
15.0844.03000 

Amendment to : SB 2320 

FISCAL NOTE 
Requested by Legislative Council 

01/29/2015 

1 A. State fiscal effect: Identify the state fiscal effect and the fiscal effect on agency appropriations compared to funding 
1 1 d ·r r · td d ti eves an approona 10ns an 1c1pa e un ercurren aw. 

2013-2015 Biennium 2015-2017 Biennium 2017-2019 Biennium 

General Fund Other Funds General Fund Other Funds General Fund Other Funds 

Revenues $29,700 $90,000 

Expenditures $29,700 $29,700 $90,000 $90,000 

Appropriations $29,700 $29,700 $90,000 $90,000 

1 B. County, city, school district and township fiscal effect: Identify the fiscal effect on the appropriate political 
subdivision 

2013-2015 Biennium 2015-2017 Biennium 2017-2019 Biennium 

Counties 

Cities 

School Districts 

Townships 

2 A. Bill and fiscal impact summary: Provide a brief summary of the measure, including description of the provisions 
having fiscal impact (limited to 300 characters) . 

Amended SB 2320 relates to the establishment of a medication therapy management program for medicaid-eligible 
individuals , effective 1/1/2016. 

B. Fiscal impact sections: Identify and provide a brief description of the sections of the measure which have fiscal 
impact. Include any assumptions and comments relevant to the analysis. 

SB 2320 requires the Department of Human Services to establish a medication therapy management program for 
medicaid eligible individuals. The fiscal impact for the Department is $59,400 , of which $29 ,700 is General Fund and 
$29,700 is federal funds. This fiscal impact was determined using a rate of $20 per 15 minute visit , with 80 fifteen­
minute visits per month, with the number of visits increasing by ten every month . 

3. State fiscal effect detail: For information shown under state fiscal effect in 1A, please: 

A. Revenues: Explain the re venue amounts. Provide detail, when appropriate, for each revenue type and fund 
affected and any amounts included in the executive budget. 

The other fund revenue is additional federal Medicaid funding the state will be able to access. 

B. Expenditures: Explain the expenditure amounts. Provide detail, when appropriate, for each agency, line item, and 
fund affected and the number of FTE positions affected. 

For the 2015-2017 biennium the Department would need a Medical Assistance grant line increase of $59,400 , of 
which $29, 700 is General Fund and $29,700 is federal funds. For the 2017-2019 biennium the Department would 
need a Medical Assistance grant line increase of $180 ,000 of which $90,000 is General Fund and $90 ,000 is federal 
funds . 



C. Appropriations: Explain the appropriation amounts. Provide detail, when appropriate, for each agency and fund 
affected. Explain the relationship between the amounts shown for expenditures and appropriations. Indicate whether 
the appropriation or a part of the appropriation is included in the executive budget or relates to a continuing 
appropriation. 

For the 2015-2017 biennium the Department would need an appropriation increase of $59,400, of which $29, 700 is  
General Fund and $29,700 is federal funds. In the 2017-2019 biennium the Department would need an 
appropriation increase of  $180,000 of  which $90,000 is General Fund and $90,000 is federal funds. 

Name: Debra A McDermott 

Agency: Human Services 

Telephone: 328-3695 

Date Prepared: 01/30/2015 



15.0844.02000 

Amendment to : SB 2320 

FISCAL NOTE 
Requested by Legislative Council 

01/29/2015 

1 A. State fiscal effect: Identify the state fiscal effect and the fiscal effect on agency appropriations compared to funding 
1 1 d · r r · td d ti eves an approona wns an 1cwa e un ercurren aw. 

2013-2015 Biennium 2015-2017 Biennium 2017-2019 Biennium 

General Fund Other Funds General Fund Other Funds General Fund Other Funds 

Revenues $29,700 

Expenditures $29,700 $29,700 $90,000 

Appropriations $29,700 $29,700 $90,000 

1 B. County, city, school district and township fiscal effect: Identify the fiscal effect on the appropriate political 
subdivision. 

2013-2015 Biennium 2015-2017 Biennium 2017-2019 Biennium 

Counties 

Cities 

School Districts 

Townships 

$90,000 

$90,000 

$90,000 

2 A. Bill and fiscal impact summary: Provide a brief summary of the measure, including description of the provisions 
having fiscal impact (limited to 300 characters) . 

Amended SB 2320 relates to the establishment of a medication therapy management program for medicaid-eligible 
individuals, effective 1/1/2016. 

B. Fiscal impact sections: Identify and provide a brief description of the sections of the measure which have fiscal 
impact. Include any assumptions and comments relevant to the analysis. 

SB 2320 requires the Department of Human Services to establish a medication therapy management program for 
medicaid eligible individuals. The fiscal impact for the Department is $59,400 , of which $29,700 is General Fund and 
$29,700 is federal funds. This fiscal impact was determined using a rate of $20 per 15 minute visit , with 80 fifteen­
minute visits per month , with the number of visits increasing by ten every month . 

3. State fisca l effect detail: For information shown under state fiscal effect in 1A, please: 

A. Revenues: Explain the revenue amounts. Provide detail, when appropriate, for each re venue type and fund 
affected and any amounts included in the executive budget. 

The other fund revenue is additional federal Medicaid funding the state will be able to access. 

B. Expenditures: Explain the expenditure amounts. Provide detail, when appropriate, for each agency, line item, and 
fund affected and the number of FTE positions affected. 

For the 2015-2017 biennium the Department would need a Medical Assistance grant line increase of $59,400, of 
which $29,700 is General Fund and $29 ,700 is federal funds . For the 2017-2019 biennium the Department would 
need a Medical Assistance grant line increase of $180 ,000 of which $90,000 is General Fund and $90 ,000 is federal 
funds. 



C. Appropriations: Explain the appropriation amounts. Provide detail, when appropriate, for each agency and fund 
affected. Explain the relationship between the amounts shown for expenditures and appropriations. Indicate whether 
the appropriation or a part of the appropriation is included in the executive budget or relates to a continuing 
appropriation. 

For the 201 5-201 7 biennium the Department would need an appropriation increase of $59,400, of which $29,700 is 
General Fund and $29,700 is federal funds. In the 2017-2019 biennium the Department would need an 
appropriation increase of $1 80,000 of which $90, 000 is General Fund and $90,000 is federal funds. 

Name: Debra A McDermott 

Agency: Human Services 

Telephone: 328-3695 

Date Prepared: 01/30/2015 



15.0844.01000 

Bill/Resolution No.: SB 2320 

FISCAL NOTE 
Requested by Legislative Council 

0112012015 

1 A. State fiscal effect: Identify the state fiscal effect and the fiscal effect on agency appropriations compared to funding 
I I d · r r · d d I eves an appropna tons an 1cipate un er current aw. 

2013-2015 Biennium 2015-2017 Biennium 2017-2019 Biennium 

General Fund Other Funds General Fund Other Funds General Fund Other Funds 

Revenues $29,700 $90,000 

Expenditures $29,700 $29,700 $90,000 $90,000 

Appropriations $29,700 $29,700 $90,000 $90,000 

1 B. County, city, school district and township fiscal effect: Identify the fiscal effect on the appropriate political 
subdivision 

2013-2015 Biennium 2015-2017 Biennium 2017-2019 Biennium 

Counties 

Cities 

School Districts 

Townships 

2 A. Bill and fiscal impact summary: Provide a brief summary of the measure, including description of the provisions 
having fiscal impact (limited to 300 characters) . 

SB 2320 relates to the establishment of a medication therapy management program for medicaid-eligible 
individuals. 

B. Fiscal impa{:t sections: Identify and provide a brief description of the sections of the measure which have fiscal 
impact. Include any assumptions and comments relevant to the analysis. 

SB 2320 requires the Department of Human Services to establish a medication therapy management program for 
medicaid eligible individuals. The fisca l impact for the Department is $59,400, of which $29,700 is General Fund and 
$29, 700 is federal funds. This amount was determined assuming a start date of 1 /1/2016 with a rate of $20 per 15 
minute visit, with 80 fifteen-minute visits per month , with the number of visits increasing by ten every month . 

3. State fiscal effect detail: For information shown under state fiscal effect in 1A, please: 

A. Revenues: Explain the revenue amounts. Provide detail, when appropriate, for each revenue type and fund 
affected and any amounts included in the executive budget. 

The other fund revenue is additional federal Medicaid funding the state will be able to access. 

B. Expenditures: Explain the expenditure amounts. Provide detail, when appropriate, for each agency, line item, and 
fund affected and the number of FTE positions affected. 

For the 2015-2017 biennium the Department would need a Medical Assistance grant line increase of $59,400 , of 
which $29, 700 is General Fund and $29 ,700 is federal funds. For the 2017-2019 biennium the Department would 
need a Medical Assistance grant line increase of $180,000 of which $90,000 is General Fund and $90,000 is federal 
funds . 



C. Appropriations: Explain the appropriation amounts. Provide detail, when appropriate, for each agency and fund 
affected. Explain the relationship between the amounts shown for expenditures and appropriations. Indicate whether 
the appropriation or a part of the appropriation is included in the executive budget or relates to a continuing 
appropriation. 

For the 2015-2017 biennium the Department would need an appropriation i ncrease of $59,400, of which $29, 700 is 
General Fund and $29,700 is federal funds. In the 2017-2019 biennium the Department would need an 
appropriation i ncrease of $180,000 of which $90,000 is General Fund and $90,000 is federal funds. 

Name: Debra A McDermott 

Agency: Human Services 

Telephone: 328-3695 

Date Prepared: 01/27/2015 
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2015 SENATE STANDING COMMITTEE MINUTES 

Human Services Committee 
Red River Room , State Capitol 

SB 2320 
1/28/2015 

22704 

D Subcommittee 

D Conference Committee 

Committee Clerk Signature 

Explanation or reason for introduction of bil l/resolution: 

A bi l l  re lating to the creation of a med ication therapy management program for medicaid­
el igible individuals 

Minutes: Attach #1: Testimony by Mike Schwab 
Attach #2: Wall Street Journal, The Revolution at the 
Corner Drugstore 
Attach #3: Chapter 61-02-01 Pharmacy Permits 
Attach #4: Testimony by Katlyn Weigel 
Attach #5: Testimony by Brendan Joyce 
Attach #6: Written testimony by Steve Boehninq 

Chairman Judy Lee introduced SB 2320 to the committee. This is a collaborative 
outreach effort. Chairman Judy Lee provided Wal l  Street Journal article (attach #2) 

Mike Schwab, Executive Vice President of the North Dakota Pharmacists Association,  
testified IN FAVOR of SB 2320 (attach #1) (1 :44-6:50) 

Senator Warner asked are there any issues with an assumption of l iabi l ity where you are 
taking over some of the functions of the physicians, who would have malpractice insurance 
and taking on some of the recommendations that may have recourse later to jud icial 
settlement where you are found to be malfeasant, and is there insurance avai lable to 
pharmacists for that type of decision . 

Mr. Schwab stated that al l  pharmacists have malpractice insurance.  From an MTM 
perspective, these are services that are already al lowed under the scope of practice for 
pharmacists . Any recommendations they make for therapy, they would sti l l  have to 
commun icate that with the physician before they could implement such. 

Senator Howard Anderson, Jr. provided a copy of Pharmacy Permits Chapter 61-02-01 
(attach #3) 

Katlyn Weigel, an NDSU Col lege of Pharmacy PharmD cand idate, testified I N  FAVOR of 
SB 2320 (attach #4), (8:15-10:30) 



Senate H uman Services Comm ittee 
SB 2320 
01/28/2015 
Page 2 

Julie Boyer, practicing pharmacist, spoke IN  FAVOR of SB 2320 (11 :14-14:30) . This is 
someth ing they already uti l ize in their practice today, especial ly with Med icare and 
authorized insurance.  In her experience, she has done 30 in the past year, beneficial to the 
patient. Al lows client to s it face-to-face with the pharmacist, d iscuss their med ications and 
what they are used for. Ms.  Boyer provided testimony with examples of how this bil l would 
support. It is also a good double-check to see where they are getting prescriptions from. 
As a new pharmacist, they get the train ing in school ,  and workshops how to use MTM. 

Chairman Judy Lee ind icated older people are more l ikely to use this. They want the 
personal touch with the pharmacist, where sometimes there is a mote between patient and 
doctor. 

Ms. Boyer said they look at cl ient profi le on a dai ly basis for medications and they have 
good patient relationship. 

No more testimony in  favor 

OPPOSITION of SB 2320 
No opposing testimony 

NEUTRAL of SB 2320 
Dr. Brendan Joyce, PharmD,  Admin istrator of Pharmacy Services, Med ical Services 
Division of the Department of Human Services, testified IN  NEUTRAL for SB 2230 (attach 
#5) (16:30-19:05) 

Chairman Judy Lee stated fiscal note and read it. 

Chairman Judy Lee asked if there are any comments about challenges of implementation 
or other things we should be considering from perspective of Department of Human 
Services 

Dr. Joyce stated that anytime there is a new program there are things to be addressed . 
For example, the software to support reporting. None of these details are figured out. 
Pharmacies could be charged for software by whoever is using it, and payment rates would 
have to be appropriately adjusted . And there is also "time" for the administration .  

Chairman Judy Lee asked if  the implementation date of 01/01/2016 is realistic. 

Mr. Joyce i nd icated yes. The reason for delay until January 1, 2016 , wou ld al low time for 
the design and getting approval through Centers for Med icaid and Management Services 
(CMS). It will requ ire a d ifferent spot in the state plan and a d ifferent team at CMS. The 
only 3 MTM programs that CMS was aware of were Wisconsin ,  M innesota , and Iowa. CMS 
is pleased with the successes in these three states.  

Senator Warner the last t ime he went to pharmacy, waited 30 minutes to get to cashier. 
Time before it was 55 minutes, and then 45 minutes in l ine.  He's always offered the 
chance to talk to pharmacist. Is this typical? 



Senate Human Services Committee 
SB 2320 
01/28/2015 
Page 3 

Dr. Joyce stated his position, working for Department of Human Services, the working 
conditions can be addressed by the board of pharmacy better. Pharmacies working in 
those facilities can discuss availability. The pharmacies that Mr. Joyce works at would 
schedule appointments for this. 

Chairman Judy Lee to clarify, the delay is just to pick up the prescription? 

Senator Warner yes. 

No further Neutral 

Closed Public Hearing on SB 2320. 

Written testimony provided by Steve Boehning, R.Ph. Executive Secretary Linson 
Pharmacy (attach #6) 



• 
2015 SENATE STANDING COMMITTEE MINUTES 

Human Services Committee 
Red River Room, State Capitol 

Committee Clerk Signature 

SB 2320 
1/28/2015 

22743 

D Subcommittee 
D Conference Committee 

Explanation or reason for introduction of bill/resolution: 

A bill relating to the creation of a medication therapy management program for medicaid­
eligible individuals 

Minutes: "Click to enter attachment information." 

These are minutes from Senate Human Services Committee work on January 28, 2015. 
Chairman Judy Lee reviewed the fiscal note. 

Senator Howard Anderson, Jr. made a motion for a recommendation of DO PASS on SB 
2320 and re-refer to the Appropriations committee. The motion was seconded by Senator 
Axness. 

Discussion. 

Julie Schwab stated that there should be an amendment with an effective date clause, and 
intern would do that. January 1, 2016. 

Motion was withdrawn. 

Senator Howard Anderson, Jr. made a motion for a recommendation to Amend SB 2320 
that addresses the delayed implementation. The motion was seconded by Senator 
Axness. 

Roll Call Vote for amendment. 
§Yes, Q No, Q Absent. Motion carried. 

Senator Howard Anderson, Jr. made a motion for a recommendation to DO PASS SB 
2320 as Amended . The motion was seconded by Senator Axness. 

Roll Call Vote 
§Yes, 1 No, Q Absent. Motion carried. 
Senator Howard Anderson, Jr. will carry the bill to the floor. 



15.0844.01001 
Title.02000 

Adopted by the Human Services Committee 

January 28, 2015 

PROPOSED AMENDMENTS TO SENATE BILL NO. 2320 

Page 1, line 3, after "individuals" insert "; and to provide an effective date" 

Page 1, after line 21, insert: 

"SECTION 2. EFFECTIVE DATE. This Act becomes effective on January 1, 
2016." 

Renumber accordingly 

Page No. 1 15.0844.01001 



2015 SENATE STANDING COMMITTEE 
ROLL CALL VOTES 

BILL/RESOLUTION NO. 5f> ,} 2 Jo 
Senate Human Services 

0 Subcommittee 

Date: t1(/J f 2015 
Roll Call Vote #: -=/. _ 

Committee 

Amendment LC# or Description: ___ _,,di~rt-""'-_/._:.5_""._,_/)..__.· tf'.~ef-'---4~ ....... f2_/""""0""""'()""""'"J _ __,_f;4"f'""""~/,4-f-'-'. c:b2""-=--"-C!<"-''J 0"'--

Recommendation: _F Adopt Amendment 

0 Do Pass 0 Do Not Pass 0 Without Committee Recommendation 
0 As Amended 0 Rerefer to Appropriations 
0 Place on Consent Calendar 

Other Actions: 0 Reconsider 0 

Motion Made By ___,fkk"'--"--'~..,,N: ...... J,µoW\f-1<--'..,----- Seconded By 

Senators Ye~ No Senators Yes No 
Senator Judy Lee (Chairman) ii Senator Tyler Axness v 

/ 

Senator Oley Larson (V-Chair) ../ Senator John M. Warner v 
I 

Senator Howard C. Anderson, Jr. I/ 

Senator Dick Dever J 

Total (Yes) ft No 0 
-------------~ 

Absent 0 

Floor Assignment 

If the vote is on an amendment, briefly indicate intent: 



2015 SENATE STANDING COMMITTEE 
ROLL CALL VOT~ 

BILL/RESOLUTION NO. SJP i'Jfe0 
Senate Human Services 

D Subcommittee 

Date)(/u 2015 
Roll Call Vote#: _ ~ 

Committee 

Amendment LC# or Description: _/'--b_ .... ~,()~~-t/--'-<f:_. _.._O_l-'--t'i~~~J----'-/(;",~/,~· t~le~- -·~IX?~O~t?i_v _____ _ 

Recommendation: D Adopt Amendment 

l'.KDo Pass D Do Not Pass 
~AsAmended 
D Place on Consent Calendar 

Other Actions: D Reconsider 

D Without Committee Recommendation 
J&'Rerefer to Appropriations 

D 

Motion Made By -~J2~vrt:l~~4-t-'5J~l11'1~~-- Seconded By -~_.....A.11,___....f41...,,~-----
Senators Ye;> No Senators Ye~ No 

Senator Judy Lee (Chairman) ti Senator Tyler Axness t/ 

Senator Oley Larson (V-Chair) ti Senator John M_ Warner ./ 
' 

Senator Howard C. Anderson, Jr. v 
Senator Dick Dever J 

Total 

Absent 

Floor Assignment 

If the vote is on an amendment, briefly indicate intent: 



Com Standing Committee Report 
January 29, 2015 7:34am 

Module ID: s_stcomrep_ 18_002 
Carrier: Anderson 

Insert LC: 15.0844.01001 Title: 02000 

REPORT OF STANDING COMMITTEE 
SB 2320: Human Services Committee (Sen. J. Lee, Chairman) recommends 

AMENDMENTS AS FOLLOWS and when so amended, recommends DO PASS 
and BE REREFERRED to the Appropriations Committee (5 YEAS, 1 NAYS, 
0 ABSENT AND NOT VOTING). SB 2320 was placed on the Sixth order on the 
calendar. 

Page 1, l ine 3, after "ind ividuals" insert "; and to provide an effective date" 

Page 1 ,  after l ine 2 1 ,  insert: 

"SECTION 2. EFFECTIVE DATE. This Act becomes effective on January 1 ,  
201 6 ." 

Renumber accordingly 

(1) DESK (3) COMMITTEE Page 1 s_stcomrep_ 18_002 
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2015 SENATE STANDING COMMITTEE MINUTES 

Appropriations Committee 
Harvest Room, State Capitol 

D Subcommittee 

SB 2320 
2/4/2015 

Job# 23171 

D Conference Committee 

Committee Clerk Signature AJdUJJ~ 

Explanation or reason for introduction of bill/resolution: 
A Bill relating to the creation of a medication therapy management (MTM) program for 
Medicaid-eligible individuals. 

Minutes: 

Legislative Council - Michael Johnson 
OMB - Tammy Dolan 

Attachment 1 

Co-chairman Senator Krebsbach called the committee to order on SB 2320. 

Judy Lee, State Senator, District 13, and Bill Sponsor: The purpose is to have a 
medication therapy management program for our Medicaid citizens. By making sure folks 
are given counseling by pharmacists, to ensure that they are taking their medications, and 
refilling them properly. There are better outcomes for their health and positive results from 
the small investment for the medication management therapy fee in reducing costs for 
recurring problems like diabetes, high blood pressure etc... I would if possible allow you 
to hear from Dr. Hardy and what is going on with the recommendations. I am a strong 
supporter of this concept. 

Mike Schwab, Executive Vice President, ND Pharmacists Association: Testified in 
favor of SB 2320. See attachment 1 defining what MTM (medication therapy management) 
is , some of its core elements and some of the benefits and savings 

Senator Bowman: Could you give a scenario where the patient will save money? I 
assume the person has been to the medical professional who did the prescribing . What will 
happen in this bill that will change that and where we can actually measure the actual 
savings? 

Mike Schwab: Patients sit down with Pharmacist for a medication review. Some patients 
may have chronic diseases and a number of specialists besides the primary care physician . 
The gist is that the pharmacist will go thru all prescriptions, look at the supplements, over 
the counter products and make sure there isn't duplication of therapy. This might be a 
more cost effective alternative for patients. As far as documentation, we (the pharmacist 
association) created our own documentation system which tracks all the health outcomes 



Senate Appropriations Committee 
SB 2320 
February 4, 2015 
Page 2 

of taking a medication. It tracks all the things that could be provided in terms of intervention 
and that could be documented in terms of secondary savings as well as primary savings. 

Senator Bowman: If we implement the program, in the next biennium will you be able to 
show up what we actually saved? 

Mike Schwab: That would be the intention. That is similar to ND PERS program; at the 
end of this year they will conduct another analysis of their diabetes program, claim to claim 
data, and the secondary outcomes in terms of healthier individuals and the documentation 
that has been provided over the last six years . 

Senator Carlisle: Why this bill? Why wouldn 't this be for OMS, in SB 2012 for the Human 
Services bill? Couldn't this be just part of the human service budget here? 

Mike Schwab: We thought the budget was already set. 

Tammy Dolan (OMS): It wasn't included in the Governor's budget; it could be added if 
needed. 

Senator Sorvaag: Isn't this what your primary care physician is supposed to do? What do 
pharmacists know that they don 't? 

Mike Schwab: In terms of management and medication review, there's research showing 
the value of including the pharmacist in that process, not to supersede what physicians are 
doing but making sure they are an integral part of that healthcare team as the medication 
experts. There are numerous things that the pharmacist sees the physician doesn't. 
When they leave the hospital, they have different meds than before. 

Senator Kilzer: Prescribing of proper medications certainly does rest with the primary 
provider. This person instructs the patient and also the family members. Often it's 
repeated by the nurse who spends additional time with the patient. The reimbursement, 
and the fiscal note, why is it so much larger in subsequent time periods. I would like to see 
the UNO PERS study you made reference to. 

Mike Schwab The pharmacist is doing nothing independently but trying to prevent adverse 
drug events as well as duplication of therapy, cost barriers, etc .... I will get you a copy of 
the UNO study. As far as the fiscal note is concerned Brendon Joyce is here to discuss it. 

Senator Krebsbach there are two fiscal notes on this bill, 1/20/ and 1/29/15, the last one is 
after it left the Human Services Committee and after the first engrossment 

Senator Erbele: Are any MTM services being offered in ND? Is this bill some way to 
capture some Medicaid dollars? 

Mike Schwab We has MTM services currently being offered by Blue Cross/Blue Shield of 
ND, by Sanford Health and all Medicare part D plans. Currently Medicaid does not. 
That's not the intent of the bill , outside of trying to work with Medicaid to have a healthier 
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Senator Krebsbach welcomed students from Carrington. 

Mike Schwab: Reading the bill, it includes physicians and other health care providers, its 
adding pharmacists; we get paid/reimbursed for a product not for the services. The 
pharmacists would also be allowed to be paid . 

Brendon Joyce, Pharmacy Administrator for North Dakota Medicaid: Assisted Deb 
McDermott in preparing the fiscal note. With any medication therapy management we 
would have to get federal approval thru a state plan amendment to start providing/paying 
for such services. We asked for the amendment to get section 2 - pushed back the 
effective date, which would account for the differences in the fiscal note. 28 of the fiscal 
note mentions how they came up with the data; the impact was determined by user rate of 
$20/15 min visit, with 80 15 min visit/mo with number of visits increasing by ten every 
month. We based that on utilization data given by ND PERS and from the Patient 
Engagement Program at Sanford Health for Medicaid Expansion. 

Senator Carlisle: (to Mike Schwab): Are the pharmacists getting any reimbursements 
now. Does the pharmacy get any reimbursement for helping me? 

Mike Schwab: there are some limited services like immunizations. Outside of that it is for 
the product, for dispensing medication . 

Senator Kilzer What happens if there's duplication. The nurse explains and charges, and 
then the Pharmacist explains and charges. If there's double billing; what happens, the 
department decides? Sometimes two times isn't enough > 

Mike Schwab bill allows the department to establish the policies and procedures of the 
program. It allows the patient to have the services for certain duration (e.g. one time/yr.) 
The one who provided the initial payment is the one who will be paid 

Tony Welder, Pharmacist, business owner: to respond to Senator Kilzer's question. 
Wendy came to work for me, took an interest in patients with Asthma. She became very 
good at it. It was not pharmacist driven. The physicians liked that service. Don't know how 
much money she saved us, but the patients grew to love her and felt better. It was all in 
collaboration with the physician's office. That was a non-refunded service we did on our 
own. We were just trying something new. 

Brendon Joyce, Pharmacy Administrator for Medicaid: Neutral position, to provide context 
for the potential uses of this. This bill does not give us specific requirements (for diabetes, 
asthma, etc ... ). We have a unique patient population . One of the areas we have seen: 
Hepatitis C, medications $1 K ($28,000/month) . We've had issues where doctors work with 
patients; they go to pharmacy, fill the prescription but do not finish the medication. I'd use it 
for intensive case management of some sort, we will help these patients stay on the 
medication, and making sure they've had their prescriptions refilled . 

Senator Krebsbach closed the hearing on SB 2320. 



2015 SENATE STANDING COMMITTEE MINUTES 

Committee Clerk Signature 

Appropriations Committee 
Harvest Room, State Capitol 

SB 2320 
2/13/2015 

Job # 23840 

IZI Subcommittee 
D Conference Committee 

Explanation or reason for introduction of bill/resolutio 

A Subcommittee hearing on OHS (Med ication Therapy) 

Minutes: Attachment #1 

Senator Ki lzer cal led the subcommittee hearing to order on Friday, February 13, 2015 at 
10:30 am in regards to SB 2320 . 

PRESENT: Senator Ki lzer, Senator Mathern , Senator Erbele, Larry Martin ,  OMB and 
M ichael Johnson , Leg islative Counci l .  

Senator Ki lzer stated they are interested in the finances of SB 2320, and reviewed the b i l l .  
I t  would a new mandate to the Department of Human Services and i t  is not presently 
charged out. 

Brendon Joyce, the Pharmacy Admin istrator for Med ical Services Division of Department 
of Human Services, provided an overview of the fiscal note. The simple explanation is 
under 2(b) in the fiscal note . They looked at other entities, includ ing the Sanford Health 
Plan in regards to the Med icaid Expansion for the patient enhancement program , and they 
are doing $20 . 00 for a 15 minute visit for Med icaid therapy management. If they identify a 
patient who needs special attention to make sure they wil l  stay on the med ication,  they 
want to follow and help those patients. In prior testimony, he identified a Hepatitis "C" agent 
that costs $1,000 per day, and how we want to make sure that if we have a patient on that 
med ication ,  they wi l l  be guaranteed to fin ish the entire course of therapy; that their el igibi l ity 
is straight, and that they are not moving next month. He provided further examples where 
in three instances, the patient took one month at $28,000 or two months at $56,000 and 
then stopped the med ication .  In the end, the med ication was ineffective because the 
patient d id not fin ish the fu l l  treatment. We can ask the pharmacy to work with identified 
patients and insure that the patient will be compl iant, that they are ready to begin the 
med ication treatment, not planning on moving and that they have proper insurance if they 
beg in a new job. We would identify these patients that have high-cost medication and who 
need to be tracked to ensure they have the proper care. 
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Senator Kilzer asked if the Department of Human Services wi l l  identify the patients and 
wh ich ones would be able to qual ify for this special service. 

Mr. Joyce responded yes, the Department of Human Services wil l  work with the Drug 
Util ization Review Board and other interested parties to identify the areas of wh ich we 
would want med ication therapy management. These would be areas that would make 
sense that we ensure that we get the extra counsel l ing done to make sure that the patient 
is going to have a better outcome. Hepatitis C is a low hanging fru it. If we are going to 
spend $84,000 on a patient, we want to provide that med ication therapy management for 
those patients to insure money wel l  spent. 

Senator Kilzer asked if Department of Human Services would identify the individuals 
rather than the physician or pharmacist who are writing the prescription or d ispensing the 
med ication . 

Dr. Joyce ind icated that Department of Human Services would control what qual ifies for 
med ication therapy management. Mr. Joyce gave an example of how it works for Med icare 
Part D .  They wi l l  have thresholds, so for example, if someone is on 8 or more med ications, 
they wil l  pay for two separate sessions of med ication therapy management in a calendar 
year. The threshold will determine who is qual ified , and then it will be determined how 
many vis its wi l l  be paid for a patient. Two visits per year per patient would equate to $20 x 
2 = $40.  That is how the expenses wi l l  be control led . We could also control  the general 
growth based on the number of patients, but within the fiscal note funding.  

Senator Kilzer asked for clarification that Sanford and Med icare do th is now. Dr. Joyce 
confirmed yes .  Senator Ki lzer continued his question of how long have they been doing 
this? 

Mr. Joyce stated that med ication therapy management was part of Medicare Part D, 
starting in 2006. Sanford started the planning for their program in the past year. Blue 
Cross Blue Sh ield has been doing it . North Dakota Public Employees Retirement System 
has been doing it as wel l ,  but not how long . There are few state Med icaid agencies doing 
this - Minnesota , Wisconsin ,  and Iowa, and a few in the east, such as Maine. 

Senator Ki lzer asked if in each one of these 3rd party payers, is the 3rd party payer sets the 
cond itions of what cases they will accept for this program and how much they will pay. 

Mr. Joyce answered for the Medicaid agencies, it is set by the Department. For Med icare 
Part D ,  it is set by the Med icare program . Medicare tel ls the insurance companies what the 
thresholds are .  They have stipulations wh ich must be fol lowed , and these are mod ified on 
an annual basis. They can increase the thresholds, but cannot take any away. So they 
could be more l iberal in how many they see, or could add specific d iseases if they wanted . 

It was restated that M r. Joyce works for Department of Human Services and is Neutral on 
SB 2320. He was unsure if SB 2320 orig inated from an interim committee or the 
department. 
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Senator Mathern indicated that the department runs a very sophisticated program in 
regards to mon itoring the med ications. Senator Mathern voiced his confidence in the fisca l 
note, but wondered why this was not forwarded as a proposal from the Department of 
Human Services. 

Mr. Joyce responded that the Department of Human Services begins work on the budget 
far in  advance of the legislative session. Priorities are set, and they take d i rection from the 
Governor and the budget is formu lated to meet the requirements put forth . Med ication 
Therapy Management has been discussed within the Department of Human Services and it 
has not made the prioritization l ist for the budget or OARs. Part of th is is also impacted by 
time and what the Department of Human Services is doing . 

Senator Erbele stated that you said th is is already being used by other providers.  Is there 
a track record of savings that they have recogn ized? 

Mr. Joyce ind icated there are statistics . Since this was not their b i l l ,  he does not have that 
information ,  in regards to North Dakota Public Employees Retirement System or other 
entities. 

Mr. Mike Schwab, Executive Vice Presiden of the North Dakota Pharmacists Association 
was invited to the pod ium.  

Senator Ki lzer asked i f  Mr. Schwab would support the b i l l  i f  the Department of Human 
Services makes your  reimbursement level so low that you are losing money. The 
Department of Human Services has complete control over that aspect. 

Mr. Schwab ind icated that h is assumption would be that a number of the providers would 
make that business decision .  He would assume they would not provide the service if they 
are not reimbursed . 

Senator Kilzer stated that he has concerns with the b i l l .  He was unaware of the growth of 
third-party payers being financed for doing th is. In his practice, Med icare and others were 
using the term "bundl ing", which is common terminology used by third-party payers. He 
stated that when he wrote prescriptions, there was a fee for the med ical d iagnosis and 
treatment wh ich includes whatever would come under that, and it was not parceled out with 
individual charges, but instead it was "bund led" into one charge . This is new since 2006 
with Medicare Part D .  

Mr. Schwab added Med icare Part D in 2006, med ication therapy management was a 
component of their p lans.  After the in itial success after the first few years,  they d id make it 
mandatory for a l l  Med icare Part D plans starting in 2009, and they continue to increase the 
areas in wh ich to provide these services because of the positive impacts being provided . 
Blue Cross Blue Sh ield has a program for med ication therapy management for over 
140 ,000 individuals in North Dakota , and that has been runn ing since 2012. The research 
shows not only healthier outcomes, but return on investment. 

Senator Kilzer what is the reimbursement level for 15 minutes by Blue Cross Blue Shield 
and for Med icare? 
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Mr. Schwab stated it does vary. His opinion that the prepared fiscal note would be in l ine 
with what they are beginn ing to see. Some of the Medicare Part D plans vary more 
because of the various plans. Some may pay higher in reimbursement, but some of that 
has to do with what they are targeting and the amount of time it takes to do the targeted 
interventions. 

Senator Kilzer do pharmacists lose or make money on Medicare in regards to the 
medication therapy treatment? 

Mr. Schwab stated for the majority of these services, they would make a small margin in  
h is  opinion . Some of this depends on the degree of services. Sometimes , there are 
unanticipated situations that occur when the client comes to the service. 

Senator Ki lzer understands the value of checks and balances. I t  you have a nurse 
practitioner who is prescrib ing a drug, and a naturopath who is prescribing mu lti-vitamins 
that includes a high dose of Vitamin K, it behooves the pharmacist to be aware of th is. I n  
add ition to d ispensing med ications, it i s  part of the duties of the pharmacist. Senator Ki lzer 
invited anyone to the podium who would have the fees that are being charged for a 15 
minute interval with the third parties. 

Marnie Walth, representing Sanford Health , provided a study that addresses the return on 
investment for the med ication therapy management program. (Attach #1 ) . Ms. Walth 
referenced page 29 in the study. The mean paid to the pharmacist was $8.44, but was 
unsure of the length of time that charge appl ied to . The seven-year study showed a return 
on investment of $93 .  78 and they based that on cost avoidance .  They support the bi l l  for 
return-on-investment purposes, and also increased patient qual ity-of-care and increased 
patient ed ucation .  

Senator Kilzer asked if in this study, was the variable control led b y  the th ird-party payer 
and the variable wou ld be the selection of cases that were included in the study. 

Ms. Walth d id not know that answer. When they talk about cost avoidance, it states 
"estimated cost avoidance."  

Senator Ki lzer asked Mr. Joyce if this b i l l  were to pass , would you have a look back to see 
how much money you saved , l ike the study just presented . 

Mr. Joyce stated yes ,  as part of the requirement with in  SB 2320, l ine 19, the program must 
facil itate the enrol lment procedures, which wi l l  determine who qual ifies to get the service, 
and enable consistent documentation of cl in ical and economic outcomes. Line 20 wou ld be 
seen as the tracking and reporting ,  the qual ity review. 

Senator Kilzer asked if Mr. Joyce has any objections to that mandate and that he wou ld 
be able to comply with those mandates. 

Mr. Joyce indicated they would comply with al l  mandates with in  the b i l l .  
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Explanation or reason for introduction of bil l/resolution: / 

A Bi l l  relating  to the creation  of a medication therapy management {MTM) program for 
Med icaid-el igible individuals. 

Minutes: 

Senator Kilzer, Senator Erbele, and Senator Mathern were al l  p resent. 

Senator Kilzer said this b i l l  was about the MTMs by pharmacys for explain ing chron ic 
d iseases. He said he was not in  favor of this b i l l  when he read it but Human Services 
assured me this wi l l  on ly be used when necessary. Based upon that affirmation, I wil l  vote 
for it - that's no amendments .  

Senator Erbele moved the bil l  2320. 
Senator Mathern seconded. 

Senator Erbele - yes 
Senator Kilzer - yes 
Senator Mathern - yes 
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Explanation or reason for introduction of bil l/resolutio . 

Relating to the creation of a medication  therapy management program for medicaid-el igible 
individuals; 

Minutes: 

Senator Kilzer: This is the pharmacist/patient medication therapy management (MTM) 
and that is $59,400 in the upcomi ng biennium and $180,000 in the subsequent biennium -
% state and % federal  funds. This makes reimbursements to p harmacists and other 
p roviders who expla in at length in  detai l  the medication that patients are taking. It's 
designed for chronic diseases. I was against it unt i l  the department assu red us that it wi l l  
not be over uti l ized, so the committee voted Do Pass on SB 2320. 

Senator Kilzer moved Do Pass. 
Senator Heckaman seconded. 

A Rol l  Call vote was taken. Yea: 12 Nay: 1 Absent: 0 

The bi l l  goes back to the H uman Services committee and Senator Anderson wil l  carry the 
b i l l  on the floor. 
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Fort Un ion Room , State Capitol 
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D Subcommittee 
D Conference Committee 

Committee Clerk Signature 

Explanation or reason for introduction of bill/resolution: 

Relating to the creation of a med ication therapy management program for Medicaid el igible 
ind ividuals.  

Minutes: Attachment # 1, 2, 3 

Chairman Weisz opened the hearing on SB 2320 . 

Sen .  J .  Lee District 33:  I ntroduced and supported the bil l .  This bill is about "Medication 
Management" . This bi l l  permits pharmacists to provide service with Medication 
Management Therapy. 

Chairman Weisz: Is this an extension of what we did on PURS with the diabetes program? 

Sen .  J .  Lee:  I guess i t  is and it proved to be effective. 

5:50 
M ike Schwab: Executive Vice-President of ND Pharmacists Association testified in support 
of the b i l l .  (See Testimony #1) 

11 :30 
Rep. Fehr: If someone is out of town and needs a refi l l  somewhere else would there be 
any interference in getting your prescriptions? 

Schwab: No it should not. To add to my testimony, we have had some questions with 
regards to it being perceived as this is a dupl ication of possibly a physician or nurse service 
and actual ly it often times it is not. The pharmacist does catches by far more med ication 
errors and actually more d rug events than any other d iscip l ine.  

Rep. Oversen :  Pertain ing to the effective date, are we anticipating this wi l l  take some time 
to implement? 

Schwab: I bel ieve Brendan can respond to that. 
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Jake Decker: NDSU College of Pharmacy PharmD candidate representing the N D  State 
Board of Pharmacy testified i n  support of the bill. (See Testimony #2) 

Shelby Monson: Future p harmacists testified in support of the bi l l .  (See Testimony #3) 

Brendan Joyce: From Pharmacy Administrator for Medicaid OHS,  i n  regards to Rep. 
Oversens question about the Effective Date, this bi l l  would requ ire the Department to get 
approval from the State Plan Amendment through CMS. That does take some time so we 
pushed the date back. I d id provide a bi l l  to Appropriations at the Senate and there were 
questions as to what type of patients would be qual ifying .  He named n umerous d rugs that 
they would assist with and some scenarios. The estimate in dol lars with i n  the 20 dol lars for 
a 1 5  minute visit was brought up for the Fiscal Note. 

Chairman Weisz: Closed the hearing 
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Chairman Weisz: (Took up SB 2320) We d id a d iabetes management program strictly for 
PERS and has been hugely successfu l .  It had an $800,000 and some fiscal note and had 
an awful time getting that through .  I don't see any reason why this bi l l  would be any less so 
and the fiscal note is much lower. 

Rep. D.  Anderson :  I motion to approve engrossed SB 2320. 

Rep. Fehr: Second . 

Rep .  Porter: And re-refer. 

Chairman Weisz: Oh yes, and re-refer to Appropriations. 

Chairman Weisz: We have a $59,4000 fiscal effect so it wi l l  go to Appropriations. 

ROLL CALL VOTE:  13 y 0 n 0 absent. 

MOTION CARRIED 

B i l l  Carrier: Rep. D.  Anderson 
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SB 2320, as engrossed: Human Services Committee (Rep. Weisz, Chairman) 

recommends DO PASS and BE REREFERRED to the Appropriations Committee 
( 1 3 YEAS, 0 NAYS, 0 ABSENT AND NOT VOTING). Engrossed SB 2320 was 
rereferred to the Appropriations Committee. 
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Explanation or reason for introduction of bil l/resolution: 

A B I LL for an Act to create and enact a new section to chapter 50-06 of the North Dakota 

Century Code, relating to the creation of a med ication therapy management program for 

Med icaid-el igible ind ividuals. 

Minutes: 

Chairman Pol lert cal led the committee to order. 

Rep. Robin Weisz, District 14: SB 2320 has to do with med ication management. We 
passed a simi lar d iabetes med ication management program simi lar back when we d id the 
PERS p lan .  The intent was to manage the cond ition through the pharmacies and the 
pharmacists . It has been extremely successfu l .  It was paying back two to one. To do a 
management of the person's condition this bi l l  is looking at our Med icaid population .  It is 
looking at a broad med ication management program . We're going to enl ist the help of the 
pharmacists and pharmacies in regulating and mon itoring the d rugs that they receive . 
Some d rugs are an 80 some thousand dol lar program and you have to take it for the whole 
program .  If someone goes half way and qu its they can't fin ish another day. It is to help 
people manage their med ications. It's focusing on chronic cond itions. Diabetes, asthma and 
pain would be mon itored and more.  Your committee thought th is was would be a good 
idea . This is looking at doing it a l ittle broader in the Med icaid system. This was unanimous 
in  our committee and has a very minimal fiscal cost. It wil l  pay off down the road . Now 
we're seeing our d rug costs head north again .  This is a tool to help manage that and 
ensure patients are getting the proper care and l imit the drug costs. 

Chairman Pol lert: Wouldn't the pharmacists be doing th is automatically when they pick up 
their med ication?  

Rep .  Weisz: Not necessarily. I t  i s  their job to take a prescription and fi l l  it. This wi l l  help 
meld that together. We passed the prescription drug monitoring program .  We passed an 
addition to that having to do with the narcotics and the addictive d rugs to help manage the 
program .  A pharmacist may not know where they are all going. This tries to set up that 
structure so Medicaid can put that person in a program to be mon itored by the physician 
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and the pharmacist. If one sees something weird they can pass it on .  This is intended to 
help manage that better. It's been excellent in the d iabetes program.  We pay the 
pharmacist in that case to help manage that and have they come in on a regular basis. I 
look at this in the same vein .  That this i s  strictly going to help us  get a better handle and 
help manage the patient for a better outcome. 

Rep. Nelson :  Was there any opposition to this bill in your committee? 

Rep.  Weisz: None whatsoever. 

Vice Chairman Bel lew: There is sti l l  no guarantee that these patients wil l  follow the advice 
of their pharmacist or doctor is there? I think it was mentioned that a pharmacist already 
does a lot of this without and extra charge. 

Rep.  Weisz: This is dealing strictly with the Med icaid population . It's more coord ination 
between the physician and the pharmacist. They are coordinating the care because the 
pharmacist sees things that the physician may not. You can't force someone but it could 
help. The intent is if you have someone in the program they wil l  on ly see one pharmacist. 
Putting them in with this protocol can certain ly help. 

Vice Chairman Bel lew: How are they going to ensure that this patient is doing this? 

Rep . Weisz: You can't fix everybody. But I think in genera l ,  most people who have a 
med ical condition want to get healthy. I n  general  if you have enough people working with 
them they will end up with a better outcome. They do ca l l  and check on them. You have 
more players insuring that person is being watched and taken care of. 

Rep.  Si lbernagel :  The fisca l note talks about number of visits . Where do those vis its 
occur, at the cl inic or at the pharmacy? 

Rep . Weisz: Th is is where those vis its wil l  be with the pharmacists. You are expanding the 
area that the pharmacist has. The assumption is that they're paying for that add itional  visit 
to insure that once they leave the doctor's office they wi l l  fol low the protocol .  It is going 
beyond what the normal might be. You're trying to have a team to monitor them 
continual ly. 

Rep. Si lbernagel :  Does the pharmacist apply for this 20 dol lars or whatever per visit? How 
do they get their money? 

Rep .  Weisz: I would assume that they would bi l l  department l ike they are now. 

Chairman Pol lert: There will be programs set up with OHS and a protocol that they are 
supposed to fol low. 

Rep. Weisz: We're already paying them for the PERS and the department can answer 
other questions about it. 
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Rep. Kreidt: U nder the previous program with d iabetes, are there some records that track 
success and how that program has worked? 

Rep. Weisz: Yes they have. I can get that information for the committee. If I remember 
right, that one cost the state roughly $800,000 a biennium to implement that. That is an 
intense program that we paid the pharmacist 700 dol lars to ensure it would continue and it 
has been successfu l .  They can track the cond itions and the patients. 

Chairman Pollert: Who is that information coming from? 

Rep. Weisz: I received it from the Pharmacy Association and they received it from PERS. 

Rep. Kreidt: Deal ing with d iabetics, we're taking a leap here.  This is a lot larger expansion . 
This would include a l l  the ind ividuals no matter what they're being treated for. 

Rep. Weisz: Not exactly. This program was designed for those who need maintenance 
medication . This is for chron ic cond itions, asthma, d iabetes, chron ic pain .  It is looking at 
the maintenance to make sure it is done properly and not getting mu ltiple. It brings the 
pharmacist a l ittle more out in the forefront of working with the physician or nurse 
practitioner to ensure they are getting the best health outcome. It is l im ited to the ongoing 
med ication needs. 

Rep. Kreidt: We would be looking at a larger number of peop le here sti l l .  

Rep .  Weisz: The potential is certain ly there. That also means there is a lot more potential 
problem on the other end of spend ing.  We want to control the spend ing and have a positive 
health outcome. If you want them to take care of a problem you want the proper health 
outcome and you also want them to get its worth .  We are looking for better health 
outcomes and spend ing outcomes. 

Rep . Kreidt: But you have no guarantee that someone is going to take the med ication and 
if they stop that we are going to force them to continue.  I would hope that if  someone does 
stop that we wou ldn 't start over aga in .  

Rep. Weisz: They're sti l l  on Med icaid and we sti l l  have to take care of their issues. We 
can't say you messed up now you're gone. 

Chairman Pol lert: Did they department do the fiscal note? 

Rep. Weisz: Yes . 

Rep. Si lbernagel :  I 'm trying to understand what add itional  activity happens by the 
pharmacist over and above what is a lready required. 

M ike Schwab, Executive Vice President, ND Pharmacy Association :  A medication therapy 
management program is more designed to target those ind ividuals who have chronic 
d iseases. Based on the way the bi l l  is drafted would be identified by the Department of 
Human Services in  areas they feel they have h igh spend or areas where they feel the 
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pharmacists could help. The idea behind this is to bring the pharmacist fu l l-circle with part 
of the health care team since they wi l l  see the person on a monthly basis more than l ikely. 
With med ication therapy management services nurses can provide this in some of your 
hospital settings but the real ity is your pharmacists are the most prevalent and most 
accessible in provid ing these services. They are required under al l  Medicare part D plans 
right now. BY CMS they are required and offered by BCBS, Sanford Health,  and Med icaid 
Expansion .  Medicaid is the only outlier at this time. From a patient perspective they will look 
at everything from over the counter med ications to supplements and they wi l l  assess 
Med icaid related problems col lectively with all their chronic d iseases . I t's a comprehensive 
med review at that time fol lowed by targeted interventions based on the issues that are 
identified or any adverse drug events or any interactions that are taking place.  

Chairman Pol lert :  Th is is for Medicaid-eligible individuals. I f  someone who was Medicaid­
Eligible and says he wants a med ication you wil l  turn on your computer and figure out what 
they have. Will you automatically get that? Or wil l  OHS send you a l ist? 

M ike Schwab: Based on the way the bi l l  is drafted, the Department would identify what 
areas they would l ike to see med ication therapy med ication provided and based on wh ich 
ones they want us to look at we're able to track all hea lth outcomes, health history, and 
return investment. We can track where we are saving money and if  there is an expense. 

Rep.  Holman : Every time in the last 2-3 years that I've gone to the cli n ic you have to check 
off the med ication. Wil l that be simi lar? 

Mike Schwab:  This is completely separate from a refi l l  form . We sit down with the patient 
and go through every med ication they are on. There is a series of protocols to fol low. With 
a diabetic for example, you touch on exercise , l ife-style changes, environmental changes, 
blood pressure, and so on .  

Chairman Pollert: If you are doing that anyway, why do you need the program? 

M ike Schwab:  For that, that's not necessarily taking place un less there is  going to  be a 
mechan ism in  p lace. The pharmacist isn't now un less it is a med ication therapy 
management or comprehensive med review. That is completely d ifferent than you picking 
up your prescription at the counter. 

Chairman Pollert :  Specific medicine when entered in the computer wi l l  flash up with a 
message that this medicine is el ig ible for the l ist from OHS? 

Mike Schwab:  For an example with the PERS program . PERS identified a l ist of el ig ib le 
that have diabetes and what takes place is upon their first fi l l  of targeted d iabetic 
med ications become el igible for that program. 

Chairman Pol lert :  This fiscal note starts January 1 of 2016. Then it's for the fu l l  17-19 
biennium. 

Brendan Joyce, Pharmacy Admin istrator for Med icaid : We did the preparation of the fisca l 
note be reviewing the PERS plan and their growth over time. We reviewed the Sanford plan 
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that they are doing for the Medicaid expansion popu lation and we projected as it states in 
here we added on ten more patients every month. As entities of identified patients , not al l  
get the med ication therapy management vis it. They may not make the appointment or 
attend.  We projected the growth . We are the ones who wil l  identify the patients. We can 
ensure that it is exactly at th is level if we need to. We can control the spicket. 

Chairman Pollert: When they tap in that medication and it shows they are on DHSs l ist- the 
bi l l  says it will i nteract with physicians and pharmacists. How does it act with physicians or 
does that info just become avai lable? 

Brendan Joyce: We would be identifying the patient, not the medication .  They would be 
notified before their prescription fi l l .  We can see the patients going to this pharmacy 
routinely or more than one pharmacy. We wi l l  then notify what they are el igible for or not. 
As they do every fi l l  they will check each fi l l  to see if it interacts with any of the med ications 
around or any concern . We' l l  identify them beforehand . They'l l  know before and then it's up 
the pharmacy to get someth ing scheduled with the patient. 

Chairman Pollert: That in itia l response is because pharmacists are required to report if it is 
Medicaid .  Then you would get those records. 

Brendan Joyce: Yes , we process a l l  the claims and have the records .  

Rep .  Nelson :  Was i t  you that told us about the mishap that took place with the Hep C 
medication? 

Brendan Joyce: I said there were a few patients that didn't complete their therapy with 
Medicaid , lost their  e l ig ib i l ity or d isappeared from the state. 

Rep. Nelson :  Somebody testified that there was a person who took twice as much as they 
should have. 

Brendan Joyce: Yes 

Rep .  Nelson :  If they were in this management plan, would that have prevented that? 

Brendan Joyce: I would hope so. That is the intent to address those issues . If everyone d id 
what they were supposed to th is wou ldn't happen .  This wi l l  be a vehicle for us to help 
address that situation .  

Rep.  Nelson : I n  that case i t  would have paid for the appropriation of th is b i l l  with those 6 
people? 

Brendan Joyce: Yes. 

Rep. Si lbernage l :  The physician has a responsibi l ity to do this on the front-end correct? 

Brendan Joyce : The physicians to a great job with the time they have. Often the patient 
doesn't follow up with the physician or here everything when they are in the physician's 
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office. There wouldn't be any need for MTM or d isease management if everyone did what 
they were supposed to. It has been seen that there is a need for more. 

Rep.  Holman :  I was fi l l ing a prescription on Saturday and the pharmacist said you had this 
fi l led at CVS five weeks ago. How wel l  networked are pharmacies in  ND? 

Brendan Joyce: That depends on how wel l  the payer is informing them. If you were paying 
cash they would not know. If you were a l l  going under a s ingle payer we wil l  te l l  them they 
have this simi lar med ication fi l led on this date at certain pharmacies . It's up to the payer to 
do that. If it's a l l  cash there is no communication between pharmacies . 

Chairman Pollert closed the hearing.  
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Explanation or reason for i ntroduction of bill/resolution: 

A B I LL for an Act to create and enact a new section to chapter 50-06 of the North Dakota 

Century Code ,  relating to the creation of a medication therapy management program for 

Medicaid-el igible ind ividuals. 

M i nutes : 

Chairman Pollert cal led the committee to order. 

Rep. Si lbernagel:  I would move a Do Pass. 

Chairman Pollert: No amendments? 

Rep. Si lbernagel: No. 

Rep. Holman:  Second . 

A Roll Call Vote was taken. Yes : 4, No: 2, Absent: 0. Motion passed. 

Chairman Pollert: Rep. Silbernagel wil l  carry the b i l l  to ful l  appropriations. 

Chairman Pollert closed the hearing . 
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Explanation or reason for introd uction of bil l/resol ution :  
Relating to the creation of a medication therapy management program for medicaid-eligible 
individuals; and to provide an effective date 
M i n utes : 

Chairman Jeff Delzer opened the hearing on SB 2320. 

Representative Silbernagel spoke on the bill: SB 2320 creates a medication therapy 
management program for Medicaid-eligible individuals. The purpose of the medication therapy 
management program is to coordinate health care and improve the health of individuals in the 
identified population, and to help manage healthcare expenditures. OHS may involve physicians, 
pharmacists and other health professionals in the program; and these individuals are entitled to be 
reimbursed for their services. OHS, and they may request assistance from the pharmacists 
association in developing details. The fiscal note is $59,400 in 2015-17 , and $180,000 in 2017-1 9 . It 
will take a while to get the program up and running. OHS has a similar program in PERS that is 
currently up and running; and this is a carry-over to Medicaid recipients. I believe that program is 
generally perceived as being a successful program in helping to contain costs. OHS also has a 
similar program for medical care management, and this would include the medication piece to that 
program. Your committee, after visiting about this, recommends a Do Pass on this bill. 

Chairman Jeff Delzer: How deep did you get into the fiscal note? Because from what I've been 
told, they're supposed to have some actual knowledge of what this can save on some of those other 
programs. Shouldn't there actually be a positive fiscal note then, instead of a negative one? 

Rep. Si lbernagel: We did not receive any "positive" financial pieces to this program. I believe, in 
the PERS piece, there is some evidence that there is some savings involved in that program. But 
on this particular one, we did not receive that information. 

Representative Pollert: First off, the Do Pass was not unanimous; it was 4-2. We did get 
information from PERS because we did pass legislation dealing with the diabetes program. On the 
information that was sent out to us, for every dollar spent on that program, PERS study shows that 
it saves $2. 34. But it doesn't show that on the fiscal note. 

Chairman Jeff Delzer: Did you have any discussion about putting some language in here to check 
that out and get some answers whether it actually saves or not, in two years, instead of just 
becoming part of the baseline budget? 

Representative Pollert: We did not ask for that. We had no amendments to the bil l .  
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C hairman Jeff Delzer: Alan ,  how tough would it be to put on an amendment that would ask for 
fi nancial situation on that in two years? 

Alan (No further identification g iven): We can add a reporting requirement, e ither to the next 
assem bly or to an i nterim committee, or what are you wanting there? 

C hairman Jeff Delzer: I would say to the next appropriations com mittees. Or the next leg islative 
assembly. 

Rep. Pollert: M r. Chairman ,  do you want that in the form of a motion? 

C hairman Jeff Delzer: I bel ieve that would probably be a proper motion. 

Rep. Pol lert: As Alan said, I move to SB 2320. 

Rep. Silbernagel :  I second. 

Chairman Jeff Delzer: We have a motion to amend SB 2320 with a reporting requ i rement for the 
next legislative assem bly on the financial value of the prog ram.  Any d iscussion? 

A VOI C E  VOTE WAS TAKEN. MOTION IS CARR I ED. 

Rep. Silbernagel :  I m ove SB 2320 as amended with a Do Pass. 

C hairman Jeff Delzer: We have a motion for a Do Pass As Amended, made by Rep. S i lbernagel. 

Rep. Guggisberg: I second. 

C hairman Jeff Delzer: Any further d iscussion? 

ROLL CALL VOTE WAS TAKEN. YES: 20 NO: 3 ABSENT: 0 

MOTION CARRIES 20-3. 

REP. S I LBE RNAGEL WILL CARRY. 

C hairman Jeff Delzer: We'l l  double-check that amendment, and make sure it looks OK before we 
actua l ly bring it back and change it. 

C hairman Jeff Delzer closed the hearing on SB 2320. 
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A section is added to require the Department of Human Services to provide a report to the 
Appropriations Committees of the 651h Legislative Assembly on the costs and benefits of the 
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Madam Chair  and  members of the committee, for the record, my name i Mike Schwab 

the Executive Vice President of the North Dakota Pharmacists Association. We are here today in  

support of H B  2320. 

Over the past d ecade, medication therapy management (MTM ) services provided by 

pharmacists has gained widespread attention for achieving improved outcomes in  pat ients with 

chron ic hea lth care issu es, whi le  a lso reducing hea lth care costs. 

What is MTM? 

MTM focuses on patients with chron ic  conditions that requ i re maintenance med ications, such 

as h igh cholesterol, asthma, d iabetes, CH F and pa in .  MTM is designed to catch "at risk" patients 

through a series of interventions by hea lth care providers, with pharmacists being the most 

access ib le  and preva lent in provid ing such services. 

What are some of the core elements of an MTM service? 

• Review a l l  cu rrent med ications inc lud ing nonprescription agents (OTC} .  

• Assess any medication-related prob lems. 

• Provide a personal  med icat ion record to the patient and primary care provider for care 

coord ination .  

• Compi le  a med ication-related action p lan  for tracking patient self-management. 

• Identify cases needing targeted interventions inc lud ing col laborating with other 

cl in ic ians.  

Studies of pharmacists p rovid ing MTM services to improve therapeutic outcomes ind icate that 

such services can improve hea lth outcomes and red uce costs. Be low we have l isted some of the 

benefits and PROVEN return on investment from MTM services. 
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• Min nesota Medica id MTM program resulted in  a 3 1% reduction in total  health care 

spend per patient. The savings exceeded the cost of services by 12 :1 .  

• The ChecKmeds program in  North Carol ina MTM program has generated a savings of 

approx imately $66.7 m i l l ion in overa l l  health ca re costs, wh ich included $35 m i l l ion from 

avoided hospita l ization and $8 mi l l ion in d rug prod uct cost savings. 

• Oh io's Medicaid MTM p rogram's total  savings incl ud ing avoided hospita l izat ions, 

emergency visits, and unnecessary consumption a re y ie ld ing a ROI of 4 :1 .  

• NDPERS Col laborative Drug Therapy program of d iabetes i n  the first two years {2009-

2011) provided a $71.14 savings per month for those members in the program. Just 

hard claims data pre and post program showed a $2.34 return for every dollar being 

spent. Thanks to this legislature, NDPERS, BC/BS of ND and our pharmacists, the 

program and the resu lts were actually featured in the America's Pharmacist Journal a 

couple of years ago. 

Centers for Med icare and M ed icaid currently requi re a l l  Med icare Part D p lans to inc lude 

MTM services into the ir  p lans benefit structure for seniors due to the success of MTM services 

in provid ing health ier  outcomes and retu rn on investment .  There are currently 18 states that 

have some type of MTM service being offered and reimbursed. 

The im plementation and expansion of MTM services has been h igh l ighted and  

supported by  the U .S .  Surgeon Genera l  ca l l ing for the fu l l  integration of  pharmacists into health 

care teams and a l lowing them to use the i r  fu l l  scope of practice . On January 13th of this year, 

the National  Governor's Association released a paper ca l l ing for states to fu l ly integrate 

pharmacists into the health care continuum and to use their  expertise as the medication 

experts through services such as MTM. 



NLPIA N O R T H  D A K O T A 
D H A R M A C I S T S  

S S O C I A T I O N  

Medication non-adherence costs th is  cou ntry over $ 100 b i l l ion dol lars annua l ly. As part 

of the  efforts to increase med ication adherence and actively engage patients in their  own 

hea lth, MTM services should be imp lemented to he lp  any patient with medication-related 

prob lems.  

Aga in,  we ask for you r  support of SB 2320. I would l i ke to thank you for you r  t ime and 

attention today. I would  be happy to try and answer any questions that you m ight have for me.  

Respectfu l ly Submitted, 

M i ke Schwab 

EVP N DPhA 
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The Revolution at the Corner 
Drugstore 
The CVS ch ief execut ive on u pe n d i ng the d ebate a bout cost l y  specia l ty d rugs and how he's 

go ing to m a ke s u re you take you r  medic i ne .  

By JOSEPH RAGO 
n .  23, 2 0 1 5  6:42 p . m .  ET 

I LLUSTRATION KEN FALLIN 

Woonsocket) R.I. 

For the better part of a year, the worlds of health-care 

finance and health-care politics have been scandalized by 

the specialty drug called Sovaldi. The $84,000 cost for a 

course of treatment of this hepatitis-C cure was said to 

reveal that pharmaceutical prices were irrational or 

abusive; that markets were helpless to respond; and that, 

absent government intercession, this new wave of 

complex biological therapies would bankrupt the nation. 

Then, this winter, all of a sudden, discipline and 

competition arrived. The response has largely come in the 

form of new hep-C medicines and pharmacy-benefit managers, or PBMs, a kind 

of quasi-insurance company that purchases medications in bulk from drug 

akers, negotiates prices and oversees patient drug plans. The controversy 

ntinues to boil, though the CEO of the second-largest PBM in the U.S., Larry 

Merlo, exhibits little of the Sovaldi-fueled acrimony of his industry colleagues, 

1 /26/20 1 5  8 :22 AM 



The Weekend Interview: The Revolution at the Comer Drugstore - WSJ http://www.wsj .com/articles/the-weekend-interview-the-revolution-at-. . .  

2 of 6 

much less the self-defeating policy responses. 

· We saw the expected growth in specialty pharmacy coming. The latest trends 

round specialty say that unabated-unabated-we're going to see mid teens 

growth for the foreseeable future," Mr. Merlo says of the rise of specialty-drug 

spending, tapping the table in his office with an index finger for emphasis. In  

other words, there are real problems, but there are solutions too, and the costs 

are manageable. 

M r. Merlo heads CVS Health, which in the age of the Affordable Care Act is 

expanding beyond the drugstore around the corner, sometimes radically. About 

100 million Americans are CVS customers each year, whether in a brick­

and-mortar outlet, paying a visit to one of its 960 "minute clinics," or through its 

PBM unit, Caremark. CVS fills more than one of every five prescriptions in the 

U.S., either in-store or via mail. The company supplies fully 1% of all federal 

corporate-tax revenue. 

In the case of specialty drugs, CVS is now the largest supplier and dispenses 

about 25% of prescriptions in the $86 billion business. Mr. Merlo expects these 

herapies to grow to 50% of total pharmaceutical spending, from 38% today, as 

novations for unmet medical needs-or even common conditions like high 

cholesterol, which will be targeted by the forthcoming PCSK9 inhibitors-come 

to market. 

So what to do? Think of an "illustrative trend" of a 20% growth rate in specialty 

drug costs, Mr. Merlo says. He estimates that CVS Caremark, which covers 65 

million people, can erase as much as 16 percentage points. PBMs create tiers of 

preferred drugs, for example, which give patients an incentive to choose cheaper 
generics over name brands. Other management tools, like drug formularies, 

narrow pharmacy networks, care coordination, step therapy and the like, can 

add to the savings. 

The hepatitis-C shakeout is more contested. The first-to-market maker of 

Sovaldi, Gilead Sciences, followed with a next-generation treatment called 

Harvoni, while AbbVie brought out Viekira Pak. More are in the pipeline. 

Express Scripts , the largest PBM and a vocal Gilead critic, signed an exclusive 

deal with AbbVie. In January, CVS turned around and made Harvoni and Sovaldi 

e preferred hep-C treatments on its own PBM formularies. Both PBMs almost 

certainly received concessions on list prices in return for offering one therapy in 
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lieu of competitors, though details haven't been disclosed. 

ne way of reading all this is that the drug makers are being forced to compete, 

ven while they retain intellectual-property protection. But it has stirred a new 

debate about patient access to needed medicines, and whether the limits of 

closed formularies will interfere with medical decision-making and in the long 

run cost patients or society more. 

Obviously PBMs make individual exceptions and conduct clinical reviews, with a 

goal of generating the best value at the lowest cost. But the strategies do 

illustrate the trade-offs that are increasingly coming to define U.S. health 

care-and who will decide. 

* * *  

Mr. Merlo observes that CVS Caremark's clients-whether health plans, 

self-insured employers or government programs like Medicare and 

Medicaid-"can pick and choose, they can mix and match, how aggressive they 

want to be to satisfy the goal of the appropriate level of cost, not at the expense 

of quality." But as he sees it, individuals are increasingly dominant. 

hat Mr. Merlo calls "the retailization of health care" is accelerating, with 

consumers taking more responsibility for their own care choices, sharing more 

of the costs and becoming "part of the thought process and part of the solution . .  

. . I think consumers will have more decision-making, and with that comes more 

accountability." 

In part, this trend is a response to what Mr. Merlo sees as the defining challenge 

of American health care: "the quality-cost conundrum," or how "to improve 

health outcomes at lower costs" amid a changing mix of how the U.S. finances 

health care. The Affordable Care Act is expanding insurance coverage, especially 

through Medicaid. What he calls the "silver tsunami," or the 10,000 people 

turning 65 each day, is swelling the Medicare rolls. Employers and health plans 

are as "intensely focused" as ever "on reducing the cost of care." 

Mr. Merlo thinks the "ultimate answer" for high drug prices are payment 

methods that reward value and outcomes and allow everyone "to share the 

benefits." He adds: "We've operated on a fee-for-service model, you know, 

rever." That is changing, but "we're in the top of the second inning. We're very, 

very early." 
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Still, "consumers have been left out of the process for years," M r. Merlo says, and 

now require new "education, tools and transparency." The third-party-payer 

stem for decades cast medicine as business-to-business transactions and thus 

eft many health-care companies with no comprehension of normal people and 

their needs, preferences and sometimes irrationalities. Long retail experience is 

providing different answers. 

"Obviously you think of our retail pharmacies," says Mr. Merlo, a pharmacist by 

training and CVS chief since 2011. He is repositioning the company and thinks 

the better description of CVS is "an integrated pharmacy-care organization. Our 

purpose, our goal is to help people on their path to better health." 

Take CVS's 960 walk-in clinics in 31 states and growing, which together 

constitute the biggest retail clinic in the country, with 23 million visits to date. 

Nurse practitioners treat minor acute ailments like strep throat, ear infections 

or sprains, and offer immunizations. Convenient (open on nights and weekends, 

with no appointments) and affordable ( 40% to 80% lower than traditional 

providers, with posted prices), these clinics can help solve one problem: "the 

confluence between more people entering the insured market and at the same 

· me a growing shortage of primary-care physicians," M r. Merlo says. 

They can also reduce spending by migrating treatment "at a fraction of the cost" 

from more-expensive settings like emergency rooms. "We have a lot of 

employees here at CVS Health" - about 200,000- "and sometimes that becomes 

our best learning," Mr. Merlo explains. A recent internal study of CVS workers 

who used its walk-in clinics suggested their overall health costs are 8% lower 

than those with the same age and health status who don't. A shelf of academic 

research shows the quality of care at such clinics is the same or sometimes 

better than the ER. 

The pharmacist, Mr. Merlo says, isn't often imagined on the front lines of 

medicine-but should be. Advanced pharmaceutical therapies, for diseases like 

multiple sclerosis and H IV, are often more complex than simply taking a pill. But 

sometimes the opposite is true, and Mr. Merlo notes that adherence-ensuring 

that patients take the medications they are prescribed-is one area where CVS 

can contribute. 

bout half of all Americans suffer from one or more chronic conditions such as 

igh cholesterol, diabetes or  asthma. "More times than not," Mr. Merlo says, "the 
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treatment for those diseases is prescription therapy, and that's where the 

statistics start to get alarming-it's a huge opportunity to take unnecessary costs 

ut of the system. One out of four people drop off therapy. They don't even get 

he first refill. By the time one year goes by after someone is newly diagnosed, as 

many as three of four will stop taking their medication or not take the 

medication as prescribed." 

One consensus economic estimate is that this adds about $300 billion a year to 

national health expenditures-as when a patient fails to take statins and has a 

heart attack or stroke. The tragedy is that the sickest people tend to be the least 

adherent. 

"There's no one reason, there's no one answer," Mr. Merlo says. Forgetfulness is 

common. The medication's benefits may be imperceptible and patients may not 

feel any different as a result, or they experience side effects like the muscle 

cramps of statins, or they find a treatment regimen involving multiple drugs and 

doses too complex to understand. 

CVS has launched a campaign "to make sure that the right patient is on the right 

herapy at the right time at the right dosage," Mr. Merlo says. The company aims 

improve adherence by as much as 15% by 2017. The goal is to "manage the 

pharmacy patient, not just the administration of the drug." 

To take one example, only a few years ago prescriptions were printed out and 

handed to the patient or submitted to the pharmacy by fax. Physicians and 

pharmacists often had no idea what happened next or any reliable method to 

know. Now 70% of prescriptions are submitted electronically, creating a digital 

trail and actionable information. 

CVS technologists mine prescription and claims data and "identify gaps in care 

and keep people on their medications," Mr. Merlo says. The system might then 

send a text message when someone has forgotten to refill a prescription. A 

pharmacist is prompted to discuss the importance of taking medication during 

the patient's next visits, and CVS alerts the prescribing doctor. 

But most often, a trusted clinician who listens and seems to care is best. For all 

the technological progress, CVS figures a one-on-one conversation with a 

harmacist is two to three times more effective than any other method to 

hange patient behavior-in a way, the human element that often goes missing 

in the U.S. health-care debate. 
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"I  can pick up the phone and in a matter of minutes I can talk to the pharmacist, 

I can have a conversation," M r. Merlo says. "Can I really do that anywhere else 

ross health-care delivery?" 

Mark it down as another way that private innovation is finding ways to serve 

patients despite, or  because of, the policy mess in Washington. 

Mr. Rago is a member of the Journal editorial board. 

Copyright 2014 Dow Jones & Company, Inc. All Rights Reserved 

This copy is for your personal, non-commercial use only. Distribution and use of this material are governed by our Subscriber Agreement and by copyright law. 
For non-personal use or to order m ultiple copies , please contact Dow Jones Reprints at 1 -800-843-0008 or visit www.djreprints.com. 
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61-02-01 -18-01 Definitions: In this chapter, unless the context or subject matter 
otherwise requires: 

1. "Actively Reports" means reporting all dispensing errors and analysis of such 
errors to a patient safety organization as soon as practical or at least within 30 
days of identifying the error. 

2. "Analysis" means a review of the findings collected and documented on each 
dispensing error, assessment of the cause and any factors contributing to the 
dispensing error, and any recommendation for remedial action to improve 
pharmacy systems and workflow processes to prevent or reduce future errors. 

3. "Dispensing error" means one or more of the following discovered after the final 
verification by the pharmacist: 

a. Variation from the prescriber's prescription drug order. including , but not 
limited to: 

1. Incorrect drug; 

ii. Incorrect drug strength; 



iii. Incorrect dosage form; 

iv. Incorrect patient; or 

v. Inadequate or incorrect packaging, labeling, or directions. 

b. Failure to exercise professional judgment in identifying and managing: 

i. Therapeutic duplication; 

ii. Drug-disease contraindications, if known; 

iii. Drug-drug interactions, if known; 

iv. Incorrect drug dosage or duration of drug treatment; interactions; 

v. A clinically significant, avoidable delay in therapy; or 

vi. Any other significant, actual or potential problem with a patient's 
drug therapy. 

c. Delivery of a drug to the incorrect patient. 

d. Variation in bulk repackaging or filling of automated devices, including, but 
not limited to : 

i. Incorrect drug; 

ii . Incorrect drug strength; 

iii. Incorrect dosage form ; or 

rv . nadequate or incorrect packaging or labeling . 

4. "Incident" A patient safety event that reached the patient, whether or not the 
patient was harmed. 

5. "Near Miss" A patient safety event that did not or could not have reached the 
patient. 

6. "Patient safety organization" means an organization that has as its primary 
mission continuous quality improvement under the Patient Safety and Quality 
Improvement Act of 2005 (P .L. 109-41) and is credentialed by the Agency for 
Healthcare Research and Quality. 

7. "Unsafe Condition" Any circumstance that increases the probability of a patient 
safety event. 



61-02-01-18-02 Continuous Quality Improvement Program 

1. Each pharmacy permittee shall establish a Continuous Quality Improvement 
(CQI) Program for the purpose of detecting, documenting, assessing, and 
preventing incidents, near misses, and unsafe conditions. 

2. A pharmacy permittee meets the requirements if they meet the following : 

a. Maintains and complies with the policies and procedures as noted in (4); 

b. The pharmacy reports incidents, near misses and unsafe events through 
either: 

i. a contracted Patient Safety Organization (PSO) that is listed as an 
Agency for Health Research and Quality (AHRQ) on www.ahrq.com 
whose primary mission is pharmacy continuous quality 
improvement; or. 

ii. an internal program to the pharmacy which is acceptable to the 
Board where proper documentation and evaluation can be 
completed 

3. At a minimum, a CQI Program shall include provisions to : 

a. Designate an individual or individuals responsible for implementing, 
maintaining, and monitoring the COi Program, which is managed in 
accordance with written policies and procedures maintained in the 
pharmacy in an immediately retrievable form; 

b. Initiate documentation of incidents, near misses, and unsafe conditions as 
soon as possible, but no more than seven days, after determining their 
occurrence; 

4. Policies and Procedures in compliance with 61-02-01-19 and must include. 

a. Train all pharmacy personnel in relevant phases of the CQI program; 

b. Identify and document reportable incidents and near misses and unsafe 
events; 

c. Minimize the impact of incidents and near misses and unsafe events on 
patients; 

d. Analyze data collected to assess the causes and any contributing factors 
relating to incidents and near misses and unsafe events; 



e. Use the findings to formulate an appropriate response and to develop 
pharmacy systems and workflow processes designed to prevent and 
reduce incidents and near misses and unsafe events; and 

f. Periodically, but at least quarterly, meet with appropriate pharmacy 
personnel to review findings and inform personnel of changes that have 
been made to pharmacy policies, procedures, systems, or processes as a 
result of CQI program findings . 

5. Quality Self-Audit 

a. Each Pharmacy shall conduct a Quality Self-Audit at least quarterly to 
determine whether the occurrence of incidents, near misses, and unsafe 
conditions has decreased and whether there has been compliance with 
preventative procedures, and to develop a plan for improved adherence 
with the CQI Program in the future. Each pharmacy shall conduct a 
Quality Self-Audit upon change of Pharmacist-in-Charge to familiarize that 
Person with the Pharmacy's CQI Program. 

6. Protection from Discovery 

a. Records that are generated as a component of a pharmacy's ongoing 
quality assurance program and that are maintained for that program are 
peer review documents and are not subject to subpoena or discovery in 
an arbitration or civil proceeding . 

b. Records that are generated as a component of a pharmacy's ongoing 
quality assurance program and that are maintained for that program are 
confidential and shall not be released, distributed or communicated in any 
manner, except as provided by these rule or the permitee's policies and 
procedures. Recognizing the importance of sharing information with staff, 
experts, consultants, and others is necessary in reducing medication 
errors, information used as a part of the permitee's quality program in any 
manner shall not compromise the confidentiality and privilege of such 
information. 

c. This subsection does not prohibit a patient from accessing the patient's 
prescription records or affect the discoverability of any records that are not 
generated solely as a component of a pharmacy's ongoing quality 
assurance program and maintained solely for that program. 

7. The Board's regulatory oversight activities regarding a pharmacy's CQI program 
are limited to inspection of the pharmacy's CQI policies and procedures and 
enforcing the pharmacy's compliance with those policies and procedures. 

8. An analysis or summary of findings, produced within six months of submission, 
shall be evidence of compliance with the records and data collection provisions. 



A permittee shall not be required to produce data, charts, error reports or findings 
collected and used in compiling an analysis summary. 

9. Not withstanding paragraphs (6) and (8), If pharmacy is reporting to a Patient 
Safety Organization whose primary mission is continuous quality improvement all 
data and records are privileged and confidential as provided in the 2005 Patient 
Safety and Quality Improvement Act of 2005 and implementing regulations. 
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Chairperson Lee, members of the Senate Human Services Committee, for the record I am 
Katlyn Weigel, an NDSU College of Pharmacy PharmD candidate completing a rotation 
with the North bakota State Board of Pharmacy. I will be providing testimony on behalf 
of the Board of Pharmacy on Senate Bill 2320 Medication Therapy Management for 
Medicaid eligible individuals. 

The Board of Pharmacy supports the provision of SB2320 for establishing a medication 
therapy management program for Medicaid eligible patients. 

The public benefits greatly froni the pharmacists' expertise and knowledge in working 
directly with patients to achieve optimal therapeutic drug regimens. Medication Therapy 
Management has shown to improve health outcomes by decreasing emergency room 
visits and hospitalizations in patients receiving the service. The profession is supportive in 
expanding its impact directly to the public at large. 

An important component of medication therapy management is ensuring proper 
communication to other healthcare professionals to ensure collaboration of care for the 
patients. Equally important is the necessity of the pharmacist to provide a healthcare 
record for the patient on the interactions and interventions which the pharmacist has 
made with the patient. 

The North Dakota Pharmacists Association [NDPhA] has been a leader with their 
electronic recordkeeping system in the "About the Patient Program' through the North 
Dakota Public Employees Retirement System [PERS]. We believe they can expand on 
that success to provide a service to the Department of Human Services. 

Thank you for the opportunity to speak on this bill. If you have any questions, the Board 
of Pharmacy Executive Director Mark Hardy, PharmD and I will be happy to answer them. 



Testimony 
Senate Bill 2320 

Senate Human Services Committee 
Senator Judy Lee, Chairman 

January 28, 2015 

Chairman Lee, and members of the Senate Human Services Committee, I 

am Brendan Joyce, PharmD, Administrator of Pharmacy Services, Medical 

Services Division of the Department of Human Services (Department). I 

am here today to provide information regarding Senate Bill 2320. 

This bill will require the Department to establish a Medication Therapy 

Management (MTM) program for Medicaid eligible individuals (traditional 

Medicaid, not expansion). The Department would likely model the 

Medicaid MTM program after a number of similar MTM programs such as 

Medicare Part D, North Dakota Public Employees Retirement System, as 

well as the upcoming Sanford Health Plan's Patient Engagement Program 

for the Medicaid Expansion population. 

Implementing an MTM program and paying for the services would require 

the Department to secure Centers for Medicare and Medicaid Services 

approval with a Medicaid State Plan Amendment. Therefore, the 

Department will be responsible for determining the requirements for 

patient inclusion, the requirements for provider inclusion, and payment 

for the MTM services. The Department would work with interested parties 

to ensure appropriate requirements and payment structure are reached. 

To prepare the fiscal note, the Department reviewed the MTM programs 

mentioned above to estimate anticipated utilization and expenditures in 

this program as it launches and grows over time. Specific disease states 

or potential inclusion criteria (e.g. number of patients using 11 or more 
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From: linsonpharmacy@ideaone.net [mailto :linsonpha rmacy@ideaone.net] 
Sent: Monday, January 26, 2015 4:44 PM cJ :I± '22 7 OL{ 
To: Lee, Judy E.; Kempenich, Keith A.; Karls, Karen; Weisz, Robin L. ; Heckaman, Joan M.; Wanzek, Terry 
M. 
Subject : Senate Bill 2320 

Dear Honorable Members of the North Dakota Legislature; 

I am sending this email to you in support of SB 2320 and the establishment of MTM services for North 
Dakota Medicaid . I am a practicing pharmacists and the current president of the North Dakota 
Pharmacist Association. I had hoped to attend the hearing on this bill but unfortunately cannot make it 
out to Bismarck. 

I think this bill will improve health and reduce costs within the North Dakota Medicaid system. 
Pharmacists are one of the most prevalent and accessible health care professional and interventions by 
pharmacists has been proven to greatly lower health care spend. Incorrect use of medications or not 
being adherent to therapy is huge problem nationally. 
This causes a much higher incidence of hospitalizations and other health care complications that drive 
spend up astronomically. Pharmacists are uniquely positioned to help patients and lower costs. 

Minnesota's Medicaid MTM program resulted in a 31% reduction in total health care spend per 
patient. The savings exceeded the cost of services by 12:1. The CheckMeds program in North Carolina 
has generated a savings of approx. $66.7 million in overall health care costs, which included 
$35 million from avoided hospitalizations and $8 million in drug product cost savings. Ohio's Medicaid 
MTM program is yielding a 4:1 return on investment. NDPERS Collaborative Drug Therapy program of 
diabetes care in the first 2 years provided $71.14 savings per month for those members in the program. 
Hard claims data is showing a return of $2 .34 for every 
$1 spent. CMS is now requiring all Medicare Part D plans to include MTM services in their plan designs 
due to increased health outcomes and return on investment. 

Pharmacist interventions have shown over and over again to improve health outcomes and to lower 
health care spend. I would appreciate consideration of a YES VOTE ON SB 2320. 

Steve Boehning, R.Ph., Executive Secretary Linson Pharmacy 
3175 25th Street South 
Fargo, ND 58103 
701-293-6022 
Fax: 293-6040 
E-mail : linsonpharmacy@ideaone.net 
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Sen ate Appropriations Committee 

SB 2320 10:00 

02-04-15 

Chairman Ho lmberg and mem bers of the committee, for the record, my name is M i ke 

Schwab, the Executive Vice Pres ident of the North Dakota Pharmacists Association .  We are here 

today in support of SB 2320. 

Over the past d ecade, med ication therapy management (MTM ) services provided by 

pharm acists has ga ined widespread attention for achieving improved outcomes in patients with 

chron ic hea lth care issues, whi le  a lso reducing health care costs. 

What is MTM? 

MTM focuses on patients with chronic conditions that req u i re maintenance 

med ications, such as h igh cholesterol, asthma, d iabetes, CHF  and pa in .  MTM is designed to 

catch "at risk" patients th rough a series of interventions by health care providers, with 

pharmacists being the most access ib le  a nd preva lent in  provid ing such services. 

What are some of the core elements of an MTM service? 

• Review a l l  cu rrent med ications inc lud ing nonprescription agents {OTC) . 

• Assess any m ed ication-related problems.  

• Provide a person al  med ication record to the patient and primary care provider  for care 

coord ination . 

• Compi le  a medication-related action p lan for tracking patient self-management. 

• I dentify cases needing targeted interventions inc luding col laborating with other 

c l in ic ians.  I 
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All interventions are communicated with the patient's primary healthcare provider(s). All 

recommendations or changes to drug therapy still need to be approved by the patient's primary 

healthcare provider and documented accordingly. 

Studies of pharmacists providing MTM services to improve therapeutic outcomes indicate 

that such services can improve health outcomes and reduce costs. Below we have listed some 

of the benefits and PROVEN return on investment received from offering and implementing 

MTM services. 

• Minnesota Medicaid MTM program resulted in a 31% reduction in total health care 

spend per patient. The savings exceeded the cost of services by 12:1. 

• North Carolina MTM program (ChecKmeds) has generated a savings of approximately 

$66.7 million in overall health care costs, which included $35 million from avoided 

hospitalization and $8 million in drug product cost savings. 

• Ohio's Medicaid MTM program's total savings including avoided hospitalizations, 

emergency visits, and unnecessary consumption are yielding a ROI of 4:1. 

• NDPERS Collaborative Drug Therapy program of diabetes in the first two years provided 

a $71.14 savings per month for those members in the program. Just hard claims data 

pre and post program showed a $2.34 return for every dollar being spent. Thanks to 

this legislature, NDPERS, BC/BS of ND and our pharmacists, the program and the 

results, were actually featured in the America's Pharmacist Journal a couple of years 

ago. 
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The Centers for M edicare and M ed icaid cu rrently requ i re a l l  Medicare Part D p lans to 

inc lude MTM services i nto the ir  p lans  benefit structure for sen iors due  to the  success of MTM 

services in p rovid ing hea lth ier  outcomes and return on investment. There are currently 18 

states that have some type of MTM service being offered and reimbursed. 

The imp lementation and expansion of MTM services has been h ighl ighted and su pported by 

the  U .S .  Su rgeon Genera l  ca l l ing for the fu l l  integration of pharmacists into h ea lth care teams 

and a l l owing them to use their fu l l  scope of practice. On January 13th of th is year, the National  

Governor's Association released a paper ca l l ing for states to fu l ly integrate pharmacists into the 

hea lth care cont inuum and to use the ir  expertise as the medication experts th rough services 

such as MTM . 

M edication non-adherence costs th is country over $100 b i l l ion do l l ars annua l ly .  As part 

of efforts to increase m edication adherence and actively engage patients in  the ir  own hea lth 

se lf-m anagement, MTM services should be im plemented to help any patient with med ication-

related prob lems or the prevention of such.  

Again ,  we ask for your  support of SB 2320. I wou ld  l ike to thank you for you r  tim e  and 

attention today. I wou ld  be happy to try and answer any questions that you m ight have for me .  

Respectfu l ly Submitted, 

M i ke Schwab 

EVP N D PhA 
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Mitchell J . Barnett. PharmD, MS; Jessica Frank. PharmD; Heidi Wehring. PharmD; Brand Newland. PharmD; 
Shannon VonMuenster. PharmD; Patty Kumbera, BSPharm; Tom Halterman. BSPharm; and Paul J . Perry. PhD 

ABSTRACT 

BACKGROUND : Although community pharmacists have historically been 
paid primarily for drug distribution and dispensing services, medication 
therapy management (MTM) services evolved in the 1990s as a means 
for pharmacists and other providers to assist physicians and patients 
in managing clinical, service, and cost outcomes of drug therapy. The 
Medicare Prescription Drug, Improvement, and Modernization Act of 
2003 (MMA 2003) and the subsequent implementation of Medicare Part 
D in January 2006 for the more than 20 million Medicare beneficiaries 
enrolled in the Part D benefit formalized MTM services for a subset of 
high-cost patients. Although Medicare Part D has provided a new oppor­
tunity for defining the value of pharmacist-provided MTM services in the 
health care system, few publications exist which quantify changes in the 
provision of pharmacist-provided MTM services over time. 

OBJECTIVES: To (a) describe the changes over a 7-year period in the 
primary types of MTM services provided by community pharmacies that 
have contracted with drug plan sponsors through an MTM administrative 
services company, and (b) quantify potential MTM-related cost savings 
based on pharmacists' self-assessments of the likely effects of their 
interventions on health care utilization. 

METHODS: Medication therapy management claims from a multi-
state MTM administrative services company were analyzed over the 
7-year period from January 1, 2000, through December 31, 2006. Data 
extracted from each MTM claim included patient demographics (e.g., 
age and gender), the drug and type that triggered the intervention (e.g., 
drug therapeutic class and therapy type as either acute, intermittent, 
or chronic), and specific information about the service provided (e.g., 
Reason, Action, Result, and Estimated Cost Avoidance [ECA]). ECA 
values are derived from average national health care utilization costs, 
which are applied to pharmacist self-assessment of the "reasonable and 
foreseeable" outcome of the intervention. ECA values are updated annu­
ally for medical care inflation. 

RESULTS: From a database of nearly 100,000 MTM claims, a conven­
ience sample of 50 plan sponsors was selected. After exclusion of claims 
with missing or potentially duplicate data, there were 76,148 claims for 
23,798 patients from community pharmacy MTM providers in 47 states. 
Over the 7-year period from January 1, 2000, through December 31, 
2006, the mean ([SD] median) pharmacy reimbursement was $8.44 
([$5.19) $7.00) per MTM service, and the mean ([SD] median) ECA 
was $93.78 ([$1 ,022.23) $5.00) . During the 7-year period, pharmacist­
provided MTM interventions changed from primarily education and 
monitoring for new or changed prescription therapies to prescriber 
consultations regarding cost-efficacy management (Pearson chi-square 
P<0.001) . Services also shifted from claims involving acute medications 
(e.g. penicillin antibiotics, macrolide antibiotics, and narcotic analgesics) 
to services involving chronic medications (e.g., lipid lowering agents, 
angiotensin-converting enzyme [ACE] inhibitors, and beta-blockers; 
P< 0.001), resulting in significant changes in the therapeutic classes 
associated with MTM claims and an increase in the proportion of older 
patients served (P<0.001). These trends resulted in higher pharmacy 
reimbursements and greater ECA per claim over time (P<0.001). 

CONCLUSION: MTM interventions over a 7-year period evolved from 
primarily the provision of patient education involving acute medications 

towards consultation-type services for chronic medications. These 
changes were associated with increases in reimbursement amounts 
and pharmacist-estimated cost savings. It is uncertain if this shift in 
service type is a result of clinical need, documentation requirements, or 
reimbursement opportunities. 

J Manag Care Pharm. 2009;15(1):18-31 
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What is already known about this subject 

• Commun ity pharmacists have historica lly been paid primarily 
for drug distribution and dispensi ng services. 

• Medication Therapy Management (MTM) was officially rec­
ognized in the Medicare Prescription Drug, Improvement, 
and Modernization Act of 2003 (MMA 2003), including the 
objectives to increase patient adherence, prevent drug compli­
cations. and enhance patient understanding of their medication 
therapy. 

• To date, pharmacist-provided MTM se rvices have been shown 
lo reduce patient out-of-pocket costs through interventions 
such as generic substitution and therapeutic interchange. 

What this study adds 

MTM services provided by community pharmacists have 
changed signi fi cantly over a relative ly short period of time. 
MTM imerventions appear to be evolving from the provi­
sion of patient education regarding acute medications toward 
consultation-type services with prescribers regarding chronic 
medications. 

• This evolution in pharmacist intervention-type was associated 
with higher pharmacy reimbursements for MTM services. 

• Based on pharmacists' self-assessments of the expected effects 
of their interventions on health care utilization, estimated cost 
avoidance attributable to MTM has increased over time and 
exceeds the pharmacist reimbursement amount for the perfor­
mance of these services. 

M
edication Therapy Management (MTM) was officially 

recognized by Congress in the Medicare Prescription 
Drug, Improvement, and Modernization Act of 2003 

(MMA 2003) 1 Section 423.153(d) of MMA 2003 established the 

requirements that Medicare Pan D p lan s must meet regarding 
quality and cost control , including the requirements for MTM 

18 Journal of Managed Care Pharmacy ]MCP January/February 2009 Vol. 15. No. l www.amcp.org 
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Programs "designed" to "optimize therapeutic outcomes through 
improved medication use" and "reduce the risk of adverse events, 
including adverse drug reaction s."2 The Centers for Medicare and 
Medicaid Services (CMS) require each Medicare Part D plan to 
establish an MTM program for targeted beneficiaries as part of its 
benefit. 3 CMS classifies targeted beneficiaries as Part D enrollees 
who have multiple chronic disease states (number and type deter­
mined by the plan sponsor), are taking multiple Part D covered 
drugs (number determined by the plan sponsor), and are likely 
to incur annual costs of at least $4,000 for all Part D-covered 
drugs (2006 predetermined level specified by the Secretary).2 Part 
D plans are required to offer an MTM benefit to those enrollees 
who meet these criteria but may also extend the benefit to all plan 
enrollees. Plans can choose to offer the MTM benefit as an opt-in 
or opt-out benefit. 

Requi rements of an MTM program as outlined by CMS are 
somewhat ambiguous; however, CMS does require that pro­
grams be designed to increase pat ient adherence to medication 
regimens, enhance paLiem undersLanding of Lheir medication 
therapy, and prevent drug complications, conflicts, and drug 
interactions. Although several professional pharmacy associa­
tions have attempted to interpret CMS guidance and define spe­
cific requirements of MTM for the pharmacy profession, MTM 
services provided to Medicare beneficiaries continue to vary from 
sponsor to sponsor:1-8 

Community pharmacists have historically been paid primar­
ily for drug distribution and dispensing services provided to 
patients. By year-end 2008, most pharmacists have heard of MTM 
and many have begun providing MTM services in their practice 
setting. Some phar macisLs have been providing MTM-like pro­
fessional services for years by participating in programs such 
as Project Improve Persistence and Compliance with Therapy 
(lmPACT), Lhe Asheville Project, or other employer- or commer­
cially sponsored programs.9·

10 However, the advent of Medicare 
Part D provides pharmacists with a larger opportunity to perform 
professional services and receive compensation for their medi­
caLion expertise . Medicare Pan D also creates a relatively new 
opportunity to better define the value of pharmacist-provided 
MTM services to the health care system, although assessment of 
the value of such pharmacist-provided MTM services is still in 
its in fancy.11 

Outcomes Pharmaceutical Health Care is a pharmacist-owned 
and pharmacist-operated MTM administrative services com­
pany that began operation in 1999 to advance the delivery of 
face-to-face pharmacist-provided MTM services in community 
pharmacies. Fees are collected by the MTM administrative ser­
vices company from health plans or other benefit providers, and 
pharmacies are in turn reimbursed by the administrative services 
company for MTM services provided to eligible enrollees. 

Since 1999, this MTM administrative services company has 
builL a comprehensive sysLem enabling pharmacist-provided 
MTM services, which includes: a national pharmacy network, 

pharmacist training modules, an In ternet-based documentation 
and billing sysLem, qualiLy assurance procedures, claim pay­
ment processing, and data reporting. This MTM administrative 
services company has administered programs on behalf of self­
insured employers, union health plans, a state Medicaid program, 
pharmaceutical manufacturers (e.g., compliance and persistence 
programs or community-based research projects), Medicare Part 
D plan sponsors (including both Prescription Drug Plans and 
Medicare Advantage Plans) and others. 

An early innovation for this MTM administrative services com­
pany was the development and implementation of a proprietary 
Internet-based documentation and billing system in 2000, allow­
ing the capture of claim information submitted by participating 
pharmaciesn The information collected during the provision of 
MTM services over 7 years through 2006 represents perhaps the 
most extensive MTM database available. Further, the database is 
panicularly suited to quantify changes in pharmacist-provided 
MTM services over time because it includes detailed information 
about each intervention , patien t-level demographics, and esti­
mates of cost savings associated with pharm acist interventions. 

Analyses of a convenience subsample of MTM plan sponsors 
in the database of th is MTM administrative service company over 
a 7-year timeframe are presented here for the first time. Specific 
objectives of this study were to (a) identify trends associated 
wiLh Lhe provision of MTM services prov ided by pharmacists, 
and (b) quantify potenti al MTM-related cost savings derived 
from pharmacists' self-assessments of the likely impact of their 
interventions on health care utilization . Consent (P#Ol08) for 
this study was approved by the Touro University Institutional 
Review Board. 

•Methods 
Database and Patients 
The MTM administrative service company's database is comprised 
of MTM services collecLed from pharmacy-submiLLed claims for 
pharmacist-provided interventions. MTM program sponsors 
identify patients eligible for MTM services and provide the MTM 
administrative services company with prescription claims data 
for each eligible member. The prescription claims data are then 
used to refer patients to primary dispensing pharmacies through 
the Internet-based documentation and billing system . The phar­
macist identifies when a patient needs an MTM service ("pull 
referral") in addition Lo acLing on LargeLed interventions sent by 
the MTM administrative services company ("push referral") for 
specific patients. Payments to pharmacies are processed when 
claims are submitted through the proprietary Internet-based 
MTM documentation system. The Internet-based system captures 
information gathered during the pharmacist documentation pro­
cess and includes detailed information about each intervention 
provided. Data are stored by client (plan sponsor) and can be 
queried through an lnterneL irnerface. Pharmacies become MTM 
providers in the network of this MTM admini strative services 
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company by completing a network participation agreement, and 
each pharmacist that provides MTM servi ces at the participat­
ing pharmacy must complete a "Personal Pharmacist" training 
program. The training program includes the details of billing and 
documentation for MTM services, such as selection of the most 
reasonable and foreseeable estimated cost avoidance (ECA) level 
for each intervention provided (e.g., routine education/monitor­
ing nol expected Lo result in cost sav ings vs. avoidance of inpa­
tient hospitali zation). The 7-year time period of this study was 
January 1, 2000, through December 31, 2006. 

The network of pharmacies for this MTM administrative 
services company includes a diverse mix of independent, fran­
ch ise , chain , health -system , and consultant pharmacy providers, 
located in 47 states during the time period of this study. Eligible 
patients for MTM services provided by community pharmacists 
are members of benefit plans that have contracted with the MTM 
administrative services company. Some MTM sponsors choose to 
offer the MTM benefit to a subset of enrollees (e .g., high prescrip­
tion utilizers, targeted di sease states), while others choose to offer 
the benefit to all enrollees. Benefit plans or insurance providers 
hire the MTM administrative services company to serve as a 
business partner in the administration of MTM services, includ­
ing quality control. The MTM administrative services company 
functions as a stand-alone entity, enabling pharmacists access to 
a group of enrollees eligible for MTM services as well as providing 
an efficient mechanism with which to bill and receive payment 
for these services. Program fees collected by the MTM adminis­
trative services company from MTM sponsors are typically capi­
tated fees (i .e., per member per month) and are used to reimburse 
pharmacies for MTM services provided to benefit enrollees and to 

cover program administrative costs. 

Outcome Claims 
The documentation of an MTM claim is a 5-step process. ln the 
fi rst 3 steps of claim documentation, the pharmacist selects a 
Reason, Action , and Result. The Reason can be thought of as the 
"Indication for Service,'' the Action the .. Professional Service" pro­
vided , and the Result the "Outcome of Service" of the interven­
tion n To facilitate the documentation process, Reason, Action, 
and Result fields are linked in a sequential manner, whereby the 
selection of a Reason governs possible choices for Action, and the 
selection of an Action governs possible choices fo r Result. 

The fourth step in the MTM documentation process involves 
the pharmacist choosing the most reasonable and foreseeable 
ECA level, a severity rating of the MTM service provided. ECA is 
derived from average national health care utilization costs using 
a previously developed methodology. 1+ 15 The pharmacist-derived 
assessments of .. reasonable and fo reseeable" outcomes from the 
intervention are linked to actual ECA dollar values (e.g., $307 
per avoided physician visit , 5605 per avoided emergency room 
visit , and Sl 7,706 per avoided hospital admission in 2006). ECA 
values are updated annually to renect in nation. In the final step of 

the documemation process, pharmacists are required Lo provide 
detailed notes pertaining to the intervention and substantiate the 
rationale for the ECA level selected . The required notes are input 
as free text. 

" /\ proprietary MTM claim worksheet, similar to a physician 
superbill , is made available for pharmacists to use at the point of 
service (Appendix). Pharmacist worksheet information is used 
Lo generate MTM claim information which is submitted via the 
online documentation and billing system. This Internet-mediated 
interface is formatted to be similar to the MTM claim worksheet 
to facilitate real time capture of information. The data fields in 
the MTM claim documentation are listed in Table l. Professional 
service fees for the MTM services provided are tied to the Reason­
Action-Result fields selected on the claim worksheet and defined 
by the fee schedu le of the MTM administrative services company. 
Because the Reason, Action, and Result field s are linked, as 
described above, the choice of Reason (Indication for Service) in 
effect determines the MTM fee associated with the imervemion. 
MTM fees are SO and $2 for claims with a Result (Outcome of 
Service) of Patient or Prescriber Refusal , respectively. 

To ensure a high level of quality and provide a feedback mech­
anism, an outside company verifies the integrity of each claim. 
The quality assurance team comprises clinical pharmacists, and 
each claim is reviewed before reimbursement to the pharmacy 
is processed. The quality assurance process includes verification 
that MTM claim documentation is in accordance with the MTM 
administrative services company's policies and procedures and 
that the ECA level selected is reasonable and foreseeable. Claims 
lacking sufficient documentation of the MTM service provided , 
as well as those with an inappropriate ECA level (e .g., ECA Level 
6 !avoidance of a hospital admission] is inappropriately selected 
for a cost elTicacy managemem !therapeutic substitution! imer­
vention) are returned to the pharmacist for further review and 
resubmission or rejection . Claims rejected for insufficient docu­
mentation or inappropriate or unverifiable ECA level represent a 
small percentage (<3.0%) of total claims and were not included 
in this analysis. 

Data Elements 
Data extracted from each claim included patient demographic 
information (e.g .. age and gender). specific information about 
the medication triggering the intervention (e.g., date of service, 
therapeutic class, and therapy type specified as acute, chronic 
or intermediate/other), and specific in formation about the ser­
vice provided (e .g., Reason , Action, Result , ECA and associated 
ECA dollar amount) Acute therapy included medications used 
for a limited time period (e.g .. antibiotic and one-time narcotic 
analgesic prescriptions), chronic therapy included medications 
prescribed for chronic conditions (e.g., lipid-lowering and anti­
hypen ensive medications), and intermediate/other medications 
included primarily seasonal allergy treatments. ln addition, phar­
macy payment in formation was extracted. 
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+ifi:J!li Documentation of Interventions and Description of Levels of Estimated Cost Avoidance (ECA)• 

1. Indication for MTM Service (REASON) Description/Examples 

1.1 Complex drug therapy Typica lly applies to the presentation of a pati ent taking mul tiple medications (e.g., a patient taking 4 or 
more chronic medications) . A few plan sponsors have slightly different thresholds (e.g., 6 or more chronic 
medications) . 

1.2 Cost-effi cacy management An order for a drug product where a more cost-effective therapeutic alternative is available (e.g., a patient is 
prescribed a tier-3 medication when a tier-I medication is avai lable and appropriate for the indication). 

1.3 New or changed therapy An order to initiate new prescription therapy or change an ex isting presc ription therapy (e .g., patient presents 
with a new prescription fo r an antibiotic). 

1.4 OTC therapy Patient with an untreated ind ication for OTC therapy (e.g. , male patien t with an enlarged prostate seeks 
pharmacist's advice on avoiding cold medication containing an antihistamine). 

Drug Therapy Problems Detected 

1.5 Drug Therapy Indication 

l. 5a. Needs therapy 

l.5b. Unnecessary therapy 

1.6 Drug Therapy Efficacy 

l.6a. Suboptimal drug selection 

l.6b. Insufficient dose or duration 

l. 7 Drug Therapy Safety 

l.7a. Adverse drug reaction 

l.7b. Drug interaction 

l.7c. Excessive dose or duration 

1.8 Drug Therapy Compliance 

l.Ba. Overuse 

l.Bb. Underuse 

l.Bc. Administration technique 

1.9 Other 

2. Professional Service (ACTION) 

2.l. CMR 

2.2 Prescriber consultation 

2. 3 Patient consultation 

2.4 Patient education and 
monitoring 

2.5 Patient compliance consultation 

2.6 Other 

3. Outcome of Service (RESULT) 

3.1 CMR with drug therapy problem(s) 

3.2 CMR without drug therapy problem(s) 

3.3 Ini ti ation of a cost-effective 
drug 

3.4 Therapeutic success 

Patient with an untreated indication fo r prescription therapy (e.g., a patient is post-myocardial infa rction and 
has not been prescribed a beta-blocker). 

An order to initiate or continue drug therapy that is not indicated (e.g., patient continued on histamine-2 
blocker or proton-pump inhibitor the rapy after resolution of an acute gastroi ntest inal episode). 

An order to initiate or continue a drug therapy with suboptimal efficacy (e .g., patient with systolic hea rt fa ilure 
receives a new prescrip tion for propranolol or other beta-blocker not shown to decrease mortality). 

An order to initi ate or continue drug therapy at a dose or duration insufficient to be effective (e.g., a patient 
presents with uncontrolled blood sugar and is not on optimal dose of antidiabetic medication). 

A drug order with an adverse reaction risk significant enough to render the therapy unsafe, including side 
effects and allergic or idiosyncratic reactions (e.g., patient is on statin therapy and reports leg pain). 

A drug order with a drug interaction ri sk signifi cant enough to render the therapy unsafe (e .g., patient is 
prescribed sildenafil and a nitrate by different prescribe rs). 

An order to initiate or continue drug therapy at a dose or duration too excessive to be safe (e.g. antibiotic for a 
6 year-old patient prescribed at an adult dosage). 

Patient has demonst rated overuse of a drug product and as a resu lt is noncompliant (e.g., 30-day supply of 
medication lasts 15 days) . 

Patient has demonstrated underuse of a drug product and as a result is noncompliant.(e.g., patient's asthma is 
not controlled due to underuse of long-acting inhaler and overuse of short-acting inhaler). 

A patient who has demonst rated inappropriate administration/technique of a drug product and as a result is 
non-compliant (e.g. inappropriate inhaler technique). 

A patient or physician intervention that results in a significant health care cost or quality improvement that 
does not correspond with other available billing codes. 

Comprehensive review of a patient's drug profile to identify any cost-effi cacy issues or drug therapy problems. 

Consulting a presc riber to recommend a d rug order change due Lo either a cost-efficacy issue or drug therapy 
problem. 

Consulting a patient to address a cost-effi cacy issue or compliance-related drug therapy problem. 

Patient education and monitoring of a drug therapy. Minimum patient education includes info rmation related 
to the name of the drug, therapeutic class , direc tions fo r use , side effects. warnings , storage requirements, 
missed dose actions, and appropriate written material. Minimum patient monitoring includes collecting 
information about change in patient-reportable symptoms, side effects , compliance , and additional patient 
questions. 

Consulting a patient lo address medication overuse, underuse, or inappropriate administration techn ique. 
Pharmacist should provide follow-up monitoring to assess if compliance has been altered. 

Professional service provided not covered in above (e.g., patient-specific special project). 

Completion of a CMR that result s in an additional intervention being conducted due to the identi ficat ion of a 
cost-efficacy issue or a drug therapy problem. 

Completion of a CMR that does not result in an additional intervention . 

Prescriber approval of a more cost-effective drug following a pharmacist recommendation to change a drug 
order due to a cost-effi cacy issue. 

A monitoring situation in wh ich the pharmacist has determined that a patient's condi tion(s) are resolved or 
stabili zed as a result of drug therapy. 
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+ij:J!ji Documentation of Interventions and Description of Levels of Estimated Cost Avoidance (ECAJ• 
(continued from previous page) 

3.5 Therapeutic failure 

Drug Therapy Problems Resolved 

3.6 Drug Therapy Indication 

3.6a Initiated new therapy 

3.6b Discontinued therapy 

3.7 Drug Therapy Efficacy 

3.7a Changed drug 

3 .7b Increased dose/duration 

3.8 Drug Therapy Safety 

3.8a Altered regimen/changed drug 

3.8b Decreased dose/duration 

3.9 Drug Therapy Compliance 

3.9a Altered compliance 

3.9b Altered administration/Lechnique 

3.10 Patient refusal 

3.11 Prescriber refusal 

3.12 Other 

4. ECA Levels' 

Monitoring situation in which the pharmacist has determined that a patient's condition(s) are unresolved , 
unstable, or worsened as a result of drug therapy. 

Prescriber approval of a pharmacist recommendation to initiate a drug order for an untreated indication . 

Prescriber approval of a pharmacist recommendation to discontinue a drug order that is not indicated. 

Prescriber approval of a pharmacist recommendation to change a drug order that has suboptimal efficacy. 

Prescriber approval of a pharmacist recommendation to change a drug order that has a dose or duration 
insuffi cient to be effective. 

Prescriber approval of a pharmacist recommendation to change a drug order with an adverse reaction or drug 
interaction risk significant enough to render the therapy unsafe . 

Prescriber approval of a pharmacist recommendation to change a drug order that has a dose or duration too 
excessive Lo be safe. 

Altering a patient's behavior to become compliant with a drug therapy that he or she had previously been 
overusing or underusing (e .g., patient's receipt of refill is within an appropriate interval , such as ±20% of the 
days supply dispensed). 

Altering a patient's behavior Lo become compliant with a drug therapy that had previously been administered 
with inappropriate technique. 

Patient refusal to (a) participate in a CMR, (b) receive Patient Education/Monitoring, (c) permit a physician 
consultation on cost-efficacy issues , or (d) alter compliance-related behavior. 

Prescriber refusal of a phdrmacisl recommendation to change a drug order associated with a cost-efficacy issue 
or a drug therapy problem . 

Patient or physician intervention that results in significant health care cost or quality improvement that does 
not correspond with other available billing codes. 

For each MTM claim, the pharmacist must select the most reasonable and fo reseeable ECA from 1 of the 8 available levels below. 

4.1 Level 1 - Improved quality Completed patient education/monitoring whether therapeutic success or failure , all CMRs, and all other 
of care interventions that do not result in any reasonable and foreseeable cost avoidance. 

4. 2 Level 2 - Reduced drug Cost-efficacy management in combination with prescriber consultations that result in changes in prescribed 
product COSL therapy. 

4.3 Leve l 3 - Avoided physician Drug therapy problem identified and resolved by the pharmac ist for which iL is reasonable and fo reseeable that 
visit the patient would have visited a physician if not addressed by the pharmacist. 

4.4 Level 4 - Avoided new prescription Drug therapy problem identified and resolved by the pharmacist for which it is reasonable and fore seeable that 
order the patient wou ld have obtained a new presc ription order if not add ressed by Lhe pharmacist. 

4.5 Level 5 - Avoided emergency room visi Drug therapy problem identified and resolved by Lhe pharmacist for which iL is reasonable and foreseeable that 
the patient would have needed to visit the ER if not addressed by the pharmacist. 

4 .6 Level 6 - Avoided hospital admission Drug therapy problem identified and resolved by the pharmacist for which it is reasonable and foreseeable that 
the patient would have been admitted to the hospital if not addressed by the pharmacist. 

4.7 Level 7 - Avoided life-threatening event Drug therapy problem identified and resolved by the pharmac ist for which it is reasonable and foreseeable that 
the patient would have faced a life-threatening situation if not addressed by the pharmacist. 

4.8 Prescriber or patient refusal of Prescriber refuses drug therapy problem recommendation or patient refuses comprehensive medication review, 
recommendation education/monitoring, medication change . or compliance recommendation. 

• For each MTM claim, the pharmacist must document an ECA level, a severity rating assigned to the MTM service among 8 ECA levels. "Reasonable and foreseeable" is 
the self-reported test for avoidance of an outcome associated with a problem identified and resolved by the pharmacist. 
CMR =comprehensive medication review; ECA=estimated cost avoidance; ER = emergency room; MTM =medication therapy management; OTC =over-the-counter. 

Study Sample 
A convenience sample of 50 MTM programs covering a 7-year 
time period from January 1, 2000, through December 31, 2006 
was selected for analysis. The 50 programs represented approxi­
mately 90% of the drug plan sponsors of the MTM administra-

tive services company. Some data were not available for analysis 

because of confidentiality agreements with some drug plan 
sponsors and a few drug plan sponsors that did not use the 
Internet-based system. In addition, several individualized disease 

management programs using the Internet-based system during 
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+p[Cjii;ljj MTM Claims Over 7 Years by Drug 
Therapy Type 
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I • Acute D Chronic D Intermediate I 
Acute is defined as one-time use medications such as penicillin antibiotics, mac­
rolide antibiotics, and one-time narcotic analgesics. Chronic is defined as medica­
tions prescribed for chronic conditions such as lipid-lowering agents, angiotensin 
converting enzyme (ACE) inhibitors, and beta-blockers. Examples of intermediate/ 
other category include medications for seasonal allergy. 
MTM =medication therapy management. 

the study timeframe were excluded from this analysis. 
Over 82,000 claims for 25,143 unique beneficiaries from the 50 

drug plan sponsors were originally eligible for analysis. Before anal­
ysis, 1,874 claims with missing drug or incomplete patient (age and 
gender) information were excluded. In addition, claims from the 
same pharmacy with the same drug and date of service for the same 
beneficiary (n =3,303) also were excluded because it was thought 
that these most likely represented duplicate claims. These exclu­
sions left a final analytical cohort of 76,148 claims from 50 groups 
administered by the MTM administrative services company. These 
claims represent MTM interventions performed by 1,158 unique 
pharmacists at 1,054 unique pharmacies for 23,798 patients. 

Analytic Strategy 
Analyses were performed on the sample of 76,148 MTM claims. 
Distributions of the Reasons, Actions, Results, and ECA for phar­
macist-generated MTM interventions were calculated, along with 
measures of central tendency and dispersion (mean, median, 
and SD) for pharmacy reimbursement per claim and ECA dollar 
amount. Descriptors of the unique patients comprising the study 
cohort also were generated. Trends occurring in MTM interven­
tions over time were explored by comparing claims in years 
2000, 2002, 2004, and 2006. These years represent time periods 
at the beginning, end, and 2 midpoints in the study time frame. 
Differences were tested for significance using Pearson chi-square 
tests for categorical variables and Analysis of Variance (AN OVA) 
for continuous variables. All analyses were conducted using SAS 
for Windows, Version 9.1 (SAS Institute, Cary, NC). 

•Results 
Data analyses for a selected subsample of MTM claims from 2000 
through 2006 showed 76,148 sampled pharmacist interventions. 
The average age of a patient receiving MTM services over the 
7-year study period was 44 years, and 39% were male (Table 2). 
The mean ([SD] median) MTM interventions over the 7 years 
were 3.2 ([3.5] 2.0) per patient. Half of the MTM interventions 
(49.9%) were related Lo medication therapy classified as acute , 
while 37.9% were related to therapy classified as chronic, and 
12.2% of the interventions involved "intermediate" or "other" 
medications. The most common drug categories were antimicro­
bial (e.g., penicillins, macrolides), cardiovascular (e.g., statin or 
other lipid-lowering), and central nervous system (e.g., narcotic 
analgesic) agents. The most common Reason for MTM interven­
tion was new/changed therapy (85.6%); the most common Action 
was patient education/monitoring (86.7%); and the most com­
mon Result was therapeutic success (70.2%; self-determined by 
the pharmacist). The most common ECA level selected was level 
1-Improved Quality of Care (78.8%). Interventions resulted in a 
mean ([SD] median) $8.44 ([$5.19] $7.00) in reimbursement per 
intervention to the pharmacy, with an ECA of $93.78 ([$1,022] 
$5.00) per claim. 

The characteristics of the patients who received MTM services 
changed from 2000 to 2006, including an increase in the average 
age from 30.4 years to 57.6 years (P< 0.001) and a decrease in the 
percentage of males, from 39.6% to 35.4% (P <0.001; Table 3). 
However, no significant differences in the mean number of MTM 
interventions received per patient per year from 2000 to 2006 
(from 2.0 to 1.8, P= 0.104) were observed. The classification of 
medication therapy associated with the MTM services changed 
from 2000 to 2006, with a decrease in interventions for acute 
medications from 86.0% to 35.6% (P <0.001) and a correspond­
ing increase in interventions for chronic medications from 10.2% 
to 43.7% (P<0.001 ; Figure 1). Changes were also observed in 
drug categories over time, with decreases in antimicrobials (from 
35.5% to 8.7%, P<0.001) and increases in cardiovascular and 
central nervous system agents (from 8.2% to 21.6%, P<0.001 
and 5.7% to 22 .7%, P <0.001 , respectively; Table 3). The most 
common agents associated with MTM services in 2000 were 
penici ll ins (ll .1%) versus statins and other lipid lowering agents 
(12 .5%) in 2006. 

Corresponding shifts in the Reasons, Actions, and Results for 
MTM services over time also were observed. Notable changes in 
the Reason for pharmacist intervention included a decrease in 
new/changed drug therapy (from 87.1% to 40.0%, P <0.001) and 
an increase in cost-efficacy management (from 9.6% to 18.2% , 
P < 0.001) from 2000 to 2006. The observed increase in cost­
efficacy management claims was driven by pharmacist-initiated 
therapeutic substitution from a brand to a similarly effective, 
within-class generic product (e.g., escitalopram [lexapro] to 
citalopram). 
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1liH=l!I• Seven-Yea r Summary of MTM Encounter Data 

Results Results 

Patient Characteristics n =23,798 Characteristics of MTM Claims n =76,148 

Mean [SDI age in years 44.2 [26 5] 2.2 Prescriber consultation 8.7% (6 ,617) 

% male 38.9% 2.3 PatienL consullation 2.6% (l,964) 

Mean ([SD] medi an) claims per patient over 3.2 ([3 .51 2 0) 2 .4 PatienL education and monitoring 86.7% (66,048) 
7-year study time period 2.5 Patient compliance consultation 0.1% (114) 

Characteristics of MTM Claims n = 76,148 2.6 Ocher 0.1% (89) . -Therapy Type. Intervenuon % (n) Result of MTM Intervention - % (n) 
A cure 49.9% (38,029) 

Chronic 37.9% (28,829) 

Intermediate/Other 12.2% (9,290) 

Most Common Drug Categories - % (n) 

Antimicrobial 24.l % (18,383) 

Ca rdiovascular system 14.4% (10,994) 

Central nervous sysrem 10.6% (8,083) 

Most Common Drug Sub-Categories - % (n) 

Penicillin antibiotics 7.3% (5,543) 

Narcotic analgesics 6.4% (4,858) 

Macrolide antibiotics 5.1% (3,849) 

Statins and 0ther lipid lowering agents 3.7% (2,808) 

Reasons for MTM Intervention-% (n) 

3.1 CMR with drug therapy problem(s) 0.9% (661) 

3.2 CM R without drug therapy problem(s) 0.9% (655) 

3.3 Initi ation of a cost-effective drug 4.2% (3,180) 

3.4 Therapeutic success 70.2% (53 ,474) 

3.5 Therapeuric failure 5.3% (4,024) 

3.6 Drug Therapy lndication 

3.6a Initiated new therapy 0.6% (430) 

3.6b Oiscominued therapy 0.6% (466) 

3.7 Drug Therapy Efficacy 

3 .7a Changed drug 0.6% (462) 

3.7b Increased dose/duration 0.4% (303) 

3 .8 Drug Therapy Safety 

1.1 Complex drug therapy 1.9% (l ,430) 

1.2 Cost-efficacy management 4.8% (3,656) 

3.8a Altered regimen/changed drug 0.9% (651) 

3.8b Decreased dose/duration 0.4% (323) 

1.3 New or changed drug therapy 85.6% (65,199) 

1.4 OTC therapy 1.1% (849) 

3.9 Drug Therapy Compliance 

3.9a Altered compliance l.6% (l ,233) 

1.5 Drug Therapy Indication 3.9b Altered administration/technique 0.4% (282) 

l .Sa. Needs therapy 0.6% (468) 3.10 Patient refusal 11.7% (8 ,906) 

I.Sb. Unnecessa ry therapy 0.8% (625) 3 .11 Prescriber refusal 1.0% (778) 

1.6 Drug Therapy Efficacy 3.12 Other 0.4% (320) 

l.6a. Subopti mal drug selection 0.7% (530) Estimated Cost Avoidance Level• -% (n) 

l.6b. Insufficient dose or duration 0.4% (331) 4.l Improved quality of care 78.8% (60,032) 

1.7 Drug Therapy Safety 4.2 Reduced drug product cost 4.7% (3 ,602) 

l.7a . Adverse drug reaction 0.7% (Sll) 4.3 Avoided physician visit 2.4% (1,830) 

1. 7b. Drug interaction 0.5% (365) 4.4 Avoided new prescription order 0.6% (485) 

1.7c. Excessive dose or duration 0.5% (353) 4.5 Avoided emergency room visit 0.4% (285) 

1.8 Drug therapy compliance 4.6 Avoided hospitdl admission 0.3% (195) 

l .8a. Overuse 0.2% (124) 4.7 Avoided life-threatening event 0.1% (92) 

l .8b. Underuse 1 6%(1.185) 4.8 Prescriber or patient refusal of 12.6% (9,627) 

l.8c. Administration technique 0.4% (293) recommendation 

1.9 O ther 0.3% (229) Mean [SD] MTM Claim Reimbursement and Estimated Cost 

Action or MTM Intervention - % (n) Mean [SDI median pharmacy reimbursement $8.44 [55.19] 57.00 

2.1 CMR 1.7% (1,316) Mean [SDI median ECA $93 .78 [$1,022.23] $5.00 

'Acute is defined as one-time use medications; examples include penicillin antibiotics, macrolide antibiotics, and one-time narcotic analgesics. Chronic is defined as medi­
cations prescribed for chronic conditions; examples include lipid lowering agents, ACE inhibitors, and beta-blockers. Examples of intermediate/other include medications 
such as seasonal allergy treatments. 
'Self-assessed by the pharmacist when recording th e intervention. 
ACE =angiotensin-converting enzyme; CMR=comprehensive medication review; DTP =drug therapy problems (e .g,drug interactions, adverse drug reactions, insufficient 
dose/duration); MTM =medication therapy management; OTC = over-the-counter; Rx = prescription. 

Specific subcategories related to drug therapy problems 
detected over the 7 years were also explored. Specific examples 
of pharmacist-identified drug therapy problems included patients 

with systolic heart failure receiving a prescription for propranolol 
or other beta-blocker not shown to decrease mortality (Suboptimal 
Drug Selection); patients skipping maintenance antipsychotic or 
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+i·5:1!¥+ Changes in Characteristics of Patients and MTM Claims Over 7 Years 

P Value 
(Overall 

Year 2000 Year 2002 Year 2004 Year 2006 Differences)• 

Characteris tics of Patients (n) (2 ,070) (5,427) (4,216) (1,995) 

Mean [SD] age 30.4 [19.0] 31.6 19 6] 41.8 [261] 57.6 [24.8] < o.ooia 
% male 39.6% 41.5% 40.4% 35.4% <0.001 

Average# [SD] claims per patient 2.0 [1.8] 2.3 12 .11 2.8 [3 2] 1.8 12 OJ 0.1043 

Characteristics of MTM claims (n =4,065) (n = 12,338) (n = 11,452) (n=3,525) 

Therapy Type Initiating Intervention• - % (n) 

Acute 86.0% (3,495) 69.4% (8,559) 39.2% (4,486) 35.6% (1,255) <0.001 

Chronic 10.2% (414) 22 .8% (2,819) 50.6% (5,793) 43 .7% (1,540) < 0.001 

Intermediate/other 3.8% (156) 7.8% (960) 10.2% (1 ,173) 20.7% (730) < 0.001 

Most Common Drug Categories - % (n) 

Antimicrobial 35.5% (1,444) 33 .9% (4.186) 15.8% (1,815) 8 .7% (305) < 0.001 

Cardiuvascular system 8 .2% (332) 6 .3% (773) 16.7% (1,907) 21.6% (760) <0.001 

Central nervous system 5.7% (233) 7.7% (945) 14.5% 0,663) 22 .7% (802) <0.001 

Most Common Drug Sub-Categories - % (n) 

Penicillin antibiotics I l.l% (452) 111% (1,375) 4.8% (544) 2.0% (70) <0.001 

Narcotic analgesics 5.3% (217) 5.5% (682) 8.2% (941) 3.3% (116) <0.001 

Macrolide antibiotics 8.2% (332) 7.8% (964) 2 .8% (321) l.5% (52) <0.001 

Stalins and other lipid-lowering agents 2.3% (95) 1.7% (215) 3.6% (408) 12 .5% (441) <0.001 

Primary Reason for MTM Intervention - % (n) 

1.1 Complex drug therapy" 0.0% (0) 0 .0% (0) 1.2% (139) 6 .6% (231) <0.001 

1.2 Cost-efficacy management 9.6% (390) 3.6% (446) 1.2% (134) 18.2% (640) <0.001 

1.3 New or changed drug therapy 871% (3,541) 94.0% (11,602) 88.1% (10,089) 40.0% (1,409) < 0.001 

l .4 OTC therapy 0.0% (0) 0.3% (32) 0.6% (72) 9.2% (323) <0.001 

1.5 Drug therapy indication 

I .Sa. Needs therapy 0.5% (2 1) 0 .2% (30) 0.9% (101) 2.4% (79) <0.001 

l.Sb. Unnecessary therapy 0.1% (4) 0.0% (5) 1.6% (177) 2.6% (92) <0.001 

l.6 Drug therapy efficacy 

l.6a. Suboptimal drug selection 0.2% (9) 0.1% (16) 0.6% (65) 4.3% (142) <0.001 

l.6b. Insufficient dose or duration 0.4% (18) 0.2% (2 2) 0.6% (69) 0.7% (23) <0.001 

1. 7 Drug therapy safety 

I .7a. Adverse drug reaction 0.5% (2 2) 0.4% (48) 0.9% (98) 0.9% (31) <0.001 

l.7b. Drug interaction 0.3% (12) 0.2% (18) 0.6% (70) 0.5% (17) <0.001 

l .7c. Excessive dose or duration 0.3% (12) 0.2% (23) 0.9% (JOO) 0.5% (18) <0.001 

1.8 Drug therapy compliance 

I .8a. Overuse 0.1 % (2) 0.1% (12) 0.2% (19) 0.1% (5) 0 .226 

l.8b. Underuse 0.5% (19) 0.5% (57) 1.6% (182) 11.8% (416) <0.001 

l .8c. Administration technique 0.2% (7) 0.1% (16) 0.4% (42) 0.9% (30) <0.001 

1.9 Other 0.2% (8) 0.1% (11) 0.8% (95) 2.0% (69) <0.001 

Action or MTM Intervention - % (n) 

2.1 CMR< 0 .0% (0) 0.0% (0) 1.2% (139) 3.3% (117) <0.001 

2.2 Prescriber consultation 12.1% (491) 4.4% (539) 7.0% (801) 27.8% (980) <0.001 

2.3 Patient consultation 0.8% (33) 13% (165) 2.3% (262) 16.5% (582) <0.001 

2.4 Patient education or monitoring 87.1% (3,541) 94.3% (11,634) 88. 7% (10,161) 49.1% (1 ,732) <0.001 

2.5 Patient compliance consultation" 0.0% (0) 0.0% (0) 0.0% (0) 3.2% (114) < 0.001 

2.6 Other< 0 .0% (0) 0.0% (0) 0.8% (89) 0.0% (0) 0.063 

Result of MTM Intervention - % (n) 

3.1 CMR with DTP(s)c 0.0% (0) 0.0% (0) 0.7% (75) 0.8% (30) <0.001 

3.2 CMR without DTP(s)c 0.0% (0) 0.0% (0) 0.6% (64) 2.4% (87) <0.001 

3.3 Initiation of cost-effective drug 9.4% (382) 2.8% (350) 1.0% (114) 13.2% (467) <0.001 
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+i·i:J!#i Changes in Characteristics of Patients and MTM Claims Over 7 Years 
I {continued from previous page) 

P Value 
(Overall 

Year 2000 Year 2002 Year 2004 Year 2006 Differences)• 

3.4 Therapeutic success 75 .2% (3.055) 70.3% (8,677) 77.6% (8 ,892) 46.4% (1,634) <0.001 

3.5 TherapeULic failure 8.1% (331) 5.5% (673) 5.5% (626) 1.8% (63) <0.001 

3.6 Drug therapy indication 

3.6a In itialed new Lherapy 0.5% (21) 0 .3% (31) 0 .8% (88) 20% (69) <0.001 

3.6b Discontinued therapy 0.1% (4) 0.0% (3) 1.2% (137) 2.3% (80) <0.001 

3.7 Drug Lherapy efficacy 

3 .7a Changed drug (12% (9) 0.1% (14) 0.5% (54) 3.1% (l 10) <0.001 

3.7b Increased dose/duration 0.4% (17) 0.2% (22) 0.5% (59) 0.6% (20) <0.001 

3.8 Drug therapy safety 

3.8a Altered regimen/changed drug 0.8% (34) 0.4% (55) 1.1% (128) 1.1 % (40) <0.001 

3 .8b Decreased dose/duration 0.3% (10) 0.2% (19) 0.7% (83) 0.6% (21) <0.001 

3.9 Drug therapy compliance 

3 .9a Altered compliance 0.5% (19) 0.5% (64) 17% (190) 123% (434) <0.001 

3.9b Altered administration-technique 0.2% (7) 0.1% (11) 0.3% (39) 0.6% (23) <0.001 

3.10 Patient refusa l 3.9% (159) 19.2% (2 ,372) 5.9% (675) 3 .8% (133) <0.001 

3.11 Prescriber refusal 0.3% (11) 0.3% (38) 1.2% (133) 4.6% (162) <0.001 

3.12 Other 0.1% (6) 0.1% (9) 0.8% (95) 4.3% (152) <0.001 

ECA Level - % (n) 

4.1 Improved quality of care 85 .1 % (3,461) 76.0% (9,375) 86 .2% (9,871) 66.1% (2 ,331) <0.00J 

4.2 Reduced drug product cost 9.6% (391) 2.9% (361) 2.1% (245) 15.0% (528) <0.001 

4.3 Avoided physician visit 2.0% (80) 0.9% (113) 2.6% (299) 7.6% (267) <0.001 

4.4 Avoided new Rx order 0.7% (27) 0.4% (48) 10% (113) 0.4% (15) 0.045 

4.5 Avoided ER Visit 0.2% (7) 0.1% (18) 0.5% (52) 0.7% (24) 0.061 

4.6 A\'oided hospital admission 0.0% (1) 0.1% (13) 0.4% (43) 1.7% (61) <0.001 

4.7 Avoided life-threatening event 0.0% (0) 0.1% (9) 0.2% (19) 0.1% (4) 0.068 

4.8 Prescriber or patient refusal 2.4% (98) 19.5% (2 ,401) 71% (810) 8.4% (295) <0.001 

MTM claim reimbursement and cost avoidance 

Mean ISO] pharmacy reimbursement $7.65 {$303] $5.97 {$3.34] $9.25 {$4.51] $12. 28 {$6.65] < 0.001• 

Mean {SD] ECA $24.18 {$139.33] $37.47 {$566.98] $114.39 {$1,197.65] $429.39 {$2 ,42077] <0.001• 

' All P valu es derived from Pearson chi -square except A NOVA where marked by this superscri pt. 
• Acute is defined as one-time use medications; examples include penicillin antibiotics, macrolide antibiotics, and one-time narcotic analgesics. Chronic is defined as medi­
cations prescribed for chronic conditions; examples include lipid lowering agents, ACE inhibitors, and beta-blockers. Examples of intermediate/other include medications 
such as seasonal allergy treatments. 
' Category not available during all years of study. 
ACE =angiotensi n-converting enzyme; ANOVA=Analysis of Variance; CMR =comprehensive medication review; DTP=drug therapy problems (e .g.,drug interactions, 
adverse drug reactions, insufficient dose/duration); ECA =estimated cost avoidance; ER = emerge ncy room; MTM =medication therapy manage ment; OTC = over-the­
counter; Rx= prescription fill. 

oral diabetic medications (Compliance-Underuse); and patients 

receiving continued histamine-2 blocker or proton-pump inhibi­

tor therapy after resolution of an acute gastrointestinal episode 

(Unnecessary Therapy). (See Appendix worksheet for complete 

list of 10 specific subcategories of drug therapy problems from 

which the MTM pharmacist could choose). Subcategories show­
ing the greatest relative increases from 2000 to 2006 (Figure 

2) included: Suboptimal Drug Selection (from 0.2% to 4.3%, 

P<0.001), Unnecessary Therapy (from 0.1% to 2.6%, P<0.001); 

and Compliance-Underuse (from 0.5% to 11 .8%, P <0.001). 

NoLable changes in Lhe "Action" of MTM inLervemions provided 

from 2000 to 2006 included a shift from patient education/ 

monitoring (87.1% Lo 49.1%, P<0.001) Lo more prescriber 

consultations (12.1 % to 27.8%, P< 0.001). Changes in the "Result" 
associated wiLh the MTM imervention included a shift from the 

outcome of therapeutic success (75.2% to 46.4%, P <0.001) to an 

alLeration in medication compliance (0.5% to 12.3%, P< 0.001). 

In addition, it should be noted that, although 11.7% of claims 
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+§[C\ii;iii Change in the Reasons for MTM Intervention Over 7 years for 
3 Drug Therapy Subcategories With the Greatest Relative Increase 

2000 2001 2002 2003 2004 2005 2006 

Year of Intervention 

j&Suboptimal Therapy OCompliance-Underuse <)Unnecessary Therapy I 
These are ca tegories of drug therapy problems. An example of suboptimal therapy includes a patient with heart failure receiving a prescription for a beta-blocker not shown 
to decrease mortality; compliance-underuse includes a patient shipping a maintenance medication dose; and unnecessary therapy is continued proton-pump inhibitor 
therapy after resolution of an acute gastrointestinal episode. 
MTM=medication therapy management. 

documented over the 7-year study period were patient refusals, 
the patient refusal rate steadily declined from a high of 19.2% 
in 2002 to 3.8% in 2006. This trend can be attributed to 2 
possible factors-the claims date back to the early 2000's, when 
MTM services were not as widely recognized and a change in 
the ability of both pharmacists and the MTM administrative 
services company to show the value of MTM services to patients. 
Somewhat surprisingly, prescriber refusal increased during a 
similar period, from less than 1 % in 2000 to 4.6% in 2006. 
The increase in prescriber refusal is likely related to the marked 
increase in interventions involving prescriber consultations that 
occurred during this time period. Notable changes in the ECA 
level (Outcome of Service) from 2000 to 2006 included fewer 
claims submitted with improved quality of care (from 85.1% 
to 66.l %, P<0.001) and an increase in claims submitted with 
ECA related to reduction in drug costs (from 9.6% to 15.0%, 
P<0.001). 

Finally, examination of changes in MTM reimbursement 
over time revealed a greater than 60% increase in the mean 
(SD) pharmacy payment from $7.65 ($3.03) in 2000 to $12 28 
($6.65) in 2006. The ECA mean (SD) dollar amount per claim 
increased from $24.18 ($139) to $429 ($2,421) from 2000 to 2006 
(P<0.001). It should be noted that a relatively small number of 
high-impact claims led to significant changes in the ECA in the 
latter portion of the evaluated time period. Specifically, notable 

increases in the percentage of total claims that were assigned ECA 
Level 4.6, avoidance of a hospital admission, occurred in both 
2004 and 2006 relative to previous years. 

• Discussion 
This MTM administrative services company has one of the larg­
est databases of MTM service claims and includes a nationwide 
sample of claims submitted over more than 7 years. The present 
study represents the first analysis of the MTM claims in this data­
base. The MTM administrative services company has adopted a 
cost avoidance model as a means to demonstrate the value that 
pharmacists add to the U.S. health care system, and this study 
includes the first report of pharmacist self-assessment of the ECA 
associated with MTM interventions. Examination of claims from 
50 MTM programs over a 7-year period found that the types 
of pharmacist-provided MTM services have changed over time , 
associated with increases in mean MTM reimbursement to phar­
macies and ECA. 

Over the past several years, MTM interventions have evolved 
from the provision of patient education involving acute medications 
toward consultation-type services for chronic medications. These 
shifts suggest that the provision of MTM services will become 
increasingly vital as the population ages. Specific trends related 
to drug therapy problems included an increase in services 
related to suboptimal drug selection, unnecessary therapy, 
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and compliance-underuse. ln addition, the MTM serv ices 
evaluated in this study show an increase over Lime in the 
MTM-related ECA derived from pharmacists' self-assessments. 
This change suggests that pharmacists are well-suited and 
positioned to identify, resolve and prevent medication-related 
complications that result in substantial health care costs. l lowever, 
it should be noted that since this study lacked a comparison 
group, other explanations fo r observed changes in MTM services 
cannot be fully d ismissed. Other plausible explanations include 
changes in the number and demographics of the populations 
served, as well as possible changes in pharmacist documentation 
patterns related to MTM interventions. 

ln a landmark 1995 study, .Johnson and Bootman projected 
the costs associated with drug therapy problems to be S76.6 bil­
lion .1 1 In an update 6 years later, the projected costs associated 
with drug therapy problems had increased to $177.4 billion .15 

The authors also expressed that the high costs of drug-rel ated 
morbidity and mortality should play a factor in health policy 
decisions and that pharmaceutical care, now termed Medication 
Therapy Management, could be a strategy Lo prevent drug 
therapy problems and reduce associated costs. 14 A 2005 study 
by Stebbins et al. of pharmacist provided MTM type services 
found that pharmacists could significantly decrease patients' 
out-of-pocket expenses by enrolling patients in manufacturer­
sponsored patient assistance progrnms, switching patients to 
appropriate generic or therapeutic alternatives, and employing 
other cost-saving measure·s such as tablet splitting.1" Pharmacists 
at the clinic were able to save the average patient over $90 duri ng 
the fi rst year of the study and over $60 during the second year of 
the study. Although the findings of the study by Stebbins et al. are 
encouraging, it should be noted that they were limited to elderly 
lower-income patients who used a single medical clinic, and that 
the cost-saving estimates were limited to savings in out-of-pocket 
prescription drug expenses. 

The current study suggests that MT M se rvices provided by 
community pharmacists may have favorable effects beyond edu­
cational benefits and out-of-pocket medication costs for p atients 
and MTM program sponsors. Specifically, MTM services provided 
by community pharmacists may have a favorable effect on medi­
cal costs associated with avoidance of physician visits, emergency 
room visits, hospital admissions, etc. The proportion of MTM 
claims in which pharmacists self-rated their services as avoiding 
higher dollar medica l cost events increased from 2000 to 2006. 
While the exact reason for these sharp increases is unknown, 
this trend is expected to continue as pharmacists are given more 
opportunities Lo provide MTM services and receive reimburse­
ment for the identification and resolution of increasingly complex 
drug therapy problems. further, this observation may re!lect the 
expanding role of pharmacists in the avoidance of significant 

morbidity and mortality as MTM programs mature . Activities 
undertaken to avoid high-cost medical events included ensur­
ing that patients were on appropriate guideline-recommended 
therapy, such as aspirin and beta-blocker use in patients follow­
ing a myocardial infarction and use of ACE inhibitors in diabetic 
patients without a contraindication. Other specifi c examples of 
pharmacist interventions that were considered as preventing a 
hospitalization included patients taking multiple beta-blockers, 
patients prescribed multiple pmassium products, patients report­
ing severe cramps or leg pains while on statin therapy, and mental 
health patients grossly noncompliant on chronic antipsychotic 
therapy. 

Limitations 
f oremost among the study limitations are the self-reported 
estimates of cost avoidance without fo llow-up assessment of the 
actual avoidance of health care utilization events, such as office 
visits and hospitalizations. In addition, a recent (2008) study of 
pharmacist interventions, conducted by Kroner el al., found that 
projected medication cost savings overstated actual cost savings 
by 14%.17 However the Kroner et al. study was limited to medica­
tion conversion savings and did not include cost-saving analyses 
of other resources, such as physician visits and hospitalizations, 
which were included in the present study. Second, the absence 
of a comparison group makes this a descriptive report without 
the ability to attribute outcomes to the pharmacist interventions; 
there is no way to determine if the billed MTM intervention 
would have been performed without the MTM administrative 
services company's network, either by another health care pro­
vider or by a patient representative. 

Third, the study employed a sample of MTM claims from some 
but not all MTM programs in the database of the MTM adminis­
trative services company. For example , the company administers 
a number of comprehensive disease state management programs, 
and the claims for these programs were not included in this anal­
ysis because they use a different documentation and billing sys­
tem. In addition , not all MTM programs were active throughout 
the entire sLUcly timeframe . While most original plans renewed 
their contract for services, some plans left and other plans were 
added ; thus some observed trends may be attributable to changes 
in the eligibility cohort . In addition , data were presented for even 
calendar years, but many programs were administered in accor­
dance with insurer fiscal year dates. Thus, the apparent relative 
decrease in the number of patients and claims in 2006 is mislead­
ing. Follow-up analyses from calendar year 2005 and early calen­
dar year 2007 show an upward trend in the number of patients 
provided MTM services by this MTM administration company. 
ln addition, it should be noted that the claims represent real­
world pharmacist MTM interventions across a 7-year time period, 
from 2000-2006, and encompass 50 MTM programs which were 
administered nat ionally to a wide variety of patients. 

28 Journal of Managed Care Pharmacy ]MCP January/February 2009 Vol. l 5, No. l www.amcp.org 

Ji/ !/ 



Analysis of Pharmacist-Provided Medication Therapy Management (MTM) Services in Community Pharmacies Over 7 Years 

+p[ijiMi+ Mean Pharmacy Payment for MTM Services and Mean ECA 
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ECA =estimated cost avoidance; MTM =medication therapy management. 

• Conclusions 
MTM services appear to be evolving from patient educa­
tion involving acute medications Lo more complex prescriber 
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consultation-type services for older patients receiving chronic 
medications. Further, these changes are associated with greater 
reimbursement amounts and greater estimated cost savings. While 
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Analysis of Pharmacist-Provided Medication Therapy Management (MTM} Services in Community Pharmacies Over 7 Years 

@443§!.)¢+ MTM Encounter Worksheet 

MONITORING 

Attem ts intment 

:::::::::::::::::::::::::::::::.:::::::::::::::::::::::::J::::::::::::::J:::::.:::::::::::::::::::: :::::::::::::::: 
_J_J_ at _ :_ a.m./p.m. 

_j_J_ ot _:_ o.m./p.m. a.m. / p.m. 
_J_J __ at _ :_ a.m.fp.m . 

.......................................... 'f ...................................... i:: : :~· ··············~··············· 

··········································r· ··········· .. ·· ·····················1·····r ·· ............ 1" .............. --.- . ----4-------+-''-1----....... - '--'-__;;""'""'.L--I 

::::::::::::::::::::::::::::::::::::::: .. " .............. , .................... : .. .. : ............ ... : ............ "t==:Jmi:Ri:~Hijj~12ii~;=]l~~1owi;;;Rx;;;;_~~10;;-~1Dt;1n;,1erm;;:;;;-;ttten~t~ 
........ , .................... .................................. .................................... f----"'1""'1''---l--"'"""'.1,-+..£~1--..,---------+-+----f 

Complex Drug Therapy 100 

Cost Efficac:y Management 105 

Cost Effica Mana ement 105 
New/Changed Prescription Therapy 110 
OTC Therapy 117 

Drug Therapy Problem Detected: 
Indlclltlon1 

Needs Therapy 120 
Unnecessary Therapy 125 

Efftc:Ky 
Suboptimal Drug Selection 130 
Insufficient Dose/Duration 135 

Safely 
Adverse Drug Reaction 140 
Drug Interaction 145 
Excessive ~Duration 150 

Compliance 
Overuse 155 
Underuse 160 

Monitoring Questions 
How have In tial 519 ns and symptoms changed ' 

Have any new health problems developed? 

Explain how vau have been u ng the medica 'oo. 

Have you miSStXf any doses? 

Are you satisfied with your drug theraPV' 

What ottier questionS or concerns do you have? 

Comprehensive Med Review (CMR) 200 

Prescriber Consultation 205 

Patient Consultation 215 
Patient Education/Monitoring 210 

Patient Education: 
O Name of Drug 
0 Therapeutic Class 
O Directions for Use 
O Side Effects/Warnings 
O Storage Requirements 

Missed Dose Actions 
Written Material 
Set Monitoring Appointment 

Monitoring: 
O Monitor Symptoms 
O Monitor Side Effects 
n Monitor Compliance 
O Patient uestion & Answer 

Prescriber Consultation 205 
Patient Compliance Consultation 215 

n Education 

Copyrigh © 2003, Outcomes Pharmaceutical Heal h care, LC. '" All rights resel'Ved 

Ouonie 
' ' 

CMR with Encounter 300 
CMR without Encounter 301 
Initiation d Cost Effective Drug 305 
Prescriber Refusal 375 
Patient Refusal 380 
Therapeutic Success (Resolved/Stable) 310 
Therapeutic Failure (Unresolved 'lor J 320 
Patient Refusal 380 
Drug Therapy Problem Resolved: 

Indications 
Initiated New Therapy 330 
Disconbnuecl Therapy 335 

Efllcac:y 
Olanged Drug 340 
Increased Dose/Duration 345 

5llfely 
Altered Regimen/Changed Drug 350 
Decreased Dose/Duration 355 

Prescnber Refusal 375 
Compliance 

Altered Compliance 
Altered Admin/Technlque 

Patient Refusal 
Other 

Encounter Form (Rev 0803) 
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H ouse H um a n  Services Comm ittee 

S B  2320 11:00 A M  
<: 

03-10-15 

Chairman Weisz and . members of the com mittee, for th e  record, my name is Mike 

Schwab the Executive Vice President of the N orth Dakota Pharmacists Association. We a re here 

today in support of SB 2320. 

Over the past d ecade, medication thera py management (MTM) services provided by 

pharm acists has gained widespread attention for achieving improved outcomes in p atients with 

chro n ic h ea lth care issues, wh i le  a lso reducing h ealth care costs. 

What is MTM? 

MTM focuses on patients with chro n ic con d itions that req u i re maintenance m ed ications, such 

as h igh cholesterol, asthm a, d iabetes, CHF and pain.  MTM is designed to catch "at risk" patients 

thro ugh a series of interventions by hea lth care p roviders, with pharmacists being the most 

accessible and p reval ent in providing such services. 

What are some of the core e'lements of an MTM service? 

• Review al l  current medications including nonprescription agents (OTC). 

• Assess any m ed ication-related problems. 

• Provide a personal  medication record to the patient and p rimary care provid er for care 

coord i n ation.  

• Compi le  a m edication-related action p la n  for tracking patient self-manageme nt. 

• I d entify cases needing targeted interventions including col laborating with other 

c l in icians. 

Stud i es of pharmacists p rovid ing MTM services to improve therapeutic outcomes indicate that 

such services can i m p rove health outcomes and reduce costs. Below we have l isted some of the 

benefits and PROVEN return on investment from MTM services . 

\ 
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• M i n n esota Medicaid MTM p rogram resu lted in a 31% reduction i n  total health care 

spend per patient. The .savings exceeded the cost of services by 12:1. 

• The ChecKmeds p rogram i n  North Carol ina MTM program has generated a savings of 

approximately $66.7 mil l ion i n  overal l  health care costs, which i ncluded $35 mil l ion from 

avoided hospital ization and $8 mil l ion in d rug product cost savings. 

• Ohio's Medicaid MTM p rogram's total savings including avoided h ospitalizations, 

emergen cy visits, and u nnecessary consum ption are yielding a ROI of 4:1. 

• N DPERS Col laborative Drug Therapy program of just diabetes in the first two years 

(2009-2011) p rovided a $71.14 savings per month for those members in  the program .  

J ust hard claims d ata p re a n d  post program showed a $2.34 return for every dol lar being 

spent. Thanks to this legislature, NDPERS, BC/BS of ND and our pharmacists, the 

p rogram and the results Were actual ly featured in  the America's Pharmacist Journal a 

cou p le of years ago. 

Centers for Medicare and Medicaid currently require all Medicare Part D p lans to i nclude 

MTM services into their p lan,s benefit structure for seniors due to the success of MTM services 

in p roviding healthier o utcom es and return on i nvestment. There are currently 18 states that 

have some type of MTM service being offered and reimbursed under state plans. BC/BS of N D  

offers MTM services under their p lan design a n d  recently Sanford Health Plan d ecided to offer 

MTM services u nder M edicaid E�pansion.  

The i mplementation and expa nsion of MTM services has been highlighted and 

s up ported by the U.S. Surgeon General  ca l l ing for the fu l l  integration of  pharmacists into hea lth 

care teams and a l lowing them to us� their fu l l  scope of p ractice. On January 13th of this year, 

the National  Governor's Association released a paper cal l ing for states to fu l ly integrate 
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p h a rm acist's i nto the health care contin u u m  and to use their expertise as the medication 

experts thro ugh services such as MTM . 

M e dication non-adherence costs this country over $100 bi l l ion dol lars annual ly. As part 

of the efforts to increase medication adherence and actively engage patients in their own 

health, MTM services should Qe i m plemented to help  a ny patient with medication-related 

p roblems. 

Again, we ask for you r  support of SB 2320. I would l ike to thank you for your tim e  and 

attention today. I wou l d  be happy to try and answer any q uestions that you might have for me. 

Respectfu lly  Submitted, 

M i ke Schwab 

EVP N DPhA 
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MTM Medication Adherence information: 

1. Hosp Pharm. 2014 Oct;49(9):826-38. doi: 10.1310/hpj4909-826. 

A quantitative evaluation of medication histories and reconciliation by 
discipline. 

Kramer JS1
, Stewart MR2

, Fogg SM1, Schminke BC1
, Zackula RE3

, Nester TM1, Eidem LA1
, Rosendale 

JC1
, Ragan RH1

, Bond JA1, Goertzen KW1
. 

Author information 
Abstract 

BACKGROUND/OBJECTIVE: 

Medication reconciliation at transitions of care decreases medication errors, hospitalizations, 
and adverse drug events. We compared inpatient medication histories and reconciliation across 
disciplines and evaluated the nature of discrepancies. 

METHODS: 

We conducted a prospective cohort study of patients admitted from the emergency 
department at our 760-bed hospital. Eligible patients had their medication histories conducted 
and reconciled in order by the admitting nurse (RN), certified pharmacy technician (CPhT), 
and pharmacist(RPh). Discharge medication reconciliation was not altered. Admission and 
discharge discrepancies were categorized by discipline, error type, and drug class and were 
assigned a criticality index score. A discrepancy rating system systematically measured 
discrepancies. 

RESULTS: 

Of 175 consented patients, 153 were evaluated. Total admission and discharge discrepancies 
were 1,461 and 369, respectively. The average number of medications per participant at 
admission was 8.59 (1,314) with 9.41 (1,374) at discharge. Most discrepancies were committed 
by RNs: 53.2% (777) at admission and 56.1% (207) at discharge. The majority were omitted or 
incorrect. RNs had significantly higher admission discrepancy rates per medication (0.59) 
compared with CPhTs (0.36) and RPhs (0.16) (P < .001). RPhs corrected significantly more 
discrepancies per participant than RNs (6.39 vs 0.48; P < .001); average criticality index 
reduction was 79.0%. Estimated prevented adverse drug events (pADEs) cost savings were 
$589,744. 

CONCLUSIONS: 

RPhs (pharmacists) committed the fewest discrepancies compared with RNs and CPhTs, 
resulting in more accurate medication histories and reconciliation. RPh involvement also 
prevented the greatest number of medication errors, contributing to considerable Adverse 
Drug Event (ADE)-related cost savings. 
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Senate Bill  2320 - Medication Therapy Management for Medica id 
House H uman Services Committee - Fort Union Room 

1 1 : 00 AM - Tuesday - March 10, 2015 

C h a i rm a n  Weisz, m e m bers of the H ouse H u m a n  Services Co m m ittee, for the 

record I a m  J a ke D ecke r, an N DS U  Co l l ege of Pha rmacy Pha rm D ca ndidate 
com pleti n g  a rotat ion with the N o rth Da kota State Boa rd of Pha rmacy .  I w i l l 
be provid i n g  testi m o n y  o n  beha lf of the Boa rd of P h a rmacy o n  Ho use Bi l l  
2 3 20 Med ication Thera py M a nagem ent for M ed ica id e l i g i b l e  i n d i vi d u a l s .  

T h e  Boa rd o f  Pha rmacy su pports t h e  provision o f  H B2320 fo r esta b l ish ing a 
m edication thera py m a n ag ement p rog ra m fo r Medicaid e l i g i b l e  patients . 

The p u b l i c  ben efit s  g reatly from the knowledge that a pha rmacist p rovides a 
patient throug h d i rect o n e  o n  one conta ct.  Us ing med ication thera py 
m a nagement to a ch ieve o pti m a l  thera pe utic d ru g  reg i m e n s  is  not o n ly 
beneficia l to the overa l l  hea lth of the patient but is  a lso benefici a l  to the cost 
of their  hea lthca re overa l l .  The M i n nesota m ed ication thera py m a n agement 
p ro g ra m  res u l ted i n  a 3 1 °/o red u ction of tota l health ca re spent per patient.  

Th is res u lted i n  a savings of $8, 1 9 7  to $ 1 1 , 965 savi ngs per patient. 

An i m porta nt co m ponent of med ication thera py m a n a g ement is  e n s u ri n g  
p roper com m u n i cati o n  t o  oth er hea lthca re p rofession a ls t o  e n s u re 
co l la boration of care for the patients .  Eq u a l l y  i m porta nt is  the necessity of 
t h e  p h a rmacist to p rovide a healthcare record fo r the patient o n  the 
i nteractions and i nte rventions which the p h a rma cist had made with the 
patient.  

The N o rth Da kota P h a rma cists Association [ N D PhA] has been a leader with 
their  e lectro n i c  record kee p i n g  system "About the Patient Program " throug h 
the North Da kota E m ployees Reti rement Syste ms [ P E RS ] . We bel ieve they 

ca n expa nd on that success to provide a se rvice to the Depa rtment of 
H u m a n  Services . 

Th a n k  you fo r the oppo rtu n ity to s pea k o n  this bi l l .  If you h ave a ny 
q u estions,  the Boa rd of P h a rmacy Executive D i rector M a rk H a rdy, P h a rm D  
a n d  I w i l l  b e  h a p p y  to a nswer the m . 
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Re: SB 2320 
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Chairman Weisz and members of the committee, for the record my name is Shelby Monson, a 

future pharmacist who will be practicing in North Dakota. I am here today in support of S B  2320, which 

would create a medication therapy management program for Medicaid-eligible individuals. 

As I have progressed through my schooling, I have become aware of the numerous benefits 

medication therapy management (MTM) has to offer. Pharmacists are medication-use experts, therefore, 

it is certain that the public wil l  profit from such services from pharmacists. I have had first-hand 

experience with MTM as I have participated in a MTM clinic. A few of the benefits that I have 

witnessed include improved patient compliance, increased patient involvement in their care, decreased 

costs, and identification and resolution of medication-related problems. Commonly identified 

medication-related problems include: 

• spl itting tablets that should not be split 
• medication taken as needed when it should be taken daily to provide benefit 
• medication taken at the wrong time of day 
• medication duplications and interactions 

Additionally, MTM programs improve collaboration among the pharmacist, the patient, and the 

patient's  healthcare team. Because many individuals have multiple chronic diseases, they may see 

multiple healthcare providers. Medication therapy management services are documented and any 

recommendations are discussed with the patient's  healthcare providers and the patient, ultimately 

improving patient care. Pharmacists providing MTM services play a key role in reconciling patients' 

medication lists. 

Thank you for the opportunity to speak on this bi l l .  P lease let me know if you have any questions 

and I will  do my best to answer them for you. 

Respectfully Submitted, 

Shelby Monson 
20 1 5  Pharm.D. Candidate 




