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POSSIBLE COST COMPONENTS OF MTM SERVICES 

THE PAYOR PERSPECTIVE
TO CONSIDER BEFORE SETTING UP THE EVALUATION

1) The perspective of the evaluation: These are apparently the most frequently published examples.

a) Medicare 1-7
b) Medicaid 8
c) Employer MTMP services9

2) Who is eligible for MTM services (x each of the above)? How is this decided? What is the capacity of the person delivering the service? JESSICA WILL EXPAND ON THIS
a) Total Population

i) All beneficiaries are eligible for MTM services
ii) Populations defined by age

(1) Elderly 2, 10-22
(2) Pediatrics 23, 24
b) Select Population (potential eligibility criteria below). Patients selected as eligible based upon three common categories: 
i) The number and type of health conditions/ disease states

(1) Chronic9, 25-52 or acute25, 27, 53, 54
(2) Number of conditions (e.g., those with > 5 chronic conditions) – not reflected in titles. One might be able to say that publications to date have only focused on multiple conditions if they were present in a population defined by setting. 
(a) SETTINGS

(i) Ambulatory care or community care practice1, 9, 15, 18, 27, 28, 30, 31, 36, 40, 43, 46, 47, 49, 55-77
(ii) Hospital 24, 33, 72, 78-81
(iii) Managed care setting12, 13, 20, 29, 74, 82
(iv) Federal or state government origination 28, 30, 31, 37, 60, 83-85
(3) Specific, special ones, determined by payer or other
ii) The number and type of medications
(1) Number of (not usually the case from employer perspective)
(2) Those associated with high risk conditions or high cost medications

iii) Drug Expenditure

(1) Annual drug spend (e.g. >$4,000 annually) 

c) Cost considerations impacting coverage of total vs. select population

i) Total Population

(1) Projected cost savings from identifying and resolving drug therapy problems earlier (before the patient becomes a “train wreck”)

ii) Select Population

(1) Top 20% of population comprises 80% of costs

3) Who will be responsible for MTM program administration? Jessica  & Anita
a) In-house

b) Outsource to MTM vendor

c) Who is the provider of MTM services? Jessica & Anita (see setting above)
d) In-house pharmacist

e) Nurse

f) Multidisciplinary team

4) What is your mode of delivery for MTM services? (In this category one also must keep in mind any barriers posed by language, cultural difference from the provider or poor literacy)

a) Face-to-face

b) Telephonic

c) Email

d) Mail

e) Hybrid
Disease management … 66, 41
Are there employers that would share information about this …? 

Marissa – contact to see if she can help

5) Elements of your MTM model? 
MTM models may vary on the following attributes which can be quantified for cost evaluations: 

i) Frequency of intervention (e.g. weekly, monthly, annually, unlimited, varied)
ii) Type of intervention (low intensity, medium, high intensity)  are there reimbursement codes at these levels … reimbursement
The tie to the outcomes …  
(1) Medication Therapy Reviews

(2) Intervention and referral activities (e.g. prescriber consultations)

(3) Follow-up visits (how many?)

(4) Health screenings

iii) Payment rates

(1) Flat rate

(2) RBRVS

(3) Time-based (e.g. MTM-specific CPT codes)

iv) Time & Complexity of interventions

(1) The method and need to reconcile medications with provider(s) – how it is done, how difficult, how much time?
(2) The additional time for initial patient education, continued support for patients, families, education for other providers, difficult drug information questions, etc.
(3) The additional time and expense of disease monitoring (order and/or check lab values, etc.)
 
6) Data availability/gathering (goal is to avoid duplication with other sources) – Karen – will look at this … 
a) What type of sharing arrangement is available, or needs to be forged?

b) Is there a common repository or do you have to fetch the data from paper records, or access from multiple computer sources, or is it all in one place?
c) Sources of data: 

i) Patient

ii) Record (paper or electronic)

iii) Physician or other provider

 

7) What is required to set up reimbursement mechanisms, how time consuming is this, initially and over time (also factors into whether to administer MTM in-house or outsource to MTM vendor (Q#3))
8) Is there a documentation system for your interventions? How detailed do you want or need to be about what you did? What data points do you want captures? (see below, Outcomes)
VARIABLES USED IN STUDIES TO DATE
1) Costs commonly measured in MTM literature
a) Prescription drug costs
b) Total medical costs

c) Return on investment

d) Estimated costs avoided

TO NOTE: INPUT costs NOT usually included: pharmacists reimbursement, program administration

 

2) 'Outcome' Measures
a) Process measures

Examples:

· Number of pharmacist recommendations

· Length of contact
· Number of drug therapy problems identified
· Mode used (telephone vs in person)
· Number of patients receiving MTM services (% of whole also)
· Number of patients receiving education and monitoring (% of whole also)
· Intervention rate per 100 prescriptions (incidence rate)
· Number of encounters over a one year period
· Average number of MTM interventions per patient
· Change in use of generic medications (increase, & %)
· Change in on-formulary drug use (increase)
 

b) Intermediate outcomes

· Change in the number of medications (increase or decrease)

· Total number of medications (increase or decrease in # meds/ patient)

· Medication adherence

· Patient knowledge and understanding

· Health care utilization 

· ED visits

· Hospitalizations

· Adverse drug events (% reduction in serious ADE vs usual care?)

· Incidence of patients for whom drugs were able to be omitted

· Medication taking behavior (defined as on schedule) - increase

· Presence of a calcium supplement

· Pharmacist recommendations accepted (% resulting in medication change)

· Number of prescribing problems (decrease - in geriatric consults)

· Drug therapy problems identified

· Drug therapy problems resolved (incidence x DTPs per recipient of services)

· Drug therapy problems (% of MTM recipients with at least 1 DTP)

· Potential problems reduced (identified by BEERS criteria) 

 

c) Intermediate clinical outcomes

· Asthma measures

· HgA1c (% achieved target)

· Diabetic clinical measures

· Diastolic Blood pressure

d) Economic outcomes, cost savings and ROI

· Medication costs

· Out of pocket costs

· Total costs 

·  Total health expenditures

· Change in ambulatory services

· Change in prescription drug costs

· Medical Costs

· Measures as total mean direct medical cost PPPY by year compared to baseline

· Return on Investment

· Cost savings on medications

· $ Reduction per patient per month in 3 month follow up period, or $ PPPM

 

e) Other (performance measures, QOL, satisfaction)

Appendix A
MTM Taxonomy (Krantzberg 2007)

The authors propose eight dimensions of the MTM taxonomy:

 

1. Setting: where the program resides, i.e., retail pharmacy, disease management program, PBM case management, primary care practice, community based programs, hospital based programs, home visit, long term care.

 

2. Practitioner: who is providing the services, i.e., pharmacist, physician, mid-level practitioner such as a nurse, or physician assistant?

 

3. Mode of communication: what is the primary way the program interacts with the beneficiary who is enrolled in the program. Is there face-to-face contact, mostly written materials, telephone contact or internet based communication?

 

4. Elements of MTM: what components of an MTM program are incorporated into this program? Examples include a medication therapy review, creation of a medication action plan, intervention and referral activities, documentation and follow-up, health screening, and health literacy assessment.

 

5. Participant identification: who is responsible for identifying potential enrollees for the program? Possibilities include the Pharmacy Benefit Management (PBM) company, the drug plan, a primary care physician, a pharmacist, or self-selection by the beneficiary.

 

6. Selection criteria: what criteria are used to determine who will be offered MTM services? Besides projected drug costs greater than $4000 (for 2006) these include the number of diseases with which a person is diagnosed, the number of medications prescribed to a person, and whether the person is interested in whoever expresses interest may enroll, as in a community health fair setting).

 

7. Single level or multilevel program: some programs have a “one size fits all” approach and other programs offer differing intervention intensity depending on selection criteria. For example, a program may send a newsletter to everyone meeting a criterion, but those that meet another level of criteria also get a referral for face-to-face consultation with a physician or pharmacist. The first level may be drug costs projected to be greater than $4000 a year and the second level could have drug costs greater than $9000 per year. For those offering multilevel programs, each level can be described uniquely in this taxonomy for analysis.

 

8. Outcome evaluation: what criteria are used to evaluate the effectiveness of the program? These include medication compliance (in terms of adherence to medication directions, utilization of medication and safety  measures), quality of life, patient and/or provider satisfaction, economic measures (overall health costs, out of pocket costs, return on investment, and emergency department admits), and clinical benchmarks.

APPENDIX B Nine elements (Derived from consensus statement Appendix B2, below)

The pharmacy industry associations are converging on a definition of a Medication Therapy Management Program, with the following nine main elements (Bluml, 2005):

 

1. Performing or obtaining necessary assessments of the patient’s health status.

2. Formulating a medication treatment plan.

3. Selecting, initiating, modifying, or administering medication therapy.

4. Monitoring and evaluating the patient’s response to therapy, including safety and effectiveness.

5. Performing a comprehensive medication review to identify, resolve, and prevent medication-related problems, including adverse drug events.

6. Documenting the care delivered and communicating essential information to the patient’s other primary care providers.

7. Providing verbal education and training designed to enhance patient understanding and appropriate use of medications.

8. Providing information, support services, and resources designed to enhance patients’ adherence with their therapeutic regimens.

9. Coordinating and integrating medication therapy management services within the broader health care-management services being provided to the patient.



APPENDIX B2

 Medication Therapy Management Services 
Definition and Program Criteria 
Approved: 27-Jul-04 
by the Academy of Managed Care Pharmacy, the American Association of Colleges of Pharmacy, the American College of Apothecaries, the American College of Clinical Pharmacy, the American Society of Consultant Pharmacists, the American Pharmacists Association, the American Society of Health-System Pharmacists, National Association of Boards of Pharmacy, National Association of Chain Drug Stores, National Community Pharmacists Association and the National Council of State Pharmacy Association Executives 
Medication Therapy Management is a distinct service or group of services that optimize therapeutic outcomes for individual patients. Medication Therapy Management Services are independent of, but can occur in conjunction with, the provision of a medication product. 

Medication Therapy Management encompasses a broad range of professional activities and responsibilities within the licensed pharmacist’s, or other qualified health care provider's, scope of practice. These services include but are not limited to the following, according to the individual needs of the patient:

a. Performing or obtaining necessary assessments of the patient’s health status; 

b. Formulating a medication treatment plan; 

c. Selecting, initiating, modifying, or administering medication therapy; 

d. Monitoring and evaluating the patient’s response to therapy, including safety and effectiveness; 

e. Performing a comprehensive medication review to identify, resolve, and prevent medication-related problems, including adverse drug events; 

f. Documenting the care delivered and communicating essential information to the patient’s other primary care providers; 

g. Providing verbal education and training designed to enhance patient understanding and appropriate use of his/her medications; 

h. Providing information, support services and resources designed to enhance patient adherence with his/her therapeutic regimens; 

i. Coordinating and integrating medication therapy management services within the broader health care-management services being provided to the patient. 

A program that provides coverage for Medication Therapy Management services shall include: 

a. Patient-specific and individualized services or sets of services provided directly by a pharmacist to the patient*. These services are distinct from formulary development and use, generalized patient education and information activities, and other population-focused quality assurance measures for medication use. 

b. Face-to-face interaction between the patient* and the pharmacist as the preferred method of delivery. When patient-specific barriers to face-to-face communication exist, patients shall have equal access to appropriate alternative delivery methods. Medication Therapy Management programs shall include structures supporting the establishment and maintenance of the patient*-pharmacist relationship. 

c. Opportunities for pharmacists and other qualified health care providers to identify patients who should receive medication therapy management services. 

d. Payment for Medication Therapy Management Services consistent with contemporary provider payment rates that are based on the time, clinical intensity, and resources required to provide services (e.g., Medicare Part A and/or Part B for CPT  & RBRVS). 

e. Processes to improve continuity of care, outcomes, and outcome measures. 

* In some situations, Medication Therapy Management Services may be provided to the caregiver or other persons involved in the care of the patient.
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� WE DELETED THIS DETAIL FROM THE OUTLINE BECAUSE IT IS IN THE APPENDIX THAT FOLLOWS. DO WE NEED IT IN BOTH PLACES?


What is the model of practice you have, or will be using?


Hybrid MTM-DM: Primary focus is MTM as one element; also includes diet and lifestyle change and other disease management strategies


Care Teams: Primary focus is MTM as one element; also includes diet and lifestyle change and other disease management strategies


Required Collaboration: Primary focus is MTM only.


Multi-Mode, Comprehensive MTM: Primary focus is MTM only.


Pharmacy-based Disease Monitoring: Primary focus is MTM with lab monitoring, usually a single disease state


Telephone MTM: Primary focus is MTM only


MRR for nursing home patients: Primary focus is medication regimen review.
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