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Overview

- Introduction
- Medication Therapy Management (MTM)
- Medication Reconciliation

- Diabetes Management


Presenter
Presentation Notes
Medication Therapy Management (MTM)
Program designed to improve overall healthcare provided by pharmacists or other qualified health care professionals
Distinct from medication dispensing and focus on a patient-centered process
Encompasses the assessment and evaluation of the patient’s complete medication therapy regimen, rather than focusing on an individual medication product.

Medication Reconciliation
Process of avoiding inadvertent inconsistencies across transitions in care by reviewing the patient's complete medication regimen at the time of admission, transfer, and discharge
Includes comparison of the current regimen with the proposed regimen for the new setting of care.
Though most often discussed in the hospital context, medication reconciliation can be equally important in ambulatory care, as many patients receive prescriptions from more than one outpatient provider.
History
The Joint Commission's announcement called on organizations to "accurately and completely reconcile medications across the continuum of care“ in 2005
In 2006, accredited organizations were required to "implement a process for obtaining and documenting a complete list of the patient's current medications upon the patient's admission to the organization and with the involvement of the patient" and to communicate "a complete list of the patient's medications…to the next provider of service when a patient is referred or transferred to another setting, service, practitioner or level of care within or outside the organization.“
As of July 2011, medication reconciliation has been incorporated into National Patient Safety Goal #3, "Improving the safety of using medications,” requiring organizations to "maintain and communicate accurate medication information" and "compare the medication information the patient brought to the hospital with the medications ordered for the patient by the hospital in order to identify and resolve discrepancies.“




Progress of Clinical Programs

2012
» Medication
‘ 2010 Reconciliation
_ _ « Anticoagulation
2008 * Diabetes Coaching Management
‘ * COPD Survey « Compounding
* Heart Healthy Screenings « Travel Clinic
2005 (lipid panel, BP, BMI, BFA) « Diabetes
‘ * MTM Management
» Osteoporosis Screenings
2003 » Smoking Cessation
®  Diabetes Screenings

* Memory Screenings
2001 4 )
* IMZ Program (Adult and Adolescent)
* Cholesterol Screenings
* Emergency Contraception
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