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AGENDA

Pharmacy Project Overview

Overview of Prediabetes, Diabetes and Hypertension
Pharmacy Manual

Virtual Binder

Patient Engagement /Data Tracking

Questions



HOUSEKEEPING

Please mute your phones/computers when not speaking
This training is being recorded — and will be available for you to access after the
training.

When asking a question, please turn on your camera, if possible.
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NDSU School of Pharmacy: Dr. Elizabeth Skoy, Dr. Natasha Petry
North Dakota Pharmacists Association: Dr. Jesse Rue
North Dakota Dept of Health and Human Serv ices: INTRODUCTIONS

Brianna Monahan and Tiffany Knauf
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PHARMACY PROJECT
OVERVIEW |



1815/2300 STUDENT SCHOLARSHIP PROGRAM

Supported through grant with the ND Department of Health and Human Services (DP18-1815 and
DP2304/DP2320).

The purpose of these grants are to implement and evaluate evidence-based strategies to prevent and control
diabetes and heart disease especially for underserved populations in North Dakota, through work with Health
Systems, Pharmacies and community partners.

Obijective

To fulfill the mission of North Dakota State University as a land grant institution and serve the citizens of North
Dakota by assisting pharmacists to expand the provision of community pharmacist delivered clinical services.

Introduction of scholarship program to students (September)

Scholarship applications
Matched 27 rotations

Disbursement upon successful completion of all requirements (per MOU signed)

Successfully complete the rotation

Fulfill 1815/2300 scholarship obligations (reports/surveys)



WHAT WILL YOUR ROTATION LOOK LIKE?

Goal: Through collaboration between the North Dakota Department of Health and
Human Services (ND DHHS), NDSU School of Pharmacy and community pharmacies, the
goal is to improve policies and processes that help people control high blood pressure
and cholesterol, and prevent or manage diabetes.

Key objectives:
Through weekly patient encounters, we hope you will complete the following targets:
5 Social Determinants of Health (SDOH) screenings per week
* 5 hypertension/blood pressure interventions
= 5 prediabetes screenings — with 1 referral to the National Diabetes Prevention Program (NDPP)
* 1 SMBP loaner cuff and remote monitoring per rotation
* 5 immunization reviews and delivery per week
* 2 MTM per week
* 1 CGM analysis per week
* Verify the community's referral options once per rotation (transportation help, heating assistance, etc)
* Population health panel—about 40 patients that you will monitor and move towards optimal care goals

These will be tracked weekly, and entered into an online survey platform. We’'ll go into depth on this
later.



TARGET POPULATION

|dentified priority population: individuals experiencing low socioeconomic status (SES)

Focus - individuals who are uninsured, are covered by North Dakota Medicaid or North Dakota
Medicaid Expansion

Medicaid Data: June 2021- June 2022

10,733 North Dakota Medicaid members and 6,856 North Dakota Medicaid Expansion members
had an assigned diagnosis code for hypertension.

This indicates the current overall hypertension diagnosis rate for these two populations is 22.9%.

This diagnosis rate is well below North Dakota’s state rate for hypertension (33%).



N\YFZANYIANYIANTVIANTYIANTY I ANY S AN

Z Qﬂ%ﬂ\ﬂ&ﬂ%ﬂ\ﬂ% /
NYZANYZANYZANYZANYZANYZANTZAN
ZAN\YZANYZANVZANYZANYZANYZA\Y/
NYZANYZANYZANYZANYZANYZANTZAN

FJANVIANVIANVIANVIANVIANVIANYS
OVERVIEW OF SDOH,

PREDIABETES, DIABETES |
HYPERTENSION
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SOCIAL DETERMINANTS OF HEALTH | soeer ing and Referra




Figure 1
Social Determinants of Health
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PREDIABETES




PREDIABETES

A condition marked by blood sugar above the
normal range, but not so high as to be diagnosed
as diabetes

Diagnosis criteria:

Hemoglobin Alc 5.7% - 6.4%

Fasting blood glucose 100 - 125 mg/dL
2-hour OGTT 140 - 199 mg/dL

Prevalence:

96 million American adults (>1 in 3) are estimated
to have prediabetes

>80% of people with prediabetes have never
been diagnosed and are unaware of their risk

In ND, 8.9% of adults have been diagnosed with
prediabetes

Risk factors:

Overweight and Obesity
Abdominal adiposity

45 years or older

Family history of type 2 diabetes
Hypertension (HTN)

Physical inactivity

History of gestational diabetes

Having polycystic ovary syndrome

African Americans, Hispanic/Latino Americans,
American Indians, Pacific Islanders, and some Asian
Americans are at higher risk.



PREDIABETES CASE

LW presents to the pharmacy as a new cash paying patient with a
generic hypertension prescription and no insurance. Student offers
prediabetes risk test. LW’s prediabetes risk test score was a 9.

Student counseled patient on risk of diabetes, provided patient
education on suggested lifestyle modification, referred patient to
primary care provider for follow up and referred patient to the
National Diabetes Prevention Program.

If point of care testing is available, could consider offering test for
BG/A] c (consider $)

Student logged information in Prediabetes Screening Log



PREDIABETES STUDENT DATA

2021-2022

Completed Interventions

180
# of Patients Screened: 255 162
“# High Risk: 136 147
= 53% of those screened 10
120

How long did this intervention

take? 100

* Less than 3 minutes — (n=20)

80
* 3 to 5 minutes — (n=42)
. 60
* More than 5 minutes — (n=8) 43
40 31
20
3
0 |

Referred patient to Patient education on Counseled patient Referred patient to Contacted patient’s Patient screened
the National suggested lifestyle on risk of diabetes primary care primary care low risk. No action
Diabetes Prevention modification provider for follow-  provider with a taken
Program up recommendation



SUCCESS STORIES FROM STUDENTS

| looked through the patient's labs and did not find an Alc value. |
contacted the PCP and recommended ordering an Alc lab at the patient's
next visit.

| checked the blood glucose and it was 29. We had a long conversation
about diet and exercise changes to his daily health plans.

Patient does not have Medicare drug coverage. To save money, he states
he doesn't take meds on one day each week. This doesn't line up with fill
history (?0DS every 150 days), however | didn't seem to change his mind.
Trying to figure out other cost-effective options for him. Hopefully discussion
about prediabetes risk and potential cost of diabetic medications will sway
him to be more adherent with current medications.
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DIABETES

Diagnosis criteria: Prevalence:

HbAlc >6.4% 37 million Americans have diabetes
Fasting blood glucose >126 mg/dL and 1in 5 are undiagnosed

2-hour oral glucose 140-199 mg/dL Rate of diabetes varies significantly by

Random blood glucose level of > 200 demographic in ND

mg/dL plus presence of symptoms Approximately 920-95% of cases are

type 2 diabetes



DISPARITIES IN DIABETES

Diabetes Rates by Income
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Prevalence (%)
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2
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Patients w/o physician
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B ND Medicaid Patient Population (n=3,396)
m Overall Patient Population (n=84,509)



DIABETES CONTROL

Effective diabetes management requires:

Well -controlled is typically HbAlc <7%
- Avg BG 154 mg/dL (8.6 mmol/L) * Routine care

Taraget range may be more (A'l C * Multidisciplinary team approach
>6.5%) or less stringent (Alc <8%)
depending on patient’s:
- Potential risk of hypoglycemia = Medication adherence
- Disease duration

= Appropriate therapeutic interventions

- Life expectancy * Self-monitoring

- Comorbidities = Patient education
- Vascular complications
- Preferences " Support system

* Resources/support systems = Appropriate lifestyle choices

Health system quality metrics = HbA1lc <9%
(212 mg/dL)



DIABETES CASE

CM is 57 years old and a well-known Medicaid patient of the
pharmacy. CM currently takes insulin glargine 18 units
subcutaneously at bedtime. CM comes into the pharmacy today and
when asked reports blood sugars are “fine.” AiErer further prompting,
CM reports a recent blood glucose of 258 fasting this morning

(source: SMBG).

Student counseled CM on SMBG management, provided patient
education on recommended lifestyle modifications, and contact
patient’s primary care provider with a recommendation to increase
insulin glargine by 4 units.

Next steps: provide follow up information to patient and student to
log information in the Diabetes Assessment Log



DIABETES STUDENT DATA

2021-2022

100

# of Patients w/ Intervention: 159 90
* Of the 154 pts that provided recent blood

glucose or Alcs, 80

= 49 were elevated (Alc > 7)
= Source of Alcs 70

* Patient Self-Report (n=52) 60

* Patient medical record (n=90)

* Unable to obtain (n=9) 50
Estimated date of most recent Alc? 40
* Less than 3 months (n=109)

* 3-6 months (n=34) 30
* 6-12 months (n=11) 20
* More than 12 months (n=2)

How long did this intervention take? "
* Less than 5 minutes — (n=24) 0

* 5 to 10 minutes — (n=34)
= More than 10 minutes — (n=10)

Completed Interventions

Counseled patient Patient education Referred patient
on self-monitoring, on recommended

blood glucose
management.

lifestyle
modifications

provider for
follow-up

94
85
42 40
14
0

Contacted Contacted

to primary care patient’s primary patient’s primary

care provider with care provider for
a recommendation a DSMES Referral

No action
needed /taken



SUCCESS STORIES FROM STUDENTS

Patient was not administering insulin properly, he was not inserting the needle
straight in and straight out and was instead bending the needle. | instructed
him how to properly administer insulin.

Patient was wondering if insulin pens or vials would be cheaper for her. |
looked into it and found that the vials were cheaper. She prefers the pens as
they are easier to draw up/measure for use with her insulin pump.

| met with this patient for a diabetes initial visit. We reviewed his diabetic
medications which were all going great for him and even helped his Alc drop
from 11 to 8.4 since July. | explained to the patient about being on a statin
and how it will help lower his cholesterol and triglycerides which he was
struggling with dropping. | also spoke about the risk reduction for heart
attack and stroke. He was onboard for adding a statin, so | followed up with
his provider for this addition.

Due to the patient's insurance, the patient's long-acting insulin
was recently switched to a different long-acting insulin. The
directions for the patient's old insulin had the patient injecting
10 units in the morning and in the evening, but the new
directions had the patient injecting 10 units in the morning and
20 units in the evening. The patient experienced low blood
sugars in the 50's and 60's and started taking her insulin as 10
units in the morning and evening. This resolved the low blood
sugar issues and the patient's blood sugar reading were well
controlled with her A1C being 6.2 as measured by lab prior to
her visit with me. The pharmacist was able to adjust the
patient's insulin dosing through a collaborative practice
agreement and decreased the patient's insulin dose to how she

is taking it. The provider was notified of this adjustment.
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HYPERTENSION

Diagnosis criteria:*

Two or more elevated readings at 2 separate appointments/locations.

cSategory | n L dystolic Diastolic |
Normal . Less than 120 AND  Lessthan 80
Elevated - 120129 AND  Less than 80

Hypertension (1) - 130-139 OR 80-89

Hypertension (2) 140 or higher 90 or higher

Hypertension Higherthan  aAnp/or  Higher than

Crisis 180 120

*Substantially higher prevalence of HBP under the new guideline (46% vs. 32% of adults)

Prevalence:

= 32.1% prevalence among US adults
= 40.5% among adults 45-64
= 65.9% among adults 65+

= 29.6% of ND adults reported ever being told by a doctor, nurse or other health professional that they
have high blood pressure. (2017 ND BRFSS)




DISPARITIES IN HYPERTENSION

Hypertension by Hypertension by Income
Race 5%
S
_ 50% = a0%
X 40% S 30%
g 30% = 20%
T 20% 3 10%
1] (i
E 10% 0%
o 0% Income Bracket

Race

W Less than $15,000 m $15,000- 24,999 m 5$25,000- 34,999
B Native ™M Non-Native $35,000- 49,999 ® $50,000+



HYPERTENSION

o Control criteria:
o The Systolic target <130 mm Hg and a Diastolic target of <80 mm Hg.

o Control rates:

o 22.7% of ND adults have UNCONTROLLED hypertension

o Across the US only about half of people with hypertension have it under control (61% with old
guidelines, and 47% with new guidelines)

o Why Hypertension Matters?

o First heart attack: About 7 of every 10 people having their first heart attack have high blood
pressure.
o Heart failure: About 7 of every 10 people with chronic heart failure have high blood pressure.

o First stroke: About 8 of every 10 people having their first stroke have high blood pressure.
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HYPERTENSION/BLOOD PRESSURE CASE

KJ presents to the pharmacy during a slow (nhon-busy) time
and student offers to take blood pressure. BP measured at
150/99 mmHg. KJ has history of hypertension and reports
decent adherence to medication but is known to miss a dose or
two a week (which is backed up when fill history is reviewed).
KJ has good paying commercial insurance.

Student counseled KJ on medication adherence and referred
to PCP for follow-up. Student counseled KJ on at home BP
monitoring and recommended follow-up screening at the
pharmacy.

Information entered into BP Log



LOANER CUFF PROGRAM

5 cellular loaner cuffs per pharmacy are available.

We are utilizing the BodyTrace cellular cuff and the Diasyst platform to monitor.
The cuffs are cellular and the interface is simple—no wifi, no bluetooth, just hit the Start button

To begin, you will have access to add new patients toDiasyst. It's very easy, takes only a few
minutes (truly).

You can then access all of your patient data through Diasyst on the cloud at provider.diasyst.com

To recycle a cuff, follow cleaning directions and send a support note with the patient MRN
number to Diasyst to assign to a new patient when needed.

CONTACT: Jesse Rue (rue@aboutthepatient.net) with ANY CHALLENGES.

There is an additional short training available to you on this platform.


mailto:jrue@aboutthepatient.net

SMBP CASE

AB works on a farm and rarely has the ability to drive
to clinic appointments. AB brought in SMBP readings
from home. The last 3 BP readings were in the 140’s for
systolic and in the 80’s for diastolic. Patient was on low
dose of hypertension medication.

Student contacted AB’s PCP with recommendation for
dose increase, educated patient on lifestyle
modifications, demonstrated how to check for cuff
accuracy, and logged information in SMBP Training Log.



HYPERTENSION/HIGH BLOOD PRESSURE STUDENT DATA

2021-2022

# of Patients Screened: 316

= Systolic BP: 273 had an elevated reading 180 171

(greater than 120) 160
= 86.4% were elevated
* Diastolic BP: 164 had an elevated reading 140 129 133
(greater than 80)
120
= 51.9% were elevated
Was the BP rechecked if elevated?
* Yes, still elevated (n=93) 80 o6
* Yes, no longer elevated (n=22) 5 .
1
* No, not rechecked (n=75)
* Not elevated BP (n=114) 40
How long did this intervention take? 20 8
* Less than 3 minutes — (n=7) 0 [ ]
* 3 to 5 minutes — (n=58) o o mramed e " iariance ot on coreoning or ey eare nesaedrehen
adherence lifestyle provider for SMBP pharmacy provider with a

u More than 5 minufes —_— (n:] 6) modification follow-up recommendation



SUCCESS STORIES FROM STUDENTS

o Patient presented for MTM blood pressure of
150/88 upon repeat blood pressure after waiting
5 minutes and having patient try to relax blood
pressure was 145/84. | reviewed patient's labs and
current hypertension therapy and sent a
recommendation to their PCP 1 to start
spironolactone 25mg PO daily in this patient.
Patient was extremely hypertensive; | took her
blood pressure 2 different times, and she was
feeling very anxious. Had her husband with her and
| discussed going to the hospital that day and she
said she had anxiety meds she wanted to take first
and then if it did not help, she would go in. She was
not a current patient of Gateways so | was unable
to find her providers information at that time to
discuss it with him.

o Contacted patient's provider regarding a

contraindicated blood pressure medication the
patient was prescribed and his current CHF
diagnosis. His blood pressure was uncontrolled, and
it could have been worsening his CHF so there was
no reason for him to continue it at the time.

Patient stopped taking one of her blood pressure
medications due to feeling dizzy and not well after
taking it. PCP had quadrupled the dose of the
medication at the last visit (patient went from
losartan 25 mg once daily to 50 mg BID). Pharmacy
recommended that PCP reduce patient's dose to 50
mg once daily. Once patient is adherent to that
dose, if blood pressure is still elevated, suggest
further adjustments of blood pressure medications.



SELF-MEASURED BLOOD PRESSURE STUDENT DATA

2021-2022

Completed Interventions

# of| Patients Screened: 76 %
= Systolic BP: 75 had an elevated reading over 120 20
= 98.7% were elevated
* Diastolic BP: 60 had an elevated reading over 80 60 58
= 78.9% were elevated
Woas the BP rechecked if elevated? 50
" Yes, still elevated (n=42)
* Yes, no longer elevated (n=2) 40
* No, not rechecked (n=25) 32
* Not elevated BP (n=7) 30 24
Patient with Current HTN Dx? 20
= 56 of the patients had a current Dx (73.7%)
10
How long did this intervention take?
* Less than 5 minutes — (n=10) o Y
* 5 to 10 minutes — (n=33) Counseled patient on Demonstrate how to  Started patient on Referred patient to Contacted patient’s
self-monitoring, use a cuff or check  pharmacy loaner primary care primary care
* More than 10 minutes — (n=5) hypertension for cuff accuracy cuff provider for follow-  provider with a

management up recommendation



SUCCESS STORIES FROM STUDENTS

o Patient's blood pressure was uncontrolled ° | contacted patient's primary care provider

while consistently taking his medications (per
patient). The patient was very frustrated
because he mentioned he had spoken to his
provider before about his consistently high
blood pressure readings but said that the

provider never changed his medications.

Patient needed help choosing a BP
monitor /cuff. Made recommendation and

sold monitor to her.

for a dose increase because his last 3 blood
pressure readings have been in the 140's for
SBP and in the 80's for DBP. And patient was
not in the therapeutic dose range of his

medication
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IMMUNIZATIONS

While immunizations are not the primary focus for the 2300 Enhanced MTM
Rotation, immunizations are important for individuals with chronic diseases

Lots of resources in your Virtual Binder

You will be tracking these on your Student Weekly Task Log.
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HEALTH INFORMATION FORM

PERSONAL MEDICAL HISTORY

HEALTH INFORMATION FORM Please indicate if y

North Daketa State University School of Pharmacy Arpeiety Yes |Ne Arthritis Yes No
Asthma Yes No Cancer Yes Ne
PATIENT INFORMATION Bleeding disorder Yes | No Depression Yes No
Diabetes Yes No Epilepsy (seizures) Yes |No
Furst three letters of first name: Gender: M / F Glancoma Yes |Ne Hay fever (allergies) Yes |No
Telephone: . Heart attack (myocardial infarction)  Yes | No Heart failure Yes No
Height: Weight: High tlood pressure (hypertension) | Yes | (No High cholesterol (Hyperlipidemia) Yes Ne
Prmary care physieian: Date of last vist: Insommnia Yes Ne Kidney disease Ye: |Ne
- - Lung disorder (COPD/emphysema) | Yes | No Migraine headaches Yes |Ne
SOCIAL DRUG USE Osteoporosis Yes | Ne Stroke Yes Ne
- — . . . yroid disorders Yes No Ulcers or heartbum /GERD Yes No
Tobacco Usze: | Haver Tope oftebacee Qi iii"i':l:‘;‘:l; ::?Okmgl tli ?:ffml}. :MOkEti:;Ed Atention deficit disorder/ ADHD Yes No Chronic pain Yes |No
E 2 Other Other:
Caffeine Use: Hever Type of caffeme: ) Cups/cans per day:
Alcohol Use: Mever Occasionally Number of drinks/week Ei_:-o:l_:'ei Ei;ink more than three drmks per Do vou currently exercize? | MNever  Regularly = Times per week: Average number of munutes per workout:

ALLERGY INFORMATION

Immunization History: Sereened by pharmacy

Cause: Please Describe Reaction or Side Effect Review of Systems
Me dicine Food Preservative (1ash, nauzea, constipation, drowsiness, dizziness, ete.) Please circle if you are am&'z el.'ien ing
Weight zam/loss Headache Changes in vision Changes in hearing
_-Ulergies: General Head, Ear, Eye

Fatigue Dhizriness Sore mouth Bloody nose
Shortness of breath Cough

Chest pain. Palpitations

Cardiovazcular Respiratory = Wheezmg Sputum
Dizzy when rising Eleeding
MEDICATION INFORMATION ; - : R
Please list ATL prescription and non-prescription medications, vitamins, and herbs Heartbum Nausea/vomiting
Medicati Sirengtl Directions = y . y Changes in sleep pattern Swicidal thoughts
Medication Strength irections What vou use it for Digestive Abdominal pain Diathea Mood

Dhfficulty focusing Anwmety

Constipation
Back pam Joint pain

Excessive brusing Numbness/'tinglmg

Extremities Muscles'Bones | Muscle weakness Muscle pain

Razh Footsorez
IMuscle cramps

Memory loss Fainting Blood in urine Impotence

Neuro Cenitourinary
Migraine headaches Incontinence Buming
To be Completed at the Pharmacy
Immunizations needed per Blood Pressure
sereening:




Mo medical indication
Duplicate therapy
Nondrug therapy indicated
Addictive recreational

Treating avoidable ADR

Patient cannot afford
Genenc alternative available
More cost effective medication available

Providér contacted YES FND




MTM — STUDENT INTERVENTIONS

214 MTMs conducted

Provided thru 3" Party:
Medicaid (n=8)
Payable Platform (n=147)
Not paid (n=48)

Chronic Disease Addressed:
Hypertension (n=151)
Diabetes (n=104)

High Cholesterol (n=71)

How long did this intervention take? *

Less than 15 minutes — (n=68)
15 to 30 minutes — (n=103)
30 to 45 minutes — (n=39)

45 to 60 minutes — (n=2)
More than 60 minutes — (n=2)

2021-2022

Drug Therapy Problems Identified

140
131

120
100
80

60
50

40

20
11

L :
O I

1 DTP 2 DTP 3 DTP 4 DTP

2

5 or more DTP



MTM — STUDENT INTERVENTIONS

2021-2022

Dosage Too Low/Too High (n=28)
Wrong dose (n=13)

Ineffective Medication (n=11)
More effective drug available (n=4)

Needs Additional Drug Therapy (n=82)

rug Therapy Problems

A total of 282 were identified

Drug Therapy Problems Identified Untreated condition (n=16)
100 Preventative /prophylactic (n=14)
%0 89 Immunizations (n=42)
% 82 Unnecessary Drug Therapy (n=21)
No medical indication (n=3)
70 Duplicate therapy (n=10)
60 Experiencing Adverse Drug Reaction
50 e (n=43)
40 Undesirable effect (n=24)
08 Adherence (n=89)
30 21 Directions not understood (n=10)
20 Inappropriate administration technique
10 _ 5 (n=06)
Patient prefers not to take (n=9)
|
0 ) o Patient forgets to take (n=53)
Dosage Too  Ineffective Needs Unnecessary Experiencing Adherence Cost .
Low/Too High Medication  Additional Drug Therapy Adverse Drug Containment Cost Containment (n:5)

Drug Therapy Reaction
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BLOOD PRESSURE PROTOCOL TRAINING

Created in conjunction with the ND Million Hearts Program, and in collaboration with
the ND Department of Health.

Over 3,500 medical and allied health professionals have attended.

Evaluations indicate that over 92% of attendees were taking blood inaccurately and
WILL make a change to their process.

Training Obijectives:
|dentify prevalence of Hypertension in ND

Explain why accuracy in measurement of blood pressure is critical
|dentify lifestyle recommendations to lower blood pressure
Recommend tools for education, workflows & review approved community-based protocol

Demonstrate proper sizing of BP cuffs and demonstrate proper technique for taking blood pressure in an
ambulatory setting

Discuss alternate blood pressure measurement sites
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PHARMACY MANUAL |



2300 PROGRAM

STUDENT MANUAL




N\YFZANYIANYIANYIANTYIANTY I ANY S AN

Z Qﬂ%ﬂ\ﬂ%ﬂ%ﬂ\ﬂ% /
NYZANYZANYZANYZANYZANYZANTZ4N
ZAN\YZANYZANVZANYZANYZANY/ZA\Y/
NYZANYZANYZANYZANYZANYZANTZAN

JANVIANVIANVIANVIANVIANVIANYS

VIRTUAL BINDER OF RESOURCES




BINDER OVERVIEW

Program Contact Information
Enhancing MTM: Pilot Program User Guide

Pharmacy Rotation: Forms, Documents and Data Collection
Paper forms for Qualtrics Patient Care
Health History /MTM form

DTP identification form
Immunization Resources
Hypertension and Self-Measured Blood Pressure Resources
Prediabetes Resources
Diabetes Resources
Lifestyle Modification Resources

Motivational Interviewing Resources

Copy of Student MOU

Virtual Binder

1815/2300 MTM
Pharmacy Student/
Preceptor Training

May 18, 2023


https://www.health.nd.gov/sites/www/files/documents/ND%20Heart%20Disease%20%26%20Stroke%20Prevention/Virtual%20Binder%20-%20Final.pdf
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QUESTIONS?
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HOW TO ENGAGE

* Think about how to take this to the next level.
* There are no perfect patients.
* What are you able to help them with?
* How do you use what you know about patients to engage
* What is their motivation?
* Do you need to help them identify their motivation?
* Communication
* Patient friendly language
* Health Literacy
* Cultural considerations/preferences
* Build Rapport

* Meaningful and achievable goals for patient

"A strong clinician-patient relationship is the
cornerstone to any successful patient
engagement and therapeutic paradigm,
including participation in the decision-
making process and patient adherence to
treatment recommendations.”
(Figge, 2016)

with them?




THE IMPORTANCE OF PATIENT FOLLOW-UP CARE

Timely follow-up with patients is vital for ensuring they're moving forward
with the prescribed treatment plan, such as undergoing testing and taking
their medications. In addition to increasing the likelihood of a positive
outcome, a medical follow-up is critical for minimizing safety and liability
concerns.

* By Gallagher Healthcare



https://www.gallaghermalpractice.com/blog/post/the-importance-of-patient-follow-up-care
https://www.gallaghermalpractice.com/blog/author/Gallagher-Healthcare

PATIENT INTERACTION

Follow-up

" Not just “screening to screen”

Responsibility as a health professional

Have those difficult conversations
" The more you practice, the easier it becomes

Lessons Learned

Gaps



REPORTING REQUIREMENTS

Pre-Rotation Survey

Patient care tracking

Student Weekly Task Log

MTM Health Information Form

Drug Therapy Problem Worksheet

Post Rotation Survey

Others
Ratings of preceptor

Reflection

Preceptor rating of students

Outcomes

Weekly data tracking reports

No patient identifiers reported to us

Determined by the Institutional Review Board (IRB) at NDSU as

quality control.

O

First three letters of first name:

HEALTH INFORMATION FORM
North Dakeota State University School of Pharmacy

PATIENT INFORMATION

Gender: M / F

Telephone:

Heaght:

Weaght:

Primary care physician:

Tohacco Use: Naver

Type of tobacco:

Date of last visit:

SOCIAL DRUG USE

If currently smeking,
packs per day:

If cwrrently smoking, tried
to quit times

Caffeine Use: Never

Twvpe of caffeine:

Cups/cans per day:

Alcohol Uze: Never

Occasionally 1

Medicine Food Preservative

MNumber of drinks/week

ALLERGY INFORMATION

Cause: Please Describe Beaction or Side Effect
rach, mausea, constpation, drowsiness, dizziness, ete.)

Do vou ever drnnk more than three drinks per
day? Yes/No

Allergies:

MEDICATION INFORMATION

Please list ALL prescniption and non-prescnption medications, vitamins, and herbs
Medication

Strength Directions

What vou use it for



https://ndhealth.co1.qualtrics.com/jfe/form/SV_ablMpVP3IOch7LM
https://www.health.nd.gov/sites/www/files/documents/ND%20Heart%20Disease%20%26%20Stroke%20Prevention/Student%20Weekly%20Task%20Log.pdf
https://www.health.nd.gov/sites/www/files/documents/ND%20Heart%20Disease%20%26%20Stroke%20Prevention/MTM%20Health%20Information%20Form.pdf
https://www.health.nd.gov/sites/www/files/documents/Heart%20Disease%20and%20Stroke%20Prevention%20Program/MTM_Drug_Therapy_Problem_Worksheet.pdf
https://ndhealth.co1.qualtrics.com/jfe/form/SV_0e1QSn4Ifj9KKZE
https://www.health.nd.gov/sites/www/files/documents/ND%20Heart%20Disease%20%26%20Stroke%20Prevention/Student%20Weekly%20Task%20Log.pdf
https://www.health.nd.gov/sites/www/files/documents/Heart%20Disease%20and%20Stroke%20Prevention%20Program/MTM_Drug_Therapy_Problem_Worksheet.pdf
https://www.health.nd.gov/sites/www/files/documents/ND%20Heart%20Disease%20%26%20Stroke%20Prevention/MTM%20Health%20Information%20Form.pdf

SURVEYS FOR PERFORMANCE TRACKING

MTM Student Data

Tracking

Blood Pressure Assessment Log, Target: S+/week Wieen «
Date Initial Blood I BP is over 140/90, was the | Action taken (se¢ codes ]_m- levant notes
Pressure in mmHg BP retaken? : below and list all that
"ﬂﬂm L] el v
b et o8 > leager ehevaned, !PP,}J | 1 |
/14 |3 /%M A QR
/o3 1%’#@ N | 00000 |
iiﬂ" /70 ? . Miﬂa&-—; =S|
i/ib |/ 31 /8o "E +
[ Conmseled pafient on modication adheren: R e R
o l-.'-mun . 5. Scheduled follow-up screening &t the pharmiacy at a laier dage
i Fm:dm_m-:miunpmj Hl"tur.k it fication 6. Contacted patient’s primary care prowvider with récommendations)
2 Riedorred paticnt o premarny care proacider for foklowsup T. Wo action necded‘mken
- Counssled patient on al-home BP monitonmg B Other, ploase describe

~ - M fecramls Sy .n.l’.r-:n‘h'i


https://ndhealth.co1.qualtrics.com/jfe/form/SV_8qbx7dKXdHzfGmi

SURVEYS FOR PERFORMANCE TRACKING

e

Prediabetes risk | Action taken (see codes below and list all | Relevant notes

i R

2t wes avee F 1Tk, pler 22 0

.S testscore | numbers thatapply) —
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SURVEYS FOR PERFORMANCE TRACKING

Medication Therapy Management (Comprehensive Medication Review)

Target: 2+/week for each hvpertension and diabetes

Chronic Disease(s)
addressed:

Was the MTM done thru...?
Medicaid, Payable Platform, Not paid.

Complete Drug Therapy Problem worksheet.
Relevant notes:

@WN DM Chol.

Paq able Platforma

ne dna Hhur PraUum,
Patitint Yunt

Vau]mc Platforun

don duran o Bl’i!iwhl hetified PMHMl- oH nuo Be b
nut £ill,

faable  Platorun.

CME | prtitnt o auycloviv Hodant fov cold Jores , she Staded ons
bt (asts -7 yas. T 4old her i manitor e expivadion. olaft,

Mtdicacd

Non-sdhurtnt +§ psthmie. medic shion . Prkitnt forgebs 4o fnis
Sv wt discusid H‘Hﬂnjitﬁ 10 help hime  Yumembty,




QUESTIONS?

Scholarship money awarded
Scholarship banquet (attendance)
How often will we be checking in on them? 1-2 times per rotation.
Who will monitor Qualtricse Tiffany Knauf and Dr. Skoy
Who do they contact with issues?
Preceptor (day to day questions, patient specific questions)
NDSU (start here if preceptor can't answer and /or issue with preceptor)
NDPhA (manual or process questions for implementation)

NDDoH (survey functionality issues)
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Thank youl
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