IMPACT OF PHARMACEUTICAL CARE DELIVERED IN THE COMMUNITY PHARMACY SETTING: 
Results of a Two Year Demonstration Project
 

  

Executive Summary
  

Wellmark Blue Cross and Blue Shield of Iowa, the Iowa Pharmacy Association, and the Outcomes Pharmaceutical Health Care (formerly PCA-Iowa) network of pharmacies were partners in a demonstration project to examine the impact of pharmaceutical care delivery in the community pharmacy setting. Patients who had asthma, hypertension, diabetes, or ischemic heart disease were identified and enrolled by pharmacists to participate in the project.  Patients received services that were based on their overall needs and not limited to the enrollment disease states. 

 

Pharmacists were required to meet specific criteria to participate in the project. These criteria included completion of Iowa Center for Pharmaceutical Care training, membership in the Outcomes network, and completion of disease-specific continuing education modules. In addition, the pharmacies were encouraged to utilize the Health Outcomes Management documentation system.

 

Pharmacists were reimbursed for patient care services based on a resource-based relative value scale calculation. Quarterly monitoring visits were reimbursed at a minimum level of $14. Additional reimbursement was allowed if drug therapy problems were identified and resolved. Depending on the complexity of the patient’s medical needs, the number of current medications, and the number of drug therapy problems identified and resolved, quarterly payments ranged from $14 - $105.

 

Analysis by Wellmark of overall medical claims expenditures compared intervention patients to a control group matched by age, gender, and disease state. Total medical claims expenditures for the intervention group were $1,860,000 compared to $2,536,000 for the control group, resulting in a difference of $676,000. Total administrative costs for the delivery of pharmaceutical care services for the intervention group were $300,000, of which pharmacy provider payments accounted for $122,605. After deducting the administrative costs of the program, the unadjusted cost per patient of the intervention group was $3,675 compared to $3,907 per patient in the control group, or $232 lower per patient in the intervention group.

 

The John Hopkins Ambulatory Care Groups case system was utilized to adjust for variation of illness burdens between the intervention and control groups. This adjustment identified the control group as more severely ill than the intervention group. Following the severity adjustment, the per-patient cost of the intervention group, including administrative costs of the program, and the per-patient cost of the control group were very similar ($3,762 vs. $3,705).
 

According to pharmaceutical care claims data, 1,171 patients received pharmaceutical care services resulting in the resolution of 1,451 drug therapy problems. A majority (52%) of participating patients had one or more drug therapy problems resolved through the provision of pharmaceutical care. During the project, 9,517 patient care encounters were documented, with 14% of these encounters resulting in the resolution of drug therapy problems.
 

The most common drug therapy problems resolved by pharmacists were inappropriate adherence to therapy, adverse drug reactions, and missing medication therapy. The majority of drug therapy problems were resolved through pharmacist intervention with the patient. 
 

The results of this demonstration project support similar results from the Washington State CARE Project. Namely, implementation of a model to reimburse pharmacists for patient care services is feasible, such a program results in increased identification and resolution of drug therapy problems, and the fiscal impact of such a program is at least budget neutral.
 

Wellmark Blue Cross and Blue Shield of Iowa, the Iowa Pharmacy Association, and the Outcomes Pharmaceutical Health Care network of pharmacies were partners in a demonstration project to examine the impact of pharmaceutical care delivery in the community pharmacy setting. This report outlines the implementation, administration, and results of this demonstration project.

 

 

BACKGROUND
 In January 1995, IASD Health Services Corporation, an Iowa mutual insurance company doing business in Iowa as Wellmark Blue Cross and Blue Shield of Iowa (Wellmark), and Pharmacy Care Management Group (PCMG), a pharmacy practice management company, began a contractual relationship to develop and manage a pharmacy benefit program.  This agreement called for PCMG to administer a comprehensive pharmacy program through a specified network of pharmacies called PCA-Iowa. This agreement between Wellmark and PCMG outlined a demonstration project to be administered by PCMG that would reimburse PCA-Iowa member pharmacies for pharmaceutical care services. In July 1996, PCMG was unable to continue this relationship. All parties to the contract agreed to assign the contractual obligations of PCMG to PNI, Inc. (PNI), the for-profit subsidiary of the Iowa Pharmacy Association. PCA-Iowa was dissolved in December 1998, at which time Outcomes Pharmaceutical Health Care assume PCA-Iowa’s obligations under this contract.

 

The purpose of this demonstration project was to evaluate the impact of pharmaceutical care services on a select group of patients. The primary measurement was economic impact as determined by total medical claims expenditures. Wellmark was responsible for capturing and evaluating this data. Clinical endpoints and quality of life measurements were not included in the study protocol. 

 

 

 

METHODS
 

Patient Enrollment
 To be eligible for the project, patients were required to have at least one of the eligible disease states and be less than 65 years of age. The eligible disease states included asthma, hypertension, diabetes, and ischemic heart disease. Patients were identified and enrolled by the pharmacist based on the pharmacist’s knowledge of the patient’s health conditions, while also confirming the patient was enrolled in a Wellmark health plan. Wellmark did not identify eligible patients through claims data. Patients participated on a voluntary basis.

 

 

Pharmacy Participation
 Pharmacies and pharmacists meeting specific requirements were eligible to participate in the project. Participating pharmacies were required to be a member in good standing of the PCA-Iowa network. Pharmacists providing pharmaceutical care services were required to complete of the Iowa Center for Pharmaceutical Care (ICPC) training program. ICPC training, a collaborative effort of the University of Iowa College of Pharmacy, the Drake University College of Pharmacy and Health Sciences, and the Iowa Pharmacy Foundation, consists of two separate two-day training sessions, which are conducted over a 16-week period. Training includes site re-engineering, detection and resolution of drug therapy problems, and documentation strategies. Faculty from the colleges of pharmacy provides support to the pharmacists through routine site visits, which helps ensure the patient care processes are incorporated into daily practice.

 

In addition, pharmacists were required to attend educational programs specific to the eligible disease states. These educational programs were developed by the Iowa Pharmacy Foundation and were approved for continuing education credit by the American Council on Pharmacy Education. Pharmacists could attend the programs in person or on the Iowa Communication Network (ICN). For those unable to attend the live program, videos of the programs were made available. Pharmacists electing home study were required to pass a learning assessment. Each program varied in length, with the ischemic heart disease program being the longest at 9 hours. The hypertension program lasted 6 hours while the diabetes and asthma programs were each 4 hours in length.
 

The final requirement for participation pertained to documentation standards. Pharmacists were encouraged to utilize the Health Outcomes Management system for documentation of their patient care encounters and submission of pharmaceutical care claims. The Health Outcomes Management network system was utilized by PNI to process claims as well as describe the pharmaceutical care services provided to patients during this project. For some pharmacies, leasing this documentation system presented a barrier to participation. To alleviate this barrier, pharmacies were given the option of manually submitting their claims to PNI who would then enter the claims in the Health Outcomes Management system. If pharmacies elected the manual method, they avoided the potential cost barrier associated with leasing the documentation system. However, reimbursement for pharmaceutical care services paid through the manual system was reduced by 50%. 
 

Reimbursement
 The demonstration project was intended to be a two-year evaluation of 1,500 enrolled patients. Although patient enrollment began in 1995, barriers to implementation delayed reimbursement until January 1997. Significant efforts were required to facilitate pharmacists in meeting the eligibility requirements of the project. Instability in the administration of the project prior to PNI’s involvement also contributed to this delay. 
 

Since patient enrollment was pharmacist-driven, pharmacists received a nominal fee of $10 for each patient they enrolled in the project. Reimbursement for services was authorized using a resource-based relative value scale proprietary to Health Outcomes Management that measures patient and intervention complexity. Once the patient was enrolled, the pharmacist was expected to provide continual care to the patient based on patient need. At a minimum, each patient was to be assessed quarterly. The pharmacist was reimbursed a minimum of $14 for the quarterly assessment. If the pharmacist identified and resolved drug therapy problems, the pharmacist was eligible for additional reimbursement. It is notable that drug therapy problems must have been resolved to receive additional reimbursement. 
 

The reimbursement mechanism utilized by PNI to manage this benefit is illustrated by a grid described in Table 1. This grid outlines five levels of reimbursement varying in complexity based on number of active medications, number of medical problems, and number of drug therapy problems identified and resolved. These three key components are labeled on the grid as history, exam, and decision making. All three of these components must be met at a given complexity level or higher to allow reimbursement for that complexity level.
 

Table 1
 

	Key Components
	Level #1
            $14
	Level #2

$35
	Level #3
$63
	Level #4
$87.50
	Level #5

$105

	History
	Problem Focused
 

 

 

1-2 active medications
	Expanded Problem Focused
 

 

1-2 active medications
	Detailed
 

 

 

3-4 active medications
	Expanded Detailed
 

 

5-8 active medications
	Comprehensive
 

 

 

>8 active medications

	Exam
	Problem Focused
 

 

 

1 medical problem
	Expanded Problem Focused
 

 

1-2 medical problems
	Detailed
 

 

 

2-3 medical problems
	Expanded Detailed
 

 

3 medical problems
	Comprehensive
 

 

 

> 4 medical problems

	Decision Making
	StraightForward
 

 

 

1-2 drug therapy problems
	StraightForward
 

 

 

1-2 drug therapy problems
	Low Complexity
 

 

2-3 drug therapy problems
	Moderate Complexity
 

 

2-3 drug therapy problems
	High Complexity
 

 

 

4 drug therapy problems


 

 

For example, consider a patient taking four active medications and having three concurrent medical problems. Assume during the billing cycle the pharmacist’s care services resulted in the resolution of one drug therapy problem. This intervention would qualify for level 2 reimbursement. Although the history component was level 3 and the exam component could be either level 3 or 4, the decision-making component was no greater than level 2.  Level 2 reimbursement resulted in a payment of $35. If, over the quarter, the pharmacist resolved three drug therapy problems for this patient, Level 3 reimbursement would be warranted, or a $63 payment.  
 

Using the Health Outcomes Management network system, PNI paid pharmaceutical care claims on a quarterly basis. The software performed systematic checks to ensure pharmacies were coding services for reimbursement at the appropriate level. The Health Outcomes Management system also provided a detailed description of the types of services provided, the types of drug therapy problems resolved, and the demographics of the patient population. 
 

Project Administration
 Administration of the project was the responsibility of PNI. PNI provided various forms of feedback to the pharmacies as well as payment for the services. One pharmacist at PNI was responsible for the daily administration of the program including routine communication with participating pharmacies. Topics of these communications involved issues such as number of patients enrolled, documentation needs, reimbursement issues, and assistance in using the documentation system. PNI also employed pharmacy students to assist in the entry of claims data from pharmacies submitting manual claims. 
 

Pharmacists employed by PNI with expertise in quality assurance provided additional feedback to the participating pharmacists. Disease-specific protocols for patient monitoring were developed and disseminated to the pharmacists to promote consistency among the participating pharmacies. Feedback was also provided regarding the completeness of documentation and the quality of assessments through the review of at least six patient care plans written by each pharmacist in the project. The Health Outcomes Management software selected the care plans reviewed by PNI. This process was completed every six months. Common areas for improvement were presented at meetings of the participating pharmacists. Reports were disseminated to each pharmacist providing feedback regarding the care plans they had completed.
 

Patient enrollment and subsequent data collection began as early as 1995. However, continuity of the project was not established until late 1996 when PNI began administration of the project. This transition resulted in consistency in data collection during the two-year period of calendar years 1997 and 1998. Data collection ended on December 31, 1998.
 

RESULTS
 Two sources of information are utilized to describe the results of this project: the medical claims data at Wellmark and the pharmaceutical care claims data at PNI. The Wellmark data provides a global perspective of the project while the PNI data allows the description of the care provided by the pharmacists. 
 

Wellmark Data

Overall Medical Claims Expenditures

The Wellmark data examines the total costs of medical claims for the patients enrolled in the project in comparison to the costs for a control group matched by age, gender, and disease to the intervention group. During the project, the intervention group experienced medical claims totaling $1,860,000. In addition, the intervention group incurred an additional $300,000 for the payment of the pharmaceutical care claims and the administration of the pharmaceutical care project, resulting in a total cost of services for the intervention group of $2,160,000. The control group experienced medical claims of $2,536,000, resulting in an unadjusted difference of $676,000 less medical claims in the intervention group. After deducting the administrative costs of the project and costs of pharmaceutical care services, the intervention group experienced $376,000 less in medical claims than the control group. On a per patient basis, the unadjusted cost for the intervention group was $3,675, while the cost for the control group was $3,907, or a lower unadjusted cost in the intervention group by $232 per patient.
 

The Ambulatory Care Groups (ACG) case mix system developed at John Hopkins University was used to adjust for variation on illness burdens between the intervention and control groups. The ACG system was designed to evaluate and forecast health care resource needs by taking into account a population's illness burden based on diagnoses (ICD-9 codes), age, and gender distribution. This analysis indicated that the control group was more severely ill than the intervention group. By design, the intervention group was a convenience sample of patients who were able to visit a pharmacy while the control group was randomly selected from the Wellmark claims database. The control group had a greater distribution of patients classified in ACG category 4 rather than category 3 as seen in the intervention group. Following the ACG severity adjustment, the per patient cost of the intervention group was very similar to the per patient cost of the control group ($3,762 vs. $3705). 
 

There are several limitations to this analysis that should be noted. 
        The study design did not control for variation in practice patterns by geography. The Wellmark Report demonstrates that residents of one community in Iowa can receive very different levels of inpatient and outpatient care for illnesses compared to other communities. 
        The intervention group had five percent fewer patients still enrolled in 1997 and 1998 than the control group.  The effects of this disenrollment may have diminished the ability to detect differences in the patient groups. 
        Given the nature of a demonstration project, administrative costs were quite high in comparison to the administrative costs required of an existing program. Administrative costs and payments for pharmaceutical care services were approximately $10.75 per member per month. 
        The majority of patients were enrolled based on the diagnosis of hypertension. Pharmacist interventions in the treatment of hypertension, such as increased compliance, may be unlikely to modify outcomes during the relatively short duration of this project.
        Further, this project did not evaluate for the presence of a sentinel effect from the provision of pharmaceutical care services. There is a potential for improving outcomes in patients not enrolled in the project but who also received care from pharmacists providing these services.  
 

Disease-Specific Analysis

The most prevalent disease resulting in enrollment in the project was hypertension, accounting for 62% of the patients. Asthma and diabetes accounted for similar portions of the populations, at 18% and 16% respectively. A small number of patients (4%) were enrolled based upon a diagnosis of ischemic heart disease. Patients were enrolled under a primary disease state as submitted by the pharmacist.  Disease-specific analysis does not address patients who may have had concomitant disease states. However, this factor was examined in the overall analysis through the ACG severity adjustment.
 

In all disease states, the unadjusted costs of medical services for the intervention group were less than the unadjusted costs of medical services for the control group. No disease-specific analysis was severity adjusted by the ACG software. Therefore, the raw data has limited value in the direct comparison of the intervention and control groups. Disease-specific analysis compared the intervention group to the control group during the time period of 1997 and 1998 and is summarized in Table 2.  
 

Table 2:
	Disease State
	Number of Patients
	Intervention Group: Claims Cost*
	Intervention Group: Administrative      Cost
	Intervention Group: 
Total Cost*
	Control Group: 
Total Cost*
	Difference: (Control  - Intervention)*  

	Hypertension
	715
	$1,413,000*
	$184,437
	$1,597,437*
	$1,676,000*
	$78,563*

	Asthma
	212
	$     35,500*
	$  54,686
	$     90,186*
	$   111,400*
	$21,214*

	Diabetes
	190
	$   181,300*
	$  49,012
	$   230,312*
	$   241,400*
	$11,088*

	Ischemic Heart Disease
	  46
	$   180,900*
	$  11,865
	$   191,865*
	$   267,200*
	$74,435*


* These figures represent raw data and are not severity adjusted.

 

The disease state of hypertension resulted in the enrollment of 715 patients in the project. In the years 1997 and 1998, the intervention patients enrolled under the diagnosis of hypertension experienced $1,413,000 in medical claims in addition to the proportional administrative and direct costs of pharmaceutical care services of approximately $184,437, resulting in a total unadjusted cost in the intervention group of $1,597.437. The control group’s medical claims totaled $1,676,000, resulting in $78,563 less spent in the hypertension intervention group. This cost analysis is not severity adjusted. 
 

Asthma accounted for the enrollment of 212 patients in the project. In the years 1997 and 1998, the cost of the intervention group included $35,500 in medical claims and $54,686 in proportional administrative and direct costs of pharmaceutical care services, for a total unadjusted cost in the asthma intervention group of $90,186. The cost of medical claims in the asthma control group was $111, 400. This comparison, resulting in $21,214 less spent on the asthma intervention group, is not severity adjusted.
 

Enrollment of 190 patients was due to the diagnosis of diabetes. In the years 1997 and 1998, there was $60,100 less spent on the unadjusted costs of the intervention group ($181,300) compared to the control group ($241,400). This difference does not include the proportional cost of providing these services of approximately $49,012, resulting in a net unadjusted difference of $11,088.
 

The effects of providing pharmaceutical care to patients with ischemic heart disease were studied in a small group of 46 patients. In the years 1997 and 1998, medical claims cost of the intervention group totaled $180,900 while the medical claims cost of the control group totaled $267,200. This difference of $86,300 is not severity adjusted. After deducting the proportional cost of providing these services of $11,865, the intervention group experienced $74,435 less medical claims cost than the control group.
 

The same limitations described pertaining to the evaluation of overall Wellmark claims data, such as high administrative costs, also apply to the evaluation of the disease-specific data. In addition, the disease-specific data are not adjusted by the ACG software. Small sample size is also a limiting factor in all enrollment disease states other than hypertension. A final limitation is the inability to identify patients with concomitant disease states.  
 

PNI Data

PNI data was collected using the Health Outcomes Management software, either at the participating pharmacy or entered by PNI. The PNI data allows a greater description of the provision of pharmaceutical care by the participating pharmacists. This description includes the types of drug therapy problems resolved, the methods used in drug therapy problem resolution, and the number of patient encounters required to resolve certain types of drug therapy problems. PNI data examines data submitted for pharmaceutical care services during the calendar years of 1997 and 1998.

 

Enrollment

A total of 42 pharmacies met the eligibility requirements to participate in the project, and 34 pharmacies enrolled patients in the project. Of these, 31 pharmacies submitted pharmaceutical care claims for the project, of which 29 pharmacies received payment for services. Seven of the 31 pharmacies submitting claims utilized a manual system, while 22 pharmacies utilized the Health Outcomes Management system. 
 

Original project expectations called for the enrollment of 1,500 patients. Allowing for patient withdrawal and for disenrollment, it was expected that between 1,000 and 1,100 patients would be active cases for evaluation. According to the PNI data, 1,442 patients were enrolled in the project, of which 1,171 patients received pharmaceutical care services.  These services were provided through 9,517 documented patient care encounters, an average of 4.1 encounters per patient per year. This level of activity indicated that on average, the goal of quarterly patient monitoring was met.
 

Patient enrollment parameters influenced the demographics of the patient population. As the enrollment disease states skew the population to a more aged population, it is not surprising that over one-half of the population was between the ages of 50 and 64. Enrollment of patients over age 65 was not allowed due to lack of access to Medicare claims. Concomitant diseases were common as each enrolled patient had an average of 3.25 different medical conditions. Slightly more females than males were enrolled in the project.
 

Drug Therapy Problems

Identification of drug therapy problems alone did not result in reimbursement. Reimbursement beyond the minimal monitoring fee was allowed only when drug therapy problems were resolved. Pharmacists resolved 1,451 drug therapy problems during the study period. Over half (52%) of the patients receiving pharmaceutical care services, or 613 patients, had one or more drug therapy problems resolved.
 

The most common type of drug therapy problem resolved by the pharmacists was inappropriate adherence to medication therapy. This problem accounted for 28% of the drug therapy problem resolutions. The next most common types of drug therapy problems resolved were adverse drug reactions and the need for additional drug therapy, at 21% and 20% respectively. Other types of drug therapy problems resolved were dosage too low (12%), wrong drug (10%), unnecessary drug therapy (5%), and dosage too high (4%). This analysis is outlined in Table 3.
 

The number of patients who benefited from the resolution of drug therapy problems is notable. Over one-half of the patients receiving services had at least one drug therapy problem resolved. Correcting inappropriate adherence to therapy benefited 268 patients, and eliminating adverse drug reactions benefited 220 patients. Additional drug therapy was initiated in 214 patients. Doses were adjusted in almost 200 patients. The dose was subtherapeutic for 143 patients while the dose was excessive in 54 patients. The use of an inappropriate medication was corrected in 115 patients through pharmaceutical care services. Unnecessary drug therapy was eliminated in 67 patients.  
 

Table 3:
 

	Types of Drug Therapy Problems Resolved
	Number of            Resolutions
	Number of         Patients

	Inappropriate Adherence
	413 (28%)
	268

	Adverse Drug Reaction
	298 (21%)
	220

	Additional Drug Therapy
	293 (20%)
	214

	Dosage Too Low
	171 (12%)
	143

	Wrong Drug
	140 (10%)
	115

	Unnecessary Drug Therapy
	 78    (5%)
	 67

	Dosage Too High
	 58    (4%)
	 54


 

Some drug therapy problems required more patient care encounters on average to resolve the problem. Inappropriate adherence appeared to require the most frequent encounters, at 1.54 encounters per resolution. Adverse drug reactions and need for additional drug therapy followed with approximately 1.36 encounters per resolution. Problems related to excessive doses of medication were generally solved in one patient care encounter. 
 

The most frequent disease states addressed during the patient care encounters were the enrollment disease states. Drug therapy problems related to the four enrollment disease states accounted for 57% of resolved problems. However, nearly 150 disease states were addressed in patient encounters. The most frequently encountered disease states are listed in Table 3.
 

    Table 3
	Most Frequent Disease States Encountered by Pharmacists

	Hypertension

	Diabetes

	Asthma

	Hyperlipidemia

	Allergic Rhinitis

	Arthritis

	Osteoporosis

	Peptic Ulcer Disease

	Depression

	Headache or Migraine

	Menopause

	Hypothyroidism


 

 

The methods by which the pharmacists resolved drug therapy problems are of interest. In the majority of cases (77%), the pharmacist contacted the patient to resolve the problem. During this contact, patients may have been instructed to contact their physician if appropriate.  Pharmacists directly contacted physicians to facilitate 20% of the drug therapy problem resolutions, while third party payers were contacted in a small percentage (4%) of cases.  When the physician was contacted, the action most frequently occurring was the initiation of new medication therapy (27%). Changing the dose and changing the medication each occurred in 18% of the physician contacts, while discontinuing therapy accounted for 14% of the physician contacts. 
 

Although the actions taken when consulting a physician were relatively limited, actions taken when contacting patients varied greatly. The most common action was the initiation of an over-the-counter medication (16%). Other actions resulted in small percentages of the total number of contacts. 
 

Reimbursement

The majority (61%) of billings for pharmaceutical care services was submitted for reimbursement Level 1. Reimbursement Level 2 was billed in 31% of the pharmaceutical care claims. Reimbursement Level 3 was submitted for 6% of the claims, while reimbursement Levels 4 and 5 accounted for less than 2% of the pharmaceutical care claims. The total amount paid to pharmacies for patient enrollment and care services was $122,604.80.
 

The number of drug therapy problems resolved varied greatly among the participating pharmacies. Five pharmacies accounted for a majority (56%) of the drug therapy problems resolved. Slightly over half (17) of the pharmacies accounted for over 90% of the drug therapy problems resolved. 

 

Discussion

This demonstration project was a unique effort to evaluate the impact of pharmaceutical care delivered in a community pharmacy setting. The Washington State CARE Project, a similar initiative, was developed in response to an OBRA ’90 initiative authorizing a demonstration project to determine the effect of reimbursement to pharmacists for valued-added services beyond those required by the OBRA ’90 legislation. Both the Washington CARE study and this demonstration project examined pharmacist-driven patient care in the community pharmacy setting. Although this demonstration project utilized disease states as enrollment criteria, both projects fostered a generalist approach to patient care rather than a disease state management protocol. 

 

While similar, there were notable differences between these projects. The Washington CARE project served a Medicaid population while this project served a relatively unmanaged group of private sector insurance enrollees. The Washington CARE study provided reimbursement based on time spent per intervention while this project utilized a resource-based relative value scale. The Washington CARE study followed very rigorous research protocol while this demonstration project was more descriptive in nature. 

 

As reported in the September/October 1999 issue of the Journal of the American Pharmaceutical Association, researchers of the Washington CARE project concluded that implementation of a prescription drug-related cognitive service documentation and reimbursement system is feasible from the perspective of a state Medicaid program. Researchers also concluded such a system will be successful in identifying and resolving at least some, but probably not all, drug therapy problems, and that the system has the potential for generating cost savings at least equal to program costs.
 

This demonstration project provides additional evidence that implementation of a reimbursement system for pharmacists providing pharmaceutical care is feasible in settings outside of Medicaid. Over 1,100 patients received pharmaceutical care services from 28 pharmacies in this project. Additional reimbursement was provided in this demonstration project to provide incentive to resolve drug therapy problems. 
 

Like the Washington CARE study, this project also evidenced success in the identification and resolution of drug therapy problems by the participating pharmacists. Pharmacists resolved 1,451 drug therapy problems during the study period. Over half (52%) of the patients receiving services had one or more drug therapy problem resolved during the study period. Documentation of drug-therapy problems on the macro level demonstrates that this is a system-wide problem requiring systemic solutions. On the microscopic level, over 600 patients’ quality of health care was improved through the resolution of drug therapy problems. This project demonstrated that drug therapy problems are common in this population and that pharmacists play a significant role in resolving these problems and improving patients’ quality of care.
 

This project demonstrates, as did the Washington CARE study, that reimbursement for pharmaceutical care services yields fiscal results that are at least budget neutral. A positive budgetary impact would have resulted from a reduction in administrative costs. Given the nature of a demonstration project, it is reasonable to assume future initiatives would require less administrative costs.
 

Detecting the impact of care provision through the measurement of global utilization data is difficult. Many factors contribute to overall utilization and may be outside the influence of the care being provided. It is not known whether catastrophic illness unrelated to medication use or external risk factors, such as automobile accidents, may have contributed to utilization patterns. In addition, the two year time period studied may not have been sufficient to evaluate the benefits of providing services to impact chronic disease states. 
 

 

Conclusion

This demonstration project provides further evidence that reimbursement to pharmacists for patient care services to identify and resolve drug therapy problems can improve patient care, while remaining at least budget neutral. A positive budgetary impact would be feasible if the higher administrative costs associated with this demonstration project were reduced. In addition, this demonstration project confirms that drug therapy problems are common in this population and that pharmacists in community practice settings can significantly contribute to the resolution of these problems. 
 

 

 

 

 

 

 

 

 

 

