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Community Care of North Carolina
(CCNC) is the shared services umbrella
organization for 14 constituent CCNC
Networks, each having its own member
physician practices. CCNC’s networks
currently contract with over 1,300 prac-
tices to create a hybrid fee-for-service and
per member per month (PMPM) model of
reimbursement in exchange for provider
participation in building Patient-Centered
Medical Homes (PCMH). The net result
is a balance in resource allocation between
the clear and present need for traditional
encounter-based care delivery and the
strong desire of payors and patients alike
for longitudinally-oriented, population-
based care delivery focused on chronic
conditions that are ultimately responsible
for up to three-quarters of the total health
care dollar. PMPM funding is shared be-
tween the regional Networks that provide
wraparound support for its member prac-
tices and the practices themselves with
the goal of creating a community-based
integrated care delivery model.

Much has been made of PCMH within

6 North Carolina Pharmacist, Winter 201 |

health policy circles of late, garnering
high praise, promise and skepticism dur-
ing the Health Reform discussion of 2009.
And much like Medication Therapy Man-
agement, it has been subjected to many
meanings by many stakeholders. At its
core though, it is meant to convey the no-
tion and need for a “general contractor” to
coordinate one’s healthcare, a need high-
lighted in stark relief by an excerpt from
testimony given to Congress in 2007:

“Medicare beneficiaries with mul-
tiple chronic illnesses see an average of
13 different physicians, fill 50 different
prescriptions per year, account for 76
percent of all hospital admissions, and
are 100 times more likely to have a pre-
ventable hospitalization than those with
no chronic conditions.” !

Medical Home’s roots run deep in
North Carolina, a state that has had a
strong tradition of supporting, cultivating
and advancing primary care, both in edu-
cation and in practice. Excerpts from a
2004 review in the AAP’s journal Pediat-
rics? reveals a remarkable level of forward
thinking from the PCMH community over
a quarter of a century ago:

American Academy of Pediatrics (1967)*
Standards of Child Health Care writ-
ten by the AAP Council on Pediatric Prac-
tice by the AAP in 1967 emphasizes the
importance of centralized medical records
for children with chronic diseases or dis-

abling conditions, stating that a, “lack of
a complete record and a ‘medical home’
is a major deterrent to adequate health
supervision.”

North Carolina ‘“Health Home” (1978)
“(The Health Home should provide)
....1) commitment to the individual, 2)
primary services, 3) full-time accessibility,
4) service continuity, 5) comprehensive
record-keeping, 6) competent medical
management, and 7) cost-effective care.”

In this century, PCMH has been further
refined to reflect the economic reality of
providing this level care and the need for
an inter-professional team, led by physi-
cians:

Joint Principles of the Patient-Centered

Medical Home* (February 2007)

American Academy of Family Physicians

(AAFP)

American Academy of Pediatrics (AAP)

American College of Physicians (ACP)

American Osteopathic Association (AOA)

¢ Personal physician

¢ Physician directed medical practice

* Whole person orientation

e Care is coordinated/integrated across all
elements of system

¢ Quality and safety

* Enhanced access

e Payment (among other highlighted sub-

bullets)
- Payment appropriately recognizes the



added value

- Reflects the value of physician and
non-physician staff patient-centered
care management

- Should pay for services associated
with coordination of care

Upon review of these principles and
colored by my own eight year experience
with CCNC, I see a striking similarity
between primary care’s efforts to evolve
towards the PCMH model and the Phar-
maceutical Care movement within our
own profession. Both efforts have great
promise to transform the current system
of care and align with each other well,
but are similarly challenged by “the status
quo” and the “tyranny of now.”

Yet “business as usual” is no longer
an option. Focusing again on Medicare,
consider that nearly one in five hospital-
ized Medicare beneficiaries will be re-hos-
pitalized within 30 days, and greater than
one in three within 90 days.> Additionally,
one-half of those re-hospitalized within
30 days never had an outpatient visit for
follow-up prior to the re-hospitalization.*
Historically, Medicare has been a reliable
barometer and harbinger of what is to
come. It is entirely rational to conclude
that as goes Medicare over the next two
decades, so goes the entire health care sys-
tem, leading to the most important statistic
of them all:

Medicare has $34 trillion dollars in
unfunded future obligations as of 2008.

Stated another way, Medicare needs
to find either 1) 34 trillion in new tax rev-
enue or 2) 34 trillion in cost-savings; with
the latter coming ultimately from one of
three sources; lower payments to provid-
ers, reduced benefits, or savings related to
healthier recipients needing less services.
Focusing on the latter, a more effective
and efficient care delivery seems to be the
only universally palatable choice and is
thus the focus of much effort in modern
health care reform. As a result, we will
likely see much greater emphasis on “val-
ue” in the near future, a metric that bal-
ances both cost and benefits of a service,
procedure or program. And though there
are varying degrees of confidence that a
quality-driven concept such as PCMH can
provide the type of cost savings to fill the
budget gap, there is growing evidence that
it can have quite a positive effect on qual-
ity of care and patient outcomes, while

simultaneously reducing costs.’

Coming full circle, CCNC and its
efforts to facilitate multi-professional,
multi-setting PCMH activities are meant
to generate both cost and quality gains.
There is great opportunity within the
CCNC and the larger PCMH movement
for pharmacists to play an active role as
Medical Home “co-enzymes,” greatly
augmenting and enhancing the efficiency
and effectiveness of the physician-led
PCMH team.

The topics chosen for this issue of
North Carolina Pharmacist are meant
to illustrate the diversity of activity and
opportunity to engage PCMH as a “co-
enzyme,” partnering with and working
hand-in-hand with other Medical Home
Extenders such as physicians’ assistants,
nurses, social workers and others with
the goal of achieving “well care” at the
expense of “sick care.”
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The CCNC Clinical
Pharmacist Partner
Program: Early Experiences
and Lessons Learned

By Tamika Robinson, PharmD,
CCNC Network Pharmacist,
Southern Piedmont
Community Care Plan

Co-authored by Katina J. Rice,
PharmD, Network Clinical
Pharmacist, Partnership For
Health Management

Community Care of North Carolina
(CCNC), a Medicaid care management
program, builds community health net-
works organized and operated by commu-
nity physicians, hospitals, health depart-
ments, and departments of social services.

CCNC is comprised of 14 local net-
works with more than 3,000 physicians
working with other community providers
to better manage the 800,000 Medic-
aid and North Carolina Health Choice
enrollees. These regional networks are
established in an effort to achieve long-
term quality, cost, access and utilization
objectives in the management of care for
Medicaid recipients.

Community Care of North Carolina
implemented new pharmacy initiatives
in 2007 to improve the management of
patients taking multiple medications.
This included the addition of at least one
pharmacist to each local network. The
primary responsibilities of the pharmacists
included, but were not limited to: educa-
tion, coordination, roll-out, and oversight
of all the pharmacy benefits programs
within the network.

In the spring of 2010, clinical phar-
macists were added to provide extensive
medication management services through
collaborating in a multi-disciplinary ap-
proach to patient care.

Southern Piedmont Community Care Plan
Southern Piedmont Community Care
Plan (SPCCP), A Beacon Community, was
designed in collaboration with health-
care partners and community services to
provide increased access to healthcare
services for 45,000 Medicaid recipients in
Cabarrus, Rowan, and Stanly counties.
SPCCP staffs a full-time network and
clinical pharmacist, and has collaborated
with our Network Health System Partners
to contract their pharmacists. These phar-
macists manage a highly complex patient
population and focus on supporting our
goals and measures to improve healthcare
outcomes. The pharmacy-related activi-
ties include reviewing medication recon-
ciliations completed by care managers and
performing comprehensive reviews with a
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goal of reducing preventable hospital re-
admissions and ED visits. Information is
then communicated with the patient’s PCP
in an effort to improve the quality of care
by providing cost-conscious, evidence-
based recommendations.

To date, SPCCP has four contracted
pharmacists dispersed throughout the
three counties. The pharmacists’ salaries
are reimbursed based upon medication
management services, which include
patient education regarding safe and ra-
tional use of drugs, drug-drug interaction
monitoring, cost efficacy management,
and therapeutic optimization, just to name
a few. This model was selected due to the
pharmacists having established relation-
ships with the providers in an effort to
provide a sustainable patient management
system.

Early Experiences and Lessons Learned:

* Contracting with pharmacists already
established in clinics allows for a col-
laborative approach to patient manage-
ment, since the pharmacist-provider
relationship is already established.

* The ability to have access to the patient’s
record to make a more informed deci-
sion regarding patient care via EMR
systems.

* The convenience of being on-sight and
available for medication consults.

* Helping to facilitate the goals and mea-
sures set forth by Community Care of
North Carolina.

* The autonomy of being able to tailor
medication management services to
fit each individual clinic that is unique
with its own identity.

* Having multiple pharmacists allow
for constant flow of innovative and
creative strategies to improve overall

quality of care.

Partnership for Health Management (P4)
Partnership for Health Management
(P4) is the local CCNC Network for Guil-

ford, Rockingham, and Randolph coun-
ties. P4 has an enrollment of about 63,000
patients and 43 medical practices. In July
of 2007, P4 added one full-time Network
Pharmacist who performed a variety of
administrative and clinical tasks. As the
clinical needs of the network increased, a
part-time (15 hour per week) clinical phar-
macist was added. Currently, the Network
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Pharmacist spends about 40% of her time
completing clinical tasks and the part-time
clinical pharmacist spends about 95% of
her time completing clinical tasks.

The Network Pharmacist is an employ-
ee of the network and is based within the
P4 “network office.” The part-time clini-
cal pharmacist is contracted from the local
AHEC (Area Health Education Center)
and completes her network tasks at the
AHEC office. Communication with the
part-time clinical pharmacist by network
staff and care managers is usually done
virtually. She has EMR (electronic medi-
cal record) access at the largest Medical
Center and its associated practices within
the network as well as access to the soft-
ware that network care managers use.

The main focus of the clinical phar-
macist’s activities is medication manage-
ment. Medication management includes
reviewing medication reconciliations
completed by the Transitional Care Nurses
who see hospitalized patients, and com-
pleting in-depth medication reviews. Any
clinically pertinent findings from medica-
tion management are communicated with
the provider most commonly by fax or by
telephone on all urgent matters.

The addition of the part-time clini-
cal pharmacist has proven to be a posi-
tive experience for P4. Prior to adding
the additional clinical staff, the Network
Pharmacist was responsible for both clini-
cal and administrative activities. With
the change in the economy, the pharmacy
administrative duties increased. Having
another pharmacist to attend to medication
management helped things run smoothly.

Early experiences and lessons learned:

e Virtual access to medical records is vital.

* The new clinical staff should attend the
medical management meetings to meet
the key network players (at least when
they are first hired).

e The clinical pharmacist should be
knowledgeable about some of the
administrative pharmacy initiatives just
in case they have to step in for the Net-
work Pharmacist or if they are asked a
question by a physician.

e The Network Pharmacist should be the
“manager” of the pharmacy services
for his/her network and have the clini-
cal staff report to him/her.

Healthcare is constantly changing,

thus forcing many states to clamp down
on costs. To date, Medications are the
highest expenditure for NC Medicaid and
represent an important role in reducing
preventable readmissions and ED visits.

A multidisciplinary approach to health
management that involves various disci-
plines across the healthcare continuum op-
timizes the quality of patient care. Having
clinical and administrative pharmacists

on staff is like having the best of both
worlds. Allowing the administrative phar-
macist to “manage” the pharmaceutical
care taking place in their network yields

a more streamlined approach to setting
policies and circulating information. As
the benefits of the pharmacist-physician
relationships become more apparent, there
will likely be an increase in this type of
healthcare management model.

The Pharmacist-Care
Manager Team: One
Plus One Equals Three

By Trista Pfeiffenberger,
PharmD, MS,

Network Pharmacist,
AccessCare

Co-athored by

Megan Rose, PharmD, Network Pharmacist,
Access Il of the Lower Cape Fear

and

Marcelletta Miles, RN, BSN, MBA,

Vice President of Clinical Operations and
Affairs, AccessCare

There are symbiotic advantages to
having a team of individuals with varied
skill sets and backgrounds working in a
well-organized way to improve health
outcomes related to medication taking.
CCNC has employed this ideal in creating
a medication reconciliation and review
process to do just that. Our goal was to
design a medication management program
infrastructure that complements the roles
and locations of nurse care managers
and pharmacists. Each CCNC network
includes clinical staff consisting of nurse
care managers, social work care managers,
a medical director, and pharmacists. They
collaborate with primary care providers
(PCPs) affiliated with the network as part
of a patient-centered medical home.

Medication management activities are



performed by nurse care managers and
pharmacists for both transitional care and
chronic care patients. Transitional care
medication management focuses namely
on the identification of discrepancies
through medication reconciliation after
discharge from an acute care facility. Pa-
tients are identified or referred for chronic
care medication management by: 1) their
care manager, 2) their primary care pro-
vider, or 3) a pharmacist directly embed-
ded in the PCP’s practice. Regardless of
the setting, the high volume of patients
who require review of medication therapy
makes the partnership of nurse care man-
agers and pharmacists a key component
to effectively managing as much of the
population as possible.

Nurse care managers have an estab-
lished relationship with the patient that
provides an optimal opportunity to gather
the patient-reported list of medications.
Nurse care managers use pharmacy claims
data or pharmacy fill history reports as
a resource when they visit the patient’s
home or do a telephonic interview about
the patient’s current medication therapy.
They compare the list of medications that
the patient reports taking against other
available medication lists, identifying
discrepancies that either need to urgently
be reported to the PCP or relayed to the
pharmacist as part of a comprehensive
medication review.

The pharmacist uses clinical informa-
tion (including medication lists) obtained
from the nurse care manager, primary care
provider, and hospital history and physi-
cal or discharge summary to conduct a
comprehensive medication review and
perform medication reconciliation. For
example, a comprehensive medication
review includes activities such as evaluat-
ing efficacy of therapy, scanning for drug-
drug or drug-disease interactions, evalu-
ating potential adverse drug reactions,
reviewing the patient’s medication regi-
men against existing practice guidelines
and medical literature, and looking for
opportunities to maximize cost-effective
therapies and use of generic medications.
Except for settings where the pharmacist
is embedded directly within a physician
practice or a hospital, patient interaction
is mostly limited to telephonic communi-
cation in order to clarify or obtain more
information about medication discrepan-
cies or deliver patient education related to
specific medications.

Because the nurse care managers are

greater in number and spread out geo-
graphically across the network, they often
have the best relationships with provider
practices and thus are the primary means
of communicating pharmacist recom-
mendations to the primary care provider.
They may also conduct relevant follow
up with provider practices if a response
to the pharmacist’s recommendations is
not received. The established relation-
ship that nurse care managers have with
practices allows them to best understand
each practice’s preferred means of com-
munication.

The role that each member of the
team plays may vary slightly within each
network. Some medication management
encounters are conducted solely by the
nurse care manager or the pharmacist. A
pharmacist comprehensive medication
review is reserved for those patients who
are relatively more complex, so some
medication management activities (such
as medication reconciliation) may be
completed in entirety by the nurse care
manager. Alternatively, there are some
settings where a pharmacist is embedded
within a provider practice, and medication
reviews are conducted in conjunction with
practice visits for patients who are not
receiving case management.

In order for this type of medication
management program to function well,
there are several key components to the
program’s infrastructure that should be
mentioned. First, all staff have received
training about the process and, in some
networks, have also completed compe-
tency exams. Second, each network has
created specific tools to aid in gather-
ing the medication lists and conducting
reconciliation. Third, templates have been
established for both nurse care managers
and pharmacists to communicate relevant
medication management findings back to
the provider. It is critical to note that the
tools, roles, and responsibilities mentioned
have been designed around the scope of
practice and training level of the staff.

In short, there are so many patients
who could benefit from medication
management services that both nurses and
pharmacists need to function at the top of
their license and do the things best suited
to their education and training. It is quite
advantageous to have diverse skill sets
tackling complex medication regimens
and the challenging drug therapy prob-
lems that come along with them.

From Soup to Nuts:
The CCNC Model of
Transitional Care

By Huyla G. Coker, PharmD
Clinical Pharmacist,
Community Care Plan of
Eastern Carolina/Albemarle
Hospital

Neal Roberts, PharmD, BCPS
Network Pharmacist,
Northwest Community Care
Network

Gretchen L. Tong, Pharm D
Clinical Pharmacist,
AccessCare

Clinical Instructor,

UNC School of Medicine,
Department of Family
Medicine

As pharmacists, we are all aware of the
many medication “issues” patients may
experience in the community; everything
from suboptimal adherence, side effects,
interactions with other medications, OTC,
or herbal supplements, cost barriers, etc.
When patients move from one care setting
to another, the chance for medication “is-
sues” greatly increases.

Patient transitions across settings of
care are a major cause of medication er-
rors and Adverse Drug Events (ADEs).
An important component of these transi-
tions is the accurate and complete transfer
of a patient’s medication information.!

Transitional care has been defined as
a set of actions designed to ensure the
coordination and continuity of health
care as patients transfer between different
locations and different levels of care.”> In
2009, CCNC implemented a model to
assist with such transitions by embedding
a transitional care pharmacist (TCP) into
acute care settings. Although the care
setting (large teaching hospital vs. small
community hospital) and daily functions
of the individual pharmacists vary, the
role of the TCP is consistent throughout
CCNC. The TCP serves as a “bridge” for
the patient’s medication regimen when
transitioning from home to an inpatient
setting and back to home. This “bridge”
is customized for each patient and is built
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on interdisciplinary relationships with

both community and inpatient health care

professionals. This medication “bridging”
ideally leads to improved continuity of
care and improved patient outcomes.

The best way to demonstrate the role
of the CCNC TCP is to follow an actual
CCNC patient case to demonstrate the
continuity of care from admission, through
inpatient stay, at discharge, to home and
back to the primary care provider (PCP):

JD is a 43-year-old AAM admitted
on 9/8/10 for substernal chest pain. His
past medical history was significant for
dyslipidemia, HTN, ‘borderline’ DM,
questionable MI w/normal cath in 2003,
depression, hypogonadism, and mild renal
insufficiency (stable). He has no known
drug allergies. His home medication list
upon admission included the following:

1. Androgel 1% pump UD (last filled
7/2/10-*all last fill dates were obtained
through Medicaid claims data updated
through 8/21/10%)

2. Amlodipine Smg 1 po daily (last filled
8/2/10)

3. Meformin 500mg 1 po daily (last filled
4/24/10)

4. Lisinopril 30mg 1 po daily (last filled
8/2/10)

5. Niaspan ER 750mg 1 po daily (last
refills 7/2, 4/7, 2/6/10)

6. Crestor 10mg 1 po daily (last filled
4/7/10)

The TCP, reviewed JD’s refill history,
and conducted an inpatient interview,
identifying several drug-related problems:
* JD was not taking his metformin due to

GI side effects.

* JD was not taking his Niaspan ER as
often as prescribed due to flushing.

* JD was not taking his Crestor due to
muscle pains and weakness.

In an effort to resolve the medication
related problems, the TCP provided the
patient, hospitalist, and nursing staff with

the following recommendations:

¢ JD was educated to take metformin after
a meal to reduce GI side effects and
was instructed to follow-up with his
PCP if the side effects persisted.

* JD was educated on proper timing of
his Niaspan and premedication with
aspirin to reduce flushing. He was also
provided with a low literacy Meduca-
tion® handout with pictograms to
supplement the verbal education.

* JD was congratulated on his compliance
with amlodipine and lisinopril.

* The hospitalist was contacted, by the
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TCP, and agreed to change Crestor to
pravastatin 40mg daily in an effort to
decrease JD’s muscle aches and reduce
the cost of therapy.

* The TCP requested JD’s inpatient floor
nurse reinforce medication education at
discharge.

JD was discharged home on 9/10/10

after ruling-out for acute MI.

Soon after discharge, the TCP pharma-
cist and a CCNC RN Care Manager met
with JD and his wife in his home to recon-
cile his home medications with the hospital
discharge summary. The following issues
were discovered during this process:

* JD was taking a number of OTC supple-

ments, not previously identified in his

medication lists, including fish oil, Green

Tea Fat Burner and Whey Protein Ana-

bolic Steroid.

* The most recent serum creatinine values

obtained by the TCP from the PCPs office

were 1.6 and 1.7mg/dl. He was still tak-
ing metformin.

In light of these new findings discov-
ered after discharge, the following discus-
sions took place between the TCP, PCP,
the patient, and the care manager:

* The TCP cautioned JD regarding the
creatine component from the Whey
Protein supplement, noting that renal
insufficiency was listed in the PMH.

* The TCP cautioned JD about multiple
ingredients in the green tea product that
may cause chest pain, tachycardia, pal-
pitations, and increased blood pressure.

* The TCP and care manager informed the
PCP of pertinent information from the
hospital and home visits.

* The TCP alerted the PCP to JD’s use of
metformin and his recent creatinine
values, as metformin use is contraindi-
cated with SCr = 1.5 in men. The PCP
reported that he would have his office
staff contact the patient to discontinue
metformin and would reevaluate JD’s
blood sugars.

* The TCP informed the PCP of the use of
the Whey Protein supplement and the
green tea product; the PCP reported
that he would reiterate the need to
discontinue use of both, during the
upcoming PCP office visit.

Due to the efforts of the TCP and other
members of the healthcare team work-
ing together during the hospital to home
“hand-off,” it may be possible to prevent
future admissions for cardiac complaints,
assuming that JD’s were secondary to
OTC stimulant use. If he experiences

fewer side effects from niacin and pravas-
tatin, JD may have improved medication
adherence and will be more likely to reach
targeted cholesterol goals. Coaching JD
regarding blood pressure control, reinforc-
ing compliance with an ACE inhibitor,
and limiting the use of OTC products with
creatine may slow the progression of his
chronic kidney disease. Discontinuation of
metformin and close monitoring of JD’s
blood sugars may prevent complications
of diabetes and adverse drug events such
as metabolic acidosis.

This case demonstrates the level of
complexity in truly ‘bridging’ a patient’s
medication use from home to an inpatient
setting and back home again. Although
CCNC transitional care pharmacists are
primarily based in acute care settings, the
TCP functions are actually community
activities that coordinate patient care from
admission to home and to the first outpa-
tient visit. Transitional care pharmacist
models will vary among care settings and
geographical regions, as they should be
developed to optimally meet the medica-
tion management needs of a particular
community and the patient population it
serves and should incorporate the use of
existing resources in the area. The TCP
model is not intended to replace a hospi-
tal’s existing medication reconciliation
process, but functions to enhance its cur-
rent system and carry the process forward
into the community.

From a recent article in JAMA, Darren
DeWalt, MD referred to the hand-off of
responsibility from the health care system
to the patient as similar to the dismount
in gymnastics. “Relatively few resources
are spent on the transfer of care to the
patient. . . all that work is meaningless
without the dismount which . . . requires
enabling the patient to understand and act
in ways that maximize health outcomes.
.. the most elegant and efficient medical
therapies will fail if patients or caregivers
cannot adequately and accurately adminis-
ter the therapy. . . ”* Expanding DeWalt’s
analogy by considering all transitions
in care as a “dismount” then it is appar-
ent that more focus should be placed on
these transitions. The CCNC transitional
care pharmacist model is striving to build
better medication “bridges” and improve
medication “dismounts” to improve conti-
nuity of care for our patients.
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Making Sure Patients

Don’t Fall Through the
Healthcare Cracks

By Dana Arrington, PharmD,
Network Clinical Pharmacist,
Community Care of Western
North Carolina (formerly
Access Il Care of WNC)

Co-authored by Richard Hudspeth, MD,
Medical Director, Community Care of Western
North Carolina and Faculty, MAHEC Hender-
sonville Family Medicine Residency Program
and

Eliza Johnson, MA, LPC, LCAS, Care
Management Coordinator, Community Care of
Western North Carolina

Recognizing that patients often fall
through the cracks of unfortunate silos
in our healthcare system, our network
of practice and hospital-embedded care
managers and pharmacists frequently act
as the bridge of coordination and commu-
nication between patients and health care
providers. Perhaps this is best epitomized
by the challenge of ensuring safe and
appropriate medication use by patients.
Medication errors occur 46% of the time
during transitions: admission, transfer
or discharge from a hospital.! Because
these errors happen at multiple transition
points, a multi-step medication reconcili-
ation process is necessary to ensure all
discrepancies are addressed. The follow-
ing examples illustrate how this type of
reconciliation process is beneficial for
coordinated patient care.

Recently a patient was admitted for a
heart failure exacerbation. Upon admis-
sion she diuresed almost two liters of fluid
with administration of furosemide 100mg.
Prescription claims revealed that furose-
mide had been filled over three months
prior for only a thirty-day supply. When
I visited her in the hospital the morn-
ing after admission, she reported feeling
better and breathing much easier. When
asked about furosemide, she conveyed
that since no refills remained she thought
her prescription was complete and she no

longer required furosemide. Education on
heart failure, including the importance of
a maintenance diuretic regimen, was pro-
vided as well as follow-up with her pri-
mary care provider to ensure her discharge
diuretic regimen was updated in her chart
and prescriptions were available.

In reviewing another patient’s list of
fifteen monthly maintenance medications
following a hospitalization for chest pain,
I noticed that his hypertensive med regi-
men had changed three times in a three
week span, first from his hospitalization
and then through follow-up with his ne-
phrologist and cardiologist, both unaware
of the other specialist’s recommenda-
tion. His primary care provider requested
that I reconcile his medications, which
resulted in a week-long investigation of
his medication “story” and multiple phone
calls to his specialists for coordination
and agreement on his current regimen. Fi-
nally, in perhaps the most important step, I
sat down with the patient at his follow-up
primary care appointment to discuss with
him the confusion, his included, surround-
ing his regimen and provide education.
And afterwards, not withstanding a small
feeling of victory, I reported back to his
primary care physician that all meds had
been reconciled and updated in the EMR.

Whether the medication story is a five
or five thousand piece puzzle, patient in-
formation and specialist involvement must
be connected to result in optimal patient
outcomes. One patient may receive in-
struction from multiple health care provid-
ers. This, compounded with the patient’s
own lack of understanding regarding their
med regimen, increases the risk for dis-
crepancies and other adverse events.

Within our own community this year,
our network was able to collaborate with
a local Federally Qualified Health Center
(FQHC) to provide care management
and nursing support while addressing
our goals of better coordinated care and
reduced hospital readmission rates. Our
own nurse care managers staff a post-hos-
pital discharge clinic within the FQHC
to address medication reconciliation and
follow-up needs within two weeks of dis-
charge and often much sooner. This en-
sures linkage with a primary care provider
as well as identification of any needs,
such as home health or lab monitoring,
that have not been addressed, which could
increase the risk of hospital readmission.
In addition, same-day physician appoint-
ments are available if acute needs are

identified. Many patients referred to this
clinic were not linked with a primary care
physician prior to hospitalization so this
collaboration among the clinic, hospital,
and our agency has created a seamless
transition for patients who might have

an even higher risk of falling through the
cracks while attempting to navigate the
health care system on their own.

The following case is a great example
of this collaboration. A 56-year-old
gentleman was admitted in August with
jaw pain and shortness of breath. Past
medical history included severe CAD with
prior MI and stenting as well as cardio-
myopathy, DM, HTN, hyperlipidemia,
and depression. Repeat catheterization
was completed with continued medical
therapy recommended and thus several
maintenance meds were altered and one
new med added. Since our agency had
no previous interaction with this patient,
the embedded nurse care manager visited
him while hospitalized to introduce our
transitional care program. She requested
the hospital discharge planner make a
follow-up appointment for him with
our post-discharge follow-up clinic so
that date and time of appointment were
included in his discharge instructions.
During that clinic visit within a week of
discharge, several med discrepancies were
addressed and corrected that day, includ-
ing Lisinopril dosing, which might have
been problematic because his first primary
care appointment was six weeks later. In
addition, the patient voiced increased de-
pressive symptoms and was referred to the
behavioral health triage that day as well.
His discharge plan had included follow-up
with cardiology; however no appointment
had been made and he did not understand
to call the cardiology office for appoint-
ment, so our nurse called to have that
appointment scheduled for him. Four
months later, the patient is keeping all ap-
pointments with primary care, cardiology,
and behavioral health, taking his mainte-
nance medications, and has had no further
hospitalizations.

Community Care of North Carolina’s
infrastructure of medical homes and
“boots on the ground” care managers
bridge patients through a complicated
system of health care. Left to navigate
this system on their own, patients are at
increased risk of medical errors, including
medication discrepancies. As our vision
“healthy individuals, healthy communi-
ties” states, we hope this approach will
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improve outcomes for our patients as well
as contribute to a better system overall.
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Riding the Circuit in
Rural North Carolina:
The Pharmacist Perpective

By Neil Williams, PharmD, CPP
Clinical Pharmacist
Coordinator, Community Care
of North Carolina

Vice President Clinical
Services, Medication
Management, LLC

In 2007 I was working as a clinical
pharmacist in a large metropolitan, multi-
specialty medical practice. There were
11 physicians in the practice. Internal
medicine, cardiology, endocrinology and
rheumatology were some of the specialties
within that practice. Our clinical pharma-
cy practice was in place for eight years at
that time. We had a rich referral base and
felt we established a sound reputation over
the eight years. During our time there we
were able to cultivate a strong relationship
with the providers. There was a high level
of trust by the providers in our decision
making concerning drug therapy man-
agement. The result was a daily patient
load of 20-30 patients for chronic disease
management.

In the summer of 2007 Troy Trysgstad,
Pharmacy Projects Director with Commu-
nity Care of North Carolina, approached
us with an idea for a practice-based clini-
cal pharmacy services project in a rural
area in mid-western North Carolina. We
collaborated with Community Care of
North Carolina (CCNC) on a project a
few years earlier and therefore knew the
organization well. CCNC also knew of
our practice model and clinical experience
and therefore thought we would be a good
partner in this new project.

During the summer of 2007, prior to
this project, CCNC was at work on creating
a database of Medicaid prescription drug
claims data. The database provided the
user with fill dates for drug claims filed
with Medicaid. This allowed the user to
determine if prescriptions were filled in a
timely manner and therefore assess poten-
tial adherence problems. It also allowed
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the user to make an assumption as to diag-
noses based on the medications being used.
This “Pharmacy Home” was very benefi-
cial for pharmacists and care managers
who were trying to improve the health of
Medicaid recipients by addressing potential
drug interactions, declining health from ad-
herence issues, poly-pharmacy issues and
drug cost issues just to name a few. The
one element pharmacists often find missing
when evaluating drug therapy is the patient
chart. The progress notes, lab data, medi-
cal history and other information found

in the chart is needed along with drug fill
history to round out the drug use picture
for any given patient. Gaining access

to the claims data and putting a clinical
pharmacist in the practice seemed to be an
ideal mix. It was with this thought in mind
that CCNC began approaching practices to
gauge interest in a pilot program that would
bring all of this together.

Three practices in the area expressed
an interest in the project. One was the
area Health Department. Two practices
were small, rural primary care practices.
One practice had two doctors. The other
practice had one doctor, a nurse practitio-
ner and a physician’s assistant. Based on
the practice size it was obvious that none
of the practices had the volume to support
a full-time pharmacist alone. My mind
was drawn to old western movies (I am
old enough to remember them) where a
preacher or judge would ride a circuit in
the frontier territories since there were no
towns with populations large enough to
support them full time. I began to picture
myself on horseback going from prac-
tice to practice spreading the gospel of
clinical pharmacy services and dispensing
medication therapy justice! After proper
plans and introductions, I embarked on the
project in November 2007.

I felt there were two key ingredients
for success in this endeavor: 1) helping
the providers understand how I can help
support them and their patients and 2)
establishing trust. It is naive to think that
once a program like this begins the pro-
viders will hail your arrival and immedi-
ately begin to refer complex drug therapy
problems to you and readily solicit and
accept your advice. It takes time to
accomplish the two tasks above. It is dif-
ficult, at best, when you are in the practice
on a daily basis. The difficulty increases
exponentially when you are in the practice
for only half a day, one day a week.

After initial meetings and introduc-

tions with each practice we established the
scheduled time for my visit each week.
The overriding factor influencing the
schedule was when there would be office
space. Each practice had one day a week
when a staff member was off work. This
freed up office space for me. I would
spend four hours at each practice site one
day a week.

Given the fact that I would be in each
office practice for only four hours one day
a week, how could I provide any service
of value? The Medicaid claims database
seemed a good place to start.

My day began by accessing the
Medicaid database for patients at a given
practice and identifying those on eight
or more medications, those with diabetes
and those with congestive heart fail-
ure. Once I found a patient who met the
criteria I reviewed their drug regimen and
medical chart to look for opportunities to
impact the patient’s health. Discussing
my findings and ideas face-to-face with
the provider presented opportunities for
feedback and a clearer understanding of
the patient’s particular needs, as well as
the needs of the provider. I found that a
written note to the provider was a poor
substitute for direct discussion.

Another useful source of information
to help direct or focus attention is a regis-
try. If the office has a registry, or practice
management software that can identify
certain patient parameters, then the infor-
mation obtained can help direct attention
to those patients who may have the most
urgent need for attention. In the absence
of a database or registry, another option
is to review the provider’s upcoming
schedule. I could look at the schedule that
coincides with my next visit and preview
the patient chart to see if there was an op-
portunity to contribute to his/her care.

There were ample opportunities to
demonstrate how our services could be of
benefit to the patients and the providers.
One such example was the patient with
COPD who was awaiting a lung trans-
plant. A review of his chart indicated he
was in the local emergency department
monthly. The doctor prescribed the ap-
propriate medications and maximized the
doses to no avail. Interestingly, the Med-
icaid claims data showed that at least one
of the medicines was not filled within the
past six months. There were adherence
issues with others. I brought this to the
doctor’s attention. The doctor addressed
these findings with the patient at the next



office visit. The patient filled his prescrip-
tions and began to take his medicine as
directed. He did not have another ED
visit for over six months! It did not take
very many of these experiences before the
doctors began to refer complex patients to
me for ideas and suggestions.

I wish I could say that the rich rela-
tionship we now enjoy occurred over a
two week period and that any pharmacist
wishing to be involved in a similar setting
could expect the same. The truth is that it
took much longer. Each month the rela-
tionship progressed and deepened at all of
the practices but there is really no substi-
tute for time and successful interventions.
It took almost three months before I began
to receive the first unsolicited referrals.
But remember, I was there only four hours
a week.

Our practice has expanded as the
doctors have asked for our involvement
in other areas. For example, we now do
medication reconciliation on all patients
discharged from a local hospital and
prepare an evaluation for the doctor. This
medication evaluation is a key compo-
nent of the patient’s follow-up visit at
the office. This is something we did not
envision initially but it points to the im-
portance of listening to the providers and
meeting their needs.

The project continues three years
later. We expanded our allotted time in
one practice. Jenny McGuire, PharmD
joined our team and has taken over my
responsibilities at these practices. The
transition has been smooth but there is
no shortcut to building relationships and
trust. It takes time. The time-line was
shortened somewhat due to the fact that
there was a foundation on which to build.
Jenny has been able to further expand the
program since joining and continues to do
a remarkable job there.

CCNC is expanding this project and I
am now working with other pharmacists
and providers to establish similar pro-
grams in other areas of North Carolina.

I think our experience with this project
demonstrated that clinical pharmacy
services coupled with medication use data
are perceived as valuable by providers.
Such services enable the provider to be
more efficient, meet quality benchmarks
and have meaningful drug information at
the point of care. Patient satisfaction and
health are enhanced as the clinical phar-
macist is able to provide drug use educa-
tion, enhance self-management skills, and

lower drug costs through formulary adher-
ence and consolidating complex medica-
tion regimens. Expanding these services
has the potential to produce health care
savings for payers as well. This is one of
the reasons CCNC undertook this project.
The fact that there is interest in expanding
the project speaks for itself.

Ed Bujold, MD practices in Granite
Falls and his practice was one of the initial
project sites. He offers the following
perpective on the program:

The Physician Perpective

By Ed Bujold, MD

Granite Falls Family Medical
Care Center

Granite Falls, NC

I was approached by Neil’s group a
few years ago concerning embedding a
PharmD in my medical practice to help
us with the management of patients with
complex medication regimens. Initially,
we targeted several types of patients con-
sidered to be in what we will call a “high
risk” category. This included patients with
frequent visits to the emergency room
and frequent inpatient admissions (we
had designated these patients as “frequent
flyers”). We also targeted patients taking
six medications or more for their chronic
diseases and patients who had become
difficult management problems (uncon-
trolled hypertensive patients, diabetics
with HgbA[1C levels way over their target
goals, etc.).

We are in the process of becoming
certified as a level III Patient Centered
Medical Home (PCMH). Ironically, when
I was approached about this pilot project,
our practice was thinking about how we
could add more members to our “team”
to enhance the care of our patient popula-
tion. Being in a very small practice (one
physician and two mid-level providers) it
is very difficult to support more personnel
on a full-time basis. This model was ideal
for us. By partnering with the Medicaid
CCNC program (that had been developing
the patient centered medical home concept
starting almost 15 years ago) Medication
Management, LLC allowed us to further
refine our own PCMH. CCNC had a pres-
ence in our practice with their community
nurse. We already had a great relation-

ship with our CCCN community nurse
who worked closely with our practice in
regards to chronic disease management.
Having a PharmD help us with chronic
disease management just makes my job
easier.

In a PCMH concept, the doctor func-
tions more like a CEO, but as medical care
has become more sophisticated, successful
physicians need to delegate more of their
responsibilities to other team members. In
talking with experts in PCMH develop-
ment, it is the physician who frequently
impedes the development of highly
functional medical practices by micro
managing their practices. Physicians need
to be aware of all aspects of their patients
care, but the care can be greatly improved
by adding additional, highly qualified
members to the care team. Qualities that
allow physicians to survive and prosper
in medical school and residency training
don’t always translate as well as the head
of a PCMH. A different skill set must be
developed and nurtured.

We are still learning how to use a
PharmD in our practice. Based on some
work I did with Troy Trygstad of CCNC
and Medicaid inpatients, I realized medi-
cal reconciliation when patients moved
from the hospital setting back to their
PCMHs was very problematic. We are
currently analyzing data which suggests
one in every five patients discharged from
the hospital had a medicine related error
which potentially could lead to hospital
readmission within one month of their
current discharge. Based on this informa-
tion, our practice has added another detail
to our PharmD’s job description — recon-
ciling medications as patients move from
the hospital setting to the home setting
and then reintegrating with their PCMH.
I have also utilized this valuable asset to
explore treatment options in patients with
rare diseases, particularly when they have
been frustrated by treatment options from
my subspecialty colleagues. A PharmD
can spend two hours researching current
literature and give me a synopsis of cur-
rent and new treatments available which
I can process in five minutes and use this
information to help my patients.

I have a number of my diabetic pa-
tients on insulin pumps. There are very
well qualified diabetic nurse managers
who can teach my diabetic patients how
to adapt to life with an insulin pump. I
could do all of this teaching myself but
it is really an inappropriate use of my
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time. I need to concentrate on helping my
diabetic patients meet their target goals in
the chronic disease management model. I
view the addition of a PharmD in similar
fashion.

Financially, this team member costs
pennies on the dollar and certainly could
be reimbursed from a patient per member
management fee much like CCNC does
with Medicaid now. If we move away
from our current method of payment and
added patient per member per month
management fees to Medicare and third
party payers we would have no problem
affording this addition to our PCMH team.
Also, with the information provided by
the PharmD in our practice we have been
able to move a number of Evaluation
and Management charges from 99213 to
99214 or 99215.

As we refine my own PCMH, I would
like to add additional team members to
my medical home using much the same
“Circuit Riding” model. Sharing com-
munity health nurses and PharmD’s with
other practices makes me think we should
use this same model to address the one
other glaring deficiency in my medical
home model, mental health care. Of all the
innovations I have pursued and explored,
these two additions have been more
valuable than any other to my medical
practice.

Behavioral Health

Overview and Medicaid 2014:
Meeting the Needs of the
Most At-risk Patients

By Jerry McKee PharmD, MS,
BCPP, Associate Director of
Behavioral Health Pharmacy
Programs, NC Community
Care Networks

and

Michael Lancaster, MD,
Director of Behavioral Health
Programs, NC Community
Care Networks

The Community Care Networks of
North Carolina (CCNC) behavioral health
initiative will focus on the need for build-
ing infrastructure for mental health and
substance abuse services that are effective,
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well-coordinated, and have measurable
outcomes within primary care practices.
A reasonable question might be “Why are
the North Carolina Division of Medical
Assistance (DMA) and CCNC interested
in behavioral health issues?” The answer
is varied, but consider that there are cur-
rently over 1 million covered lives within
the North Carolina Medicaid popula-
tion. National Institute of Mental Health
(NIMH) statistics point out that mental
illness is common in the United States,
and in a given year approximately one
quarter of adults are diagnosable for one
or more mental health disorders. NIMH
conservatively estimated (2002 data) the
total costs associated with serious mental
illness, those disorders that are severely
debilitating and affect about six percent
of the adult population, to be in excess

of $300 billion per year. From 2006 data,
among all Americans, 36.2 million people
paid for mental health services totaling
$57.5 billion, with the average expendi-
ture per person being $1,591. In the 10
year period between 1996 and 2006, a
growing number of Americans paid for
mental health services, with the costs of
that care increasing by 87.6% and total
expenditures on mental health services
increased 63.4 %. Further, studies in the
1980s and early 1990s began to indicate
that upwards of five to twelve percent of
primary care patients met diagnostic cri-
teria for major depression. These patients
were also shown to have high numbers of
medically unexplained symptoms as well
as a greater degree of comorbid medical
illness compared to non-depressed indi-
viduals, and up to two-fold higher rates of
utilization of the healthcare system with
associated increased costs. One actuarial
firm projected that, without significant
and sustained improvements in the United
States healthcare system’s ability to deal
more effectively with the behavioral
health disorders seen in primary care, an
additional $130 to $350 billion will be
spent annually for additional service use
for this population.

Clearly this is a population that we can
no longer afford to ignore. The one year
prevalence rate for depression in the US
is 6.7%, with a higher lifetime likelihood
of occurrence in the 18 to 59-year-old
population. This has significant implica-
tions for patients, families, employers,
and payors. Individuals with depression
and substance use issues often present to
primary care providers with somatic com-

plaints and medical illnesses which often
accompany behavioral health matters. One
study found that nearly 70% of all health
care visits have a psychosocial component
as part of the presentation. Studies have
estimated that 67% of all psychophar-
macologic medications are prescribed by
primary care physicians, in part due to
limited psychiatric service accessibility
and attempts to meet a care need. North
Carolina data demonstrates that over 40%
of the aged, blind, and disabled popula-
tion has at least one behavioral health
diagnosis, in addition to multiple medical
comorbidities. Individuals with behavioral
health disorders have been demonstrated
to consume disproportionate amounts of
healthcare resources compared to age-
matched control populations without
such disorders. Further, primary care
and psychiatry providers are present in
inadequate numbers to effectively manage
this population, and are poorly distributed
geographically throughout the state. The
intent of the Behavioral Health Integra-
tion program is to address these concerns
as we move toward comprehensive health
reform

Michael Lancaster, MD, a board certi-
fied adult and child/adolescent psychiatrist
with a wealth of clinical and administra-
tive healthcare experience, began the
CCNC effort to plan, implement, and
evaluate behavioral health initiative on
behalf of DMA. He has assimilated a sup-
port team that includes network psychia-
trists, behavioral health care coordinators,
and a psychiatric pharmacist program
facilitator. Jerry McKee, PharmD, MS,
BCPP, a board certified psychiatric phar-
macist, is the CCNC behavioral health
pharmacy coordinator, with a leadership
role for the direction and management of
behavioral health pharmacy projects as
well as creating and managing programs
that address new policies as DMA imple-
ments them. He serves as a resource to
network psychiatrists, pharmacists, and
care managers on psychiatric and general
drug information, as well as Medicaid
pharmacy policy issues related to be-
havioral health. Further, educating and
training, or coordinating the education
and training of staff on behavioral health
initiatives and support processes such as
Medication Reconciliation are key aspects
of his duties. Overarching objectives are
to assure safe, effective, appropriate, and
economical use of medications to improve
continuity of behavioral healthcare and



associated desired outcomes.

Current core initiatives of the be-
havioral health team include promoting
generic prescribing of antidepressants
in treatment naive patients or those not
responding to current therapies, devel-
oping a safety monitoring process for
antipsychotic agents used in children,
and improving recognition and referral of
patients with substance abuse disorders.
In addition, ongoing efforts are in place to
support a statewide initiative to more ef-
fectively and safely manage chronic pain
and the use of narcotic medications.

The backdrop of 2014 is important
as Medicaid coverage for many with
behavioral health diagnoses will expand
in 2014. It is projected that 400,000 to
600,000 additional covered lives will be
added to the North Carolina Medicaid
population at that time. Much of this
increase will be in the adult demographic
aged 21 to 64. The implications are that
this population includes a significant
number of individuals with substance
abuse (alcohol, tobacco, and drugs) and
depression that previously had no access
to health coverage. There are a variety of
pharmacotherapies to support abstinence
in persons with substance abuse illnesses,
and pharmacists have the opportunity to
be actively involved in the recognition/
referral of patients with these disorders,
as well as educating towards treatment
adherence.

Improving current behavioral health
programs, as well as preparing for the
changes of 2014 are the opportunity/chal-
lenge for pharmacists and primary care
providers (e.g., establishing meaningful
relationships with psychiatry, re-visiting
their own therapeutic knowledge of MH
drugs, etc.). The magnitude of cover-
age changes taking place for previously
unsupported population in 2014 highlights
the need for advance preparation and in-
frastructure building for behavioral health
services that is both effective and well-
coordinated. There is great opportunity
here for partnering with all clinical service
providers, including behavioral health
specialists, as behavioral health disorders
are similar to chronic medical illnesses
such as diabetes in both the importance
and difficulties of self-managing drug
therapies. In addition, with the document-
ed significant co-occurrance of behavioral
health and medical issues in the primary
care patient population, in order to ef-
fectively impact medical outcomes, the

behavioral health aspect of care must be
addressed. No treatment and/or ineffec-
tive treatment of behavioral health issues
leads to poor outcomes for both aspects
of care, negatively impacts quality of
life, and increases physical health service
use and costs. One of the challenges for
pharmacists in particular is increasing
their comfort level with behavioral health
matters (more effectively interacting with
this population, gaining a clearer under-
standing of psychopharmacology issues
in order to provide effective medication
management services, screening for and
recognizing behavioral health related
illnesses, and understanding their local
behavioral health referral system). The
position of pharmacists is similar to that
of many primary care providers who have
been thrust into the role of serving popula-
tions with behavioral health issues. It is
the goal of the CCNC behavioral health
team to provide practicing pharmacists
with the tools and supports to enable this
step to occur.

Technology’s Role in Care
Coordination and Population
Management

By Cheryl A. Viracola, PharmD
Pharmacy Programs Coor-
dinator, Community Care of
Wake and Johnston Counties

The CCNC “Informatics Center” is an
electronic data exchange infrastructure
that contains health care claims data pro-
vided by Medicaid. Initially, information
was accessed by the Community Care net-
works to identify patients in need of care
coordination; to facilitate disease manage-
ment, population management, and phar-
macy management initiatives. In addition,
information accessed via the Informatics
Center has enabled communication of key
health information across settings of care.
This communication helps to; monitor
cost and utilization outcomes; promote
quality of care and provide performance
feedback at the patient, practice, and net-
work level. It has long been the vision of
Community Care, even during the infancy
of the Informatics Centers development,
that utilization of this application could be
made available to community providers to

support quality improvement and continu-
ity of care of their Medicaid patients. In
2010 following the Informatics Center
launch of its newest “Provider Portal” ap-
plication, Community Care of Wake and
Johnston Counties developed a full scale
operation to educate and provide access
to the providers in their network. As of
December 2010, more than 115 primary
care providers at 30 of its participating
practices have been granted Active User
status.

The key applications of the Informat-
ics Center are the Pharmacy Home Project
(PH), the Informatics Center Report
Site (IC) and the Provider Portal. The
Pharmacy Home Project was created to
support pharmacy management initiatives,
and address the need for drug use infor-
mation that could be easily translated by
network pharmacist, care managers and
primary care providers. The system is set
up to provide patient level profiles and
medication histories as well as population-
based reports to identify patients who may
benefit from Medication Therapy Man-
agement. The Pharmacy Home drug use
information database is used prospectively
for multiple purposes: for identification
of care gaps and problem alerts; target-
ing of at-risk patients; development of
the pharmaceutical care plan; and proac-
tive intervention to assist providers and
patients with therapeutic substitutions.
Retrospective uses of the Pharmacy Home
database are equally important, to enable
efficient and timely analyses needed for
continuous quality improvement and pro-
gram evaluation.

The IC Reports Site was created to
allow efficient and secure distribution of
patient level reports to appropriate end
users. Network administrators are capable
of customizing access of these individual
reports by practice or region. Reporting
capacity of this application includes:

Population Needs Assessment: Iden-
tification of demographic, cost, utiliza-
tion, and disease prevalence patterns by
service area. Networks can readily obtain
information about the demographic char-
acteristics, prevalence of chronic medical
and mental health conditions, spending by
category of service, and rates of hospital,
ED, and other service use within their
county-level service areas. This aids in
program planning and resource allocation;
identification of outlier patterns (such
as unusually high rates of personal care
services); and tracking of local utilization
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patterns over time.

Risk Stratification, Identification of
High-Opportunity Patients, Patient-level
Information. The size and complexity
of the Medicaid population, in terms of
physical health, mental health, and socio-
economic needs, necessitates intelligent
mechanisms for identifying patients most
appropriate for care management interven-
tions, particularly in the face of limited
resources. The use of historical claims
data to screen patients for care manage-
ment intervention can greatly improve
the efficiency of the care team. Within
this database, patients can be flagged
who meet specified criteria for further
screening by a care manager, according to
patterns of service use over the prior 12
months (such as multiple ED and inpatient
visits, multiple medications, lack of PCP
contact, target medical conditions, and
high cost). Similar reports are generated
for specific initiatives or pilot programs
(for example: identification of patients
with newly diagnosed asthma, heart fail-
ure, and diabetes; identification of patients
receiving controlled substance prescrip-
tions from multiple sources; identification
of patients with poor adherence to their
blood pressure medications).

Monitoring of ED and Inpatient
Visits. A number of detailed utilization
reports are generated automatically updat-
ing with every claims payment cycle. As
an example, the user can readily access
a listing of ED visits by their enrolled
population. The report can be broken
down by hospital, PCP, patient or visit
characteristics; and can tally visit counts
by patient or practice. A similar report is
available for inpatient hospitalizations.
These reports serve to answer a variety
of questions (e.g., Are patients from my
clinic having a high number of non-emer-
gent ED visits during regular office hours?
How many heart failure discharges were
readmitted within 30 days, and did they
bounce back to the same facility or a
different location?) and for identifying
impactible patients in a timely fashion
(e.g., here is a list of all patients with an
asthma-related ED visit, let’s make sure
they have a follow-up PCP visit sched-
uled).

Tracking of Care Quality Indicators.
Reports include measures that can be
viewed across practices, county, network
and state level as it relates to diabetes,
asthma, heart failure, cardiovascular dis-
ease, pediatric well visits and dental care,
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and adult breast, cervical, and colorectal
cancer screening.

Program Evaluation and Tracking
of Key Performance Indicators. The
IC Reports Site also enables program
performance tracking for monthly report-
ing to the state Medicaid agency and
state legislature. Tracking of key metrics
provides stakeholders with assurance that
efforts are aligned toward the overarching
goals of cost savings and quality im-
provement, and that all networks are held
accountable for the overall performance
of the program. Key indicators include
both process measures (such as percent
of targeted hospitalized patients receiving
medication reconciliation) and outcome
measures (such as hospitalization, ED,
and readmission rates).

The Informatics Center Provider Portal
released in August of 2010 was built with
the treating provider in mind, offering
elements of the Pharmacy Home, and the
Informatics Centers Report Site, tailored
to the target user. Treating providers in
the primary care medical home, hospital,
emergency room, or mental health system
can access a Medicaid patients health
record which includes patient information,
care team contact information, visit his-
tory, pharmacy claims history, and clinical
care alerts. Importantly, the use of Medic-
aid claims data provides key information
typically unavailable within the provider
chart or electronic health record. For ex-
ample, providers are able to see encounter
information (hospitalizations, ED visits,
primary care and specialist visits, labora-
tory and imaging) that occurred outside
of their local clinic or health system.
Contact information for the patient’s case
manager, pharmacy, mental health therapy
provider, durable medical equipment sup-
plier, home health or personal care service
provider is readily available. Providers
can discern whether prior prescriptions
were ever filled, and what medications
have been prescribed for the patient by
others. Built-in clinical alerts appear if
the claims history indicates patient may
be overdue for recommended care (e.g.,
diabetes eye exam, mammography).

The Provider Portal also contains key
resources for assisting providers in the
management of Medicaid patients, such
as a compendium of low-literacy patient
education materials, and practice tools for
risk assessment and disease management.
Through a seamless link into a licensed

service maintained by an outside partner,
providers can retrieve medication infor-
mation for patients in multiple languages,
in video or print format. Medical home
providers may directly access population
management reports and quality metrics
for their own patient population through a
seamless link into the Informatics Center
Reports Site.

In the Community Care of Wake and
Johnston Counties network one practice in
particular, Wake County Human Services
(WCHS) Child Health Clinic, has been
utilizing the information available through
the Informatics Center and Provider Portal
to inform their quality initiatives. They
have been focusing primarily on their
asthma population and began using the
reports initially available, including the re-
port of Emergency Department visits and
beta-agonist overuse.

Treating pediatric physicians Elizabeth
Tilson, MD and Andrea Newman, MD
have reviewed their practices reports in
order to identify patients who are utilizing
the Emergency Department for asthma
exacerbations or who may be overutilizing
their asthma rescue medicine (beta-agonist
medicine). Both of these findings may
indicate patients with poorly controlled
asthma. Once they identify possible
patients, they review the visit history to
get a better understanding of all the sites
of care for a patient, including visits to the
primary care provider. They also review
the pharmacy history via Pharmacy Home
to assess for beta-agonist overuse and
compliance with controller medications.

For example, one child they identi-
fied using these strategies had eight
asthma-related emergency room visits,
three asthma-related urgent care visits
for asthma exacerbations, and no primary
care visits in the past year. Review of
his pharmacy history revealed six courses
of oral steroid pulses and three instances
of beta-agonist overutilization in the past
year. The last fill of a controller medicine
was one year in the past. Based on this
history, the child was referred for nurse
care management via Community Care
of Wake and Johnston County. A nurse
educator was able to complete a home
visit and work closely with the mother and
child on asthma management, including
the importance of controller medications
and close follow up with the primary care
provider. The patient was also scheduled
for a visit with the primary care physician
who reinforced the importance of regular



asthma care and ensured the child had a
ready supply and refills of their controller
medication and a spacer. Since that time,
the child has had no further emergency
room visits for asthma.

A second child they found utilizing
these strategies had no asthma-related
emergency department visits, but had two
primary care visits for exacerbations in
the past year. A review of the pharmacy
revealed the child had seven separate fill
dates for a beta-agonist in the past year
and only one fill date for a controller med-
ication in the past year- ten months prior
to the date of the review. The patient was
also referred for nurse care management,
the medication history was shared with the
primary care provider, and the patient was
restarted on a controller medicine.

‘When the more robust practice-level
Clinical Alerts reports became available in
2010, they began to use the Asthma Care
Alert reports. By doing so, they identified
another 77 patients who have some indica-
tion of poorly controlled asthma and began
work on addressing those patients’ needs.

According to the eHealth Initiative’s
2010 Annual Survey, Health Information
Exchanges are leading the way in improv-
ing the safety, and efficiency of patient

care. The primary goal is that consumers
and health care providers will have ready
access to timely, relevant, reliable and
secure information and services through
an interconnected, electronic health in-
formation infrastructure to support better
health and healthcare. As the Informat-

with the incorporation of data resources
such as Medicare claims and Surescripts
pharmacy data for dual eligibles, Labcorps
(laboratory results), and real-time hospital
admission/discharge/transfer data from

48 large NC hospitals, it will undoubtedly
become one of the most robust Health

ics Center continues to evolve in 2010 Information Exchanges in the state. <

Online Offerings: Pharmacist Refresher Course & QA/Law

NCAP has partnered with the Connecticut Pharmacy Association to offer The
Pharmacist Refresher Course, an online course designed for pharmacists who wish
to return to community pharmacy practice after an absence from practice for three or
more years. The course consists of three modules, all of which have been approved
for ACPE credits. The first two modules are online and composed of weekly study
segments that allow course participants to work at their own pace, on their own time.
The third module consists of a three-week, 90-hour live experience in a community
pharmacy. Only those who participate in all three modules will earn a Pharmacist Re-
fresher Course Certificate from Charter Oak State College. Those taking modules One
and/or Two for personal enrichment will earn ACPE credits through CPA. This course
will give home study law credit to any pharmacist wanting to learn about quality
assurance strategies and North Carolina’s pharmacy laws.

The QA/Law Course can be used to prepare for reciprocity into North Caro-
lina, or for those who want an update on Pharmacy Law and Quality Assurance.
Students must follow a two-week course schedule. Online discussion boards and
instructor monitoring and interaction keep you on track throughout the course.
The course is offered the first two full weeks of every month. This course is ac-
credited by ACPE for 15 hours of home study law education. For more informa-
tion visit www.ncpharmacists.org.

DISPLAY Options, Inc.

A customer focused, design, display and
installation company with over 30 years in

RETAIL & WHOLESALE DESIGN

FIXTURES AND INSTALLATION ‘ founded 1973

planning and installing over 1300 Independent
Pharmacies in the Southeast.
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Compounding Labs
Pharmacy Automation
P Patient Consultation Areas
; Merchandising
Stocking Lozier Distributor

Retail and Pharmacy Fixtures

Craig Ashton

Rx Planning & Designer

Custom Wood Work
Professional Installation and Delivery

-y Charlotte - Chapel Hill - Charleston
i - 1-800-321-4344
www.displayoptions.com
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