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Good afternoon Chairman Catania and distinguished members of the committee.  My name is Sharon Baskerville and I am Chief Executive Officer for the DC Primary Care Association (DCPCA).  The mission of DCPCA is to facilitate the development and sustainability of an effective, integrated health care system in the District of Columbia that guarantees access to primary health care and eliminates disparities in health outcomes. DCPCA represents safety net primary care providers and other key stakeholders who are committed to our mission of creating a community-based and primary care-focused system that guarantees DC residents the right care, in the right place, and at the right time. I am here today to testify on B19-0657, the Collaborative Care Expansion Act of 2012, and how through action and innovation we might achieve health equity in the District.

DCPCA and its member providers cannot support B19-0657, as we have several concerns to share with you. The Committee on Health may be setting a precedent here by trying to empower pharmacists with a larger role in chronic disease management and direct care delivery without much dialogue with community stakeholders or careful planning. This is the 2nd piece of legislation in a year that seeks to support the role of pharmacists in care delivery. Back in February of last year, the DC Council Committee on Health introduced legislation B19-0115, the Pharmacy Access Amendment Act of 2011 which would allow pharmacists to furnish hormonal birth control without a prescription, when certified to do so by the Board of Pharmacy. DCPCA has serious concerns that pharmacies are trying to take leadership in a line of business that is not their area of expertise: health care. Pharmacists are not trained to provide clinical care and chronic disease management; they are primarily trained to understand the biochemical mechanisms of action of drugs, drug uses and therapeutic roles.

Community health centers, in their efforts to become meaningful users of health information technology and recognized as patient centered medical homes are actively integrating medication management activities to optimize patient outcomes. Through their electronic health records, physicians will have complete medication lists, have the ability to e-prescribe, and have tools to do additional patient education and medication reconciliation. Comprehensive medication management is the standard of care that ensures each patient’s medications are individually assessed to determine that each medication is: appropriate for the patient, effective for the medical condition, safe given the co-morbidities and other medications being taken, and able to be taken by the patient as intended.  I will quote the Chief Medical Officer from Community of Hope, a District-based Federally Qualified Health Center, Dr. Rachelle Toman, who stated, “While we value pharmacists as members of the health care team, empowering pharmacists to initiate and modify drug therapy weakens the Medical Home relationship between a health care provider and a patient. Medication management visits with a health care provider not only serve to build the partnership between patient and provider, they create an opportunity to evaluate for and treat concomitant issues, as well as complete preventive health measures. This form of opportunistic care has been demonstrated to improve the overall health of our patients, and allowing chronic disease drug therapy management to occur at the pharmacy level will limit the number of these opportunities, thus potentially negatively impacting the health of the DC community.”

When managing chronic diseases, such as diabetes, the clinical standard for physician-patient engagement may be up to four visits per year. Those follow up appointments are crucial for quality care delivery, as a patient may have developed indications for a need for care other than the initial diagnosis, such as requiring screening for colon cancer or breast cancer, for which the medical home has the best resources to make appropriate referrals and provide care. The ultimate responsibility and liability for the care of a patient lies with the physician, and chronic disease management goes far beyond medication management. PharmDs do not have the necessary clinical training to recognize what is more than a medication management issue for patient with chronic conditions. For a patient with diabetes, there are labs required, such as HA1C and creatinine levels. And a patient with diabetes also requires frequent retinal eye exams and podiatry exams to prevent and monitor complications associated with diabetes. Only a physician should have the lead on chronic disease management for patients; and this is even more important with complex chronic diseases like HIV that require a full suite of social services, behavioral health services, and physical health services and medication management.

Thank you for providing us with this opportunity to testify on B19-0657, but the DCPCA and its member providers cannot be supportive at this time. I am happy to answer any questions that you may have.
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