,
2%. for a 2-year old baby. [ called
to ask if the doctor wanted 1%
Lotion, or a compounded 2%
lotion.  Since there is no 2%
hydrocortisone lotion I can’t give
you an NDC number for the
originaly prescribed drug. What

should I do?

. Since the original script
A . calledfor aproduct that
iS unavailable, naturally there will
be no NDC number for the drug
prescribed.

In cases like this it is appropriate
to enter al 9's in the NDC code
data field, and indicate in the
“comments’  section  of the
documentation that the origina
script caled for a compounded
drug.

, 1 had a dituation in

« which wo doctors
prestribed Delestrogen injectable,
and when I caled to ask about
strength. each doctor referred us to
the other one  After two cals to
each doctor and 20 minutes later.
we finally told one of them 10

CARE TALK

make a decision. Thus. the onginal
prescription had no NDC number
How do I code this cognitive

service?

A ,  There appear iobetwo
. issues here: first. the

issue of obtaining clarification

about drug strength. and second.

the issue of duplication of therapy.

The firsl problem. obtaining
information about prescribed drug
strength, iS a  prescription
clarification, nNOt a cognitive
service. o no coding is required.

Addressing the second problem.
duplication of therapy. is a
cognitive service. and would be
coded as follows:  therapeutic
duplication (problem code 11) :
consult prescriber by telephone
(intervention code 10); do not
dispense (result code 22). In this
case the prescribed NDC number
would be the NDC number from
the Delestrogen prescription that
was filled (after the prescribed
strength was clarified).

Yes, We’'re
Still Open!

F or those of you who have
inquired-yes,  enrollment
in the Pharmacist’'s C.A.R.E.
Project is gtill open, but only until
the end of this month.. Our last
enrollment wave is dated to close
on June 30, 1994. If vou are
interested in becoming aC.A.R.E.
Project pharmacy, call (206) 543-
6788, or (800) 801-9076 (toll free)
for enrollment materials and
Further information. If you know
of someone who may be interested
in participating, pass the word
aong that there is still an
opportunity to become involved

he Pharmmacists C A R E Project Universny of Washingion School of Phammacy, SC 69. Scanle, 31 A 98195
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to the UW. DSHS will processthe | on health care costs and patient

Additional

Funding!
W e have recently received

word from the Health Care

Financing Administration
(HCFA) that additional funds have
been allocated for community
pharmacies involved in the CARE
Demonstration Project!

HCFA has expressed a great dea of
interest in the impact of cognitive
services on the cost and outcomes of
pharmaceutical care, so much so that
they have agreed to fund an extension
of the CARE Project’s data collection
period through September 1995.
This means an additional $320 for
each pharmacy participating in the
study, plus any State payment for
cognitive  service documentations
under current arrangements.

In or&r to make this happen, DSHS
requires that a contract amendment
be filed for each participating
pharmacy. The necessary paperwork
has been mailed to each CARE site.
We ask your cooperation in signing
and returning all three copies of this
amended agreement at your earliest
convenience, and returnung, them

Universtty of Washmglon School of Pharmacy, SC 69, Seatle, Washmgton 98195 Phane (206) 543-6788

amendments, and will return to you
one of the signed originals for your
files.

The contributions of each of you to
this project have the potentia to
make a demonstrable difference in
the practice of pharmaceutical care
nationwide. In fact, less than 3 years
from now the U.S. Congress is
expecting to receive a report about
vidble mechanisms for paying
pharmacists for their services. and
undoubtedly the results of the CARE
Project will be looked to as that
report is prepared. Y our efforts are
valued, and much appreciated.

| Cognitive

Services &
Managed Care

ﬁ s Medicaid moves from fee-

for-service to managed care,

the question of payment for
cognitive services takes on a new
meaning. A recent article in
American Pharmacy (Vol. NS34,
No. 6, June 1994) looked at efforts to
charge patients or obtain third-party
reimbursement for cognitive services.
Although these .efforts are till in
their early stages, some pharmacists

have made progress obtaining
rexmbursement
Pharmacists from all across the

country are eagerly anticipating the
results of studies demonstrating the
impact of pharmacists’ Interventions

outcomes,
Project.

According to Garth Holmes, R Ph.,
Medicaid wants to encourage
pharmacies to become skilled in the
documentation of cognitive services
so that they will be maximally
prepared if marketplace changes are
implemented.

including the CARE

#!

Stipend
Vouchers

or every month of ther
‘EI participation in rhe CARE

Project,  all pharmacies are
entitled to receive a $40 monthly
stipend from DSHS. For purposes of
these monthly stipends, participation
is defined as notifying the UW of
your cognitive Services acuvines each

x (206) 543-383S Toll Free 1-800-801-9070

In collaboraticn with the Health Care Fmanemg Admmnstraion and the Washmgtan Suate Deparunent of Socaal :imd Health Senvaice,
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month, even if you have no cognitive
service documentations to send in
(In other words, sending a transmitta
form notifying us that you have nc
cognitive documentations to send
qualifies fully as study participation.)
It'sinformative for us to know when
you have, and have not been able t
document cognitive services in your
practice!

When this study began, we asked
each pharmacy to send their
cognitive services documentations to
the UW, and their stipend vouchers
to DSHS.  Experience proved the
system to be problematic on a number
of dimensions.

To improve the situation, we ask that |

you submit DSHS stipend vouchers to

the UW along with your monthly

cognitive services documentations.

Vouchers received at the university
together with data can be cleared for

7 payment immediately. Any vouchers

received by DSHS must be forwarded
to the UW for clearance (vouchers
are cleared for payment when data
have been received), and then sent
back to DSHS for processing al of
which adds to the time it will take for
your stipend check to get to you.

™~

7

Flopped
Floppies?
T hose of you who use the

Stotler program to document
no  doubt

" your cognitive services have
development. - It seems that some

heard about this

documentations are falling through
an unfortunate gap in the system and
are not making it from the
pharmacies computers into the main
database at the University.

These documentations represent far
too much effort on your part, and are
far too vauable for any losses to be
taken lightly. Fortunately, though, we
caught the problem early enough that
we should be able to recoup most, if
not al of the missing information.

Each pharmacy using the Stotler
program to document cognitive
services has been asked to create a
cumulativefile, or “Re-Run Disk” of
all the interventions entered on their
computers since the beginning of the
project. This comprehensive file will
be compared with data on-hand in
the University database in order to
ensure that all documentations are
accounted for.

While all thisis going on, we'll be
paying extra special attention to
documentations sent in on disk via
the Stotler program. If you use the
Stotler program, you can help us
considerably by doing three things.
First, indicate on your monthly
transmittal form how many cognitive
services you documented at your
pharmacy, so we'll know how many
to check for on the disk we receive.

Second., use the “report” option
within Stotler’s program to print out
3 paper summary of your monthly
jocumentations and send that in with
your computer disk. Again, this
zives Us ameans of checking to make
sure the disk has recorded your site's
activities accurately and completely.

Chird  (and perhaps most
mportantly), don’t refresh your

CARE Talk|

your cognitive services activities
beforehand and keep the summary in
your files in case it's needed for
reference.

“Initial”,
cConcerns

hen using paper
V\/ documentation forms,

Btaase! refresh” option in
stotler’s program effectively erases
it computer-stored record of your
jocumentations, rendering them
xermanently irretrievable.  If you
nust refresh (because of limited
omputer memory, for example),
nake sure to run a paper report of

especially, please make a
special effort to print your initials
legibly in the “R.Ph. Initials*’ field on
the form.

‘The tendency has been for
pharmacists to record their initials on
paper documentations asif they were
signing a prescription,” says Dave
Smith, R.Ph., research associate on
the CARE Project, ‘but the redlity is
that each letter has to be entered
directly into the database, and it's
often hard to decipher the individual
letters of each pharmacist’s stylized
signature.”

Mark Your
Calendars!

second round of training for
A al CARE participants began
—  thisfall. Rod Shafer, R.Ph.
and Amber Andrews, R.Ph. are again
traveling to mgjor cities statewide to
update pharmacists about the project,
provide an overview of results to
date, and  review  Processes.




procedures, and tips for documenting
cognitive services. There will also be
time to ask questions, and to share
and discuss problems and experiences
to date.

The training sessions began in
October, and should all be completed
by the end of November. Each of you
will be contacted directly about the
session scheduled for your area;
watch for the information (see
program schedule outline on page 4).

If you have any questions about these
sessions, fee free to call Amber
Andrews at (206) 543-6788, or toll-
free at 1-800-801-9076. We'll look
forward to seeing you!

No Data?

O f the 200 pharmacies enrolled

in CARE, only about 80%
have turned in any cognitive
service data at al since the study
began. We haven't heard from the
other 20%, even to tell us that they
have had no cognitive services to

report!

Naturally we  expect that
interventions and cognitive services
will differ from pharmacy to
pharmacy, and even from month to
month.  We also expect that there
will be months in which you do not
have the opportunity to perform any
cognitive services (in that case you
should enter “0” for the number of
documentations on the transmittal
form and their total prescription
volume for the month, and send it
with your voucher to the UW).

CARE is a demonstration project
being conducted in real world
pharmacies in which many outside
factors can (and do!) affect a
pharmacist’s ability to perform
and/or document cognitive services.
Infact, one of the goals of this project
isto identify some of these barriersto
a pharmacist’s ability to perform and
document cognitive services in
practice settings.

If you don't have the opportunity to
perform any cognitive services for
DSHS patientsin a particular month,
or if you are too busy (or
understaffed, or whatever) to
document the cognitive services that
you do perform, send in a transmittal
form at the end of the month anyway,
and indicate “0” for the number of
documentations. you had. Then tell
us why. It's all information that is
valuable to the study. And
remember, your principal obligation
as a study pharmacy isto report your
cognitive service  documentation
experiences each month, even when
that means indicating that you have
no documentations to report.

=

Need Any
Supplies?

A 11 project-related supplies are

available to participating

CARE pharmacies at no
charge.  This includes monthly
transmittal  report forms, paper
documentation forms, floppy disks,
postage-paid return envelopes and
floppy disk mailers, as well as DSHS
stipend vouchers.

We've included a supplies order form
with  this newdletter for your
convenience. But don’'t fedl that you
must use this form; just let us know
by phone, fax, or even just a scrap of
paper if you need anything. We'll
send the supplies out to you via
return mail as soon as we are able,
usually within 48 hours of receiving
your request.

How would
you have
coded these?

| Q_,— The other day, a doctor

asked me for prescribing
enema.

" advice on an infant with

How should | code the
situation in which a doctor asks me
for advice?

‘ A . [\fter some discussion, the

project team decided that
| the most effective way to
code this intervention would be to use
Problem code 29 (DRUG: Other
specific problem), Intervention code
10 or 11 (CONSULT Prescriber), and
Result code 02 or 05 (ADD drug
therapy). It would also be helpful in
this dituation to indicate in the
Comments section that it was the
prescriber who asked you for advice.

ol 1 have  prescriptive
‘O » | authority to make some
>1_kinds of prescription
changes or additions. How should |
code cognitive service interventions
in which I make changes using my
prescriptive authority?

A - The most informative
« | coding for this situation
| would be to use

Intervention code 11 (CONSULT
prescriber in person), with the idea
being that you consulted yourself as
the person with authority to
prescribe. It could aso be argued
that you, in effect, have already
consulted  the  prescriber (as
evidenced by having obtained
prescriptive authority) and are smply
acting on this previous consult.
Again, it's informative to us if you
note in the Comments section when
an intervention was done With
prescriptive authonty



.| Severd of my patients are
Q « | onClozaril. | routinely
review their lab work for

any neutropenia before dispensing
refills.  How should | code this

cognitive service?

i+ The scenario presented
A . hereis pertinent not only to
c | Clozaril, but to any number
of other drugs (such as ganciclovir)
which aso require lab monitoring
Perhaps the best way to code these
cognitive services is to use Problem
code 26 (ADR: Preventable),
Intervention code 51 (REVIEW:
Laboratory tests), and whatever
Result code is appropriate to the
situation (for example, DAW or Do
Not Dispense)

Once More on

~ Medisets

ecisions about whether the
filling and refilling of

Medisets (or similar

compliance-enhancing  containers)
can be: documented as cognitive
services  continue to  generate
questions from participating
pharmacies. Admittedly, the CARE
Project “rules” covering Mediset
guestions have been somewhat
confusing, Hopefully the following
information will help to clarify
things.

Originally, the filling of Medisets (or
like containers) were considered to be
cognitive services when the service
was (1) done for case managed
patients, or for a (potential or actual)
drug-related compliance problem; (2)
performed in connection with other
compliance-enhancement instruction
given to patients. and (3) performed
in  connection with the initial
dispensing of a prescription.

During discussions with CARE
pharmacists at the annual WSPA
meeting last summer and on other
occasions, several pharmacists called

to our attention that they serve
specia patient populatiions at high
risk of noncompliance who are in
need of assistance. Examples include
some elderly and mentally retarded
patients, especialy those in board
and care facilities, who need devices
and/or instruction to assure optimal
levels of compliance. Many, if not
most, of these patients cannot load
prescription refills into Mediset
containers without assistance and, in
fact, may even have difficulty
identifying others to do so for them.
Pharmacists serving these patients
state that they often will refill
prescriptions in Mediset containers
for  this  populaion  without
reimbursement as a public service
because of the potentia ~ for
noncompliance.

Because of this, we have liberalized

our thinking about Medisets as they
relate  to  cognitive  services.

Specifically, we have diminated part

(3) of the original Mediset rule, that

is, that to be considered a cognitive
service, filling the Mediset must be
linked with theinitial dispensing of a
prescription.

Now, services related to thefilling of
Medisets or like containers are to be
considered cognitive services for
purposes of the CARE Project
whenever the service is performed for
a patient with a clear pattern of, or
clear potentia for noncompliant
behavior.

In other words, you can, and should
document a cognitive  savice
whenever you fill or refill aMediset
for compliance-related reasons. Note
that the Mediset service must be
provided in connection with other
compliance-ielated activities, such as
ascertaining past compliance and
encouraging compliant behavior in
the future.

| CARE Talk|

FALL 1934 TRAINING PROGRAM :
TENTANE LOCATIONS AND DATES

Most sessions will be scheduled for early
morning, and wilf last about 1.5 hours
including a question and answer perod.

Pharmacies will be notified individually of
the exact time and date of the training
session nesarest to them.

Wenatchea
Yakima; Spokane
Spokane; Richland
Tacoma; Seattle
Jov.2  Olympia; Vancouver
Jov. 3 Battle Ground

Jov. 8 Kent

Nov. 9 Kent; Aberdeen
Jov. 15 Everett; Bremerton
Jov. 16 Monroe; Sequim *
Jov. 17  Seattle

NJov.21  Bellingham

Xt 25
Jct. 26
. 27
Jov. 1

QUESTIONS? Call Amber Andrews,
R.Ph. at (206) 543-6788
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The Home
Stretch!

F ebruary starts the extension
period of data collection for

the CARE Project, slated to

continue through September 1995.

Last fall we announced HCFA's
intention to fund an extension of
the CARE Project’s data collection
period beyond the original January
1995 cut-off date. This means an
additional $320 for each pharmacy
participating in the study, plus any
State payment for cognitive service
documentations under current
arrangements.

Since the announcement of the
study’s extension, representatives
of nearly al participating sites
have returned contract
amendments indicating a
willingness to continue their
involvement in the project. This
overwhelmingly positive response.
is testimony to the dedication that
each of you has shown to this
effort.

The project is going strong In
1994 we logged in some 8,000
cognitive service documentations
to the CARE database, and more
are arriving every day. “We hope
to maintain the momentum!” says
Dale Christensen, Ph.D., principal
investigator for the study.

Track Your
Time...

¢¢ R ecording the actual

time you spend on each
cognitive service intervention is
critically important” reminds Dave
Smith, R.Ph., research associate on
the CARE Project.” One of the
goals of this study isto establish a
solid basis for the reimbursement
of cognitive services, and time is
the unit around which’ payment is
based.

“Some interventions, by their
nature, are going to take longer
than others,” explains Smith, “and
that difference should somehow be
reflected in the way we reimburse
pharmacists for their time.”

Part of the value of the CARE
database will be to document the
real time commitment pharmacists
make when performing cognitive
services on ther patients' behalf.

DSHS Now
Pays for
Compliance
‘Devices

T he DSHS now authorizes

reimbursement to all
pharmacists ~ for  dispensing
medications in Mediset containers.

A memo put out by DSHS late last

year describes the details. In

essence, DSHS- will now
reimburse pharmacists $6.00 for
each Mediset container they
distribute, up to two containers per
year for each eligible patient. .
“This payment isfor the containers

themselves, not for the filling of
the containers,” notes DSHS’

Garth Holmes, R.Ph., “and the
payment is independent of the

CARE Project.” The new policy

applies to all pharmacists in the

State of Washington, not just

CARE participants.

The new DSHS policy does not
impact CARE study guidelines
regarding the dispensing of
medications inMediset containers.
The filling of Mediset containers
pursuant to a potential or actual
compliance problem is ill a
documentable cognitive service for
purposes of the CARE study.

University of Washington School of Pharmacy, SC 69. Seattle, Washington 98195. Phane (206) 5436788. Fax (206) 543-3835. Toll Froe (800) 801-9076
Ip collaboratian with the Health Care Fmuncmg Admimistration and the Washingicn State Department of Social and Health Senaces



2

Reimbursement  for  Mediset
containers is an important policy
change for DSHS in that it
recognizes noncompliance as a
health care problem as well as the
importance of compliance
enhancement devices  and
pharmacists* ~ services in its
resolution.

Some Disks
Still
Problematic

hose of you who use the

Stotler progran  to
document your cognitive services
know that we have experienced
some problems with transferring
data from the pharmacies
computers into the main database
at the University.  Through an
internal audit last fal we were able
to recapture the vast majority of the
data Since then the problem has
abated; however, some sites are
continuing to experience
transmission problems.

What happens is that some
documentations don't make it from
the pharmacy’s computer to the
floppy disk used to send them into
the main database. The documen-
tations are not erased--they remain
in the pharmacy’ s computer--but
because they aren’t on the floppy
disk they don't get added to the
larger pool of documentations
housed a the University.

If your site is continuing to
experience problems downloading
cognitive service records from the
Stotler program on your computer
to a floppy disk for transmission to
the University. there are essentially
two options. First, we can have
Bab Stotler contact you directly to
try to correct the problem. Or,
your site might consider switching
from computer documentations to

The 1t e C AR ract Yt o

paper forms. Just give us a cal;
we'll be happy to help you in any
way we can.
important.

These data are

Rx Notes

o | received a prescription
(%‘. from a doctor who wrote
to change from Depakote 500mg
tid to Depakote 675mg tid, which
is not possible without using syrup.
[ contacted the doctor, who agreed
to make the dose 625mg instead,
and I added 125mg tablets to the
patient’s existing 500mg regimen.
I coded this cognitive service as 04
(suboptimal dosage form), 10
(consult MD by phone), 02 (add Rx
drug therapy), but it was rejected
by DSHS for payment. Why?

A, Because the 04
o {suboptima dosage
form) prob-lem code and the 02
(add Rx drug therapy) result code
weren't  “logicaly  consistent”
according to the CARE coding
rules.

According to the coding rules, a
suboptimal dosage form problem
could be addressed “logicaly” by
changing the form somehow
(change to drug of choice); making
a decision that the form was OK
(D.A. W.); or by making adecision
that the form was not OK (e.g., do
not dispense, or referral).

The situation you describe could
be coded 03 (suboptimal dosage
regimen); 10 (consult provider by
phone); 1 1 (change dose).

W ashimaetan S ool of o -
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. | have a group home
Qz; patient who is tapering
off Paxil and gradually increasing
trazodone. I prepared individually
labeled bottles with correct sig. for
each step in the taper (and
increasing dose) for compliance
purposes. How do | code this?

, One way would be to

« Use problem code 28
(complex administration); inter-
vention code 32 (patient training);
and result code 90 (D.A.W.), since
the specid  indructions  you
prepared were. in essence, training
materials for the patient to enhance
compliance with the regimen
prescribed.

Fall Training
Complete

ur thanks to al of you
O who took the time to
attend one of the training sessions
held in vaious locations
throughout the state last fall!

Session topics included and
interim report on study results to
date; updates of changes in
documentation procedures since
the study’s inception; and a
discussion of tips for identifying
drug-related problems and
overcoming barriers to the
provision of cognitive servicesin
day-today practice.

If you were unable to atfend...
one of the training sessions but
would like to receive the handouts
that were distributed, give us a call
and we'll be happy to send you the
materials.

And at any time if you fed you
need help or extra on-site training
just let us know and we'll see to it
that your needs are addressed

[N R B T S SO SR PR R VRS
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Nearing the
Top!

I n just a little over three
months from now data
collection for the C.A.RE. Project
will be completed. “We'll be
collecting documentations through
the end of September,” says Dave
Smith, R.Ph.. “Once all the data
arein we'll start pulling together
the analyses--and that’s the part
everyone has been waiting for!”

The project is going strong. To
date we have logged in upwards of
10,500 documentations to the
~ CARE database, and more are
arriving every day. “Everyone has
put agreat deal of effort into this
project,” says Dale Christensen,

RPh,Ph.D., “and it shows.” Our
thanks to al of you for working to
make this project a success!

Survey
Scheduled

B y the time this newsletter

arrives, many of you will
have aready been contacted by Abt
Associates, Inc., a research com-
pany located in Cambridge, MA.
Abt Associates has been selected
by HCFA as an external evauator
for their Medicaid Drug Use
Review Demonstration Projects, of
which the C.A.R.E. project isone
arm.

In collaboration with the C.A.RE.
project team, Abt Associates will
be administering amail question-
naire to all participating C.A.R.E.
sites in  order to assess
pharmacists perceptions  and
attitudes toward cognitive service
and drug use review activities.

“Your cooperation with this effort
will help us- better understand
whether, and under what
circumstances, cognitive service
activities are  effective in
Washington State,” notes Dale
Christensen, Principal Investigator
for CA.RE.

Abt Associates plans to field the
surveysinJune. Two types of
surveys will go out to each
pharmacy site. One form isto be
completed by the pharmacist-in-

charge, and the other is intended
for staff pharmacists working at
least 20 hours a week in each store.

If you have any questions about
this survey now, or after you've
received your copy, fed free to
contact Frank Tsai at Abt As
sociates 1-800-709-7780, or any
one of us a the C.A.RE. project.

Healthy
Options
Update

A s of the date of this

newdetter, the managed
care program for the State
Medicaid “Healthy Options’ plan
has stabilized with an enrollment
of approximately 350,000 clients
and 23 different health care plans.
These clients are primarily
members  of young families
enrolled in the Aid to Families
with Dependent Children (AFDC)
program. Of the 23 hedlth care
plans, 19 will be paying for the
drug benefit. Clients remaining on
fee-for-service will continue to
have their prescriptions paid for by
DSHS.

“Healthy Options’ plans to expand
the number of enrollees in Clark
County in September 1995 by
adding clients who are receiving
Supplemental  Security Income
(SSl). SSI clientsin other counties
w il |l be included over several

University of Washington School of Pharmacy, SC 69, Seattle, Washington 98195. Phone (206) 543-6788. Fax (206) 543-3835. Toll Free (800) 801-9076.
In collaboration with the Health Care Financing Administration and the Washington State Department of Social and Health Services.



months following Clark County.
More clients from other eligibility
programs will be added over time
until most of the Medicaid
population has been converted to
managed care.

Remember to document cognitive
services performed on behalf of
Hedlthy Options patients the same
as you would for any other DSHS
patient!

~ Cumulative

Top Ten

en C.A.R.E. pharmacies

deserve special recognition
for their consistent performance in
the C.A.R.E. project. Pharmacists
at these sites alone have submitted
“more than 4,400 documentations
to the C.A.RE. database. ‘ Great
job! A round of applause for:

Carson Drug, Inc.

Clarke's Drug

Farrell’ s Eastwood Pharmacy
Mega Save Rite Pharmacy
Northaven Pharmacy

Providence Community Pharmacy
Skagit Valey Pharmacy

Thrifty Foods Pharmacy

UWMC Outpatient Pharmacy

Yakima  Memorid Hospital
Pharmacy

Rx Notes

»  Howdo | code (if at al)
Q . the following? Patient
e in with prescriptions for
Tussi Organidin DM, Entex LA,
and SMZ/TMP DS. Tussi
Organidin has been with&awn
from market so | called the
prescriber and substituted generic
Robitussin DM. Entex LA is not
covered by Medicaid, so | got the
OK to use pseudoephedrine 60mg
qgid. | talked with the patient and
explained the differences between
pseudo and Entex LA; patient
decided to get Entex LA and pay
for it.

A. This situation could
e generate two cognitive
service documentations. For the
first, use Problem Code 01
(suboptimal drug, meaning Tuss
Organidin), Intervention code 10
(consult prescriber), and Result
code 01 (change to drug o/choice,
meaning Robitussin DM). The
second documentation would be
Problem Code 01 (suboptimal
drug, meaning Entex LA),
Intervention code 10 (consult
prescriber),and Result code 22 (do
not dispense, referring to the
dispensing of Entex LA to a
Medicaid recipient). This would
alert us during analysis that the
Medicaid program was, in essence
“saved” the cost of this
prescription.

Note, however, that not dispensing
anon-covered drug to aMedicaid
recipient is considered a cognitive

2

service only if a pharmacist does so
after having contacted the pre-
scriber.

CS Activites
Report

“O verall, the cognitive

service claims code we
receive most frequently is 28-32-90
(Drug:  complex administration;
patient training; dispense as
written),”  says Robert Hansen,
Pharm.D., research associate on
the C.A.R.E. Project.

Individually, the most commonly
reported “problems’ reported to
C.A.R.E. have involved case
managed patients, drugs with
complex administration, and sub-
optimal drugs. The most fre-
quently reported interventions have
included consult prescriber by
phone or fax, and patient training.
And, though dispense as written
seems to be the most frequently
reported result of cognitive
services, about 4 in every 10
cognitive  services  submitted
indicate some type of drug therapy
change!

Watch for
Them!

I ndividua pharmacy sum-

maries of cognitive service
activities recorded in the C.A.R.E.
database are in preparation now,
and scheduled to be sent out
sometime during the month of
June.

Some pharmacies can also expect
to receive Correction Forms soon
for  documentations  they've
submitted about which we have
questions.

Weatch for them!

The Pharmacists C.A.-R.E Project, University of Washington School of Phar macy, SC 69, Seattle. WA 98195
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Data
Collection
Ends This
Month!

S eptember 30, 1995 is the
last official day for data
collection on the C.A.R.E. Project.
Cognitive services performed up to
and including September 30 should
be documented and sent in as
usual. (Interventions performed
after that date can't be added to the
UW database, but see the next
aticle:  DSHS payment for
cognitive services will continue!)

Please remember to send your
documentations .for September -
and for any other months of the
study - to the UW as soon as
posshle.  “We are hoping to be
able to complete the database by
the end of October,” says Dave
Smith, RPh., “because we only
have six months for data analysis.”

Indeed, our fina report for the
project is due to HCFA by March
of next year. Already we ve logged
in nearly 17,000 cognitive service
records since the study began, and
every record is an important part of
the picture. We are excited to have
come to this point in the project.

The results of al of your many
efforts will doubtless become
apparent as these data are merged
and analyzed. Again, our thanks
to all of you for working to make
this project a success!

Payment to
Continue
After Study
Ends

E nclosed with this
newsletter is a one-page

announcement detailing the DSHS
decision to continue paying for
cognitive services performed by
pharmacists  involved in the
C.A.RE. Project at least for an
interim period after the study’s
end.

Though the fina results of the
C.ARE. Project won't be
available until March of next year,
preliminary findings suggest that
the program will be asuccess. On
that basis, the DSHS has agreed to
continue to reimburse all C.A.R.E.
pharmacies for cognitive services
for an interim period beyond the
end of data collection for the study.

For purposes of the study, only
Group A pharmacies were eligible
for payment by DSHS for the
interventions they performed. For
this interim period, however, the

offer of uavment for cognitive

services is being extended to Group
B aswell.

“Some Group B pharmacies have
diligently documented cognitive
services without reimbursement for
aslong as 18 months,” notes Dale
Christensen,  Ph.D.,  Principal
Investigator for the C.A.RE.
Project.  Christensen and Garth
Holmes, M.A., RPh. (also a
principal  investigator on the
project) championed the idea of
continuing reimbursement. “They
more than deserve an opportunity
now to receive some benefit.**

Uru'versity of Washington School of Pharmacy, SC 69. Seattle, Washington 98195. Phone (206) 5436788. Fax (206) 543-3835. Toll Free (800) 801-9076.
In collaboration with the Health Care Financing Administration and tie Washington State Department of Social and Health Services.
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The Pharmacist @A R E’Pro]ed

Cognitive Activities & Reimbursement Effectiveness

C.A.R.E. SUPPLIES REQUEST

All project-related supplies available to participating pharmacies at no charge

-} Transmittal Rr Forms

Paper Documentation Forms pads
(about 50 forms per pad)

Pads of two-part, carbonless paper forms for documenting cognitive service interventions

31/2” Floppy Disks 31/2” disks

Cognitive services documented on-line via the Stotler (or Lloyd) program are downloaded monthly onto a

computer disk and sent to the University of Washington. (usually 1 disk per month)

51/4” Floppy Disks 51/4” disks .

Cognitive services documented on-line via the Stotler (or Lloyd) program are downloaded monthly onto a
computer disk and sent to the University of Washington

9 x 6” Business Reply (Postage Paid) Envelopes

Used to send paper cognitive service documentations and $40 DSHS montlhly stipend vouchers in to the
University on a monthly basis. Also used to return Requestsfor Data Corrections to the University, and for
other CA&E-related correspondence. e e o

- Bustness Reply (Postage Paid) Fioppy Disk Mailers

Used to send $40 DSHS monthly stipend vouchers and cognitive service documentations recorded on computer mailers
disk to the University on a monthly basis. May also be used for other CARE.-related correspondence
involving the transportation of computer disks.

DSHS Monthly Stipend Vouchers vouchers

DSHS claim form used for the $40 monthly stipend that all participating CA.RE. sites are ligible to receive.
Form is to be submitted monthly to the University, along with cognitive service documen@gigr_p_”m”mm_. (1 form used per manth)

Other please specify:

(usually 1 disk per manth)

SEND TO:
Pharmacy Name, Address (May Use Stamp):

S

» Phone, FAX, or mail your
request to the U.W. CARE Project:

1-800-801-9076 Phone
(206) 685-9615 FA X

Orders will be processed within 48 hours of receipt!

School of Pharmacy Mail Stop SC-69  university of Washington Seattle, WA 98195
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The Pharmacist@A’R‘ E’Proiecf

P |
Cognitive Activities & Reimbursement Effectiveness

Cent er Phar macy

NUMBER OF COGNITIVE SERVICES RECORDED IN CARE DATABASE, BY MONTH (1)

I

YEAR[JAN | FEBT MBR[ APR JMAY [JUN [ JUCTAUGT SEP. [ ocT NOV [DEC
1994 1 10 7 12 1.0 4 I 1 1
MOST COMMON COGNITIVE SERVICE REPORTS RECEIVED FROM THIS PHARMACY
Problem Code Case-s Reported
B Suboptimal Dose 02 12
Drug Therapeutic Duplication I 8
Suboptimal Dosage Regimen 03 7
Patient Communication Difficulty 33 6
Intervention Code Cases Reported
Consult Prescriber Phone/Fax 10 44
Consult Patient 30 10
Consult Prescriber In Person 11 5
atient Training 3 2 3
Result Code Cases Reported
Dispense as Written 90 12
Change Dose 1 1]
Counsel Patient 30 9
Change Dosage Regimen 12 8
MOST COMMONLY INVOLVED DRUGS...
...for piescription-related problems (Problem Codes 01, 02, 03, 04, OS, 06)
NDC Drug Name. # Reported
000053898 |SUPRAX 3
003647212  |TRIAMCINOLONE ACETONIDE 2
006770695 [4CETAMINOPHEN 2
...for drug interaction and adverse reaction-related problems (Problem Codesi 1, 21, 22, 23, 24, 25, 26, 27, 28, 29)
NDC Drug Name # Reported
001490436 (ENTEX L4 2
000747079 HERO-FOLK-500 2
007/81149s |PREDNISONE |
...for patient-related and other problems (Problem Codes 3 1, 32, 33, 34, 35, 41, 42, 90)
NDC Drug Name # Reported
000390052 PTABETA 2
504580220 NTZORAL |
006770063 |DIPHENHYDRAMINE HCL 1

T4V 106t o ibinre A Al Anraa vtk waoe
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COORDINATOR C.A.R.E.

Julv 1994

Taking the
time to
C.AR.E.

' ‘ N / eadl know the practice
of pharmacy is changing
rapidly. Pharmaceutical care
services are currently receiving
strong support from pharmacy
associations, various state and
national politicians, and even some
third party payors.  Pharmacists
who provide pharmaceutical care
services, such as cognitive services,
play a vita role in decreasing
overall drug costs, improving
health outcomes, and avoiding the
downstream effects associated with
suboptimal drug therapies.

There are precious few studies
designed to show the value added
by pharmaceutical services. And
that’s one reason the Pharmacists

C.ARE. Project is so important.

Policymakers at all levels are
watching CARE. as well as a
handful of other studies nationwide
as they attempt to demonstrate the
value of pharmacists contributions
to improving health outcomes and
containing costs. The results of
these studies will play amajor role
in determining the structure of
pharmacy practice in the coming
years.

We have avery small window of
time in which to demonstrate what
pharmaceutical services can do to
impact the health care dollar. If
pharmacists are to alter the
reimbursement mechanisms of the
‘future, it's critical that we
document the importance of our
services today. Many pharmacists
think that they don't have the time
to document, but the truth is that if
they don’t rake the time, the value
of their contributions may never be
recognized

A Network to

Promote
Teamwork

A s an Area Coordinator,
your job is to set the

example that will  remind
pharmacists involved in CARE.
how extremely  important

cognitive  services and their
documentation are. Y ou are our

advocates, not only for the project,
but for the profession, and for the
value inherent in  tapping
pharmacists specialized expertise.
Area coordinators throughout the
state form a vita network linking
together al the pharmacies in this
project.

Through you, we ‘also gain
valuable information about the
progress of this demonstration.
Your suggestions to improve
communications, documentations,
and administration have helped us
learn how to make the system more
responsive to pharmacists needs.

You will be receiving the first of
two payments for  your
participation as Area Coordinators
in the next few weeks. In al, you
will be paid $30 for each pharmacy
that you supervise, including your
own (half now, and half at the end
of the study). It'satoken of our
appreciation for the effort you put
into keeping pharmacists in your
area informed and motivated about
C.ARE.

Maintaining
Connections

our most important job as

an Area Coordinator is to
stay in touch with the pharmacies
you are supervising. We hope by
now you have contacted al of your
“constituent” pharmacies at Icast

University of Washingion School of Pharmacy, SC 69, Seattle, Washington 98195. Phone (206) 5434788. Fax (206)543-3835. Toll Free (800) 801-9076.
In collaboration with the Health Care Financing Administration and the Washington State Department of Social and Health Services.
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C.A.RE., only about 70% have
turned in any cognitive service
data at all since the study began.
We haven't heard from the other
30%, even to tell us that they
haven't performed any cognitive
sarvices!

Naturally we expect that

interventions  and  cogni tive
services will differ from pharmacy
to pharmacy, and even from month
to month. We also expect that
there will be months in which a
pharmacist does not have the
opportunity to peform any
cognitive services (in that case they
should enter “0” for the number of
documentations on the transmittal
form and their total prescription
volume for the month, and send it
with their voucher in to the UW).

With this newsletter we are
enclosing for each of you alist of

" the pharmacies that you are

supervising. We have placed an
asterisk by the names of the
pharmacies in your area from
whom we have not received any
data since the study began. We
would appreciate it if you would
make it a point to contact these
pharmacies to get a sense of what
their Situation is.

The pharmacists we have talked
with aready have said they are too
busy to document their cognitive
services, or are understaffed, have
had to make too many phone calls
with the Supplemental Rebate
Program, have  experienced
pressures from other third party
payors, and so on. These problems
are reg ones, and ironicaly they
are testimony to the importance of
this project.

C.A.R.E. is ademonstration
project. It is being conducted in

~—~ real world pharmacies in which

many outside factors can (and do!)
affect a pharmacist’s ability to
perform and/or document cognitive

COORDI NATCR C. A R E.

services. In fact, one of the goals
of this project isto identify some
these barriers to a pharmacist’'s
ability to perform and document
cognitive services In practice
settings.

If a pharmacist is too busy (or
understaffed, or whatever) to
perform any cognitive services, he
or she should send in the
transmittal form anyway,
indicating “0” for the number of
documentations. Then tell us why.
It's all information that is valuable
to the study.

See you In
September!

A second round of training

for. C.ARE. participants
is dated to begin in September.
Rod Shafer and Amber Andrews
will again be traveling to major
cities statewide to  update
pharmacists about the project,
provide them with an overview of
results to date, and review
processes and procedures.
Additionally, a segment on how to
identify opportunities for cognitive
services will be presented, and
there will be time to share and
discuss problems and experiences
to date. Look for more information
about these scssions in the near
futurel!

Coming Soon
to an Area
Near You!

e will soon be seeing

some new faces among
the participating CARE
pharmacists! We have received .a
surge of requests from pharmacies
who are interested in participating
in CARE. Indeed, we are till
accepting applications for new
sites, so please spread the word and
join us in welcoming our new
participants as they come on board!

Aswe bring these. pharmacists on
board we may need your help with
some local training.  We will
provide all of the materials
necessary to get these new sites
started, but we may also contact
you to visit with any new
pharmacies assigned to your area
to help ensure that they get off on
the right foot.

C.A.RE. INVESTIGATORS

Dale Christensen, Ph.D.
Principa Investigator
(206) 543-1412

Nancy Neil, Ph.D.
Project Director
(206) 616-1044

Andy Stergachis, Ph.D.
Bill Fassett, Ph.D.
Amber Andrews, MPH, R.Ph.
Garth Holmes, R.Ph.
Rod Shafer, R Ph.
Dave Smith. R.Ph.

Lhiversity of Washinglon School of Pharmacy. SC 69, Seattle, Washington 98195 Phone (206) 543-6788 1'ax (206) 543-3835  Toll Irec (800) 801-9076
- In collaboration with the Health Care Finanans Adminiaration and the Wadhmeton State oo e o Qevnnl and Bleamt o
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once. Perhaps you have even
visited pharmacies you were not
familiar with previously, gaining
new friends and colleagues in the
process. (If you haven't yet
contacted any of your pharmacies,
this would be a good time to
change that.)

Maintaining contact with your
constituent pharmacies helps to
reaffirm your presence and
availability as a resource person.

Touching base as little asonce a’

month can go along way toward
keeping pharmacists motivation
and participation levels high

Are your pharmacies documenting
the cognitive services they
perform? Do they need help
identifying opportunities to
perform cognitive services? Are
they sending their data into the
University in atimely manner each
month? Are they experiencing
problems? Do they have any
particularly interesting or
challenging  cognitive  service
experiences to share? And if you
have any Group A pharmacies, are
they billing for the cognitive
services they perform? (See refuted
article on this page)

The bulk of the “problems’ that
Area Coordinators report having
had to deal with have been fairly
easily solved Usualy it's just a
clarification of procedures, a
guestion about how to code a
particular cognitive service, a
request for supplies, or even just a
desire to confer with a trusted
Colleague.

Area Coordinators who have
encountered problems that are not
S0 easily solved have simply picked
up the phone and asked C.ARE.
" personnel at the UW for help
and/or advice.

COORDINATOR C.AR.E.

Our toll-free 800 line is open 24
hours a day; it's now answered in
person during regular working
hours, and routed to voice
messaging only on nights and
weekends. We're dways ready to
hear from you.

Voucher
Payment
Changes

A sall of you are doubtless

aware, there has been a
flurry of activity (and confusion!)
over the past few months about
payment of vouchers submitted to
DSHS for pharmacists
participation in the CARE.
project. To our knowledge those
problems have been largely worked
out, as have the bugs in the system
that made for the problems to
begin with.

As we attended to these problems
we decided it would be necessary to
change one of the voucher
procedures. _From here on out,
pharmacists should send their
signed vouchers in_to the
University of Washington at the
same time that they send in their
monthly cognitive service
documentations.

Please make sure ‘that al
participating sites in your area are
notified of this change!  When
C.A.RE. project staff log in the
data from each site, their voucher
will be forwarded to DSHS for
payment. Vouchers sent directly to
DSHS  for  payment  will,
unfortunately, be returned to the
pharmacist unpaid Only vouchers
arriving at DSHS from the UW
will be processed.

These new procedures will remove
a layer of complexity from the
system that cuts the voucher
payment checks, and will allow us
to keep better track of who has
been paid and who has not.

If you have any questions about
this, or other C.A R E. procedures,
please call Dr. Nancy Neil,
C.A.RE. Project Director, at (206)
616-1044, or 1-300-801-9076.

Group A:
Send A Bill!

I n this project there are about

100 pharmacies (known as
“Group A”) that are able to hill
DSHS for the cognitive services
they have documented Of these
100 pharmacies, only about kalf of
them are actually hilling!

This project offers pharmacists an
opportunity to be paid for their
cognitive services, yet only some
50% of those eligible to bii and
receive reimbursement are
processing any hills.

And we'd like your help to find out
why! If pharmacists aren’'t sure
how to bill we can correct that. |If
there is some other problem, please
tell us so that we can make sure
that these pharmacists are paid the
compensation they are due.

No Data??

O f the ncarly 200
pharmacies cnrolled in

University of Washington Schoo! of Pharmacy, SC 69, Seattle, Washington 98195, Phone (206) 543-6788. Fax (206) 543-3835. Toll Free (£00) 801-9076
In collaboration with the Health Care Finanang Administration and the Washington State Dhnammont of Qevaal and Heatde <o .- o
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used:

CARE Project

Codes and Logic for Cognitive Service Record Validation/Suspension

Asof 07/11/94

Pharmacists were instructed that they need only code the Original RX information if the
Dispensed RX information is the same. Thus, it is sometimes necessary to impute the Dispensed RX
information from the Original RX information. Conversely, it is possible that pharmacists may code the
Dispensed RX information if the Origina RX information is the same. Therefore the following logic is

If the result (RR) indicates a change in dose (RR =1 1) or achange in dosage regimen/duration
(RR=12) or counsel patient (RR=30) or dispense as written (RR=90), then the Original RX
information is imputed from the Dispensed RX information (unless both Origina and Dispensed
information already exist) or the Dispensed RX information is imputed from the Original RX
information (again, unless both Original and Dispensed information dready exist).
This imputation is carried out before any validation steps since several of the subsequent steps rely
on the completeness of the Original and Dispensed RX Information.

The following codes used by the CARE Data Intake System to identify and track errors or changes in data

records.
Code | Description Suspend?
Al Problem type (PP) missing or not on our list and therefore not valid Yes
A2 Intervention type (I) missing or not on our list and therefore not valid Yes
A3 Result type (RR) missing or not on our list and therefore not valid Yes
B The Cognitive Service Code (CSC) is not on the list of payable codes No
Cl Pharmacy ID missing Yes
C2 Date of Service missing or not complete Yes
C3 Morbidity Risk missing No
C4 Third Party Type Missing or not on our list of codes Yes
C5 Time missing or zero No
C6 Pharmacists initials missing Yes
D If Result type (RR) indicates drug was dispensed, (all RR except: Add OTC | Yes
' (RR=05), counsel patient (RR=30); and Referral (RR=40) then the CS must
have both an NDC and a Quantity
Or,
If Result type indicates Counse! Patient (RR=30), and the Problem type (PP)
indicates a drug was dispensed (all PP except: Patient Communication
Difficulty (PP=30); Patient Case Managed (PP=34); Patient seeking care w/
symptoms (PP=41); Patient seeking care w/out symptoms (PP=42); Other
non-drug problems (PP=90) then the CS must have both an NDC and a
| Quantity. -
E IfRR indicates a Change in Dose (RR=11) or a change in Dosage Regimen Yes
(RR=12), then the CS must have an Original Days Supply.
F IfRR indicates a drug was changed, or a prescription drug was added Yes
(Change to drug of choice (RR=01), Add RX drug therapy (RR=02),
Substitution generic (RR=03), Substitution therapeutic (RR=04), then the CS
must have an Original and an Original Dispensed Quantity
G If Pharmacy is in Group A and the CSC is payable, then there should be an Yes
RX number. Note - this does not imply that we are requiring the CSC to be
payable. Rather, we need the "fake” RX number the pharmacy assigned the
CS claim when submitting to DSHS. This information is necessary for
linking of UW and DSHS CS claims.
1 care\reclogic.doc



Yes

H If pharmacy is in group B, then the CS should have an RX number unless the
RR implies a drug was not dispensed: Add OTC (RR=05); Discontinue drug
(RR=21), Do not dispense (RR=22); Counsel patient (RR=30); or Referral
(RR=40).
11 Original NDC imputed from Dispensed NDC No
1 Dispensed NDC imputed from Original NDC No
I3 Original quantity imputed from Dispensed quantity No
I4 Dispensed quantity imputed from Original quantity No
J Pharmacist ID not in our list of Pharmacist ID's No
K1 Original NDC not in Medi-Span Database No
K2 Dispensed NDC not in Medi-Span Database No
L1 Pharmacy NABP number not on our list (applies to manual forms) Yes
12 DSHS ID replace NABP number (applies to manual forms) No

care'reclogic.doc
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PLEASEREPLY BY:

The Pharmacist @AR E’Pro'led

Cognitive Activities & Reimbursement Effectiveness

DATA CORRECTION REQUEST

05/30/95

Pharmacy

Phone:  (206)622-3565 NABP: 490173
Fax: (206)382-9727 DSHS: 6041305

Phone/Fax Correction Requested

Instructions: The cognitive service record below containspossibly incorrect an&or incomplete information, We ask
your help in clarifying this record fo insure fhe integrity of the C.A.RE. database. If for some reason you are unable to
correct this record, please indicate this in the space provided below. Then sign the form, and return it in the envelope
provided, or FAX to C.A.RE: at (206) 543-3835. Questions? Call us, toll free, at 1-800-801-9076.

Prescription Number:
e of Service:
rrescribed NIX No.:
Prescribed Quantity:
Day's Supply:
Dispensed NDC No.:
Dispensed Quantity:
Problem Code:
Intervention Code:
Result Code:

RPh Initials:
S

365881

11/ /94

50924086001

365

34
31
40

KB

DATA REC'D CORRECTIONS

365881

c--Pl ease enter the date this

service was provided.

c--Please enter or re-enter the
50924086001 NDC of the drug prescribed.

0
365

0
34
31
40
KB

« are unable to correct this record, please indicate reason (use back of page if necessary):

Pharmacist signature:

003406

Date:
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Public reporting burden for this collection of information is estimated to average 15 minutes per response. This
includes time for reviewing the instructions and completing the information. Send comments regarding this
burden to the Office of Research and Demonstrations, 7500 Security Blvd., Baltimore, MD 21244 and to the
Office of Information and Regulatory Affairs, Office of Management and Budget, Washington, DC 20503.

} ‘Question 16 was asked only of Groups A and B.




-
)

)

3

6/14/95

PHARMACIST CHARACTERISTICS
Have you completed and returned this survey before (as an employee of another pharmacy)?

1 Yes, | have completed and refurned this survey. [STOP] Y
D2  No, | have not completed this survey before.

If Yes, please do not complete the rest of this survey, but do return it in the self-addressed
envelope which accompanied this survey. Thank you.

What is your gender?

11 Mae 121
02 Femade
What is your year of birth? 19 13-14/

‘What is your level of education? (Check all that apply)

01 B.S. Pharm. or B. Pharm. 15/
02 M.BA/M.S./M.PH./M.H.A./other Masters 16/
03  Pharm.D. 17
Iy Ph.D. 18/
Os  Other (Specify) 19-20/

Year in which you first practiced as a pharmacist (not counting any internship or
residency periods) 19 21-221

What best describes your current position? (Check one)

11 Staff pharmacist 231
02 Non-owner manager

O3  Owner/Partner

04  Other (Specify) 24-251

How many hours per week do you usually work in this pharmacy?
____ Hours/week 26-27/

How many prescriptions do you personally prepare and dispense at this pharmacy during an
average 8 hour shift?
F& gshift 28-30/

How many hours per week do you personally spend preparing and dispensing prescriptionsin
this pharmacy?
Hours/week 313



10.  Are you able to provide as nuch patient counseling' about prescriptions as you believe is
/\ needed?

O1 Yes(Skipto Q 1I) 33/

02 No

10a. Why not?
34-35/
36-37/
38-39/

11, About how many statew de or national professional association neetings have you attended
in the past 12 nonths?

TS temm tvee mm wees Emam M mess maad e N BN (SO

Meet i ngs 40/
o
— ~ 'oBRA 1990 describes in-person pharnaci st counseling of
i Medicaid recipients or their caregivers regarding issues including.:
‘ name and description of the medication, dosage Information, special

precautions, compn adverse side effects and interactions, proper
techni ques for self-medication.

6714795
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PHARMACIST DUR/INTERVENTION ACTMTIES

Listed below are common prescribing problems which often require pharmacist interventions.
During the past week, have you intervened to correct any of these problems? (Check yes or

no for each problem). If yes: How many times did you intervene in the, past week?

L EELYW

)

)

- ms s W Wm W oW WO W OHE N

involve a computer-generated alert?

Occurred in Past Week | Approximate
Prescription Drug Problems Yes No- Number of
Not optimal drug 01 02  4v/
Not optimal duration O 02 44/
Not optimal dosage form ! 02 4%
Excessive dosage i 02  so
Inadequate dosage 1 02 53
Drug-drug interaction 01 02 56/
g.  Drug-disease (or allergy) interaction 01 12 59/
h.  Drug-diet/food interaction ) 2 62/
Drug-age/gender interaction 01 02 65/
j. -Drug-pregnancy interaction O 02 68/
k.  Therapeutic/ingredient duplication 01 2 71
1. Non-formulary/prior authorization O 02 74/
Patient improper use of drug 01 2 77/
Other (Specify) 01 2 82/
80-81/
Other (Specify) h 02 87/
85-86/
Other (Specify) h 02 92/
90-91/
Other (Specify) ljl 02 97/
95-96/
12a. Approximately what percentage of the problems you identify and resolve

% involved a computer-generated alert

42-431

45-46/

48-491

51-521

54-551

57-58/

60-61/

63-641

66-61/

69-70/

72-73/

75-76/

78-791

83-841

88-891

93-94/

98-99/

100-102/
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The following questions relate to the implementation of OBRA ‘90, and speciﬁcaﬁ;cthg prospecti

DUR (PDUR) requirements.

13.  We areinterested in your attitudes about the OBRA 1990 requirement to proactively screen all '
prescriptions. |ndicate the extent to which you agree or disagree with each of the statements

below. (Check one)

Strongly No Strongly
Agree Agree Opinion  Disagree  Disagree
a PDUR assistsmein
my communications Os O4 0s o2 Ot 103/
with patients
b. PDURassistsmein
my communications Os 04 03 02 o1 104/

with prescribers

C. Reviewing PDUR
dertsisavaluable use Os 04 03 02 s 105/
of my time

d.  PDURhelpsavoid
serious adverse patient s 04 03 2 01 106/
effects

c. PDUR does not
interfere with the Os 04 03 iy Oi 107/
patient/pharmacist
relationship

f. PDUR does not
interfere with the Os O4 03 iy ) 108/
pharmacist/prescriber
relationship

g PDUR does not
interfere with the Os 04 ] 02 n}l 109/
patient/physician
relationship

h.  PDUR screens usually
confirm my Os 04 a3 2 m}| 110/
- professional judgment

Due to PDUR. | now
spend more time Os m 03 12 01 1111
counsdling patients

6/14/95



' 14. We are interested in your attitudes about how the provision of cognitive services (CS) affects your

dispensing activities. Indicate the extent to which you agree or disagree with each of the statements
below. (Check one)

Strongly No Strongly
Provision Of cognitive Agree Agree Opinion  Disagree  Disagree
SErViCes:
a.  Assists me in my
. cor_nmuhications with DOs 04 03 02 h ua
patients

b.  Assists me in my
commynlcatlons with Os D4 03 02 n]} 13/
prescribers

c. Helps avoid serious

. adverse patient effects Os 04 03 02 O1 114/
* d.  Does not interfere with
the patient/pharmacist Os O4 03 02 i 1151
! relationship
e Does not interfere with :
the pharmacist/ prescriber Os 04 03 02 n]] e/
' relationship
f. Has increased the amount
e of time counseling Os 04 03 02 =]} 1w
- patients
g Is supported by my
-' manager or supervisor Os 04 03 02 o 1181
/'\ 1OB . I . , -
) RA 1990 includes examples of pharmacists’ cognitive
! services (CS) : jinstances when a pharmacist consults a prescriber

} (or other pharmacist) ; patient or caregiver counseling; monitoring
or educating patients; consulting external sources of prescription
drug information.

6/14/95
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If I do NOT monitor patient drug
therapy, an unfavorable therapeutic
outcome is probable.,

Patients probably would NOT be harmed
if ] failed to instruct them concerning the
proper use of their medications.

Optimum drug therapy for the patient is
impossible to achieve without my
sarvices

The hedlth care of the patient would
suffer without my services.

Patient care would suffer very little if |
failed to provide drug information to the
physician.

Patient care would be unsatisfactory
without my services.

Patients are only concerned about getting
their medication as quickly as possible so
that they can leave as quickly as possible,

Patients and customers treat me
courteoudly.

Patients are only concerned about getting
their medications as cheaply as possible.

Patients show appreciation for the
services | provide them.

Compared to the respect shown to other
health care professionals, patients and
customers show pharmacists an
appropriate amount of respect.

A714708

Strongly
Agree

Os

DOs

Os

Os

0Os

Ds

Os

Os

Os

Os

Os

D4

04

4

04

04

04

04

04

04

04

4

NO
Agree  Opinion

03

03

a3

O3

03

[mk}

03

03

03

03

03

02

o2

02

02

a2

02

02

()]

02

02

02

Strongly
Disagree  Disagree

(m}]

s

01

i

01

o

Ch

h

01

ja]|

01

1191

120/

1211

12

123/

124/

1251

1261

127

128/

129/

The next series of questions relate to your work. Please evaluate to what extent each statement is
characteristic of your current pharmacy practice. (Check one)

2

1



'/\ Question for ‘ Washington phar macists (Groups A and B) only.
16.  How burdensome are cognitive services documentation activities?

01 Very burdensome to complete (Please explain in Q. 6a. below) 1301
O2  Somewhat burdensome to complete (Please explain in Q.16a. below)
33  Not at al burdensome (Skip to End)

16a. If you feel that the cognitive services documentation is very or somewhat burdensome to
complete, please explain:

131-132/

133-134/

135-136/

[E

Thank You For Your Cooperation

~

6/14/95
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OMB #0938-0671
Expires April 30. 1998

ID 14
Batch s-71

WASHINGTON PHARMACY SURVEY

PHARMACIST-IN-CHARGE QUESTIONNAIRE

)

Public reporting burden for this collection of information is estimated to average 5 minutes per response. This
includes time for reviewing the instructions and completing the information.  Send comments regarding this
burden to the Office of Research and Demonstrations, 7500 Security Blvd., Baltimore, MD 21244 and to the
Office of Information and Regulatory Affairs, Office of Management and Budget, Washington, DC 20503.

‘Questions 21 and 22 were asked only of Group A and B. Questions 23-25 were asked only of Group A.

6/14/95 1
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Which of the following best describes your pharmacy? (Check one) 8/

O1  Independent (3 or fewer pharmacies under same ownership)

O2  Small Chain (4 to 9 pharmacies under same ownership)

03  Large Chain (10 or more pharmacies under same ownership)

04  Hospital pharmacy.

Os  Hedth Maintenance Organization (HMO) pharmacy .
o6  Other (Specify) S-10/

What hest describes the geographic area where your pharmacy is located? (Check one)

Dl Urban 03 Suburban 11/
02  Smadl Town/Rurad. cla Other (Specify) ) 12-13/

What hest describes the setting where your pharmacy is located? (Check one)

‘01 Shopping Center/Mall/Large Dept.Store .14/

02 Medical Center

D3  Food Market/Grocery Store

04  Neghborhood/Freestanding Store

Os  Other (Specify) 15-16/

Is there a separate, private physical space or area available for pharmacists to counsel
patients? (Please include counter space, if enclosed and private.)

01 Yes m
O2  No (Skip to 0.5)

4a.  What is the approximate square footage of this space or area?
5. ft. 18-20/

What is the total number of Full Time Equivalent (FTE) pharmacists employed by the
pharmacy at this time (not including temporary or relief pharmacists)?

FTEs 2122/
What is the total number of Full Time Equivalent (FTE) pharmacy technicians employed
by the pharmacy a this time? (Please include technicians authorized to assist in dispensing
prescriptions - Level A.)

FTEs 23-24/ -
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10.

11.

12.

6/14/95

What are the total number of hours the prescription department is open each week?

Hours/week 25-27/
What percentage of total pharmacy sales are accounted for by prescriptions? (Check one)
01 <50% . 281
02 50-74%
03 75-89%
04 >89%
What are the approximate annual prescription sales at this location? (Check one)

o1 < $500,000 29/
02 $500,000 - 749,000

O3 $750,000 - 999,999

04 $1,000,000 - 1,499,000
0Os > $1,499,000

Approximately how many prescriptions are dispensed at this pharmacy in a typica month?

i< 1500 301
02 1500 - 2999

03 3000 - 4999

04 5000 - 6900

0Os> 6900

Approximately what percentage of all prescriptions are billed to no& Medicaid third
party insurance?

01 0% 311
02 1-24%
03 2549%
04 50-74%
0Os 75-89%
06 >89%

Approximately what percent of all prescriptions are billed to Medicaid?

01 0% 32/
02 14%

03 5-9%

04 10-24%

Q 1s>24%
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12a. Approximately what percent of all Medicaid prescriptions are for nursing home
prescriptions?

01 0%’ 33/
02 14%

03 59%

04 10-24%

05 >24%

Indicate those applications for which a computer is currently being used in this
pharmacy. (Check all that apply)

a M Patient profiles 34/

b. 02  Drug use review (DUR) for Medicaid 35/

c. O3 Drug use review (DUR) for other Third Party Payor(s) 36/

d. 04 Patient education monographs/leaflets 371

e. 0Os Other (Specify) 38/
39/

f. o6 Computer is not in use 401

If a, b, or ¢ is checked, answer Questions 14 and 15; otherwise skip to Question 16.



)

15. When did the pharmacy first start using computer software for one or more of the-
prospective DUR screens listed in Question 157

19 66-67

)

“OBRA 1990 defines prospective DUR as point-of-sdle or point-of-distribution review of drug therapy before each
prescription is filled or delivered to the recipient or the recipient’s caregiver.

6/14/95 5

. 14.  Does the computer software in use at this pharmacy automatically screen for the following
drug therapy problems? (Check yes or no for each item below)
| ,
Computer Screen Available
Prescription Drug Problems
. : Yes No Don't Know
a.  Not optimal drug ' (W) 02 08 41/
. b. Not optimal duration : th 02 -8 42/
c. Not optimal dosage form 01 02 s 43/
] d.  Excessive dosage 01 O2 08 44/
. e. Inadequate dosage 01 2 s 45/
f. Drug-drug interaction 01 02 08 461
! . Drug-disease (or allergy) interaction =} 02 08 471
h.  Drug-diet/food interaction - o1 w7} Os 48/
' i Drug-age, gender interaction 01 02 Os 49/
Drug-pregnancy interaction 01 02 s 50/
Y
l k.  Therapeutic/ingredient duplication 01 02 Os 51
1.  Non-formulary/prior authorization 01 2 08 521
E m.  Patient improper use of drug 01 2 08 531
n.  Other (Specify) 1 2 Os 56/
. 54-55/
0.  Other (Specify) 1 02 Os 59/
. 57-58/
ﬂ P- Other (Specify) mll 0o . 08 62/
60-61/
l . Other (Specify) o1 ) 08 65/
63-64/
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16.

17.

18.

Has the pharmacy established its own DUR policies?

O1Yes 68/
02 No (Xip to Q. 17)

16a. Please describe or attach written policies:
69-70/

71-72/

Do you document cognitive services provided to non-Medicaid patients in your pharmacy
at thistime?

01 Yes-routingly 73/
02 Yes-sometimes
03 No

Do you routingly receive reimbursement for documented cognitive services provided to non-
Medicaid patients from any third party at this tune?

O1Yes 4/
02 No (Skip to Q. 19)

18a. About how many cognitive service events do you bill for each month?
Cognitive service events 7571/

Under 1990 Federal Medicaid legidation, the states must implement both prospective and
retrospective drug use review programs, and must assure that pharmacists reimbur sed by
Medicaid provide counseling to Medicaid recipients and caregivers about prescriptions.

19.

K11 A IO

In the past year, did the costs of your prescription business increase from the year before,
due to:

a  operating a prospective drug use review system?

Oi1Yes 78/
[J2 No

b.  providing counseling to Medicaid recipients or their caregivers?

O1Yes 79/
002 No
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20. About what percent of the total costs of your prescription business last year went to:

a  operating a prospective drug use review system?

01 none 80/
cl2 1-5%

03 6-10%
D4 11-15%
Q 1s16-25%
O6 over 25%

b.  providing counseling to Medicaid recipients or their caregivers?

01 none 81/
02 1-5%

03 6-10%

O4 11-15%

0Os 16-25%

06 over 25%

Questions 21 and 22 should be asked of Washington pharmacy owners/managers in Groups
A and B:

21. How useful have the communications (e.g., newsletters; toll-free number; notices; training
materials) you have received from the Washington Pharmacist CARE Project been to you

in: (Check one)

Not at Have not
Very Somewhat -all received any
Useful Useful Useful communication
a.  helping. you understand O4 03 02 i 821
how to document
cognitive services?
b.  addressing your problems 04 03 02 01 83/
or concerns?
21c. Would more communication be useful ?
O1 Yes 84/

02 No (Skip to Q.22)

21d. Please describe the type of communication that would be useful.
85-86/

87-88/

&1vame -
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In your opinion, how adequate is the documentation/participation payment of $40/month,
given the amount of work involved?

01 Vey adequate. 89/
02 Adequate

O3 Somewhat adequate

O4 Not at all adequate

For Washington Group C Pharmacies only:

23. Please check those reasons why your pharmacy did not choose to participate in the

Washington Pharmacis CARE Project. (Check all that apply)

O1  Pharmacy was not aware of the opportunity to participate 90/
02 Pharmacy istoo busy to participate 911
c13  ‘Corporate management precluded participation 92/
04  Documentation burden is too high 931
Os  Documentation payment not adequate 94/
Oe  Cognitive services payment not adequate 95/
07 Other (Specify) 96-97/

Questions 24-26 should be asked of Washington pharmacy owner¥managersin GROUP A,
who receive payment from DSHS for cognitive services:

24. Inyour opinion, how adequate are the cognitive services payment levels for Medicaid

recipients. (CHECK ONE)
Very Somewhat  Not At All
Adequate  Adequate Adequate  Adeguate
a)  Brief encounter @ $4.00 04 03 2 01 981
(6 minutes or less)
b) Extended encounter @ 04 03 02 m)l 991
$6.00 (more than 6
minutes)

25. The demonstration project payment rules restrict payment for cognitive services in some cases.
What other cognitive services, if any, do you think should be eligible for cognitive services
payment? Please describe.

100-1011

102-103/

104-105/
6/14/95 8



. 26. Arethe cognitive services payment rules clearly defined?
. O1  Yes (Skip to End) 1061
02 No

. 26a. Please describe which rules are not clear or well-defined.

107-108/
' : 109-110/
l 111-112/
l 2
l Thank You For Your Cooperation
l 6/14/95 9




Appendix 0: A Selective Review of Studies Describing and Evaluating
Performance of Cognitive Services by Pharmacists
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Appendix 0
A Sdlective Review of Studies Describing and Evaluating Performance of Cognitive Services by Pharmacists

Reference Desion Sample/Settino/intervention Msins. Findines
Bjornson et d | study/control | Army medical center health teams Patients seen by health team with a pharmacist had:
1993 with and without pharmacists. shorter lengths of stay.
lower drug costs per admission.
no difference in mortality.
mean cost savings was $377 per inpatient admission (benefit to cost ratio = 6: 1).
Borgsorf et d | before/after | Petients referred to apharmacist drug | «  35% of patients had identified compliance problems. The number of unscheduled
1994 referral center in a staff model HMO visits significantly reduced.
(N=836). « Cost savings averaged $644 per patient.
Christensen timeseries | All clinic pharmaciesin a closed « Overadl problem intervention rate of 1. 1-4.9% of all prescriptions dispensed across
et a 1981 descriptive panel HMO. Observation period was months. (Mean: 4.0% during last 4 months).
study 16 months. Time-motion study of « Drug therapy change rate of 9% overall, 44% of prescribing-related problems.
pharmacists. « Mean time per problem intervention was 6.0-7.8 minutes
Dobie and descriptive Four community pharmacies. A Documented cognitive service interventions had an estimated mean value added of
Rascati 1994 | study physician-pharmacist panel was used $3.50 per Rx due to avoided medical care costs.
to independently assess the cost of
avoided medical care due to cognitive
Services.
Dumas and retrospective | Sample of 600 pharmacies. Opinions «  Most opinions addressed drug taking compliance (45%) or suggestions to change
Matte 1992 survey (drug problem, interventions) written therapy (33%).
by community pharmacistsin
Quebec.
Fincham et a | descriptive Convenience sample of 19 A tota of 712 interventions were reported.
1995 study community pharmaciesin NE and «  64.7% were for drug therapy monitoring.
A. Observation period was 4 weeks. 17.0% were errors of omission.
15.3% were prescribing errors.
15.4% were drug-drug interactions.
Forstrom et a | beforefafter, | HMO family practice clinic « Thecost of drug therapy in patients of study group physicians was significantly
1990 study/control | pharmacy. Physicians randomized to higher in before period than controls, but declined during the after period. The

received written chart
recommendations for change in

hypertension therapy.

mean cost of antihypertensive drug treatment decreased from $33 to $27 per day.




Apperealx &) continued
Haig and study/control | Tertiary care teaching hospital. « Health teamswith pharmacists had lower per-patient pharmacy costs, hospital
Kiser 1991 Health teams with and without charges, and lengths of stay.
pharmacists.
Ibrahim 1990 |before/after | 57 patients with high cholesterol at . After 2 visits, asignificant decrease in cholesterol levels was observed.
initial screening.
Pharmacist intervention: screen,
advise about disease risk factors,
follow-up cholesteral levels and
advice.
Jameson et a | randomized | 56 high risk patients. . After 6 months, patients receiving consults (compared to controls) were using
1996 controlled The intervention was a single patient fewer prescribed drugs, fewer doses per day, and had lower annualized drug costs
trial consult by aclinical pharmacist. ($586).
Knowlton and | study/control | 27 independent pharmacies who were | Petients visiting intervention pharmacies:
Knapp 1994 HMO preferred providers. . had 6.5% lower Rx ingredient costs, 6.0% higher generic substitution rates, 8.3%
lower average drug costs per month
spent 2.4 times more time with patients
initiated 2.5 times more requests for prescribers to change therapy, intervened 3.7
times more often to reduce drug costs, and suggested medication changes 1.9
times more often.
Lipton et a prospective | Patients (65+ years) discharged from | «  83% of patients had lor more clinically significant drug problems and 22% had at
1992 randomized | hospital with 3 or more medications. least one potentially serious problem.
conrolled Pharmacist intervention: clinical «  Study group patients had drug regimens judged to be more appropriate than
trial pharmacist consults with prescriber control.
at time of discharge and periodically
for 3 months.
Rupp et d descriptive Convenience sample of 89 « Poblem intervention rate of 1.9% of new prescriptions (1.3% of total
1992 study community pharmaciesin 5 states. prescriptions) across all states. Range: 1.2-2.3% of total prescriptions.
Observation period was 2 weeks. o Errors of omission comprised 45.6% of reported problems.
« Drug therapy was changed in 4 1.4% of the interventions.
« Low volume pharmacies performed more cognitive services.




Appendix 0, continued

Rehder et d 4 group Patients. 100 hypertension clinic Significant improvement in appointment-keeping and compliance among patients
1980 randomized | patients receiving 2 or more counseled. Each intervention had a significant, additive effect on drug taking
design prescriptions per day. Pharmacist compliance.
intervention: drug therapy
counseling and specia container
dispensing .
Rupp 1992 descriptive Expert panel used to assess the cost 28% of problems could have caused patient harm in the absence of the
study of medical care avoided due to intervention.
cognitive services. The direct cost of avoided medical care was $123 per problematic prescription, or
$2.32 per new prescription orders screened.

Smith and longitudinal 18 [HS ambulatory clinic pharmacies. Overall problem detection rate of 0.89% of al prescriptions.

Christensen descriptive Drug therapy change rate of 78%.

1996 study Problem types included prescription clarification or incorrect information.
Problem detection rate declined over time due to policy and procedure changes
within the clinic.

Wilt et d (5yr. retro- | Patients taking warfarin Patients not attending the clinic were 20 times more likely to experience an

1995 spective) attending/not attending a pharmacist- adverse medical event.

study/control | staffed anticoagulation clinic. A potentia cost avoidance of $4,078 per person-year of follow-up was reported.




LIST OF FIGURES
Figure 1. CARE Project Study Design
Figure 22 CARE Enrollment
Figure 3: Synopsis of Important Events in the CARE Project
Figure 4; Cognitive Service Rates per 100 Dispensed Medicad Prescriptions

Figure 5. Cognitive Service Rates for Patient Case Managed, Drug Complex
Administration, Patient Over-, and Under-use Problems

Figure 6: Cognitive Service Rate for Problems Resulting
in a Drug Thergpy Change

Figure 7: Intervention Rates: Anticoagulants

Figure 8: Intervention Rates. NSAIDs

Figure 9: Intervention Rates: H2RAs

Figure 10: Intervention Rates. Digoxin

Figure 11: Intervention Rates. Calcium Channel Blockers
Figure 12: Intervention Rates. Benzodiazepines

Figure 13: Intervention Rates: Antipsychotics

Figure 14: Intervention Rates: Antidepressants

11

12

28

36

42

42
51
51
52
52
53
53
54
54



LIST OF TABLES

Table 1: Error/Comment Codes 31
Table2: Results of In-process Vdidation 32
Table3: Resolution of Non-matched Records, 12/95 34
Table4: Results of Linkage Cleaning Effort 34
Table5; Pharmacies Most Frequently Reporting Cognitive Services 37
Table 5a. Documentation Rates Among Pharmacies Reporting

Cognitive Services by Group 37
Table 6: Frequency of Cognitive Service Problem Type 39
Table 7: Frequency of Cognitive Service Interventions 40
Table 8 Results of Cognitive Service Interventions 41
Table 9: Cognitive Service Events by Problem Type 43
Table 10: Frequency Didtribution of Petient-related Problems 44
Table 11: Drug Classes Mogt Commonly Involved in Petient-related

Problems (Groups A and B Combined) 44
Table 12: Drug Classes Most Commonly Involved in

Patient-related Problems (Group A) 45
Table 13: Drug Classes Mogt Commonly Involved in

Patient-related Problems (Croup B) 45
Table 14 Cognitive Services for Case Managed Petients:

Most Common Interventions and Results 46
Table 15: Frequency of Drug-relaied Problem Types 46

Table 16: Drug Classes Mot Commonly Involved in Drug-related Problems 47

Table 17: Drug Classes Most Commonly Involved in
Drug-related Problems. Thergpeutic Duplication 47

Table 18: Frequency of Prescription-related Problems 48



Table 19:

Table 20:

Table2 1:
Table22:

Table 23:
Table 24:
Table 25:
Table 26:

Table 27:

Table 28:

Table 29:

Table 30:
Table3 L
Table 32:
Table 33:
Table 34:

Table 35:

Classes Mogt Commonly Involved in Prescription-related Problems 48

Suboptimal Drug: Most Commonly Reported Interventions

and Results 48
Number of Cognitive Service Interventions by Selected Drug Category 49
Cognitive Service Intervention Rate per 100 Prescriptions

Dispensed by Drug Category: Croup A vs. B Differences 50

Type of Cognitive Service Performed by Drug Class. ACE Inhibitors 55

Type of Cognitive Service Performed by Drug Class: Antidepressants 56
Type of Cognitive Service Performed by Drug Class: Antipsychotics 57
Type of Cognitive Service Performed by Drug Class. Benzodiazepines 58
Type of Cognitive Service Performed by

Drug Class. Cdcium Channel Blockers 58
Type of Cognitive Service Performed by Drug Class: Digoxin 59
Type of Cognitive Service Performed by Drug Class

Histamine Antagonists (H2RAs) 60
Type of Cognitive Service Performed by Drug Class: NSAIDs 61
Type of Cognitive Service Performed by Drug Class. Anticonvulsants 61

Type of Cognitive Service Performed by Drug Class. Anticoagulants 63

Type of Cognitive Service Performed by Drug Class. All Other Drugs 64
Cognitive Services Recelved per Petient 65
Number of Peatients Receiving Cognitive Services by Problem Type 66

Table 35a; Frequency of Occurrence of Different Types of Problems,

Table 36:

Per Patient 68

Characterigtics of Patients Recelving Cognitive Services
for Selected Problems 70



Table 37:

Table 38:

Table 39:
Table40:
Table 41:
Table 42:
Table43:
Table 44:
Table 45:
Table 46:
Table 47:
Table 48:

Table 49:

Table 50:

Table 51:

Table 52:

Table 53:

Table 54:
Table 55:
Table 56:

Pharmecists  Sdlf-reported Time per Cognitive Service

Time per Cognitive Service for Selected
Problems and Interventions (Croups A and B)

Mean Reported Time by Problem and Primary Intervention
Pharmacy/Pharmacist Survey Response Rates

Pharmacy Ownership

Pharmacy Location

Pharmacy Setting

Monthly Prescription Volume

Percent Sales from Prescriptions

Percent Medicaid Prescriptions

Separate Space for Counsding Patients?

Provide Cognitive Services to Non-Medicaid Petients?

Receive Reimbursement for Cognitive Services from
Non-Medicaid Payers?

Independent Variables (and Rationadle) Used in Predicting
Cognitive Service Activities of Pharmacies

Logistic Regression Results: Factors Associated with
Pharmacy Documentation of Any Cognitive Services

Correlations Among Included and Excluded Variables
in the Regresson Modes

Factors Associated with the Cognitive Services
Documentation Rate of Participating Pharmacies

Pharmacist  Position
Experience as a Pharmacist

Adequacy of Peatient Counsdling

71

72
73
76
76
77
I
78
78
79
79

79

80

81

84

85

86
86
87
87



Table 57: Attitudes toward Cognitive Services Documentation

Table 58: Number of Cognitive Services Performed by Pharmacies
Over a Sdected 6 Month Period

Table 59: Independent Variables (and Rationale) Used in Predicting
Cognitive Service Activities of Pharmacists

Table 60: Logistic Regression Results. Factors Associated with
Pharmacist Documentation of Any Cognitive Services

Table 61. Factors Associated with the Cognitive Services
Documentation Rate of Pharmacists

Table 62: Variables Found to be Significantly Associated with Cognitive
Services Documentation Activity of Pharmacies and Pharmacists

Table 63; Characterigtics of Days Supply Information from Cognitive
Services Document and from Matched Dispensed Prescriptions

Table 64: Refill Rates after Cognitive Service Interventions Involving
Drug Therapy Changes by Mgor Thergpeutic Class

Table 65: Drug Cost Savings Associated with Cognitive Services
Resulting in Drug Thergpy Change

Table 66: Average Cost Savings Associated with Cognitive Services
Resulting in Drug or Drug Regimen Change, Add Drug,
Do Not Dispense, or Discontinue Therapy Decisons

Table 67: Average Cost Savings per Cognitive Service Associated
with Cognitive Services Resulting in a Drug or Drug Regimen
Change by Mgor Thergpeutic Class of Drug

Table 68. Overdl Cognitive Services Payments and Direct Drug Cost Savings

87

90

91

93

94

95

98

99

100

101

102

103



