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Attachment 2


Medication Therapy Management Program Submission Template for Contract Year 2010

· This template serves as a guide to the information that must be entered in the Health Plan Management System (HPMS) Medication Therapy Management Program (MTMP) submission module.  Refer to the Technical User’s Manual in HPMS for more specific instructions and screen shots.  

I. Policies and Procedures

A.  Targeting Criteria for Eligibility in the MTMP:  

1) Multiple Chronic Diseases:

a) Minimum number of chronic diseases:       [Note: Must be 2 OR 3]
b) Chronic disease(s) that apply:

            [ ] Any chronic disease applies OR
            [ ] Specific chronic diseases apply (Select all that apply)

	
	CORE: Bone Disease-Arthritis-Osteoporosis
	 
	CORE: Respiratory Disease-Asthma

	
	CORE: Bone Disease-Arthritis-Osteoarthritis
	 
	CORE: Respiratory Disease-COPD

	
	CORE: Bone Disease-Arthritis-Rheumatoid Arthritis
	 
	CORE: Respiratory Disease-Chronic Lung Disorders

	
	CORE: Chronic Heart Failure
	 
	CORE: Mental Health-Depression

	 
	CORE: Diabetes mellitus
	 
	CORE: Mental Health-Schizophrenia

	
	CORE: Dyslipidemia
	 
	CORE: Mental Health-Bipolar Disorder

	
	CORE: Hypertension
	 
	CORE: Mental Health-Chronic and disabling 

	
	Alzheimer’s disease
	
	End-stage liver disease

	 
	Anemia
	 
	End-stage renal disease requiring dialysis

	 
	Anticoagulation
	 
	GI/Reflux/Ulcer conditions

	 
	Autoimmune disorders
	 
	Hepatitis C

	 
	BPH
	 
	HIV/AIDS

	 
	Cancer
	 
	Multiple Sclerosis

	 
	Cardiovascular disorders
	 
	Parkinson's disease

	 
	Cerebrovascular disease
	 
	Severe hematologic disorders

	 
	Chronic alcohol and other drug dependence
	 
	Neurologic disorders

	 
	Chronic pain
	 
	Stroke

	 
	Dementia
	 
	Other:       

	
	Other:      
	
	Other:       

	
	Other:       
	
	Other:       

	
	Other:      
	
	Other:       


2) Multiple Covered Part D Drugs:

a) Minimum number of covered Part D drugs:       [Note: Must be≥ 2 and ≤ 8] 
b) Type of covered Part D drugs that apply :

     [ ] Any Part D drug applies OR

     [ ] Chronic/maintenance drugs apply OR


     [ ] Disease-specific drugs apply related to chronic diseases OR
            [ ] Specific Part D drug classes apply (Select all that apply)

	
	ACE-Inhibitors
	 
	Beta-blockers

	 
	Alpha blockers
	 
	Bronchodilators

	 
	Angiotensin II receptor blockers (ARBs)
	 
	Calcium channel blockers

	 
	Anticoagulants
	 
	Disease-Modifying Anti-Rheumatic Drugs (DMARDs)

	 
	Antidepressants
	 
	Diuretics

	 
	Antiemetics
	 
	Insulins

	 
	Antihyperlipidemics
	 
	Interferons

	 
	Antihypertensives
	 
	Oral hypoglycemics

	 
	Antineoplastics
	 
	Proton Pump Inhibitors

	 
	Antipsychotics
	 
	Selective serotonin reuptake inhibitors (SSRIs)

	 
	Antiretroviral therapy
	 
	Tumor Necrosis Factors (TNFs)

	 
	Other:      
	 
	Other:       

	 
	Other:       
	 
	Other:       

	 
	Other:       
	 
	Other:       



3) Incurred Cost for Covered Part D Drugs:

a) Description of the analytical procedure used to determine if a beneficiary is likely to incur annual costs of at least $3,000 for all covered Part D drugs.  When applicable, this should include the specific thresholds or formula.  (Select all that apply)  
              [ ] Specific Threshold and Frequency

                         [ ] $750 previous quarter
                         [ ] $250 previous month

                         [ ] $3,000 previous 12 months
                         [ ] Other:       
               [ ] Formula:      
               [ ] Other:      
B. Targeting

Frequency:
(Select one)
[ ] Daily

[ ] Weekly

[ ] Every other week

[ ] Monthly

[ ] Every other month

[ ] Quarterly

Data evaluated for targeting: 

(Select all that apply)  

[ ] Drug claims

[ ] Medical claims

[ ] Lab data

[ ] Information collected from beneficiaries

[ ] Health Risk Assessment

[ ] Other:      
C. Enrollment/ Disenrollment

[X] Opt-out only  [Automatically selected-cannot be changed]
D. Interventions

Recipient of interventions:

(Select all that apply)  

[X] Beneficiary [Automatically selected-cannot be changed]

[X] Prescriber [Automatically selected-cannot be changed]

[ ] Other:      
Specific beneficiary interventions: 

(Select all that apply)  

[X] Comprehensive Medication Review, annual [Automatically selected-cannot be changed]

[X] Review of medications [Automatically selected-cannot be changed]

[X] Interactive, person-to-person consultation [Automatically selected-cannot be changed]

                   (Select all that apply)  

              [ ] Face-to-face

              [ ] Phone

              [ ] Other:      
[X] Individualized, written summary of interactive consultation [Automatically selected-cannot be changed]

                    (Select all that apply)  

              [ ] Personal medication list

              [ ] Reconciled medication list

              [ ] Action plan

              [ ] Recommendations

              [ ] Other:      
[X] Targeted medication reviews, at least quarterly [Automatically selected-cannot be changed]

[ ] General education newsletter, beneficiary

[ ] Refill reminder, beneficiary

[ ] Referral: Disease Management

[ ] Referral: Specialty Management

[ ] Referral: Case Management

[ ] Other:      
[ ] Other:      
[ ] Other:      
Specific prescriber interventions: 

(Select all that apply)  

[X] Prescriber interventions to resolve medication-related problems or optimize therapy [Automatically selected-cannot be changed]

         (Select all that apply) 
         [ ] Phone consultation

         [ ] Mailed consultation

         [ ] Faxed consultation
         [ ] Emailed consultation

         [ ] Other:      
[ ] General education newsletter, prescriber
[ ] Patient Medication list

[ ] Other:      
[ ] Other:      
[ ] Other:      
[ ] Other:      
Specific other recipient interventions: [Only appears if selected ‘Recipient of interventions: Other’]

(Select all that apply) 

[ ] Other:      
[ ] Other:      
[ ] Other:      
[ ] Other:      
(Provide detailed description of the type, frequency and recipient of intervention(s).)

      [Text Box]
E. Resources

Provider of MTM services 
(Select all that apply) 

[ ] In-house staff

         [ ] Pharmacist


         [ ] Physician

         [ ] Registered Nurse

         [ ] Other:      
 [ ] Outside personnel 
         [ ] PBM




    Name of PBM:      
              [ ] Pharmacist


              [ ] Physician

              [ ] Registered Nurse

              [ ] Other:      
         [ ] Disease Management vendor

    Name of vendor:      
              [ ] Pharmacist


              [ ] Physician

              [ ] Registered Nurse

              [ ] Other:      
         [ ] Medication Therapy Management vendor    Name of vendor:      
              [ ] Pharmacist


              [ ] Physician

              [ ] Registered Nurse

              [ ] Other:      
         [ ] Community pharmacists

         [ ] Long Term Care pharmacists

         [ ] Other:      
F. Fees [Only appears if Outside personnel selected in Resources]
(Select one)
[ ] Fees are covered as part of the services of the global PBM or vendor contract (without being priced out separately) OR

[ ] Fees priced out separately (Enter fee(s) and billing type(s) that apply)
	Specific fee
	Billing Method
	Description (optional) 

	$00000.00
	Use drop Down Options*
	

	$00000.00
	Use drop Down Options*
	

	$00000.00
	Use drop Down Options*
	

	$00000.00
	Use drop Down Options*
	

	$00000.00
	Use drop Down Options*
	


*Use drop Down Options:

     Flat rate per service

     Capitated rate

     Per member

     Per member per month

     Per hour

     Per minute

     Per claim

     Other:      
G. Outcomes Measured 

(Select all that apply)
[X] Part D Reporting Requirements. [Automatically selected-cannot be changed]
[ ] Medication adherence
[ ] Medication persistence
[ ] Drug-drug interactions

[ ] High risk medications (drugs to be avoided in elderly)

[ ] Polypharmacy

[ ] Overutilization

[ ] Underutilization

[ ] Medication issues resolved

[ ] Overall prescription drug costs

[ ] Overall medical costs

[ ] Overall healthcare costs

[ ] Emergency department visits

[ ] Hospital admissions

[ ] Length of hospital stay

[ ] Health Status Survey/ Improvements

[ ] Cost avoidance savings
[ ] Patient understanding

[ ] Self-management

[ ] Member satisfaction
[ ] Provider satisfaction
[ ] Other:      
H. Additional Information 1 (Optional)

      [Text Box]
I. Additional Information 2 (Optional)

      [Text Box]
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