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Iowa Medicaid Pharmaceutical Case Management

Care Plan Submission for Pharmacist Applications

Pharmacist applications for Iowa Medicaid Pharmaceutical Case Management
(PCM) provider status require the submission of 5 patient care plans. IPA has
received several requests for clarification on the types of care plans needed for
this application process. This packet of information has been assembled to
provide this guidance. This packet includes the following information:

. Quality Assurance Tool for the Documentation of Pharmaceutical Care:
This is a checklist of documentation elements to include in a care plan or
SOAP note. For PCM applications, utilize the essential patient encounter
elements listed on the left side of the document. The elements on the
right side pertain to a complete medical record and are not used to review
care plans submitted for PCM status.

. Quality Assurance Tool for the Documentation of Pharmaceutical Care
Component Description: This document provides greater detail about
each documentation element listed on the checklist.

. Sample Care Plans: Three examples are included for your review.

If you have any questions regarding applying for PCM provider status or
submitting care plans, please contact Cheryl Clarke at the IPA office at
cclarke@iarx.orq or 515.270.0713.

Advancing patient health through communication, education and innovation.

8515 Douglas Ave., Suite 16 . Des Moines, IA 50322 . 515-270-0713 . FAX 515-270-29
Website: http://www.iarx.org . E-mail: ipa@iarx.org



Appendix 1 Quality Assurance Tool for the Documentation of Pharmaceutical Care

Please check whether or not each element is present. case id:

, Essential patient encounter elements Essential patient record elements

Yes No Yes No

0 0 1. Date of encounter 0 0 1. ' Patient identifier

0 0 2. Pharmacist identifier 0 0 2. Patient date of birth

0 0 3. Patient identifier 0 0 3. Patient sex

0 0 4. Reason for the encounter 0 0 4. Contact information

0 0 5. History of present illness 0 0 5. Allergies/ADRs

0 0 6. Relevant Rx/OTC/' 0 0 6. Medical problem(s) current and
alternative medication past
history/compliance

0 0 7. Assessment
I 0 0 7. RxlOTC/alternative medication

, history

0 0 8. Plan(s)/Action(s) to correct
I

0 0 8. Payment method/economic
problem(s) situation

0 No drug therapy problems
identified

0 0 9. Monitoring plan/follow-up

Encounter Elements to be included if relevant Record Elements to be included if relevant

Relevant Present Relevant Present
Yes No Yes No Yes No Yes No

0 0 0 0 10. Past medical history 0 0 0 0 9. Family history

0 0 0 0 11. Family history 0 0 0 0 10. Social history

0 0 0 0 12. Social history 0 0 0 0 11. Patient race

0 0 0 0 13. Objective information n 0 0 0 12. Objective
information

0 0 0 0 13. Special needs of
patient

0 0 0 ,0 14. Non..;medication
therapy



Quality Assurance TC?olfor the Documentation of Pharmaceutical Care
Component Descriptions

Essential patient encounter elements

The essential elements may be present in the chart and referred to in the note, and not repeated in the encounter note
itself.

Ifthe documentation pertains to a follow-up encounter, the note should include similar elements as described, but
could be abbreviated with some elements unnecessary if contained in the original encounter note.

1. Date of encounter - Date of the pharmacist encounter with the patient.

2. Pharmacist identifier - Clear identification of the pharmacist providing care to the patient.

3. Patient identifier - The patient can be identified by name, name code or code number.
4. Reason for the encounter - The reason for the interaction with the patient can be identified. This could be

initiated by patient, pharmacist or other health care provider. This could be the chief complaint if the patient
initiated the interaction with a new problem, the consult request from another provider or caregiver, or through
drug regimen review ifpharmacist initiated.

5. History of present illness - An adequate description exists of the relevant events leading up to the encounter.
This could include the source of the information (patient, caregiver, clinical record), description of the
complaint, significant positive and negative information on the quality, severity, duration, time variation,
modifying factors or associated symptoms. If a follow-up encounter, progress toward meeting established go,!-ls
should be included.

6. Relevant Rx/OTC/alternative medication history/compliance - A listing of medications, regimens, allergies,
recent changes or other inform'ation pertaining to the presenting problem. This should include prescription,
nonprescription, vitamin, herbal and homeopathic treatments. If medications are taken, compliance should be
addressed. If there is no relevant medication history this should also be noted.

7. Assessment - Conclusions reached by the pharmacist after assessment of the drug therapy. A clear statement of
the drug therapy problem if identified, and its current status should be mentioned. Professional judgement as to
the credibility of the information collected may be stated.

8. Plan(s)/Action(s) to correct problem(s) - A listing of planned steps to achieve the goals established with the
patient for the patient's drug therapy. May be planned interventions or actions already taken, such as discussions
with or recommendations made to the patient, caregiver or other health care provider, or referrals made to other
health care providers. It should distinguish what has been completed from what is contemplated or planned for
the future. Plans may address patient understanding of the problem and plan. Plan should address each
recommendation with specific implementation steps. The goal ofthe therapy should be implicitly or explicitly
stated. .

9. Monitoring plan/follow-up - Steps to monitor the outcomes of actions taken. These should include both the
components to be monitored and a schedule for that monitoring. A statement should be included as to the date or
time span until the next monitoring encounter including the method of conducting that encounter. (i.e., telephone'
call, in store contact, etc.) It should be clear if the follow-up will be initiated by the pharmacist, patient or other
health care provider.

10. Past medical history - A listing of disease states or other complaints that affect the problem for the current
encounter including prior testing or evaluation using appropriate detai1.

11. Family history - Modifying factors to the current situation regarding medical problems in the patient's family
should be listed when pertinent to the disease state or medications.

12. Social history -Other modifying factors such as diet, alcohol, tobacco, other recreational drug use, caregiver
status and occupation, that can effect therapy should be included ifrelevant.

13. Objective information - Objective information considered in the evaluation should be included. This might
include vital signs, laboratory results, diagnostic signs or physical examination results.



Essential patient record eleme~,ts

1. Patient identifier - The patient can be identified by name, name code or code number.

2. Patient date of birth - Either a birthdate or method to determine patient age should be included.
3. Patient sex - Male, female or undetermined should be indicated.

4. Contact information - A method of contacting the patient (address, telephone number etc.) should be available
and current in the chart. If more than one method is included the method preferred by the patient is indicated.

5. Allergies/ADRs - Patient medication allergies and adverse drug reaction history or the lack thereof is noted.

6. Medical problem(s) current and past - A description of the medical problems experienced over time by the
patient. Current ver~us remote problems should be.able to be identified in addition to relative dates of diagnosis
or resolution of the diagnosis. Environmentarallergies should be noted if relevant.

7. Rx/OTC/alternative medication history - A comprehensive listing including prescription, nonprescription,
vitamin, herbal and homeopathic treatments, with prescribed dose, actual regimen, ADR history, and compliance
noted.

8. Payment method/economic situation - Information on'insurance carrier, coverage limitations and patient
identification number. Information on the patient's current economic situation that could affect treatment should
be retrievable.

9. Family history - A listing of medical conditions of other family members that relate to the health care of the
patient.

10. Social history - A listing of social considerations that may relate the health care of the patient. Tobacco,
alcohol, recreational drug use, or positive health related habits should be included.

11. Patient race - Patient race should be able to be identified

12. Objective information - A compilation of testing results from the pharmacy practice or other testing site.
Information collected ITomother providers should be identified as such. Vital statistics such as height, weight,
temperature, respiration, pulse, blood pressure could be included

13. Special needs of patient - A listing of the patient's special needs regarding such things as visual or hearing
impairment, need for assistive devices, special educational needs etc. If there are no special needs of the patient,
this should be noted.

14. Non-medication therapy - Treatments, dietary regimens, physical activity or other therapy the patient is
receiving that does not involve medications should be described. If non-medication therapies are not be used,
this should also be noted.
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