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Chairwoman Jones, Vice Chair Lehner, Ranking Member Tavares, and members of the Senate
Health & Human Services Committee, thank you for this opportunity to support House Bill 4 to
enhance availability of naloxone for the prevention of deaths due to opioid overdose.

My remarks will emphasize three important points:

1. There is a continuing dilemma in Ohio and across the U.S. relating to prescription drug
misuse and overdose.

2. There is strong evidence to support increasing access to naloxone for preventing opioid
overdose deaths.

3. The role of the pharmacist in a transformed healthcare system is expanding, which
positions them as a logical access point for primary care and naloxone distribution.

According to the National Survey on Drug Use and Health (SAMHSA, 2014), 6.5 million
Americans (age 12 and older) misused a prescription opioid, sedative or stimulant in 2013. More
than 3.4 million people did so for the first time that year. This number exceeds that for those
using any illicit substance except marijuana, and the number of new initiates to prescription drug
misuse exceeds those first using marijuana. In 2010, there were 38,329 deaths due to drug
overdoses (note: Ohio experienced 1,544 deaths that year), making this the leading cause of
accidental death in the U.S. (CDC). And while deaths due to prescription opioid overdose
dropped slightly between 2010 and 2012, death rates from heroin overdose more than doubled
during that time period (note: research has demonstrated that three out of four heroin users
report first misusing prescription opioids). So, America’s prescription drug misuse epidemic
continues to be a serious public health problem. The College of Pharmacy at the Ohio State
University has partnered with Cardinal Health since 2009 to develop resources for educational
prevention efforts for use with youth, teens, college students, seniors, and other adults in the
community.

Research shows that naloxone availability saves lives by reversing the central nervous system
depression caused by opioid medications and heroin. This compound does not have abuse
potential of its own and exhibits a strong safety profile. World Health Organization quidelines
recommend that people who are likely to witness an opioid overdose, including people
who use opioids, and their family and friends should be given access to naloxone and
fraining in its use so that they can respond to opioid overdose in an emergency if a
medical response is not available. Between 1996 and 2010, more than 53,000 individuals
were trained and provided naloxone through overdose prevention programs (e.g., Project
DAWN in Ohio), leading to reports of more than 10,000 overdose reversals (CDC). An excellent
example of the incorporation of naloxone distribution within a comprehensive opioid overdose
reduction strategy is Project Lazarus in Wilkes County, North Carolina. They experienced 28
straight months of declines in overdose deaths (69% reduction between 2009 and 2011).




House Bill 4 would provide the authority for pharmacists and pharmacy interns to distribute
naloxone to patients or caregivers without a prescription under protocol with a physician. A
number of states have already taken this step to make this life-saving drug more available to
high-risk patients. The contemporary training for pharmacists clearly positions them well to
serve this and other primary care roles in our communities. Pharmacists must complete a
Doctor of Pharmacy (PharmD) program to be eligible for licensure. This requires a minimum of
six years of postsecondary education. This training includes two years of pharmacology and
therapeutics instruction designed to prepare student pharmacists to deliver patient-centered
care and provide medication therapy management. Many of our graduates also complete one to
two years of residency training after receiving the PharmD degree to enhance their general or
specialized patient-care skills in ambulatory and inpatient settings. Through collaborative
practice agreements, pharmacists across the U.S. are getting much more intimately involved in
direct patient care. And the reintroduction of legislation at the national level (H.R. 592) will
acknowledge pharmacists as providers in the Social Security Act if passed, which would
authorize them for reimbursement under Medicare Part B for patient care services. These
developments are consistent with their expanding role in a transformed healthcare system
(National Governors Association, 2015). As one of the most trusted and accessible
healthcare professionals, pharmacists are a natural avenue for the distribution of
naloxone and patient education about its use.

I would like to thank Representative Sprague and Representative Rezabek for their quick action
in this 131% General Assembly to push for legislation that, | can confidently say, will save lives in
the state of Ohio. | appreciate you allowing me to provide testimony in support of HB 4 this
morning, and either of my colleagues or | would be happy to answer any questions you may
have. | can be reached at hale.3@osu.edu.
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REGULATORY STATEMENT

Prescription of Naloxone to High-Risk Individuals and Third Parties who are in a
Position to Assist an Individual who is Experiencing Opioid-related Overdose
Updated - SEPTEMBER 2014

This statement provides information concerning the prescription of naloxone to individuals at
high-risk of an opioid overdose as well as the prescription of naloxone to a third party (family
member, friend or other individual) that is in a position to assist an individual who is at risk of
experiencing an opioid overdose. This statement is only intended to provide an overview. Prior to
prescribing naloxone, prescribers should seek detailed information regarding risk factors for
opioid overdose, the use of naloxone, and the laws and rules regulating prescribers in Ohio, Le.,
physicians, physician assistants and advanced practice registered nurses with a certificate to
prescribe. This statement should not be construed as legal or health care advice, but as
information intended to increase the awareness and knowledge of authorized prescribers,
pharmacists and the public about the use of naloxone to prevent or reverse the effects of opioids.
Prescribers should seek legal counsel if clarification or legal advice is needed.

Background
Preventing Drug Overdoses

From 2000 to 2012, Ohio’s death rate due to unintentional drug overdoses increased 366
percent, Due to the alarming increase in drug overdose deaths, the Governor’s Cabinet Opiate
Action Team, the Prescription Drug Abuse Action Group (PDAAG), Project DAWN (Deaths
Avoided with Naloxone) and Ohio’s professional licensing boards are working toward ways to
enhance professional awareness and educate licensees on how we can all contribute to saving
lives, especially when faced with meeting the formidable challenge of treating opioid abuse and
addiction. This statement is intended to raise awareness about the benefits of naloxone (also
known as Narcan®) for individuals at high-risk of opioid overdose and those who are in a
position to assist an individual who is experiencing an opioid-related overdose (such as a first
responder, friend or family member).

Naloxone is a medication used to counter the effects of opioid overdose. Specifically, naloxone
is used in opioid overdoses to counteract life-threatening depression of the central nervous
system and respiratory system, allowing an overdose victim to breathe normally. When
administered during an overdose, naloxone blocks the effects of opioids on the brain to restore
effective breathing. In the presence of physical dependence on opioids, naloxone will induce
withdrawal symptoms. Emergency medical professionals have safely used naloxone with
patients for over 40 years. Naloxone is not known to produce tolerance or cause physical or
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Prescription of Naloxone to High Risk Individuals
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psychological dependence in patients. Contraindication for naloxone is in patients who are
known to be hypersensitive to the medication.

Prescribing Considerations
Prescribing Naloxone

The intended use of naloxone is to prevent opioid overdose. Naloxone can be legally prescribed
by a physician, physician assistant, or advanced practice registered nurse who is an Ohio
authorized prescriber for the following individuals:

* Patients who present a high-risk for opioid overdose, after they are appropriately
evaluated and determined by the prescriber to benefit from the prescription for
naloxone. When prescribed, indications for and methods of administration should be
explained to patients, along with any potential risks.

* A family member, friend, or other individual who is in a position to assist an individual
who is apparently experiencing or at risk of experiencing an opioid-related overdose.
The naloxone must be furnished to, or the prescription is issued to and in the name of, a
family member, friend, or other individual in a position to assist an individual who there
is reason to believe is at risk of experiencing an opioid-related overdose.

The naloxone must be prescribed so that it may be administered only by a device manufactured
for the intranasal administration of liquid drugs or by using an auto-injector in a manufactured
dosage form.

An authorized prescriber is required by law to instruct the individual receiving the naloxone
supply or prescription to summon emergency services either immediately before or immediately
after administering naloxone to an individual apparently experiencing an opioid-related
overdose.

Personally Furnishing Naloxone to a Patient

“Personally furnish” means the distribution of drugs by a prescriber to the prescriber’s patients
for use outside the prescriber’s practice setting. In Ohio, physicians, physician assistants and
advanced practice registered nurses are authorized to personally furnish naloxone for
administration by using a device manufactured for the intranasal administration of liquid drugs
or by using an auto-injector in a manufactured dosage form. Drugs that are personally
furnished by a prescriber should adhere to Ohio Administrative Code 4729-5-17 and should
include the following information affixed to the medication:

(1) The name and address of the prescriber.

(2) The name of the patient for whom the drug is intended.
(3) Name and strength of the dangerous drug,

(4) Directions for use.

(5) Date furnished.
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Risk Factors, Patent Education, and Naloxone Distribution Programs (NDPs)

Risk factors for Opioid Overdose

Patients with the risk factors below may be in danger of an opioid overdose. These risk factors
may be indicators for prescribing or personally furnishing naloxone directly to the patient or to
a third party that is in a position to assist an individual who meets these risk factors. The
factors include, but are not limited to:

* Recent medical care for opioid poisoning/intoxication/overdose
* Participant in a medical regime designed to provide Medication-Assistance Treatment
for opiate addiction
* Suspected or confirmed history of heroin or nonmedical opioid use
* High-dose opioid prescription (280 mg/day morphine equivalence)
* Any Methadone prescription for opioid naive patient
* Recentrelease from jail or prison with a history of opioid abuse
* Recentrelease from mandatory abstinence program or drug detoxification program
* Enrolled in Methadone or buprenorphine detoxification or maintenance program (for
either addiction or pain management)
* Any opioid prescription and known or suspected:
o Smoking, COPD, emphysema, asthma, sleep apnea, or other respiratory system
disease
Renal or hepatic disease
Alcohol use
Concurrent benzodiazepine use or any concurrent sedating medication use
Concurrent antidepressant prescription
o Remoteness from or difficulty accessing medical care
* Voluntary patient request for naloxone, or any other factor that makes the patient at
high-risk for opioid overdose.

O O O O

Patient Education

Individuals receiving naloxone should be advised of the following:

* Qverdose prevention techniques

* Recognizing signs and symptoms of overdose

* (Calling 911

* Airway and breathing assessment/Rescue breathing/Recovery position

* Naloxone storage, carrying, and administration in an emergency situation
* Reporting of overdose and refill procedures

* Post-overdose follow-up care
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Naloxone Distribution Programs

Naloxone Distribution Programs (NDPs), which provide overdose training and take-home
doses of intranasal naloxone to high-risk patients, friends and family members, can be effective
at saving lives. According to a recent report by the Centers for Disease Control and Prevention,
since 1996, 53,032 individuals have been trained by NDPs resulting in 10,171 overdose
reversals using naloxone. In addition to providing naloxone for administration in cases when
medical help is not immediately available, NDPs provide training in recognizing the signs and
symptoms of an overdose, instruction on how to perform rescue breathing and the importance
of calling 911.

Summary

Due to the alarming increase in drug overdose deaths, state agencies, private entities, and
Ohio’s professional licensing boards are working toward ways to enhance professional
awareness and education regarding the prescription and use of naloxone. This statement is an
overview intended to raise awareness about the benefits of naloxone for individuals at high-
risk of opioid overdose. We encourage licensees to learn more about participation in NDPs,
such as Project DAWN, and the use of the prescription of naloxone to reduce Ohio’s opioid
overdose epidemic. For additional information on NDPs please refer to
http://www.healthyohioprogram.org/vipp/drug/ProjectDAWN.aspx.

Adopted by the Medical Board: April 11, 2013; September 10, 2014
Adopted by the Nursing Board: April 19, 2013; September 18, 2014
Adopted by the Pharmacy Board: April 19, 2013; September 8, 2014
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The Expanding Role of Pharmacists in a Transformed

Health Care System

Executive Summary

Pharmacists practice in a variety of health care
settings. Although they are most often associated with
dispensing medications in retail pharmacies, their role
is evolving to include providing direct care to patients
as members of integrated health care provider teams.'

The critical role that medication management
plays in treating chronic diseases suggests that the
integration of pharmacists into chronic-care delivery
teams has the potential to improve health outcomes.
Studies of pharmacists providing medication
therapy management (MTM) services to improve
therapeutic outcomes indicate that such services can
improve outcomes and reduce costs. Pharmacists
typically provide those services in interdisciplinary
teams through collaborative practice agreements
(CPAs). Such agreements with other health care
providers allow a licensed provider to refer patients
to a pharmacist and delegate the delivery of clinical
services under supervision. Several key challenges
and barriers, however, prevent the full integration of
pharmacists into health care delivery teams: restrictive
laws and regulations governing CPAs, lack of provider
recognition in federal and state law governing
compensation of pharmacists who provide direct
patient-care services, and limitations on pharmacists’
ability to access health information systems.

States seeking to integrate pharmacists more fully into
the health care delivery system can examine state laws

and regulations governing the profession to address
the challenges to pharmacists practicing to the full
scope of their professional training.

Introduction

The health care system is undergoing a significant
transformation in both the finance and delivery
of health care services. States, in particular, are
examining their health care systems to define
policies that create efficient models of care focused
on improved quality and health outcomes as well as
reduced costs. Integrating pharmacists, who represent
the third-largest health profession, into such systems is
important for achieving intended goals.? Pharmacists
have the professional expertise to address key
challenges facing the health care system, including
the prevalence of people who have multiple chronic
conditions and the increased use of more complex
medications to manage those diseases.

Pharmacists’ Clinical Training
and Expertise

Pharmacists undergo rigorous education focused on the
composition, interaction, and use of medications. Pre-
pharmacy students must complete at least two years of
college to be eligible to enter pharmacy school, though
most obtain a bachelor’s degree. To apply to most
graduate pharmacy programs, pre-pharmacy students
are required to take the Pharmacy College Admissions
Test, which measures general and pharmacy-specific
academic knowledge.?

! According to the U.S. Bureau of Labor Statistics, in 2012, 43 percent of pharmacists were employed in pharmacies and drug stores, 23 percent in hos-
pitals (state, local, and private), 8 percent in grocery stores, and 10 percent in other retail locations (see http://www.bls. gov/ooh/healthcare/pharmacists.
htm#tab-3). This paper does not address questions related to compounding pharmacies that create and mix drugs customized to specific patient needs
based on a prescription written by a physician or compounding pharmacies that distribute a high volume of compounded drugs without prescription.

2 American Association of Colleges of Pharmacy, http://www.aacp.org/ABOUT/Pages/default.aspx.
3 Pharmacy College Admission Test, “*About the PCAT: Information,” http:/Asvww.pcatweb.info/About-the-PCAT.php (accessed November 20, 2013).
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The level of education required to practice as a pharmacist
has risen significantly over the past few decades, shifting
from a bachelor of science (B.S.) degree to a doctor of
pharmacy (PharmD) degree. Since 2004, the Accredita-
tion Council on Pharmacy Education has required that
students attending schools of pharmacy obtain a Phar-
mD. Despite the escalating educational requirements,
most pharmacists practicing today have a B.S. degree.*

Allaccredited colleges of pharmacy include the following
core competencies in their curriculum: biomedicine;
pharmaceutical sciences; social, behavioral, and
administrative sciences; and clinical sciences.® Specific
coursework varies based on the institution and can
include toxicology, pathophysiology, pharmaceutical
chemistry, pharmacology, disease treatments, and
laboratory training.® PharmD programs also incorporate
clinical training in their curricula through externships,
which provide students practical experience in pharmacy

settings under the supervision of licensed pharmacists.’

To become licensed, every state requires prospective
pharmacists to pass the North American Pharmacist
Licensure Examination upon completion of a PharmD
program. Most states also require a separate exam
(typically the Multistate Pharmacy Jurisprudence
Examination) to test the pharmacy jurisprudence
knowledge defined within the individual state’s
statutes and regulations.® Once licensed, pharmacists
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can voluntarily obtain certification in a specialty
practice area by demonstrating field experience
and passing an examination administered by one of
several credentialing boards. For example, the Board
of Pharmaceutical Specialties certifies pharmacists in
six specialties: nutrition support pharmacy, nuclear
pharmacy, pharmacotherapy, oncology pharmacy,
psychiatric pharmacy, and ambulatory care.®

The U.S. Bureau of Labor Statistics indicates that
about 286,000 pharmacists were employed in 2012
and projects that number to increase by 14 percent,
to more than 325,000, by 2022. Currently, about
60 percent of pharmacists are employed in retail
establishments—health and personal care stores,
grocery stores, general merchandise stores, and
department stores.'® Undergraduate students continue
to demonstrate strong interest in the profession, and
enrollment rates in pharmacy programs have risen for
13 consecutive years."

Current Scope of Practice

Pharmacists’ scope of practice consists of a legal
component set by state laws and board regulations
and guidelines set by employers or administrators
for specific practice settings. In the early 1990s,
an examination of pharmacists’ scope of practice
identified four primary domains in which pharmacists
were permitted to provide care: ensuring appropriate

* The percentage of pharmacists practicing with a B.S. degree has decreased from 74 percent in 2000 to 66 percent in 2009. Midwest Pharmacy Work-
force Research Consortium, “Final Report of the 2009 National Pharmacist Workforce Survey,” hitp://www.aacp.org/resources/research/pharmacy-
workforeecenter/Documents/2009 National Pharmacist Workforee Survey - FINAL REPORT pdf (accessed November 1, 2013).

> Melissa S. Medina et al., “Center for the Advancement of Pharmacy Education 2013 Educational Qutcomes,” American Journal of Pharmaceutical
Education 77 no. 8 (October 2013): 162, doi:10.5688/ajpe778162; and National Association of Boards of Pharmacy, “PCOA Programs,” http://www.
nabp.net/programs/assessment/pcoa (accessed October 7, 2013).

¢ “Pharmacist: Educational Requirements and Career Summary,” Education Portal, hitp:/education-portal.com/articles/Pharmacist_Fducational Re-
quirements_and_Career Summary.html (accessed September 15, 2014).

7 Ibid.

* “Programs FAQ,” National Association of Boards of Pharmacy, http://www.nabp.net/programs/examination/naplex/fags#3 (accessed November 1,
2013).

? “Board of Pharmacy Specialties: Certification: Certification in the Real World,” Board of Pharmacy Specialties, http://bpsweb.org/certification/real.
cfim (accessed November 20, 2013).

19U.S. Department of Labor, Bureau of Labor Statistics, Occupational Outlook Handbook, 2014-15 Edition, *Pharmacists,” hitp:/svww.bls.gov/ooh/
healthcare/pharmacists.htim (accessed September 18, 2014).

"' *Academic Pharmacy’s Vital Statistics,” American Association of Colleges of Pharmacy, hitp:/swww.aacp.org/about/Pages/Vitalstats.aspx (accessed
November 2, 2013).
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medication therapy and outcomes, dispensing
medications and devices, engaging in health promotion
and disease prevention, and engaging in health systems

management.'?

In 2004, the Joint Commission of Pharmacy Practitioners
began a strategic effort to standardize pharmacists’
delivery of care and suggest alternatives for service
reimbursement.”” That effort focused on creating
more consistency in pharmacists’ delivery of care and
promoting quality outcomes for patients, regardless
of the type of service provided or the care setting. The
Joint Commission expects to agree on a standardized
process in 2015.

Alternative Approach Through Advanced
Practice Designations

California, Montana, New Mexico, and North
Carolina have created the advanced practice
pharmacy (APP) designation to expand pharmacists’
scope of practice through CPAs. That designation
allows pharmacists to provide direct patient care,
including primary care. The characteristics of an
APP, however, including educational requirements,
provider status, service offerings, prescribing
authority, and compensation, vary across those
states.!

For example, in California, a pharmacist seeking
recognition as an APP is required to meet two of the
following three criteria: certification in a relevant
area of practice, a postgraduate residency program,

NATIONAL GOVERNORS ASSOCIATION

or one year of experience providing clinical services
to patients under a CPA or protocol with another
practitioner.'> A California law passed on October 1,
2013, authorizes APP pharmacists to perform a series
of expanded functions:'®

»  Prescribing nicotine-replacement products that
support tobacco cessation if the pharmacist has
completed related training and follows specified
procedures;

» Initiating and administering immunizations for
people three years of age and older;

 Initiatingand furnishing hormonal contraception;
and

+ Ordering and interpreting tests to monitor drug
safety.

The law also grants pharmacists provider status but
does not expressly authorize Medicaid reimbursement
for professional APP services."”

New Mexico’s Pharmacist Prescriptive Authority Act,
enacted in 1993, recognized pharmacists as midlevel
practitioners who can manage primary care patients
independently in written collaboration with a physician.
Under that designation, pharmacists are allowed to
prescribe and dispense medications in accordance with
state law.

In North Carolina, the Clinical Pharmacist Practitioner
(CPP) Act became effective July 1, 2000. CPPs must
meet specific qualifications and receive approval by

12 Nicole Paolini Albanese and Michael 1. Rouse, Scope of Contemporary Pharmacy Practice: Roles, Responsibilities, and Functions of Pharmacists
and Pharmacy Technicians (Washington, DC: Council on Credentialing in Pharmacy, February 2009), http://pharmacycredentialing org/Contempo-
rary_Phanmacy_Practice.pdf (accessed November 3, 2013).

13 Joint Commission of Pharmacy Practitioners, “Fulure Vision of Pharmacy Practice,” 2004, hltp://www.aacp.org/resources/education/cape/Docu-
ments/Other%20Pharmacy %20Association%20Related %20 Documents/ 1 CPPY20Vision%2 0for%20 Pharmacy %620 Practice %202004 %2 0and %20
2008.pdf (accessed February 1, 2014).

“ Scott Giberson, Sheirt Yoder, and Michael Lee, Improving Patient and Health Systems Outcomes Through Advanced Pharmacy Practice: A Report
to the US Surgeon General (Office of the Chief Pharmacist, US Public Health Service), http://www.usphs.gov/corpslinks/pharmacy/documents/2011A
dvancedPharmacyPracticeReporttotheUSSG.pdf (accessed Seplember 15, 2014).

15 California Senate Committee on Business, Professions, and Economic Development, Pharmacy Practice: Hearing on S.B. 493, April 22, 2013,
ttpiAwwawleginfo.ca.gov/puby/ 13- 14/billsen/sb_0451-0500/sh_493_cfy 20130418 144405 sen_comm.html (accessed September 15, 2014).

16 Tbid.

7 Tbid.
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both the medical and pharmacy boards.'® The law
authorizes the CPP to implement predetermined drug
therapies as outlined by a drug therapy management
agreement. Those therapies
and product selection by the patient’s physician;
modification of prescribed drug dosages, dosage
forms, and dosage schedules by the CPP; and the CPP
being allowed to order laboratory tests. A drug therapy
management agreement is specific to an individual

include diagnosis

patient, physician, pharmacist, and disease.'

Despite formal laws recognizing APPs, the inability
to bill and receive adequate reimbursement for their
services continue to create barriers to wider adoption
of APPs throughout the health care delivery system.

The Evolving Role of
Pharmacists: Integration into
Chronic Care Delivery Teams
Health care experts increasingly agree that including
pharmacists on chronic care delivery teams can im-
prove care and reduce the costs of treating chronic
illnesses.”® The prevalence of adults who have mul-
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tiple chronic diseases, such as heart disease, stroke,
cancet, arthritis, hepatitis, and asthma, is increasing
in the United States, and almost half of U.S. adults—
approximately 117 million people—have at least one
chronic disease.?' Most people living with more than
one chronic disease take multiple medications to
manage their conditions and related co-morbidities
but commonly receive uncoordinated and fragmented
care with little follow-up.?2 From 1999 to 2008, the
percentage of Americans who used two or more pre-
scription drugs increased from 25 percent to 31 pet-
cent, and the number of patients using five or more
drugs increased from 6 percent to 11 percent.? In
fact, the average number of prescriptions per capita
provided to Americans has increased, from 10.1 in
1999 to 12.6 in 2009.%* As the number of medications
rises, many patients have trouble adhering to medica-
tion regimens.” The rate of unfilled prescriptions and
prescriptions that patients fill but fail to pick up also
has trended upwards.? The consequences of low or
nonadherence to medication therapy can be serious,
including medical complications, increased health
care costs, and even death.?’

'® An Act Authorizing the North Carolina Medical Board and the Board of Pharmacy to Adopt Rules to Approve Clinical Pharmacist Practitio-
ners to Practice Drug Therapy Management Pursuant to a Drug Therapy Management Agreement, General Assembly of North Carolina, Session
Law 1999290, hitp:/fwww.ncleg net/Fnacted Legislation/SessionLaws/HTM1/1999-2000/51.1999-290 | (accessed September 15, 2014).
"*Phammacy Laws of North Carolina,” North Carolina Board of Pharmacy, http:/www.ncbop.org/LawsRules/Statutes.pdf (accessed September 15, 2014).
2 Scott Giberson, Jmproving Patient and Health Systems Outcomes.

*' Brian W. Ward, Jeannine S. Schiller, and Richard A. Goodman, “Multiple Chronic Conditions Among US Adults: A 2012 Update,” Preventing
Chronic Disease 11 (April 17, 2014), doi:10.5888/pcd11.130389.

2 U.S. Department of Health and Human Services, “The Challenge of Managing Multiple Chronic Conditions” hitp://www.hhs.gov/ash/initiatives/
mec/article html (accessed January 8, 2014); U.S. Depariment of Health and Human Services, “Multiple Chronic Conditions: A Strategic Framework™
(December 2010), http://www.hhs.gov/ash/initiatives/mce/mee_framework.pdf (accessed January 8, 2014); and Mary E. Tinetti, Sidney T. Bogardus,
and Joseph V. Agostini, “Potential Pitfalls of Disease-Specific Guidelines for Patients with Multiple Conditions,” The New England Journal of Medii-
cine 351 no. 27 (December 30, 2004): 2870-74.

¥ Qiuping Gu et al. NCHS Data Brief, Prescription Drug Use Continues to Increase: U.S. Prescription Drug Data for 2007-2008, U.S. Centers for
Disease Control and Prevention, September 2010, http://www.cdc.gov/nchs/data/databriefs/db42.htm (accessed September 12, 2014).

* Kaiser Family Foundation, “Prescription Drug Trends™ (May 2010), hitp:kaiserfamilyloundation.files svordpress. com/2013/01/3057-08.pd [ (ac-
cessed September 15, 2014).

»Murray Aitken and Silvia Valkova, Avoidable Costs in U.S. Healthcare: The $200 Billion Opportunity from Using Medicines More Responsibly
(Parsippany, NJ: IMS Institute for Health Informatics, June 2013), hitp:/wwav.imshealth.comideplovedfilesfimsheal ty/Global/Content/Corporate/
[IMS%201nstitute/RUOM-2013/1HIL Responsible_Use_Medicines 2013, pd! (accessed September 15, 2014).

»bid.

¥ Patrick J. McDonnell and Michael R. Jacobs, “Hospital Admissions Resulting from Preventable Adverse Drug Reactions,” Annals of Pharmaco-
therapy 36 no. 9 (September 1, 2002): 133136, doi:10.1345/aph.1A333; Gordon D. Schiff et al.. “Decompensated Heart Failure: Symptoms, Patterns
of Onset, and Contributing Factors,” The American Journal of Medicine 114 no. 8 (June 1, 2003): 625-30, doi:10.1016/50002-9343(03)00132-3;
B.L. Senst et al., “Practical Approach to Determining Costs and Frequency of Adverse Drug Events in a Health Care Network,” American Jowrnal of
Health-System Pharmacy 58 no. 12 (June 1, 2001): 1126-32, http://www.ajhp.org/content/58/12/1126 (accessed December 17, 2014); and P.T. Rodg-
ers and D.M. Ruffin, “Medication Nonadherence: Part I—A Pilot Study in Patients with Congestive Heart Failure,” Managed Care Interface 11 no. 9

(September 1998): 6769, 75, http.//europepme.org/abstract/med/10187590 (accessed December 17, 2014).
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More intensive patient care that pharmacists can
provide includes MTM, health improvement and
wellness counseling, disease-prevention services, and
primary care.”® MTM services are intended to improve
therapeutic outcomes from medications for individual
patients and include the following components:

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

«  Formulating a medication treatment plan;

»  Selecting, initiating, modifying, or administering
medication therapy;

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

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

+ Documenting the care delivered and commu-
nicating essential information to the patient’s
other primary care providers;

+  Providing verbal education and training designed
to enhance patient understanding and appropriate
use of his or her medications;

* Providing information, support services, and
resources designed to enhance the patient’s
adherence to therapeutic regimens; and

* Coordinating and integrating services for MTM

NATIONAL GOVERNORS ASSOCIATION

within the broader health care management
services provided to the patient.?’

A retrospective analysis of an MTM program in North
Carolina suggests that MTM services can improve
outcomes and reduce costs, but little additional outcome
data are available to analyze MTM services.* In addition,
the wide variation in MTM programs makes it difficult
to generalize results of individual programs.*' A meta-
analysis conducted in 2010 reviewed 298 evaluations of
pharmacists’ provision of some level of direct intervention,
such as MTM services, disease state management, or
education.” The analysis demonstrated that pharmacists
lowered risks associated with various health problems,
such as low-density lipoprotein cholesterol, blood pressure,
and adverse drug events.*® In addition, a literature review
of pharmacists participating in multidisciplinary teams
shows that more intensive and direct care of chronically ill
patients by pharmacists reduces preventable adverse drug
events and prescribing errors and reduces costs.*

Pharmacists play an evolving role as medication-use
experts on teams of health care providers.” That role
can include initiating and modifying drug therapies
or performing lab tests when the collaborating health
provider agrees that those services are necessary and
that the pharmacist is capable of safely providing

#V.J, Willey et al., “Pharmacist Interventions Within a Community Physician Based Medical Home Practice: Diabetes Clinical Outcomes,” Value
Elizabeth McGann, “Pharmacists as Direct-Care Providers: An Expert Interview with Vincent J. Willey, PharmD,” Medscape, hitp://www.medscape.
com/viewarticle/756349 (accessed September 15, 2014); and Jessica Cherian et al., “Evolving Role of Pharmacists in Care Coordination: A National
Survey,” Therapeutic Innovation & Regulatory Science 48 no. 2 (March 2014): 266-71, http://search.proquest.com/docview/1511639062 (accessed
December 17, 2014).

» Benjamin M. Bluml, “Definition of Medication Therapy Management: Development of Professionwide Consensus.” Journal of the American Phar-
macists Association 45 no. 5 (October 2005): 566~72, www.ncbi.nlm.nih.gov/pubmed/16295641 (accessed December 17, 2014).

* Gretchen F. Jenkins, “Retrospective Analysis of Community Pharmacists’ Recommendations in the North Carolina Medicaid Medication Therapy
Management Program,” Journal of the American Pharmacists Association 50 no. 3 (May 1, 2010): 347, doi:10.1331/JAPhA.2010.09021.

1 Annette N, Pellegrino et al., “Medication Therapy Management Services,” Drugs 69 no. 4 (March 1, 2009): 393406, doi:10.2165/00003495-
200969040-00001.

2 Marie A. Chisholm-Burns el al., “US Pharmacists’ Effect as Team Members on Patient Care: Systematic Review and Meta-Analyses,” Medical
Care 48 no. 10 (October 2010): 923-33, doi:10.1097/MLR.0b013e3181e57962.

 Ibid.

3 Thomas De Rijdt, Ludo Willems, and Steven Simoens, Economic Effects of Clinical Pharmacy Interventions: A Literature Review, American
Sociely of Health-Systems Pharmacists (June 15, 2008), hitp:/iwww.ashp.org/s_ashp/doesifiles/advoeney/policy_alet/ AJTHP_Eeonomic -
fects_6_15_08.pdf (accessed October 2, 2013).

** Barbara Farrell et al., “Working in Interprofessional Primary Health Care Teams: What Do Pharmacists Do?* Research in Social and Administra-
tive Pharmacy 9 no. 3 (May 2013): 288-301, doi:10.1016/j.sapharm.2012.05.005.
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them.*® One way to formalize an interdisciplinary role
for pharmacists is through a CPA, which allows for a
delegation of specified clinical services to pharmacists.
Collaborative drug therapy management agreements,
provided under CPAs, include written guidelines or
protocols that authorize pharmacists to initiate, modify,
or continue drug therapy for a specific patient.’’

State-Specific Models of Team-based
Care Using Pharmacists

As support for integrating pharmacist-delivered services
across the care continuum grows, states, payers, and
health care systems are exploring different team-based
models of care using targeted medication therapy
management (MTM) pharmacy services for chronically
ill patients or patients who are unlikely to take their
medications as directed. Three examples in Minnesota,
Mississippi, and Ohio are highlighted here.

Minnesota: MTM Through Medicaid and State
Employee Plans

In 2005, Minnesota began coverage of pharmacist MTM
services for patients in its Medicaid and state employee
health programs.’® MTM services were initially limited
to patients receiving four or more prescriptions to treat
two or more chronic medical conditions or patients
who had received prior authorization because a drug
therapy problem was identified and deemed likely to
result in significant nondrug costs.*

A 2007 evaluation of the first year of MTM services
reviewed the work of 34 pharmacists with 259 patients.®
Results indicate that pharmacists identified and resolved

NATIONAL GOVERNORS ASSOCIATION

587 drug therapy problems that included unnecessary
drug treatment, the need for additional drug treatment,
remediation for doses that were too high or too low, and
noncompliance.” Patients who have diabetes and were
receiving MTM services were more likely to achieve
performance standards for diabetes treatment (36 percent
achieved the standard compared with only 6 percent
statewide). The state also produced modest annual savings.
Since 2007, the Medicaid program has expanded coverage
to include home- and interactive video—delivered MTM,
It has also expanded to include patients taking three or
more medications to treat or prevent one or more chronic
conditions. In 2010, Minnesota’s Ryan White program
began reimbursing pharmacists for MTM services using
the same general structure as the Medicaid program.

To build on the success of the program and capture further
savings, the state in 2013 expanded this effort for diabetic
patients within the State Employee Group Insurance Plan
in collaboration with the University of Minnesota College
of Pharmacy. The program provides reimbursement for
MTM services intended to improve outcomes.”? As an
incentive for patients to participate, all MTM services
as well as diabetes medications and supplies are made
available to the patient without a copayment. Finally,
patients who successfully completed the program receive
a $250 deposit to their health reimbursement account.

Mississippi: The Delta Pharmacy Patient
Care Management Project

In 1998, Mississippi was the first state to receive
Medicaid waiver approval to reimburse pharmacists
for patient care.”® The resulting program was a

% Krystalyn Weaver, “*Collaborative Practice Agreements Vary Among the States,” American Pharmacists Association, http://www.phamacist.com/
collaborative-practice-agreements-vary-among-states (accessed September 15, 2014).

]bid.

* Brian Isetts, Evaluating Effectiveness of the Minnesota Medication Therapy Management Care Program. Final Report, December 14, 2007.

3 Tbid.
“ Ibid.
1 1bid.

*2 Diana Yap, “MTM in Minnesota: Plan Pays Pharmacists for Performance,” American Pharmacists Association, http://www.pharmacist.com/mtm-

minnesota-plan-pays-pharmacists-performance (accessed October 5, 2013).

" Lisa Daigle and David Chen, **Pharmacist Provider Status in 11 State Health Programs,™ American Society of Health-Systems Pharmacists, Sep-

tember 2008, http:/Avivw.ashp.org/DocLibrary/Advocacy/ProviderStatusPrograms.aspx (accessed September 12, 2014); and “Delta Pharmacy Patient
Care Management,” Delta Health Alliance, hitp/fwww.deltahealthalliance.org/project/della-pharmacy-patient-care-management (accessed Septem-

ber 29, 2013).
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collaborative effort between the University of
Mississippi School of Pharmacy and community
pharmacists. The program provided MTM services
in rural areas across the state. Populations that the
project served had high rates of poverty and chronic
illness (particularly diabetes) and access to few health
care providers.

During the first year of the program, the community
pharmacists were given training, an MTM toolkit, and
assistance with outreach to nonpharmacy providers.
The College of Pharmacy also instailled health
information technology (IT) systems at community
pharmacies and worked with large providers to link
patient records with the pharmacies’ health IT systems.

An evaluation of the program after the third year found
that it had provided cost-effective health benefits to
participants. The program identified more than 1,000
drug therapy problems.

Ohio: MTM Services for Medicaid-Eligible
Patients

In 2012, CareSource, a Medicaid managed care plan,
began a comprehensive MTM program for eligible
Medicaid enrollees. CareSource, in turn, contracted with
OutcomesMTM, a company that designs, delivers, and
administers MTM programs.* All plan members were
eligible for face-to-face MTM services from specially
trained local pharmacists. The efforts are intended to
improve health outcomes and reduce costs. Through the
program, participating local pharmacists received alerts
and information regarding patterns of medication use
and evidence-based guidance for working with patients
and physicians to close therapy gaps.

NATIONAL GOVERNORS ASSOCIATION

In the first year of the MTM program, pharmacists
provided 106,239 MTM services, and CareSource
reported a $4.40-t0-$1 return on investment (ROI) for
total health care expenditures.*

Challenges and Barriers to
Maximizing the Effectiveness of
Pharmacists Within the Health
Care System

Several challenges and barriers prevent the full integration
of pharmacists into health care delivery systems. Those
challenges fall into three broad categories:*

» Laws and regulations governing CPAs;

= Provider recognition in state laws and regula-
tions that enable compensation for pharmacists’
direct patient care services; and

e Access to health IT systems.

Variation in State Laws Governing
Collaborative Practice Agreements
Although 48 states grant pharmacists the ability to practice
collaboratively in some capacity with other health care
providers, administrative barriers and lack of flexibility
limit pharmacists from practicing to the top of their
professional training and education.”” For example, state
laws and regulations governing CPAs place limitations
on practice settings, authority to initiate or modify drug
therapy, and the number of patients permitted within
a CPA. Some states impose extra requirements for
education and training before pharmacists can be eligible
to participate in a CPA, while still other states require
pharmacy and medical board approval for each CPA.*®

In most states, pharmacists can modify prescriptions

¥ OutcomesMTM, “About Us,” hitp://www.outcomesmtim.con/about-us.aspx (accessed September 15, 2014).
*5 Jessica Frank and Jim Gartner, “MTM Services for Managed Medicaid: Results, ROI, and Lessons Learned from One Large MCO™ (paper presented

at the PBMI Drug Benefit Conference, Las Vegas, Nevada, Febary 4, 2014).

46 Lucinda L. Maine, Katherine K. Knapp, and Douglas J. Scheckelhoff, “Pharmacists and Technicians Can Enhance Patient Care Even More Once
National Policies, Practices, and Priorities Are Aligned,” Health Affairs 32 no. 11 (November 1, 2013): 195662, doi:10.1377/hithaff.2013.0529; and
US Surgeon General, Letter to Scott Giberson [Internet]. Rockville (MD): Office of the Surgeon General: December 14, 2011, http:/Avww.usphs.
sov/corpslinks/pharmacy/documents20 1 1Support Letterl romUSSGupd [ (accessed September 15, 2014).

17 Krystalyn Weaver, “Policy 101: Collaborative Practice Empowers Pharmacists to Practice as Providers,” American Pharmacists Association, Octo-
ber 1, 2014, http://Aswww.pharmacist.com/policy-101-collaborative-practice-empowers-pharmacists-practice-providers (accessed October 8, 2014).

** Interview wilh the National Alliance for State Pharmacy Associations, National Governors Association, February 6,2014.
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under a collaborative agreement that allows pharmacists
to address drug-related side effects and improve
therapeutic outcomes for patients.* Thirty-eight states
allow pharmacists to initiate new therapy under a
collaborative agreement (see Table 1), but in cases
where pharmacists can initiate or modify prescriptions;
the extent of the authority is highly variable. For
example, some states impose restrictions on which drugs
pharmacists can prescribe. In other instances, pharmacists
are not permitted to prescribe or modify drug therapy
to treat certain diseases. In most states, however, the
authorizing physicians with whom a pharmacist works
under a CPA may determine those details. Some provider
groups argue that the ability to initiate new drug therapy
can jeopardize patient safety, although no research is
available to support that assertion.®

Another challenge comes from the administrative
processes required under state laws for pharmacists’
participation in CPAs. For example, some states require
a separate CPA for each patient a pharmacist and
prescriber treat, which limits the ability of physicians
and pharmacists to create more cfficient agreements
at the practice level.” In addition, a number of states
require that decisions about the structure and contents of
CPAs be set in statute or included in CPA rules that the
state board of medicine or the state board of pharmacy
create. In states with the most restrictive laws, both the
pharmacy and medical boards must approve all CPAs.%

To assess the appropriateness of current CPA
standards, states can evaluate existing board approval
processes as well as practice settings and drug therapy

NATIONAL GOVERNORS ASSOCIATION

restrictions to determine whether unnecessary barriers
exist for pharmacists and other providers to engage
in collaborative arrangements. In addition, states that
allow pharmacists to engage in CPAs can analyze
existing data sources or administer surveys to measure
provider participation in CPA arrangements.

Table 1. Summary of State Variations
in CPA Agreements®

w ! TR 168 “__"l. . i gw P el [ O
CPA Requirements [ T9(2! States with Language
Ability to modify drug 45

therapy

Ability to initiate new 38

drub therapy

Recognition of Professional Services and
Related Payment Issues

The formal recognition of pharmacists as providers in
state laws and regulations is a key step toward ensuring
that adequate payment is available to support the
services they provide. Product-based reimbursement
(for example, payment for drug products and the
act of dispensing the drug products) drive current
payment policies for pharmacy services rather than
the direct-care services that pharmacists provide
patients. In a 2007 survey, 45 percent of community
(retail) pharmacists who reported providing direct
care to patients received no compensation for those
services. Medicare and Medicaid compensation
policies also limit pharmacists’ ability to practice,
particularly within integrated care teams. For example,
under Medicare Part B, pharmacists are not included

* National Center for Chronic Disease Prevention and Health Promotion. A Program Guide for Public Health: Partnership with Pharmacists in the
Prevention and Control of Chronic Diseases, Centers for Disease Control and Prevention, August 2012, http://www.cde.gov/dhdsp/programs/nhdsp
program/docs/phannacist_guide.pd{ (accessed December 17, 2014); and Raymond Hammond et al., “ACCP Position Statement: Collaborative Drug
Therapy Management by Pharmacists,” American College of Clinical Pharmacy, 2001, http://www.acep.com/docs/positions/positionstatements/

p0s2309.pdf (accessed September 8, 2014).

* “Pharmacists (Position Paper),” American Academy of Family Physicians, http://www.aafp.org/about/policies/all/pharmacists.html (accessed

September 11, 2014).

3! Scott Giberson, Improving Patient and Health Systems Outcomes, and Raymond Hammond, *ACCP Position Statement.”

52 Raymond Hammond, “ACCP Position Statement.”

% Krystalyn Weaver, “Policy 101.” https://www.pharmacist.com/policy-10] -collaborative-practice-empowers-pharmacists-practice-providers.
* Jody L. Lounsbery et al., “Evaluation of Pharnmacists’ Barriers to the Implementation of Medication Therapy Management Services,” Journal of
the American Pharmacists Association 49 no. 1 (January 1, 2009): 51-58, doi:10.1331/JAPhA.2009.017158.
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in the statutory definition of providers and, therefore,
cannot directly bill for patient care services.** Many state
and private health plans align their payment policies
with Medicare policies and, as a result, do not allow
pharmacists to bill directly for patient care services.
Moreover, pharmacists’ inability to bill Medicare
and others for direct patient care services prevents
pharmacists from serving as providers within accountable
care organizations (ACOs) and other emerging models of
team-based health care built on Medicare systems that
charge on a fee-for-service basis.*®

In contrast, Medicare Part D does reimburse for MTM
services when provided under contract with the sponsor of
a prescription drug plan. MTM services under Medicare
Part D, however, are defined narrowly to include
medication review but not services such as chronic disease
management, care coordination, or other followup care.’’

Payment for pharmacy services within state Medicaid
or employee programs varies state to state. Within
the 15 states that provide Medicaid compensation for
direct patient care by pharmacists (see Table 2), the
most commonly reimbursed services include smoking
cessation, counseling, and other types of preventative
services.”® As of February 2014, nine states provide
Medicaid compensation for MTM services: Colorado,
Iowa, Minnesota, Mississippi, Missouri, New Mexico,
Oregon, Texas, and Wisconsin (see Table 2 below and
Table 4 on page 12).° Although the Ohio Medicaid

35 Lisa Daigle, “Pharmacist Provider Status in 11 State Health Programs.”
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program does not directly reimburse MTM services,
Ohio’s largest Medicaid managed care organization,
CareSource, covers MTM for all of its members (for
more information, see state-specific models on page 6).
In addition, Kentucky, Maryland, Minnesota, North
Dakota, and Virginia provide compensation for MTM
services under their state employee health programs.®°

Table 2. Summary of Pharmacist State
Payment Variation®

P | Total States with Language.
c L A L 2 L
i ompenﬁ'ﬁtion b S | Svali in Statu N
Medicaid payment
for professional 15
services
Medicaid MTM 9
benefit
State employee 5
MTM benefit

Access to Health IT Systems

Finally, pharmacists’ adoption, integration, and use of
health IT improves their efficiency in daily tasks and
increases their access to important information such as
patients’ complete drug records.®? The rise of health IT
in team-based models of delivering integrated care to
patients has the potential to improve patient safety and
outcomes and lower costs; however, pharmacists have
difficulty accessing health IT systems.®> Two national
workgroups focused on health IT suggest the adoption of
health IT between pharmacists and other provider groups

3¢ Social Security Administration, Title XVIII—Health Insurance for the Aged and Disabled, “Compilation of the Social Security Laws,” http://
www.ssa.gov/OP_Home/ssact/title18/1800.htm (accessed December 9, 2013); and interview with Stacie Maass, American Pharmacists Association,

National Governors Association, January 24, 2014,
37 Interview with Stacie Maass.

38 Interview with the National Alliance for State Pharmacy Associations, National Governors Association, February 6, 2014,

 1bid.
“ Ibid.

¢ Interview with the National Alliance of State Pharmacy Associations, National Governors Association, February 7, 2014; and Krystalyn Weaver,
“NASPA Finds State-Level Provider Status Is Widespread, but Not Necessarily Linked to Payment,” American Pharmacists Association, February 1,
2014, hipa/fwww pharmyacist.com/haspa-linds-state-level-provider-status-widespread-not-necessarily=linked-pavment (accessed June 2, 2014).

%2 Jacob Holler, “The Role of Information Technology in Advancing Pharmacy Practice Models to Improve Patient Safety,” Pharmacy Times Blog,
entry posted January 14, 2013, http:wwsw.pharmacytimes.com/publications/health-svsten-edition/20 1 3/January20 13/ The-Role-of=Information-

Technology-in-Advancing-Pharmacy-Practice-Models-to-lmprove-Paticnt-Safely (accessed January 8, 2014).

3 Jeff Hull, Anthony J. Schueth, and William Hein, “Health Information Technology: Supporting Pharmacy Trends in 2014, Pharmacy Times Blog,
entry posted December 16, 2013, hitp://vvww pharmacylimes.cont/publications/Direclions-in-Pharmacy/20 1 3/December201 3/Health-Information-

Technology-Supporting-Pharmacy-Trends-in-2014 (accessed January 26, 2014).
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could improve pharmacists’ ability to monitor patient ad-
herence, identify drug interactions, modify medication
regimens, and provide care coordination.*

The Health Information Technology for Economic and
Clinical Health Act of 2009 provided incentives to
promote widespread adoption in the meaningful use of
health IT across provider groups.®® As a resuit, formal
groups have formed at the state and regional levels to
coordinate and expand health IT across organizations
and health care systems. In many instances, however,
those groups have not fully incorporated pharmacists
into their efforts, often because state laws do not rec-
ognize pharmacists as providers.

NATIONAL GOVERNORS ASSOCIATION

To promote increased access to health IT, states
are exploring a number of options, including
health information exchanges (HIEs).*” Pharmacist
participation and access to HIEs, however, has
been limited. To address operational and readiness
pharmacist
participation in cross-state collaboration with the
Medicaid agency, professional boards, health IT
vendors, and health systems as well as ensuring full
integration of pharmacists into health IT strategies.®
Finally, as providers increase their adoption of

challenges, states could increase

health IT systems in response to federal initiatives,
states could adjust their Medicaid reimbursements
to provide incentives for the increased adoption and

“ Pharmacy E-Health Information Technology Collaborative, *“The Roadmap for Pharmacy Health Information Technology Integration in US Health
Care,” http:/Awww.pharmacyhit.org/pdf/ 1 1-392_RoadMapFinal_singlepages.pd[ (accessed September 8, 2014); and Health Information Technology

Workgroup, “Improving Transitions of Care with Health Information Technology: Position Paper,” National Transitions of Care Coalition, Decem-
ber 10, 2010, http://www.ntocc.org/Portals/0/PDF/Resources/HI TPaper.pdf (accessed September 8, 2014).

® Internal Revenue Service, “The American Recovery and Reinvestment Act of 2009: Information Center,”” http://www.irs.gov/uac/The-American-
Reeovery-and-Reinvestment-Act-of-2009:-Information-Center (accessed July 11, 2014).

% Pharmacy E-Health Information Technology Collaborative, *The Roadmap for Pharmacy Health Information Technology.”

7 HIEs have been implemented across states as a platform for facilitating interoperability across data systems and provide the infrastructure for
information exchange. Lynn Dierker, “The State Connection: State-Level Efforts in Health Information Exchanges,” Journal of AHIMA 79 no. 5
(May 2008): 40-43, hup:/ibrary.ahima.org/spedio/aroups/public/documents/uhimabok 1 _138086.hcsp?dDocName=bok1_038086 (accessed De-

cember 17, 2014); and State-Level Health Information Exchange Consensus Project, hitp://www.ahimafoundation.org/Policy Research/SLHIE.aspx

(accessed September 15, 2014).

& Lynn Dierker, “The State Connection™; Nikki Highsmith and Julia Berenson, “Driving Value in Medicaid Primary Care: The Role of Shared
Support Networks for Physician Practices,” Commonwealth Fund, 2011, hup:/hse.unm.cdw/community/toolkitdocs 1/1484_Highsmith_driving_val-
ue_Medicaid_primary_care.pdf (December 17, 2014); and Pharmacy E-Health Information Technology Collaborative, “The Roadmap for Pharmacy

Health Information Technology.”
“ Ibid.
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integration of health IT across all providers, including
pharmacists.%

Conclusion

The integration of pharmacists into team-based models of
care could potentially lead to improved health outcomes.
To realize that prospect, states should consider engaging
in coordinated efforts to address the greatest challenges

NATIONAL GOVERNORS ASSOCIATION

pharmacists face: restrictions in CPAs, recognition
of pharmacists as health care providers to ensure
compensation for direct patient care services, and access
to health IT systems. Examining state-specific challenges
and promising practices from other states will allow states
to develop policies that permit pharmacists to practice
within the full scope of their professional training across

the health care continuum.
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Table 3. Summary of State Policy Considerations

-
G

Challenges

Policy C_onsiderati_b_ns‘;

e

State Example

Collaborative practice
provisions

Enact broad collaborative practice
provisions that allow for specific provider
functions to be determined at the provider
level rather than set in state statute or
through regulation.

Evaluate practice setting and drug
therapy restrictions to determine
whether pharmacists and providers

face disincentives that unnecessarily
discourage collaborative arrangements.
Examine whether CPAs unnecessarily
dictate disease or patient specificity.

Virginia: In 2013, Virginia’s House

Bill 1501 amended the collaborative
practice provisions to allow pharmacists

to enter into an agreement with multiple
providers within a single practice.”
Previously, a pharmacist could enter into
an agreement only with a provider of
medicine, osteopathy, or podiatry and their
designated alternate practitioners.

Provider recognition
and compensation for
pharmacist-delivered
care services

Recognize pharmacists as providers
within the state insurance code, Medicaid,
Medicaid managed cat:e@ﬁf?s, and state
employee plans, and encourage pnvate
insurers to do the same‘

s Include authonzmg language that recog-

-

T

nizes phamacssgdgt;vered services undeg«f

a certified patient-centered medical home
model, ACO, or equivalent. s
Conduct stakeholder meetings with private
organizations, health systems, and pro-
vider groups to assess existing payment
methodologies and incentive structures.
Examine Medicaid policies, Medicaid ng@;jw

aged care contracts, and state employee |

policies around payment for pharmacists’
services to ensure that beneficiaries have
access to pharmacy services

Nebraska‘;’A& groposed Legislative
Bill 858 woulci*allow insurance compa- ::t:
nies to recognlze pharmacists as health
‘care providers who have the authority to
provide health care services lﬁat J*rlg!ude

MTM services, chronic disease manage-

&menf services, comprehensive medication

zr_eyiew. and other professional services.’!
G S

e
o

New Jersey: As proposed Senaie
Bill 2568 would require coverage of MTM
in Medicaid and NJ FamilyCare.”

i

Access to health IT
systems

Work with state HIEs to ensure that phar-
macists have the ability to access health
IT and electronic patient records within
collaborative and team-based models of
care.

Encourage the adoption of interoperable
health IT systems across care settings.

Minnesota: By January 1, 2015, all hos-
pitals and health care providers, including
pharmacists in Minnesota, must have an
interoperable electronic health records
(EHR) system within their hospital system
or clinical practice setting.”®

" LIS: Virginia’s Legislative Information System, 2013 session, HB 1501 Pharmacy; Collaborative Agreements. hitp:/lis.virginia.gov/13 1 /sum/
HBI50LHTM (aceessed February 10. 2014),
' Nebraska Legislature. 1.13 858: Provide Requirements Relating to Pharmacists and Health Care Services in Health Insurance, hitp:/fwwav.legisla-
tre.ne.gov/bills/view_bill.php?Documentl D=21926 (accessed February 8, 2014).
7 An Act Concerning Medicaid and NJ FamilyCare and Supplementing Title 30 of the Revised Statutes, 21 5th New Jerscy Legislature, http:/Avivw.
njleg.state.nj.us/2012/Bills/S3000/2568 T1.HTM accessed (September 15, 2014).

7 Minnesota Department of Tleaith, Division of Health Policy. Office ot Health Information Technology.

“Guidance lor Understanding the Minne-

sola 2015 Interoperable EHR Mandate.™ hitp:/Avivw.health.state.mn.us/e-healtvhitimp/20 1 Smandateguidance. pdr (accessed January 22. 2014).
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Table 4. Summary 0f State Scope of Practlce Rules Governing Pharmaclsts

—————
—————
—————
—————
—————

————

._‘__

————

N W York

z __ I _
i Carolimal 1[0 e M e g o 12 S T e

" Cannot iniliate or modily.
7 Limited to institutional settings.
™ Limited Lo teaching hospitals.
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Notes

The National Governors Association worked in collaboration with and cited information from state boards of
pharmacy, the National Alliance of State Pharmacy Associations, and the American Pharmacist Association.
Information for the summary of state scope of practice rules was updated as of October 2014.

Data represented in the chart does not include the District of Columbia or U.S. territories.

Professional services provided by a pharmacist, although not exhaustive, includes MTM, smoking cessation,

counseling, and administration of immunizations.

Medicaid recognition and payment vary depending on the state and are determined based on which pharmacist-
administered services are classified as covered services.

The CPA requirement categories were primarily determined based on analysis of state regulatory classifications
and trends.

The column Allowed but Restrictive primarily includes restrictions relating to practice setting, board approval,
and additional educational requirements.

For more information, visit http://www.naspa.us and http://www.pharmacist.com.

7 Limited to institutional seltings.

™ Agreement needed for cach discase state.

7 Limiled to vaccines and injectable medications.
* Limited Lo institutional seltings.

M Limited to institutional scttings.
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FACT: Non-medical use of prescription
drugs remains a major health problem in
the U.S.

In 2013, 6.5 million people (age >12) misused pre-
scription drugs (NSDUH, 2014)

Drug overdose deaths nearly doubled between
1999 and 2012 (CDC, 2014)

Between 1999 and 2010, the percentage increase
in the rate of overdose deaths was greater for
women (151%) than for men (85%) (CDC, 2014)

lilicit drug use by adults aged 55-59 increased
from 1.9% in 2002 to 5.0% in 2008 (NSDUH, 2014)

Past month use of selected illicit drugs among
persons aged 12 or older: 2002-2013

10 g2 94

: sy 89 a',?/r—o
e A T

8 - 3 15

, T
oy g9% 7.0
82% 82" g4t goe got , B1*
6 P . 58

83* g2¢

Percent Using in Past Month

-@- licit Drugs -- Marjuana —-&- Psychotherapeulics
—i Cocalne —¥— Hallucinogens
” Difference betwees this estimate and the 2013 estimate is statistically significant at the .05 level.

FACT: Of the psychotherapeutic drugs,
prescription opioids continues to be the
most prevalently misused drug class

Misuse increased substantially from 2002 to 2010
and plateaued or decreased between 2011 and
2013, except among college-aged students (where
the decrease was not observed). (Dart et al, NEJM
2015)

The prevalence of neonatal abstinence syndrome
increased from 1.3 per 1,000 U.S. hospital births in
2000 to 5.0 per 1,000 U.S. hospital in 2011. (CDC,
2013)

FACT: Heroin abuse is on the rise

Prescription opioid deaths nearly doubled in a de-
cade, totaling over 16,000 in 2012; heroin deaths
nearly doubled in two years, totaling nearly 6,000
in 2012 (CDC, 2014)

Three out of four heroin users report first misusing
prescription opioids (Cicero et al, JAMA 2014)

Past month nonmedical use of types of
psychotherapeutic drugs among persons aged
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Past month and past year heroin use among
persons aged 12 or older: 2002-2013
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FACT: Multi-drug misuse is significant

+ Approximately 20% of drug-related deaths from
opioids or benzodiazepines involved concomitant
use of alcohol (CDC, 2014)

FACT: For the first time in the last 20+
years, opioid prescribing decreased in
2013

«  Still: Health care providers wrote 259 million pre-
scriptions for opioid pain relievers in 2012, enough
for every American adult to have a bottle of pills
(CDC, 2014)

AMONG TEENS AMONG PARENTS
«  27% believe that using prescription drugs to « 16% believe using prescription drugs to get
get high is safer than street drugs “high” is much safer than using street drugs
+  20% believe that prescription pain relievers «  13% believe it's okay if their teen were to take
are not addictive a prescription drug without a prescription

- 31% believe it’s okay to take prescription
drugs without a prescription to deal with an
injury or pain

«  29% believe taking a larger dose of
prescription drugs that were not prescribed
to them is okay as long as they were not
doing so to get “high”

(PATS 2013, 2014)
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GENERATION Rx
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BREVENTING IHE MIRSE ANG ABLISE OF FRESCRPTICE FEDICATIONS.

APhA Academy of Student Pharmacists
= 12.3 Million People reached since 2010

« Participating chapters grew from 18 in 2011 to
83in 2013

The

Generation R

Initiative
The Generation Rx Initiative and
Cardinal Health Websites

« More than 173,000 pageviews since 2009
(including homepage and all toolkits)

“Utilizing Business, University, and Community
Resources to Target Adolescent Prescription
Drug Misuse”

+ 81% more aware of the dangers of
prescription drug misuse

« 87% less likely to share prescription drugs

+  89% less likely to use prescription drugs not
prescribed for them

»  90% understand that using someone else’s
prescription drugs could be harmful

(The Prevention Researcher, 19(1), Feb 2012)

The Ohio State University College of Pharmacy - The Generation Rx Initiative

2012-13 Grantee Report
to the Cardinal Health
Foundation

«  92.1% of youth
agreed that, “l will
not use prescription
drugs that are not
prescribed for me”
(n=5,406)

«  99.0% of adults :
agreed that, “I will only use prescription
drugs as directed by a health professional in
the future” (n=2,156)

= 99.3% of seniors agree that, “l will store

prescription medications in a secure
location” (n=156)

o

The Generation Rx Lab at COSI

» Engaged nearly 8,000 visitors in direct
hands-on programming since 2012

« Parents believe participation in a daily show
had a greater impact on their family’s ability
to learn both science and medication safety
principles compared to traditional approaches

TV Programs-

Reading medlical information

A conversation with |
a health professional |
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