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Objective. To evaluate the effectiveness of a telephonic medication therapy manage-
ment (MTM) service on reducing hospitalizations among home health patients.
Setting. Forty randomly selected, geographically diverse home health care centers in
the United States.
Design. Two-stage, randomized, controlled trial with 60-day follow-up. All Medicare-
insured home health care patients were eligible to participate. Twenty-eight consecu-
tive patients within each care center were recruited and randomized to usual care or
MTM intervention. TheMTM intervention consisted of the following: (1) initial phone
call by a pharmacy technician to verify active medications; (2) pharmacist-provided
medication regimen review by telephone; and (3) follow-up pharmacist phone calls at
day seven and as needed for 30 days. The primary outcome was 60-day all-cause hos-
pitalization.
Data Collection. Data were collected from in-home nursing assessments using
the OASIS-C. Multivariate logistic regression modeled the effect of the MTM
intervention on the probability of hospitalization while adjusting for patients’ base-
line risk of hospitalization, number of medications taken daily, and other OASIS-
C data elements.
Principal Findings. A total of 895 patients (intervention n = 415, control n = 480)
were block-randomized to the intervention or usual care. There was no significant dif-
ference in the 60-day probability of hospitalization between the MTM intervention
and control groups (Adjusted OR: 1.26, 95 percent CI: 0.89–1.77, p = .19). For patients
within the lowest baseline risk quartile (n = 232), the intervention group was three
times more likely to remain out of the hospital at 60 days (Adjusted OR: 3.79, 95 per-
cent CI: 1.35–10.57, p = .01) compared to the usual care group.
Conclusions. This MTM intervention may not be effective for all home health
patients; however, for those patients with the lowest-risk profile, theMTM intervention
prevented patients from being hospitalized at 60 days.
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As health care costs continue to escalate in the United States, many stakehold-
ers have focused on identifying effective methods for enhancing quality of
care while reducing unnecessary health care costs. The cost of medication-
related morbidity and mortality in the United States was estimated to be
$177.4 billion in 2000, with hospital admissions accounting for approximately
70 percent of those costs (Ernst and Grizzle 2001). In a study of 400 patients
discharged from hospital to home, 66 percent of adverse events, including re-
hospitalization, were attributed to medication-related problems (Suter 2008).
Interventions to improve medication-related problems are needed, particu-
larly during the transition from hospital to home-based care.

Medication therapy management (MTM) is one method that has been
identified to reduce medication-related problems (Giberson and Yoder 2011)
and potentially hospital admissions (Holland et al. 2008), where, according to
the definition endorsed by 11 national pharmacy organizations in the United
States, MTM is a “distinct service or group of services that optimize therapeu-
tic outcomes for individual patients” (Bluml 2005). MTM interventions con-
sist of five core elements: (1) comprehensive or targeted medication therapy
review; (2) construction of a personal medication record; (3) development of a
medication-related action plan; (4) implementation of the action plan through
intervention and referral; and (5) documentation and follow-up (American
Pharmacists Association 2008).

Pharmacists are the most common provider of MTM services (Center
for Medicare and Medicaid Services 2010). MTM promotes cooperation
among pharmacists, patients, prescribers, and other health professionals to
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achieve optimal patient outcomes through appropriate medication use (Cen-
ter for Medicare and Medicaid Services 2005). Although numerous positive
examples of pharmacist-provided services exist (Giberson and Yoder 2011),
recent investigations of pharmacist-provided MTM interventions have
resulted in varied conclusions (Fox et al. 2003; Pindolia, Stebelsky, and
Romain 2009; Welch, Chester, and Stubbings 2009; Ward and Xu 2011), and
questions remain regarding the service model needed to optimize health out-
comes across various populations receivingMTM (Cranor, Buntin, and Chris-
tensen 2003; Fera, Bluml, and Ellis 2003; Isetts, Schondelmeyer, and Artz
2008; Pindolia, Stebelsky, and Romain 2009; Planas, Crosby, and Mitchell
2009). Furthermore, although previous evaluations of telephonic MTM pro-
grams have produced some promising results, the studies are limited by the
use of nonrandomized, observational designs (Bunting and Cranor 2006;
Bunting, Smith, and Sutherland 2008; Ramalho de Oliveira, Brummel, and
Miller 2010; Zillich et al. 2012), and/or process measures or surrogate out-
comes as endpoints (Hirsch, Rosenquist, and Best 2009; Pindolia, Stebelsky,
and Romain 2009; Welch, Chester, and Stubbings 2009; Michaels, Jenkins,
and Pruss 2010;Moczygemba et al. 2011; Zillich et al. 2012).

In recent years, Medicare has recognized the value of MTM to reduce
unnecessary hospital expenditures, as all Part D sponsors are required to offer
this service to optimize medication use among targeted beneficiaries, includ-
ing those with multiple chronic conditions, multiple prescription medications,
and significant medication expenditures (Center for Medicare and Medicaid
Services 2010).

This study targeted patients admitted to the Medicare home health care
episode offered by home health care agencies (HHA). Medicare home health
episode patients are provided a defined 60-day covered benefit for in-home
skilled care intended to restore patients’ function. As the providers of in-home
care, HHAs are graded for care quality based on hospital admission rates.
With health care funding moving toward value-based payment models,
HHAs expect to receive differentiated payments based on quality in the near
future (Suter 2008). In addition, as postacute care providers, HHAs are indi-
rectly affected by Medicare’s 30-day readmission rate penalties being
absorbed by acute care hospitals.

At the intersection of the chronically ill and the Medicare home health
care benefit, we completed a prospective, pragmatic, cluster-randomized, con-
trolled trial to examine the effectiveness of a telephonic MTM service to
decrease hospital admissions among patients receiving 60-day home health
care services from a national HHA. This study fills a critical gap in under-
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standing the potential for MTM to reduce unnecessary hospitalization.
Currently, there are no randomized controlled studies of MTM’s impact to
reduce the incidence of hospitalizations among home health care patients and
there is a need for additional evaluations of MTM programs, particularly
those delivered telephonically.

METHODS

Design, Setting, and Participants

This was a two-stage, randomized, controlled, pragmatic trial. A two-step
process occurred to select sites and participants. First, through a partnership
with a national HHA (Amedisys, Inc., Baton Rouge, LA, USA), a simple ran-
dom sample of 40 coordinating home health care centers with a monthly cen-
sus of 20 or more newly admitted patients were selected as sites for the study
among a nationwide population of 419 care centers. The sample of sites con-
stituted a nationally representative sample of care centers from Amedisys
based on their market and geographic locations. Second, within each care
center, a block randomization (using blocks of seven, constrained for equal
allocation of patients to usual care or the MTM intervention) allocated 28
consecutive newly admitted home health patients to either usual care or the
MTM intervention. Enrollment began on February 6, 2012, and concluded
on April 13, 2012.

For this pragmatic trial, all new patients within each care center who
were admitted into Medicare’s defined 60-day home health care episode
were eligible, including skilled nursing care and “therapy only” patients
(i.e., those receiving physical/occupational therapy services only). Medicare
eligibility for home health benefits requires ordering services by a physician
who reviews the need for a patient’s care and certifies that the patient is
homebound (e.g., leaving the home is not generally recommended because
of illness or requires assistance from devices or other parties). Patients in
the study were admitted into the home health care episode from acute care
hospitals or the community. Patients with a reoccurring episode of care
within the past 12 months were excluded. Home health care consists of in-
home episodic skilled nursing care and related physical/occupational/
speech therapy as needed for homebound patients due to illness or injury.
Nursing care begins with an in-home admission medical assessment and
progresses based on the individual needs of the patient. The nurses com-
plete a medication history; prepare and administer medications; monitor
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the effectiveness of treatment; report adverse reactions; and teach patients
about their medication.

Intervention

The telephonic MTM intervention program was offered in addition to usual
home health care. Upon completion of the home health nurse’s (who was
blinded to the assignment of the patient) admission assessment on day one of
the home health care episode, the patient’s current medication information
was faxed to the MTM intervention provider (HealthStat Rx). Following a
pre-MTM call by a pharmacy technician to verify medication information, the
intervention aligned with the core elements of MTM (American Pharmacists
Association 2008) and began with an initial telephone call to the patient and/
or caregiver from a trained pharmacist. During this telephone call, the phar-
macist completed a comprehensive medication therapy review to identify any
medication-related problems, constructed a written personal medication
record for the patient and providers, and developed a medication-related
action plan. The action plan served as a patient-centered document to assist
the patient and pharmacist in the resolution of identified medication-related
problems. The duration of the initial pharmacist telephone call with the
patient was approximately 30 minutes. The pharmacist also spent 15 minutes
reviewing patient information prior to the call and 15 minutes after the call to
complete documentation pertaining to the encounter. For all patients, pharma-
cists provided a follow-up telephone call on day seven to continue resolving
medication-related problems according to the medication action plan and to
identify any new medication-related problems. Additional telephone follow-
up was provided as needed during the first 30 days of the 60-day home health
care episode. The duration of each follow-up encounter was approximately
20 minutes.

Data Collection and Outcome Measures

All patients’ data were collected from two sources: (1) the HHA in-home nurs-
ing medical assessments via the Outcome and Assessment Information Set
(OASIS-C); and (2) theMTM provider documentation system. The OASIS-C
is a required standard set of nursing assessment items used by all Medicare-
certified home health agencies and utilized for most home health patients,
including all Medicare patients. For this study, OASIS-C data were used for
determining the primary outcome, for demographic information, and for risk
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adjustment. The risk adjustment used in this study is the risk of acute hospital-
ization as applied by CMS for risk adjustment of home health patients (Nuc-
cio, Richard, and Hittle 2011). The risk-adjusted models present outcomes for
home health agency quality reports, including those publicly reported on
HomeHealth Compare (Center forMedicare andMedicaid Services 2012a,b,c).
For acute care hospitalization (ACH), there are 99 risk factors from
OASIS-C data, which predict hospitalization in this population (R2 = 0.14,
C-stat = 0.74). Process-related data on patients in the intervention group,
including the number, type, and status of pharmacist-identified drug-related
problems, were collected from theMTMdocumentation system.

The primary outcome was patient-level, 60-day, all-cause hospitaliza-
tion. This outcome was chosen based on the requirement to report ACH rates
for home health agencies to CMS for quality ratings (Center for Medicare and
Medicaid Services 2012a,b,c). Secondary outcomes included 30-day all-cause
hospitalization and time to first all-cause hospitalization. Planned post-hoc
analyses included quartiles of patients based on their CMS risk score (Nuccio,
Richard, and Hittle 2011) and subgroups of patients admitted to home health
from a hospital setting as well as those with unplanned hospitalization at
60 days. Additional process-related data were collected about the provision of
the intervention, such as the timing of delivery of the MTM program and the
number and types of medication-related problems identified and resolved by
pharmacists.

Recruitment, Randomization, and Analyses

Patients were informed of the study by their home health nurse during the ini-
tial (day one) OASIS-C in-home assessment. Patients who opted in to the
study were randomized into usual care or MTM intervention at each care cen-
ter by a business manager using a randomization list generated by study inves-
tigators. Nurses were blinded to the patients’ potential assignment to prevent
bias during the nurses’ initial in-home assessment. All patients were followed
up for 60 days from the start of their home health care episode, defined as the
date of the OASIS-C initial assessment. The study was approved by the
Purdue University Institutional Review Board.

Sample size estimates were based on detecting a moderate effect size
(d = 0.2). Given that the historical data in this home health population showed
that the care centers demonstrated significant intracluster variation, the sample
size was computed using a low intracluster correlation coefficient. Using an esti-
mated 60-day hospitalization rate of 35 percent, the likelihood of detecting a
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statistically significant difference in events attributable to the intervention,
within 5 percent of the true population effect, is 90 percent, with a one-tailed 5
percent level of significance when there are 14 patients in the intervention
cohort (and 14 in the usual care cohort) at each of 40 randomly selected patient
care centers (n = 28 patients per site), for a total of 1,120 patients in the study.

A multivariate logistic regression model was fit using generalized esti-
mating equations (GEEs) to examine the probability of the 60-day all-cause
hospitalization, controlling for patient variables and clustering effects of care
center. Adjustment variables included the CMS risk score for hospitalization
(Nuccio, Richard, and Hittle 2011), patient age, total number of medications,
ability to use a telephone, and detection of medication-related problems dur-
ing the nurse’s initial in-home assessment. A similar GEE model was used to
examine the secondary outcome of 30-day all-cause hospitalization. Addition-
ally, a multivariate Cox proportional hazard model was fit to estimate the
effect of the intervention on time to first hospitalization.

RESULTS

A total of 961 patients from a targeted goal of 1,120 patients were randomized
(Figure 1). Enrollment was stopped prior to attainment of the sample size goal
due to operational and budgetary constraints. Twenty-three of the 40 care cen-
ters reached their enrollment goals. There were 59 patients in the intervention
group who could not be reached by telephone for the MTM call, resulting in
895 patients who were included in the analyses (n = 415 intervention and
n = 480 control, Figure 1). Of the cohort, 568 (64 percent) were admitted to
home health directly from an acute care hospital, while 327 (36 percent) were
admitted to home health from the community. There were no significant differ-
ences in the characteristics of patients at baseline between the intervention and
control groups (Table 1). In general, patients in this study were 73 (�13) years
old and taking 14 (�9) total medications, with 1.4 comorbid conditions.

Overall, the MTM intervention did not significantly reduce 60-day, all-
cause hospitalization compared to the usual care group (Adjusted OR: 1.26,
95 percent CI: 0.89–1.77, p = .19; Table 2). For patients in the quartile with
lowest risk (based on the CMS risk score of hospitalization), the MTM inter-
vention resulted in three times less hospitalizations at 60 days (Adjusted OR:
3.78, 95 percent CI: 1.35–10.57, p = .01).

Similarly, among all study patients, 30-day all-cause hospitalization was
not significantly different in the intervention group compared to the usual care
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group (Adjusted OR: 1.22, 95 percent CI: 0.84–1.78, p = .30; Table 2); while
the MTM group was six times less likely to be hospitalized among patients in
the quartile with the lowest risk (Adjusted OR: 6.82, 95 percent CI: 1.53–
30.42, p = .01).

For all patients, time to first hospitalization was not significantly different
in the MTM group than the usual care group (Adjusted HR: 0.80, 95 percent
CI: 0.60–1.06, p = .12, Figure 2), but for patients in the quartile with the low-
est risk, time to hospitalization was longer (Adjusted HR: 0.30, 95 percent CI:
0.11–0.81, p = .02, Figure 2).

The 60-day hospitalization rates for patients admitted to home health
from the hospital and from the community were not significantly different in
the MTM group compared to the usual care group (Hospital; Adjusted OR:
1.21, 95 percent CI: 0.81–1.81, p = .34: Community; Adjusted OR: 1.45, 95
percent CI: 0.79–2.68, p = .23).

No. Admissions Ineligible= 593

No. Admissions= 3,080

No. Assigned to Receive Intervention= 475
No. Received Intervention as Assigned= 416
No. Did Not Receive  Assigned Intervention= 59

No. unable to contact for MTM phone call= 59

No. Admissions Eligible= 2,487

No. Excluded= 1,526
No. Refused Participation=924
No. Missing/ Unknown=602

No. Randomized= 961

No. Assigned to Usual Care Control Group= 486

No. Lost to Follow-Up= 1 No. Lost to Follow-Up=6

No. Included in Analysis= 415
No. Excluded from Analysis=1 (No Available Outcome Data)

No. Included in Analysis= 480
No. Excluded from Analysis=6 (No Available Outcome Data)

Figure 1: FlowDiagram of Study Participants
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For the subgroup of all patients with unplanned hospitalization at
60 days, the MTM intervention was not effective compared to the control
group (Adjusted OR: 1.25, 95 percent CI: 0.88–1.76, p = .21).

In the intervention group, there were 892 total MTM phone calls with
all 415 patients receiving the initial call and 359 patients receiving the follow-
up call at day seven. The median time for the patient to receive the first MTM
phone call was three days (IQR 1–4 days; range 0–21 days) after their home
health admission. However, there were 59 patients who could not be reached
by telephone for the initial MTM encounter (excluded from analyses) and
another 15 patients who were not reached for the initial MTM encounter
before being admitted to hospital (included in the analyses). During the MTM
calls, 460 medication-related problems were identified by the pharmacists,

Table 1: Demographic Characteristics of the Intervention and Usual Care
Control Groups*

Intervention
(n = 415)

Usual
Care

(n = 480)

Age (years), mean � SD 73 � 13 73 � 13
Gender (female), no. (%) 241 (58) 296 (62)
Race, no. (%)
White 315 (76) 357 (74)
Black 89 (21) 108 (23)
Hispanic 9 (2) 10 (2)
Other 2 (1) 5 (1)

Admission source, no. (%)
Inpatient acute care 184 (44) 165 (34)
Rehabilitation/long-term care 97 (23) 125 (26)
Community 131 (32) 176 (37)
Other/unknown 3 (1) 14 (3)

Admission diagnosis: joint replacement
aftercare,
no. (%)

183 (44) 211 (44)

Admission diagnosis: Chronic disease
management, no. (%)

95 (23) 115 (24)

Total medications, mean � SD 14 � 11 13 � 8
Comorbid conditions
No. comorbidities,†mean � SD 1.4 � 1.1 1.4 � 1.0
Heart failure, no. (%) 54 (13) 61 (13)
Chronic obstructive pulmonary disease, no. (%) 75 (18) 77 (16)
Hypertension, no. (%) 91 (22) 102 (21)
Diabetes mellitus, no. (%) 72 (17) 84 (18)

*There are no significant differences in the demographic data.
†Calculated from the Elixhauser comorbidity index (Exilhauser, Steiner, andHarris 1998).
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Figure 2: All-Cause Sixty-Day Survivorship to Time of First Hospitalization
All Participants: Usual Care and Intervention (n = 895).a Participants in Risk
Quartile 1: Usual Care and Intervention (n = 232)b

Note. aAdjusted HR is 0.80, 95 percent CI: 0.60–1.06, p-value = .12. Adjusted for
risk of hospitalization based on the CMS risk score (Nuccio, Richard, and
Hittle 2011), total number of medications, age, ability to use phone, and detection
of medication-related problems during the nurses’ initial in-home assessment.
bAdjusted HR: 0.30, 95 percent CI: 0.11–0.81, p-value = 0.02. Adjusted for total
number of medications, age, ability to use phone, and detection of medication-
related problems during the nurses’ initial in-home assessment.
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with 24 percent (n = 109) requiring involvement of a physician to be resolved.
The medication-related problems included issues related to untreated condi-
tions, inappropriate drugs and/or dosages for a given condition, drug–drug
interactions, and medication adherence (Table 3). At the end of the study, 414
(90 percent of all) problems were resolved, while 22 (5 percent) of the prob-
lems were not resolved because the prescriber did not accept the pharmacists’
recommendations and the remaining 5 percent of unresolved problems were
related to patient factors. There was no difference in the number or type of
medication-related problems based on the patients’ risk quartile.

DISCUSSION

To our knowledge, this is the first published study examining the relationship
between anMTM intervention for Medicare patients newly admitted to home
health care. AsMedicare’s spending continues to grow at rates above inflation,
a wide net has been cast to identify strategies to reduce the likelihood of
patients being admitted and readmitted to the hospital (Center for Medicare
and Medicaid Services 2012a,b,c). The introduction of risk-based funding
models, such as Accountable Care Organizations (ACOs) and bundled pay-

Table 3: Medication-Related Problems Identified by Pharmacists in the
Intervention Group (n = 415)

Problem Classification Grouped by Drug-Related Needs Number Identified (%)

Total medication-related problems 460
Indication Needs additional therapy* 58 (13)

Unnecessary drug therapy† 32 (7)
Effectiveness Dosage too low‡ 15 (3)
Safety Adverse drug reaction§ 208 (45)

Dosage too high¶ 16 (3)
Dosage too low/high** 59 (13)

Adherence Noncompliance†† 72 (16)

*Untreated condition, synergistic therapy, preventative therapy.
†Nomedical indication, recreational drug, nondrug therapy, duplicate, treating avoidable adverse
reaction.
‡Ineffective, inappropriate frequency, duration, storage, administration.
§Adverse drug reaction, patient complaint/symptom, drug allergy alert, drug-drug interaction,
drug-food interaction, drug-age precaution, side effect.
¶Dose too high, frequency too short, duration too long.
**Excessive quantity, missing information clarification.
††Not available, cannot afford, cannot administer, forgets, does not understand, prefers not to
take.
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ment fee structures, has focused health care enterprises on finding cost-saving
interventions (Center for Medicare and Medicaid Services 2012a,b,c). Fur-
thermore, Medicare Part D has promulgated MTM as a covered benefit for
elderly patients at high risk for drug therapy problems, adverse drug events,
and hospitalization, despite limited evidence to demonstrate its effectiveness
in the entire Medicare-insured population (Smith and Clancy 2006).

This study provides evidence that this MTM intervention did not reduce
the likelihood of hospitalization in the overall sample of home health patients.
However, the study identified that the MTM intervention was effective at
reducing the probability of hospitalization in the lowest-risk home health
patients. That is, for home health patients who have the highest function and
least disability, the MTM intervention is effective at reducing the risk of hospi-
talization. Possibly, the effectiveness of the MTM intervention is limited to
those patients with the health care capacity to take and manage medications rel-
atively independently. This telephonic MTM program may have helped facili-
tate those patients’ ability to appropriately manage medication. In contrast, for
those patients who require more intensive assistance to take medication, this
telephonic MTM program may not be sufficient to overcome the needs of these
patients. Potentially a more robust, in-person or telehealth solution may be
needed to accommodate the advanced needs of these patients.

These findings can be compared with several recently published studies
evaluating MTM programs in somewhat similar patient populations. Among
ambulatory, Medicaid-eligible patients, who were generally younger but who
had more chronic disease than the patients in this study, a similar MTM inter-
vention did not significantly reduce hospitalizations (Zillich et al. 2012). Like-
wise, in an ambulatory Medicare population with chronic disease, a face-to-face
MTM intervention that was similar to the telephonic MTM intervention in the
current study found a trend toward fewer hospitalizations, although the study
was not powered to detect this outcome (Touchette et al. 2012). Our findings in
home health care demonstrate that widespread implementation of MTM for all
new home health patients may not be effective; but the intervention was effec-
tive at lowering hospitalizations for the lowest-risk patients.

For MTM interventions to be successful, policy and clinical decision
makers should consider several implementation issues. First, the home health
care service and the MTM service must be coordinated. In this study, sharing
of home health care medical records, MTM records, pharmacist recommenda-
tions from the medication-related action plan, and other clinical data from the
patients’ physicians were achieved through handwritten documents, mailed
materials, and facsimile. A better implementation approach would integrate
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medical and MTM information using a shared electronic medical record.
However, despite the challenges of sharing medical records in this study, a
majority of the medication-related problems identified by the pharmacists
were resolved, including most of those that required participation of the
patient’s physician. Nevertheless, the timeliness to resolve these medication-
related problems could likely be expedited through a shared electronic record.

Second, given that there is required reporting of 60-day ACH rates,
identification of eligible low-risk patients and subsequent provision of the ini-
tial MTM encounter must occur as soon as possible upon initiation of the
home health episode. In addition, the transitions of care process from the com-
munity and inpatient setting to home health creates the potential for medica-
tion-related problems to occur (Hume 2012). As a result, a system or process
to coordinate care by rapidly assessing patients’ risk, identifying eligible
patients for MTM, and providing timely MTM services would ensure success-
ful implementation. In the current study, the median time for patients to
receive the first MTM encounter was 3 days after their home health admission
whichmay have not been rapid enough for patients at higher risk levels. Oper-
ational challenges of the study related to site training and policies and proce-
dures slowed the time for recruitment and enrollment, increasing the time to
the initial MTM encounter. In a few cases (n = 15), patients were already
admitted to a hospital by the time the pharmacist reached the patient via tele-
phone for the initial MTM encounter.

Finally, the costs associatedwith providing theMTMservice in this study
werepaidby thehomehealthagency.Yetanydecrease inhospitalizationand the
associated cost-savings would be realized by third-party insurers. CMS and
otherpolicymakers should consider cost-sharing and risk-basedpaymentmod-
els forMTMservices in this setting,potentially throughthenewlycreatedACOs
and the bundled payment demonstration projects (Center for Medicare and
Medicaid Services 2012a,b,c). Future studies must be conducted to determine
the overall cost-effectiveness of thisMTMservice anddevelop businessmodels
to ensure successful implementation. Additionally, studies to determine the
casemixofpatientswhowouldbenefitmost fromMTMservicesareneeded.

The findings from this study should be considered with some limita-
tions. First, the study did not achieve its recruitment goals due to slower
than expected enrollment, combined with operational challenges at some
sites. Given the power calculation’s assumed effect size and intraclass corre-
lation were similar to levels observed in the study data, it is possible that
the study did not attain sufficient statistical power to detect effects for the
overall population. Home health nurses at each site delivered usual medical
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care, but they also were asked to recruit and enroll patients who could opt
out of the study. We believe our enrollment procedures balanced the ethical
need to inform patients about the study with the pragmatic need to deliver
home health care services and evaluate a new program. This process repre-
sents the “real-world” challenges that would be encountered during imple-
mentation of this program, but the findings are limited to those patients
who could be contacted for the MTM intervention.

The results demonstrated that low-risk, newly admitted, Medicare home
health care patients who received MTMwere three times less likely to be hos-
pitalized within 60 days. In our study, we applied the CMS risk score for each
patient based on patients’ OASIS-C data to determine their baseline risk of
hospitalization. While applied by CMS, the CMS risk score is not based on
our study population and our study outcome; therefore, it may not be the most
accurate risk adjustment. Nevertheless, the CMS risk stratification algorithm
is used to risk adjust ACH rates presented in home health agency quality
reports, including those publicly reported using OASIS-C data for all Medi-
care patients.

CONCLUSION

This MTM intervention may not be effective for all home health patients;
however, for those patients with the lowest-risk profile, the MTM intervention
prevented patients from being hospitalized at 60 days.
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