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Welcome to the Flip the Pharmacy 
Change Package

Pharmacy practice transformation requires big changes. This Change Package is your guide for 
practice transformation. This Change Package is designed to offer you a stepwise approach to 
help you transform 3 key areas of your pharmacy: 

1.	 Your	Workflow

2. Your Patient Care Processes 

3. How you lead your Business 

The Change Package will provide you focused practice transformation activities to develop each 
of the 6 Domains. 

 

Each month, the Change Package	will	prescribe	specific	steps	to	help	your	team	implement	
workflow	innovations	designed	to	assist	your	pharmacy	with	implementing	patient	care	processes.

Here’s how to make it work:

n Each month:
● Review and lead team through the Change Package
● Keep your entire team engaged in the Domain focus of the month 

● Complete your Change Package monthly requirements, if you are part of the  
Flip the Pharmacy cohort

n As needed: 
● Check in with your coach for near-real time feedback, if you are part of the  

Flip the Pharmacy cohort 
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Domain 6: Developing the Business Model and Expressing Value — What is the 
return on investment to the pharmacy for moving towards longitudinal, patient 
level health care services delivery.
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Domain 6: Developing the Business 
Model and Expressing Value 

Progression 1: Hypertension Focus

One of the goals of Domain 6 is to help you better understand how community-based pharmacy 
fits in to measures that impact prescribers. Knowing this information will help you accomplish the 
ultimate goal of this Domain, which is to better understand your patient data within the pharmacy 
in a way that you may not have thought about before. In turn, the data and additional materials 
within the change package will help prescribers understand your value as you do so much more 
for patients that only dispensing their medications. 

� Continue These Workflow Innovations from Previous Months
1.  Keep checking blood pressures for your antihypertensive patients. Grow the number of 

patients on antihypertensives for whom you have checked their blood pressure. Do this 
by training your staff to look for a documented blood pressure each time they fill an 
antihypertensive medication. 

2.  Continue to add patients to your med sync program if they take multiple chronic 
medications, with a focus on getting as many patients taking antihypertensive medications 
into your sync program as possible.  

3.  Continue to document or update eCare Plans for patients you are following. 

� Start These New Workflow Innovations this Month
1.  Begin looking at data to show how your pharmacy is doing with regard to adherence and 

blood pressure control among your patients taking antihypertensives

2.  Prepare for a follow up visit with the prescriber/practice with whom you met last month

3.  Educate your staff on how to respond to prescriptions for enhanced pharmacy services 
and/or requests for adherence reports
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This Month’s Deliverables   

Education Check List
r Understand the importance of HEDIS, CMS Star Measures for Adherence, and the role of 

the Hypertension Management and Education Service Set Standard. 

r Review the talking points for sharing the value that your community-based pharmacy 
brings to your mutual patients with a prescriber.

Workflow Innovation Goals/Check List

r If you have not done so yet, complete one prescriber-pharmacy introduction 

r Know your data 

n Create a global Flip the Pharmacy Performance Dashboard for your pharmacy  

(see page 8)

n Create a Prescriber Visit Data – Mutual Patient sheet for your mutually shared patients 

with hypertension (see page 10)

r Present the data from the Prescriber Visit Data – Mutual Patient sheet and share the value 

that you can provide.

r Refine your eCare Plan strategy and Document at least             eCare Plans

n Identify Medication Related Problems (MRPs) and Interventions that you want to focus 

on during March

n Utilize your learnings from the past        months
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How is Hypertension Care Measured?   
Clinical Outcomes – HEDIS 
HEDIS (pronounced ‘hee-dis’) is the acronym for the Heathcare Effectiveness Data and Information Set. 
HEDIS is a widely used set of 90+ healthcare performance measures that are used to report various 
aspects of healthcare quality for 191 million Americans. 

HEDIS measures are commonly used to assess both the performance of health plans and providers 
within the plan’s network. HEDIS measures are wide-ranging – they assess everything from effectiveness 
of care, to access to care, to utilization. More detailed information about HEDIS measures can be found 
at https://www.ncqa.org/hedis/measures/. 

Within the HEDIS measure set are measures related to blood pressure control. The Controlling High 
Blood Pressure measure assesses adults 18–85 years of age who had a diagnosis of hypertension 
and whose blood pressure was adequately controlled (<140/90 mm Hg). For the most recent year of 
national data available (2018), less than 2/3 of patients within commercial and Medicaid populations 
have their blood pressure controlled, and for Medicare, it is just over 2/3. That leaves a lot of opportunity 
to improve hypertension management among adults in the United States, regardless of insurance 
coverage. Blood pressure control is also included within the HEDIS Comprehensive Diabetes Care 
measure set. 

Primary care providers in particular are very likely to have their performance measured (and perhaps 
even	financially	rewarded	or	penalized	using	value	based	payment	programs)	using	HEDIS	blood	
pressure measures, and this is true across their insured patient population, regardless of whether the 
coverage is through Medicare, Medicaid, or commercial plans. As a result, providers and/or practice 
managers are probably very familiar with how their practice is performing on these and other HEDIS 
measures, or they have the data close at hand. If you are able to demonstrate how your pharmacy could 
help the practice with blood pressure management, particularly for monitoring and improving control 
within their patients who are currently non-controlled, you would likely catch the provider or practice’s 
attention and create an ideal opportunity to prove your value. 

Medication Adherence – CMS Star Measures
Chances are, you are already familiar with the CMS Star Measures that are focused on 
medication adherence. In case you are not, here is a quick primer. 

All Medicare plans (be it Medicare Advantage, Prescription Drug Plans (PDPs), or a combination) 
are measured and rated on their ability to perform well on a set of measures called Star measures. 
The number of Star measures that apply to them depend on the type of plan(s) they offer within the 
Medicare space. 

The HEDIS hypertension measure described above is included as a Star measure in the 2020 plan year, 
but only for non-PDP Medicare plans. 

Also within the Star measures is an adherence measure focused on achieving at least an 80%  
proportion of days covered for RASA antihypertensive agents. This measure was originally  
developed by the Pharmacy Quality Alliance and is relevant for all Medicare plans for the 2020 year.  

https://www.ncqa.org/hedis/measures/
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Some additional information about how the measure is calculated is listed below. Importantly, this 
Medication Adherence for Hypertension measure is triple-weighted within the Star measures, meaning
that plans focus a disproportionate share of interest and effort on this (and other) triple-weighted 
measures	because	of	both	the	quality	and	financial	impact	that	they	have	on	the	plan	if	performance	is	
poor. 

Description  Percent of plan members with a prescription for a blood pressure medication 
who	fill	their	prescription	often	enough	to	cover	80%	or	more	of	the	time	they	are	
supposed to be taking the medication. One of the most important ways people 
with high blood pressure can manage their health is by taking medication as 
directed. The plan, the doctor, and the member can work together to do this. 
(Blood pressure medication means an ACE (angiotensin converting enzyme) 
inhibitor, an ARB (angiotensin receptor blocker), or a direct renin inhibitor drug.

Numerator	 Number	of	member-years	of	enrolled	beneficiaries	18	years	and	older	with	a	
proportion of days covered (PDC) at 80% or higher for RAS antagonist medications 
during the measurement period.

Denominator		Number	of	member-years	of	enrolled	beneficiaries	18	years	and	older	with	at	
least	2	blood	pressure	medications	fills	on	unique	dates	of	service	during	the	
measurement period.

Which Measures Affect Physician Practices?
For	primary	care	physician	practices	that	care	for	Medicare	beneficiaries,	they	are	likely	being	held	
accountable for their performance on at least one if not both the HEDIS hypertension measure and the 
Medication Adherence for Hypertension measure. Depending on the type of Medicare model they 
participate	in,	there	is	a	strong	chance	that	the	practice	is	financially	incentivized	to	achieve	strong	
results	on	these	and	other	quality	measures	used	by	CMS.	Pharmacies	with	a	patient	care	workflow	in	
place for hypertension patients, like the one developed during Flip the Pharmacy progression 1, are in 
a good position to be able to demonstrate their ability to be capable and trustworthy collaborators to 
physician practices. 

CPESN® USA Hypertension Management and Education 
Service Set Standard
If you have been following along with the Progression 1 Change Packages focused on Hypertension 
and implemented the associated learnings within your pharmacy, CONGRATULATIONS! You have met 
the minimum requirements for the Hypertension Management and Education Service Set Standard. 
The FtP Coordinating Center recommends going to your CPESN Pharmacy collaboration site profile 
and selecting that you offer the service set standard by clicking the check box. By continuing to offer 
the services that you have begun with hypertension, you will continue to make a major impact on your 
patients’ lives and the quality of care that you offer your patients. 

https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_4bed877604514efba3034e82f2410cb9.pdf
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Flip the Pharmacy Performance Dashboard 
n Performance dashboards are designed to keep score of performance  

measures	that	reflect	quality	and	help	drive	your	profitability.		

n A performance dashboard was created with support by a PA Department of Health and  
PA Pharmacists Association grant, and shared with all 40  FtP PA pharmacies at the 
PA Pharmacists Association mid-year meeting (see sample of the new FtP Performance 
Dashboard below).

● In case you’re interested in ordering a whiteboard of this scoreboard for your pharmacy, 
the customized whiteboards were ordered from https://mywhiteboards.com and they 
were 36” wide x 24” tall. This may be a great way to keep track of your pharmacy’s goals 
in place of printing multiple PDF versions to update overtime.

n We encourage you to have a dashboard in a location so it is visible to pharmacy staff.  
The goal is to get all staff on board with knowing and owning the goals!

TIP  � The first month you use this tool, determine the actual numbers 
at baseline and share with your FtP Coach to goal set for the following 
month.      

n FtP Coaches are here to help! Reach out to your coach and share progress each month.  
You can incorporate this performance dashboard into your monthly coach visits for ideas  
and feedback.  

Workflow Innovation:  
Preparing for the Practice Visit   

https://mywhiteboards.com
https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_e24f683378224aae8cafaf86be206de7.pdf
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Identify 1+  prescriber(s) for whom you would like to do an 
office visit this month to discuss how your pharmacy can assist 

with blood pressure monitoring and management

Use your pharmacy management system to determine the 
mutual patients that you and the prescriber(s) share 

Within those mutual patients, determine the number on 
antihypertensive medications 

What number and 
percent of the patients on 
antihypertensives are in 

your med sync program?  

What number and percent of the 
patients on antihypertensives 
have had their BP checked by 

your pharmacy staff?  

What number and 
percent of these 

patients are adherent 
at least to the level of 
0.8 proportion of days 

covered (PDC)?  

What number and 
percent of these patients 

are NOT adherent at 
least to the level of 

0.8 proportion of days 
covered (PDC)?  

What number 
and percent 

of these 
patients have 

CONTROLLED 
Blood Pressure?  

What number  
and percent 

of these 
patients have 

UNCONTROLLED 
blood pressure?  

What number and 
percent of the patients on 
antihypertensives are NOT 
in your med sync program?  

Patients in the 
orange squares 

represent 
opportunities 

to improve 
care delivery 

within your own 
pharmacy

NOTE

Know Your Data Before the Practice Visit 
Before you approach your local prescribers with whom you share a lot of common patients about 
how	you	can	work	together,	it	is	best	to	make	sure	you	know	your	own	data	–	and	specifically	how	
your pharmacy is performing on all measures related to blood pressure care, since that is your 
current focus.  

Prescriber Visit Data – Mutual Patients Template 
Once you gather your data utilizing the above chart, and if you’re comfortable with the data, 
complete the Prescriber Visit Data – Mutual Patients template by clicking button below. The 
document	is	editable	so	that	you	can	type	in	your	findings.

TIP  � You can also use this template within your pharmacy as a score board 
to keep track of your growth and for your improvement. 

A sample of a completed sheet can be seen on the next page.

https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_c9a1b0914a814e889008c87bf64a79bf.pdf
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PRESCRIBER VISIT DATA – MUTUAL PATIENTS

Number of mutual patients we share: 105
Number of mutual patients in med sync:  75
Number of mutual patients with medications for hypertension: 68

Number of patients on 
our pharmacy’s med 
sync process to improve 
adherence:

Percent of patients on 
our pharmacy’s med sync 
process with a *Proportion 
of Days Covered > 0.8:

Pharmacy Point of Contact:

*Medication adherence as measured by CMS Star measures

MEDICATION ADHERENCE

Hillcrest Pharmacy

BLOOD PRESSURE CONTROL

Number of patients 
with blood pressure 
taken at the pharmacy 
in past 3 months:

Percent of patients with 
controlled blood pressure, 
based upon most recent 
measurement:

We are participating in a national program called Flip the Pharmacy, where the goal is to transform our 
services	and	workflow	to	focus	on	the	broader	needs	of	patient	care,	rather	than	prescription	processing	
alone. Over the past 6 months, we made a number of improvements related to medication adherence, 
monitoring, and patient education for hypertension. Below are some data points that describe how our 
pharmacy is working to improve care for our mutual patients with hypertension.    

& &

52 45

98% 76%

Jill Jones
jjones@hillcrestpharmacy.com
(919) 555-5555
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Visit the Prescriber’s Office 
To prepare for your practice visit, we recommend that you compile a few key materials to take along with 
you. Below are the materials and a description of how each can be useful during your discussion with 
the practice. 

n Hypertension Management and Education Service Set Standard (see page 7)    

n Personalized Enhanced Services Prescription (see bottom of page for link)   

n Your pharmacy’s data (if applicable) (see page 9)  

n Examples of Adherence Report Card (optional) (see page 12)   

Consider the following for use on your practice visit: 

TALKING POINTS   
n Most	pharmacies	are	focused	on	filling	prescriptions.	Part	of	the	reason	for	our	visit	today	is	to	

make sure you know that our pharmacy goes beyond prescriptions – we are part of a network of 
pharmacies that we describe as an accountable pharmacy organization. Similar to a physician 
ACO, we provide services and care that is focused on improving a patient’s health outcomes. 

n In order to assure quality and consistency of care delivery across our network’s pharmacies, 
we have documents called service sets that guide implementation, akin to a care pathway a 
physician might use. 

● Share the Hypertension Management and Education Service Set Standard 

n In addition to the service sets, for the last 6 months, we’ve been participating in a national 
initiative	called	Flip	the	Pharmacy	where	the	goal	is	to	transform	pharmacy	workflow	from	one	
focused on prescription processing to one focused on patient care. We started this program with 
a focus on hypertension. 

n We wanted to take a look at how we are doing managing our patients who take antihypertensive 
medications, and how these new services might allow us to assist your practice. [Explain the 
mutual patients that you share, and highlight the data showing how med sync helps to maintain 
high levels of medication adherence. Then show how your recent initiation of blood pressure 
monitoring has slowly started to incorporate patients at the practice.]

● Share your Prescriber Visit Data – Mutual Patients  

n We’d like to incorporate more of our mutual patients with hypertension into our blood pressure 
monitoring program, and even consider doing this for other patients of yours that are not 
currently using our pharmacy. This is an enhanced services prescription pad that you can use to 
communicate the need for pharmacy services to us. It can be used for existing patients that we 
share,	or	for	new	patients	who	are	willing	to	fill	their	prescriptions	at	our	pharmacy	in	addition	to	
having us monitor their blood pressure and provide education about optimal self-management. 

● Share the Enhanced Services Prescription Pad 

TIP  � Inform the prescriber’s practice that they can have the patient bring it to the 
pharmacy, or it may be better for the practice to fax it to the pharmacy so that pharmacy 
staff will not have to depend on the patient to bring it to the pharmacy.  

https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_6dd922b7a3684e1c842ebdbf478cd9c9.pdf
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n OPTIONAL: Some of our network’s pharmacies have started producing these adherence report 
cards and providing them to the patient’s primary care physician, and the feedback they have 
gotten	is	that	physicians	find	this	adherence	data	very	helpful,	because	it	is	not	otherwise	readily	
available to them. Is this something that would be useful to you? If so, how can we coordinate the 
timing of the information relative to the patient’s appointment with you? 

● Share adherence report cards for 1-2 of your mutual patients  

TIP  � If you feel that your hypertension specific data is not as valuable as it should be, 
continue working toward improvement prior to the prescriber visit. If at the time of the 
practice visit, your hypertension specific data is not up to your standards, continue on 
with your meeting. Discussing the Hypertension Management and Education Service Set 
Standard, the Enhanced Services Prescription, the Adherence Report Cards, and Blood 
Pressure Logs are helpful to show the value that you provide as a community-based 
pharmacy.

QUESTIONS FOR THE PRACTICE   
n If we were going to share blood pressure values with your practice, what is the best way for us to 

share them with you?  

n If our blood pressure monitoring shows that a patient’s medication dose or regimen might need 
to be changed, what is the best way for us to send that to you?  

n How is your practice currently doing with the hypertension performance measures? Is there a way 
our pharmacy could help using the services I’ve described?  

Workflow Considerations  
From Subject Matter Experts 
Tripp Logan, Deborah Bowers and Randy McDonough shared responses to 
a couple questions that may be helpful about how they’ve implemented a 
hypertension monitoring service within their pharmacies. 

If you missed it during last month’s change package, click the button 
to access a document with Jeff Olson’s Practical-Clinical Process for 
hypertension. This is a Blood Pressure Measurement tool helps you to 
follow a process for monitoring a patient’s blood pressure management.

https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_189b86b808b84cfaab4707a279941ff5.pdf
https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_116cdb6d46ae41a0b516acf82d0131c2.pdf
https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_e3339c9b0fc444f0bc3d2a08081a40e3.pdf
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Strategies for eCare Plan Documentation 

There are 2 strategies outlined below for eCare Plan Documentation 

n Track 1: For pharmacies that have been unable to meet the 25 eCare Plans per month

n Track 2: For pharmacies that have met or exceeded the 25 eCare Plans per month. Also, don’t 
forget about Track 1 – there’s opportunity within your pharmacy to excel.

IDEA  � Submit 25 eCare Plans for Track 2 and try to submit more eCare Plans for Track 1 

TRACK ONE:  Beginner Level 
STEP ONE: Identify a single prescriber and/or patients with anti-hypertensive medications (think 
Domain 1 – Leveraging the Appointment-based Model), determine which patients are in med sync vs 
not in med sync

STEP TWO: Patients who are not in med sync, target patients with at least 3 or more chronic 
medications.

STEP THREE: Discuss with and enroll patients in med sync 

TIP  � Have a champion in the pharmacy to lead this initiative. 

STEP FOUR: For each patient who is enrolled into med sync, document an eCare Plan

n Use the Patient Encounter Documentation Form to document 
a patient needing an eCare Plan. Select the most appropriate 
Medication-Related Problem (MRP) 

● Place these at the appropriate workstations to be completed 
at the time of med sync enrollment or during the day. 

n Items to document for each patient:

● Medication-Related Problem(s)

n Noncompliance with medication regimen: document this as the MRP if patients are 
noncompliant/nonadherent to their medications 

n Polypharmacy: document this as the MRP if patients are compliant/adherent to their 
medications,	but	just	take	multiple	medications	and	could	benefit	from	med	sync

● Intervention

n Synchronization of repeat medications

n NOTE: If you have patients enrolled into med sync who have not received an eCare Plan yet, 
document polypharmacy as the MRP and the intervention as synchronization

UPDATE: eCare Plans need to be submitted no later than the 5th day of the next month to 
be included in your monthly report. (e.g., any eCare Plan that you want counted to your goal 
for February, must have an encounter date for February and submitted no later than March 5)

https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_76f92c82efad467dab47716e5e22fe73.pdf
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TRACK TWO:  Intermediate-Advanced Level 

STEP ONE: Identify a single prescriber or continue with the prescriber that you previously 
identified.	Additionally,	identify	patients	irregardless	of	med	sync	status,	who	have	anti-
hypertensive medication(s) 

STEP TWO: Create your Pharmacy’s Personalized  
Patient Encounter Documentation Form by utilizing the  
SNOMED CT Descriptions Document

n These are commonly used MRPs and Interventions that community-based pharmacies use, 
even though the list is not comprehensive

n Each white or gray highlighted section correlates with a likely MRP or Intervention  

n Pharmacy Champions should work with their team members to determine what are some 
of the top MRPs and/or interventions that the pharmacy provides and which ones they 
would like to focus on during the month of March

TIP  � Start with MRP or interventions as the “anchor.” From there, determine which 
associated MRP or intervention is most likely.  

n You can also just complete one or the other and print a copy of the SNOMED CT 
Descriptions Guide and have it readily available by pharmacy team members who 
are responsible 

TIP  � Start with MRP or interventions as the “anchor.” From there, determine which 
associated MRP or intervention is most likely.  

STEP THREE: Continue documenting eCare Plans for patients

TIP  � Have a champion in the pharmacy to lead this initiative 

Medication Related Problem Medication Related Intervention

Noncompliance with medication regimen (finding) Medication change to generic
 Medication therapy changed
Detailed Reasons for Noncompliance: Medication dosage form changed
     Uses less medication than prescribed Medication education
 Synchronization of repeat medication
     Patient unable to obtain medication Assessment of barriers to adherence
 Monitoring adherence to medication regimen
     Patient refuses to take medication Assessment of adherence to medication regimen
 Medication regimen compliance education
     Patient misunderstood treatment instructions Renewal of prescription
 Drug therapy discontinued
     Patient does not understand why taking all medication Discussed with doctor      
 Discussed with patient
Polypharmacy Synchronization of repeat medication
 Education about medication regimen adherence
Patient forgets to take medication Synchronization of repeat medication
 Education about medication regimen adherence
Cost effective medication alternatives available Medication change to generic
 Medication therapy changed
 Drug therapy discontinued
 Recommendation to discontinue medication
Adverse medication interaction with medication Medication therapy changed
 Medication dose changed
Adverse medication interaction with drug Drug therapy discontinued
 Recommendation to change medication
 Medication education
 Medication interaction education
 Discussed with doctor      
 Discussed with patient
Medication Overuse Medication Education
 Discussed with doctor      
Patient unable to obtain medication  Insurance authorization
   [e.g., prior auth needed or patient needs refills] Discussed with doctor      
Drug allergy Discussed with doctor      
 Discussed with patient
 Recommendation to change medication
Medication therapy unnecessary Drug therapy discontinued
 Recommendation to discontinue medication
 Recommendation to change medication
 Discussed with doctor      
 Discussed with patient

eCare Plan Documentation Guide for Commonly  
Used Medication Related Problems and Interventions:  
SNOMED CT Descriptions 

 

Patient Encounter Documentation Form

Patient Name: Medication(s): 
 
DOB:     

Medication Related Problem(s)   (circle selection) Intervention(s)   (circle selection) 
Date Identified:____________ Date Resolved:_____________

 
 

 
 

 
 

 
 

 
 

Blood Pressure Measurement (Date: ________________) _______________ mmHg

How reported (circle one; internal use):                                         Pharmacy-Reported                 Patient-Reported   

Patient Encounter Documentation Form 

 

Patient Encounter Documentation Form

Patient Name: Medication(s): 
 
DOB:     

Medication Related Problem(s)   (circle selection) Intervention(s)   (circle selection) 
Date Identified:____________ Date Resolved:_____________

 
 

 
 

 
 

 
 

 
 

Blood Pressure Measurement (Date: ________________) _______________ mmHg

How reported (circle one; internal use):                                         Pharmacy-Reported                 Patient-Reported   

https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_02b205f079fe4226a97851f4af4d1547.pdf
https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_a4917b1309e040869bae33ed26402df7.pdf
https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_03bebc1cbf8b43049a84704e9d9cf756.pdf
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CASE INSTRUCTIONS: Let’s Practice!

Patient Case Materials 
Step 1: Review the Persona and Sample Case

n This is now Month 6 that we have been following French Fry (FF). As you read through the 
documents, note the History of Present Illness in the Persona.

n The Sample Case is left open-ended so that pharmacy staff members can complete the 
case based on what they would do for FF utilizing their clinical expertise and eCare Plan 
documentation skills. This is building upon the past 5 months of learnings and applying  
it to FF.

Step 2: Complete the Sample Case and Document the Encounter for French Fry
Please document the sample patient case before moving on to documenting real patients
n After you have determined the medication-related problems and interventions for  

French Fry, document within your platform for eCare Plans. Consider adding the  
Vital Signs, Care Coordination Notes and Goals.

n Intervention (12/16/19): Blood Pressure Taking (SNOMED CT: 46973005 ) – (Status: COMPLETE) 

n MRP (1/10/20): On examination – blood pressure reading raised (SNOMED CT: 163027005) – (Status: COMPLETE)

n MRP (2/6/20): Medication not effective (SNOMED CT: 435501000124106) – (Status: COMPLETE) 

 MRP Note: Amlodipine 5 mg one time daily is not effective dose for FF

n Interventions (2/6/20): Medication dose increased (SNOMED CT: 432761000124108) – (Status: COMPLETE)

 Intervention Note: Based upon FF’s current medication therapy regimen and guidelines, recommendation is 

increase Amlodipine 5 mg one time daily to Amlodipine 10 mg one time daily

n MRP (mm/dd/yyyy):_________________________________________________________________________

n Interventions (mm/dd/yyyy):__________________________________________________________________

Vital Sign(s):

n Blood Pressure (3/3/20; patient-reported): 132/78 mmHg 

n Blood Pressure (2/6/20; pharmacy-reported): 158/88 mmHg 

n Blood Pressure (2/6/20; patient-reported average): 162/92 mmHg 

n Blood Pressure (1/10/20): 144/90 mmHg

n Blood Pressure (12/16/19): 128/84 mmHg 

Care Coordination Notes:

n (mm/dd/yyyy):______________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

n 2/6/20: Sent the recommendation to Dr. Wellness on 2/6/20 to increase amlodipine 5 mg to amlodipine 10 mg. 

New prescription received and filled on 2/10/20.

Goals (Free-Text): 

1. Goal Note (10/16/19): Set a reminder alarm on cell phone to take medications every day – (Status: COMPLETE)

2. Goal Note (11/11/19): Monitor BP at least 3 different times/week and record on provided paper. Overall goal 

is for readings to be <130/<90 mmHg – (Status: COMPLETE)

3. Goal Note (1/10/20): Over the next week, check blood pressure one time in the morning and one time in the 

evening. Document blood pressure and provide the updates to the pharmacy – (Status: COMPLETE)

4. Goal Note (2/6/20): Continue to monitor BP upon dose change. Document BP readings within BP Log. 

Maintain dietary changes and morning walks – (Status: COMPLETE) 

5. Goal Note (mm/dd/yyyy):_________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Sample Care Plan Case 
Encounter Reason (mm/dd/yyyy):_______________________________________________________________ 

Encounter Reason (2/6/20): Hypertension medication review (SNOMED CT: 473225006)
Encounter Reason (1/10/20): Medication monitoringEncounter Reason (12/16/19): Taking patient vital signsPatient Demographics:

Patient First Name: French Patient Last Name: Fry 
Patient DOB: 1/13/79

Address: 241 Cheeseburger Hwy City: Pickle Junction State: OH Zip: 00000 Phone: 919-555-5555
Allergies: Penicillin

Prescriber Information:
Name: Coach Wellness, MD Address: 222 Healthy Shores Ln, Pickle Junction, OH 00000

Phone: 999-999-9999 
NPI Number: 1234567890Active Medication List: 

Medication Name 
Directions 

Prescriber

Lisinopril/HCTZ 20/12.5 mg 
2 tablets every morning 

Coach Wellness, MD

Amlodipine 10 mg 
1 tablet every morning 

Coach Wellness, MD

Potassium Chloride 20 mEQ 
2 tablets every morning 

Coach Wellness, MD

Calcium 500 mg/Magnesium 500 mg/ Potassium 99 mg Combined Supplement  1 tablet every morning 
SelfMedication Related Problems (MRPs) and Interventions:n MRP (10/15/19): Noncompliance with medication regimen (SNOMED CT: 129834002) – (Status: COMPLETE)

 MRP Note: Patient is about 15 days late filling lisinopril/hctz 20/12.5 mg. Amlodipine and potassium are filled 

on different days. FF doesn’t seem to be consistent with timing and frequency of refills.
n Intervention (10/15/19): Medication synchronization/synchronization of repeat medication  

(SNOMED CT: 415693003) – (Status: COMPLETE) Intervention Note: FF is being enrolled into our sync program and we will be aligning his medication fills on 

the same day each month with follow-up calls at least 5 days prior to next refills.
n MRP (11/11/19): Deficient knowledge of disease process (SNOMED CT: 129864005 ) – (Status: COMPLETE)

 MRP Note: FF states that he does not know what his blood pressure (BP) goal is, and FF has not been 

monitoring his BP at home because he does not have a device.n Intervention (11/11/19): Recommendation to monitor physiologic parameters (SNOMED CT: 432371000124100)  

(Status: COMPLETE)
 Intervention Note: FF likes the idea of self-monitoring his blood pressure at home after further discussion and 

education. FF states he wants to purchase a blood pressure monitoring device and wants it delivered with his 

medications. The pharmacist asked if he would be willing to come into the pharmacy to get his blood pressure 

checked, but he says he doesn’t have time this month. FF states that he will come into the pharmacy next 

month to get his blood pressure measured when he picks up his December medication fills and bring in his 

blood pressure log from November.

March 2020

DATE OF BIRTH: January 13, 1979 

RACE: White

GENDER: Male

OCCUPATION: College Professor

ADDRESS: 241 Cheeseburger Hwy, Pickle Junction, OH 00000

PROBLEM LIST: Hypertension. Overweight (calculated BMI = 29.2)

HISTORY OF PRESENT ILLNESS 

FF was diagnosed approximately one year ago 

with essential hypertension following complaints of 

headaches that persisted for several days. During 

your follow-up call with FF, he informs you that he 

is having trouble with increase swelling in his lower 

legs. The swelling in his ankles and feet make him 

uncomfortable and he has not been able to walk/

exercise in the past couple of weeks. He informs 

you that the swelling started within a week that he 

increased his amlodipine from 5 to 10 mg QD.

PAST MEDICAL HISTORY

Right ankle—torn ligaments—multiple episodes,  

Left knee—torn meniscus X 3, hypokalemic

ACTIVE MEDICATIONS

Amlodipine 10 mg every morning, Lisinopril/HCTZ 

20/12.5—2 tablets every morning, Potassium Chloride 

20 mEQ—2 tablets every morning, Calcium 500 mg/

Magnesium 500 mg/Potassium 99 mg Combined 

Supplement—1 tablet every morning

Prescriber: Coach Wellness, MD

FILL HISTORY

All medications were synchronized and filled on 

the same day for a 30 day supply with a start day of 

10/15/19. Even though previously nonadherent,  

FF continues to be adherent. Amlopidine 5 mg 

changed to amlodipine 10 mg on 2/10/20.

ALLERGIES

n Penicillin

SOCIAL HISTORY

FF works as a college professor. He has never smoked 

and, on average, has 2 alcoholic drinks/week. FF has 

continued to eat healthier. He has not been walking 

due to swelling in ankles and feet. Weight remains at  

192 lbs as of 3/6/20. 

VITAL SIGNS AND LABS

n Vital signs:  

Patient Reported BP (3/1/20): 134/80 mmHg; 

(3/2/20): 134/82 mmHg; (3/3/20): 132/78 mmHg 

Pharmacy-Reported BP (2/6/20): 158/88 mmHg

 Patient-Reported BP (2/6/20): 162/92 mmHg 

(average reading for a week)

 Provider-Reported BP (1/10/20): 144/90 mmHg

 Pharmacy-Reported BP (12/16/19): 128/84 mmHg

n Renal: Blood work was completed, but not 

requested so unaware of lab results

n Basic metabolic panel: Completed (pharmacist 

unaware of results)

MEDICATION RELATED PROBLEM(S) 

Based on FF’s HPI, does FF have a medication-related 

problem? If so, what is it? 

INTERVENTION(S) AND EDUCATION 

(RECOMMENDATIONS) 

If FF does have a medication-related problem, 

document your clinical recommendation(s)/education 

to help FF optimize his medications. 

CARE COORDINATION NOTES

Document any care coordination notes that you 

communicated with Dr. Wellness’s office.

GOALS
Has FF’s goals for his therapy changed? If so, what are 

his goals now?

MONITORING PLAN AND FOLLOW-UP

What is your follow-up and ongoing monitoring plan 

for FF?

PERSONA #1.6

French Fry
Establishing the Pharmacist’s Value with Ongoing Medication Management Services 

https://162fba55-f60b-49ce-ac53-d43a5ce442ab.usrfiles.com/ugd/162fba_eb881cc0e71e4a9389fe9d95bf427b9b.pdf
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