


Collaborative Practice Agreement: 
Physician Referral for Comprehensive Medication Review and Assessment – Example 2

Introduction and Scope:
Asthma is a complex medical condition which often requires close monitoring, medication management, drug dose titration, and patient/caregiver education. The National Heart Lung and Blood Institute (NHLBI), under the guidance of the National Institutes of Health (NIH), has published guidelines directing the care of patients with asthma.1 These guidelines recommend pharmacists be included as part of the care team to ensure patients achieve asthma control. [Insert Name of Pharmacy] is part of the Wisconsin Pharmacy Quality Collaborative2 which is committed to improving health outcomes and reducing health care costs by aligning with evidence-based guidelines. Participating pharmacies and their pharmacists must adhere to a set of quality standards3 designed to increase the quality of pharmacy services provided and maximize patient safety in the medication use process. The ultimate goal of WPQC is to resolve drug therapy problems, improve adherence, and engage patients in their own care. To that end, it is recognized that patient confusion results from conflicting instructions coming from different providers; thus, the scope of this CPA is to help manage the prescribed medication regimen and make dose adjustments in accordance with established guidelines. Requests for changes in therapy must be handled through the prescribing physician. [Insert Name of Pharmacy] routinely provides Medication Therapy Management (MTM) services and is interested in entering into this CPA.

Purpose
Wisconsin state law allows pharmacists to practice under a Collaborative Practice Agreement with individual physicians (Statute 450.033 Services delegated by physician: A pharmacist may perform any patient care service delegated to the pharmacist by a physician, as defined in s. 448.01(5). 
448.01  Definitions. In this chapter:  (5) ”Physician” means an individual possessing the degree of doctor of medicine or doctor of osteopathy or an equivalent degree as determined by the medical examining board, and holding a license granted by the medical examining board.
It is the intent of this document to authorize the pharmacists employed by [Insert Name of Pharmacy] to work in a collaborative fashion with and under the direct supervision of the physician(s) listed below.  This document establishes a framework and guidelines for collaboration between the physician and pharmacist.  

Goals
The goals of this agreement are to: 
1) Allow pharmacists to conduct a Comprehensive Medication Review and Assessment (CMR/A) session with patients who have asthma that may be sub-optimally controlled (as defined below).
2) Improve efficacy of asthma regimen by monitoring adherence, proper device use, and patient response to currently prescribed medications/therapies. 
3) Enhance patient/caregiver understanding of their prescribed medication regimen. 
4) Formulate recommendations to optimize therapy, when appropriate.
5) Assess and triage potential and significant adverse drug reactions to the physician(s) named in this agreement.
6) Increase collaboration between [Insert Name of Pharmacy] and the physicians named below.



Policy:		
Patients who may have sub-optimally controlled asthma as defined by the statements immediately below may be evaluated by the pharmacist for an initial CMR/A. Patients who have received an initial CMR/A are automatically eligible to receive follow-up visits, if necessary. 
There are three main points of contact by which pharmacists can initiate a CMR/A with a patient. Any of the following criteria can prompt the provision of a CMR/A:
1. Medication refills:
· Refills of short-acting beta-agonist (SABA) exceeding 2 canisters (200 puffs per canister) in 90 days.
· Refills of monthly asthma controller medications less than 3 times in the past six months.
· Perhaps the most significant impact pharmacists can have on asthma care is to monitor for “bursts” (short courses of 5-10 days) of oral corticosteroids, as patients might be going to multiple Urgent Care clinics for weekend or after hours care, and the patient’s physician is unaware of the true number of corticosteroid bursts the patient is receiving from all sources for their asthma. Two courses of oral corticosteroids for asthma exacerbations should trigger a CMR/A.
· When a patient refills an asthma inhaler, it is appropriate for the pharmacist to state, “If you like, you could take a dose of your inhaler right now for me to see how well you’re using it, and we can review tips to use it more effectively if I see any problems. I’m happy to help you and your doctor make sure you’re getting the maximum benefit from this medication.” Given the increasing variety of inhalation devices available, ensuring proper technique will be invaluable in optimizing medication regimens.

2. Pharmacist assessment of asthma control, when an asthma patient is requested to complete the ACT™ or Childhood ACT™. Completion of this patient-centered asthma outcome tool is strictly voluntary; the pharmacy cannot require the completion of an asthma assessment as a condition of refilling asthma medications.
· Asthma Control Test™ or Childhood Asthma Control Test™ score of <19. [See Appendix 1]

3. Becoming aware, through patient comments or prescription patterns, of a recent episode of urgent or emergent asthma care.
· Recent (within 14 days) discharge from the hospital or emergency department due to an asthma exacerbation.

The CMR/A consists of a face-to-face visit with the patient (and/or the patient’s caregiver) to:
· Assess/review prescription and over-the-counter medications for interactions and duplications.
· Review and promote medication adherence with the prescribed regimen, particularly as it relates to tolerability of various medications and how this might negatively impact adherence. Work with the patient/caregiver to overcome potential barriers, and communicate the insurmountable ones to the physician.
· Review medication device usage and provide reinstruction if needed. Consistent with Scope above, care must be taken to not conflict with the prescribing physician’s instructions. If during the course of a CMR/A a patient comments that the device usage as demonstrated by the pharmacist is not what the physician described, the issue will be dropped, and the pharmacist may subsequently confer with the physician for clarification prior to future CMR/As. There may be reasons for specific instructions by the physician (e.g., closed- vs open-mouth MDI technique, closure of the contralateral nostril or not when using aerosol nasal corticosteroid sprays, etc.), and it is important to not give the patient conflicting advice.
· Explore more cost effective medication regimens, and communicate potential therapeutic substitutions to the prescribing physician. Again to avoid patient confusion, this assessment must be performed in a constructive manner, as not all medications within a therapeutic class will have equal efficacy for a given patient. Comments such as, “This other medication would probably work just as well for you, but your doctor wants you to spend an extra $30 per month on this one,” would interfere with the intended collaborative spirit of this agreement. A better approach would be, “There are similar medications for which your co-pay would be less, but I will first discuss it with your physician so s/he can decide whether the switch might be appropriate for you.”
· Monitor medication efficacy by reviewing the components of asthma control (Appendix 2) with the patient. This assessment provides an excellent access point to ensure that the patient is periodically having spirometry performed, and empowers the patient to be more involved in their own care by reviewing how well they understand their lung health by remembering and understanding their spirometry results. However, unless the pharmacist is a Certified Asthma Educator and has entered into a separate agreement with the physician, the scope of the available interventions is limited to the pharmacotherapeutic explorations detailed above. Recognizing that much of the failure of asthma control is due to poor patient follow-up with their primary care physician, it is reasonable for the pharmacist to suggest a referral to an allergist to both the patient and physician if the patient is found to still be poorly controlled at the third CMR/A, after sending suggestions for therapeutic enhancements to the physician twice before. Further, recognizing that the accurate identification of allergic triggers is much more complex than simply ordering a set of RASTs or Immunocaps, discussions of trigger avoidance measures are to be avoided unless/until the patient has had an evaluation with an allergist and the results of this consultation have been transmitted to the physician and pharmacist. 

At the conclusion of each CMR/A, the patient will receive a Medication Action Plan which addresses any identified problems from the CMR/A, as well as an updated Personal Medication List. The physician will receive this visit summary, an updated list of all the medications/OTCs the patient is taking, as well as a summary of the patient’s refills of asthma controller and reliever medications in the past 12 months. This communication may or may not include recommendations for change. Pharmacists are not allowed to make any changes to the patient’s medication regimen without health care prescriber approval. Pharmacists will strongly encourage patients to see their physician for follow-up care or when concerns arise. The care provided by the pharmacist is designed to complement, not replace, the usual and standard care provided by the patient’s physician.

This agreement is voluntary and may be terminated via written request at any time by either party.  This document will be reviewed by both parties at least [annually or insert other time frame here].

Signatures of participating physicians:

This agreement is effective date as of the dates set forth below:
Physician Name: _________________________________________ State License Number: _____________________
Physician Signature: ______________________________________  Date Signed: _____________________________


Physician Name: _________________________________________ State License Number: _____________________
Physician Signature: ______________________________________  Date Signed: _____________________________
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Appendix 1:
Adult Asthma Control Test:
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Childhood Asthma Control Test:
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Appendix 2: 


Assessing Asthma Control and Adjusting Therapy in Youths >12 Years of Age and Adults1
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Assessing Asthma Control and Adjusting Therapy in Children1
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Childhood Asthma Control Test for children 4 to 11 years old.
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FIGURE 3: ASSESSING ASTHMA CONTROL AND ADJUSTING THERAPY
IN PATIENTS =12 YEARS OF AGE

Classification of Asthma Control
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Not Very Poorly
Well Controlled Well Controlled Controlled
Symptoms <2 days/week >2 days/week Throughout the day
Nighttime awakenings s2x/month 1-3x/week =4x/week
Interference with normal activity None ‘Some limitation Extremely limited
Short-acting beta,-agonist use 2 days/week >2 days/week Several times per day
for symptom control (not
Impairment prevention of EIB)
FEV, or peak flow >80% predicted/ 60-80% predicted/ <60% predicted/
personal best personal best personal best
Validated questionnaires
ATAQ o o 4
ACQ <0.75* 215 N/A
ACT =20 16-19 =15

erbations requiri
ic corticosterol

oral

Risk Progressive loss of lung function  Evaluation requires long-term followup care.
Treatment-related adverse Medication side effects can vary In intensity from none to very troublesome and
effects worrisome. The level of intensity does not correlate to specific levels of control but
should be considered In the overall assessment of risk.
) + Maintain current step. + Step up 1 step. + Consider short course of
Recommended Action glhepiiioplaevecy * Reevaluzte in oral systemic
-6 months to maintain 6 weeks. corticosteroids.
for Treatment o « For side effects, » Step up 1-2 steps.
+ Consider step down if well consider alternative  » Reevaluate In 2 weeks.
(See "Stepwise Approach for Managing controlled for at least treatment options.  » For side effects,
“Asthma” for treatment steps. 3 months. consider alternative
o ) treatment options.

Source: NIF, National Heart, Lung and Blood Insitute. Expert Panel Report 3: Guidelines for the Diagnosis and Management of Asthma
(EPR-3 2007). husp:/hownw.nblbi.nib govlguidelineslasthmalindex. him.
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FIGURE 4-3b. ASSESSING ASTHMA CONTROL AND ADJUSTING
THERAPY IN CHILDREN 5-11 YEARS OF AGE

Classification of Asthma Control (5-11 years of age)

Components of Control wel Not Well
Controlled Controlled  VerY Poorly Controlled
2 ekt >2amapmeckox
Smtoms mosvorcomonesn  mApl bmeson st e doy
i 2 ok
Ngrme
) <axmarin - ek
Ineterenc win o
o e Same ot [res—
Impairment _Stortaciep
QT e P Soesineer oy
(0 e o €9
Lorguncion
o FEoreton  SoMgecdd  Ge%predsy <% predced
iy ey priess
© revmc 75.00% s

=
S e o P e e

Redocson 0
Risk Reketon  evalaton reives g e flowu.
Tresmertrdoteg | Meation sde efecs can very i ersty from e o ey touesome and wortse.
ATt 930 Theleveof nerty does ot Comele 0 Spedfc eves f Nl bt shoud b0
onsdered nthe ovrl assesment of sk,

+ Motan crrntstp, + Sepwpatiest + Corsidrshortcosef ol
Recommended Action  © hegariasons Tsep and S comomternds
for Treatment every 1-6 months. + Reewluate in « Step up 1-2 steps, and.
« Conder sepdownt * Bwesks. * Remvakate 2w,
(Soa gure 4-1b for e orat o Forseeisas; & Fo sae efecs, comader
oo o, Consonr stematue | Shemaive esonen oprs.
reatment steps.) e e

Key: EIB, exercise-induced bronchospasm FEV;, forced expiratory volume in 1 second; FVC, forced vtal capacity

Notos:

= The stepwise approach is meant to assist, not eplace, the clinical decisionmaking required to meet individual
patient needs.

' The level of control is based o the most severe impairment of risk category. Assess impaiment domain by
patient’sicaregiver's recall of previous 24 weeks and by spirometrylor peak flow measures. Symptom

‘assessment for longer periods should reflect a global assessment such as nquiring whether the patients asthma
is befter or worse sice the last visit.

. Atpresent there are inadequate data 1o correspond frequencies of exacerbations with different levels of asthma
control In general, more fequent and infense exacerbations (e.g., requiing urgent, unscheduled care,
hospitalization, or ICU admission) indicate poorer disease cortrol. For traatment purposes, patients who had
22 exacerbations requiring oral systemic corticosteroids in the past year may be considered the same as patiens
Wwho have persistent asthma, even in the absence of mpairment levels consistent with persistent asthma,

= Before step up in therapy:

— Review adherence to medications, inhaler tachnique, environmental control, and comorbid conditons.

— Ifaltemative treatment option was used in a step, discontinue it and use preferred treatment for that step.





