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Objectives
Sessions llla and llib

m Evaluate model programs where pharmacists are financially supported in
expanded roles.

m Discuss what is needed from government, industry, and health-systems to
advance financially supported pharmacy roles in programs.

m |dentify groups, organizations, and/or associations best positioned to
collaborate toward policies and programs that create a financially stable
workforce for direct patient care and beyond.




Current Challenges in our Healthcare
System (Providers)

m The National Center for Health Workforce Analysis (NCHWA) projects an
overall shortage of 187,130 physicians in 2037

- Almost 50% will be in primary care

- Even if we add in nurse practitioners and physician assistants that only gets us
to 73% adequacy

m Community-based pharmacy closures
m Pharmacy workforce shortage

m Healthcare and pharmacy deserts
— This is occurring in both metropolitan and rural areas
- Affecting some of our most vulnerable patient populations

* https://data.hrsa.gov/topics/health-workforce/workforce-projections
* https://benjaminjolley.substack.com/p/2275-pharmacies-have-closed-so-far
* https://www.pharmacytimes.com/view/combating-the-post-pandemic-pharmacy-workforce-shortage



https://data.hrsa.gov/topics/health-workforce/workforce-projections
https://benjaminjolley.substack.com/p/2275-pharmacies-have-closed-so-far
https://www.pharmacytimes.com/view/combating-the-post-pandemic-pharmacy-workforce-shortage

m Practices are siloed
m Sharing of patient information

m Lack of collaboration between
provider and organizations

m Lack of appropriate and consistent
reimbursement models

i n O U r m Many stakeholders with multiple
intelligence and how to utilize in
System
providers
* J Pharm Policy Pract. 2024 Sep 6;17(1):2395551. doi: 10.1080/20523211.2024.2395551.
PMCID: PMC57410289.

C ha I Ie nges m Lack of payment models that
supports team-based care
priorities
H ea Ith Ca re m Rapid emergence of Artificial
practice
m Pharmacists are not recognized as
(SySte I I l ) * Res Social Adm Pharm. 2022 Aug;18(8):3444-3447. doi: 10.1016/j.sapharm.2021.12.005.
Epub 2021 Dec 29. PMID: 35016847.
PMID: 39253620; PMCID: PMC11382723.
* Integr Pharm Res Pract. 2015 Jul 1;,4:67-77. doi: 10.2147/IPRP.S63822. PMID: 29354521;
* Explor Res Clin Soc Pharm. 2024 Nov 19;16:100542. doi: 10.1016/j.rcsop.2024.100542.
PMID: 39687445; PMCID: PMC11647245.




OPPORTUNITIES FOR PHARMACISTS

The U.S. spent $4,464.6 billion on health care in 20222—where did it go?

Hospital Care
$1,355.0 Physician Services | $647.7 | 14.5%
30.4%

Investment | $217.8 | 4.9%
Clinical Services | $237.2 | 5.3%

Gov public health activities | $208.4 | 4.7%
Home health care | $132.9| 3.0%

Other personal Nursing care facilities | $191.3 | 4.3%

health care
$734.9
16.5%

Prescription Drugs | $405.9 | 9.1%

https://www.ama-assn.org/about/research/trends-health-care-spending



OPPORTUNITIES FOR PHARMACISTS
What’s not being said?

* Drug Spend in 2019 to top $370 billion

Therppeutic relationships https /fwww healthleadersmedio.com/finance /phormaceutical-spending-top-370b-2019
— Pharmacist-Patient ; . e
S Community pharmocists are — »  Cost of nonoptimized medication therapy
= l'EI-ItIﬂM"HPS the most accessibie providers

+  $528.4 billion (2016)
« 275,689 deaths

This is OUR DOMAIN, OUR . Causes

@ ::::ﬂi?:&f:ﬁ:?:ﬁc i *  Nonoptimized therapy
i outcomes with safe and ittt m"’:w“““ *  Non-adherence
effective medications therapy expert *  Under-prescribing
*  Adverse effects
*  New medical problems
Quality patient care :;.lm e ‘

Inexpensive drugs can cause costly adverse events and

even death if not appropriately monitored Viswanathan M, Golin CE, Jones CI3 et ol. Interventions to improve odherence o self-
administered medicotions for chronic diseases in the United States: a systematic review, Ann
Intern Med. 2012:157(11).785-95.

Watanabe JH, Mcinnis T, Hirsch JD. Cost -JL‘ fﬂ?itﬂpﬂﬂﬂ drug-related morbidity and
mortality. Ann Pharmocother. 2018:1 8018765159, doi: 10.1177/1060028018765159
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My Own Personal Experience
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Research in Social and Administrative Pharmacy

B Creation of our own statewide high-

performance pharmacy network
- CP SN_IO WA Continuous Medication Monitoring (CoMM): A foundational model to

support the clinical work of community pharmacists

CO ntra Cted Wlth Bl u e CrOSS Bl u e S h |e|d— Amber M. Goefiken i " C_ht_'istine M. Butler :, Randal P. McDonough °,
Minnesota o g e
v MCO’s
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journal homepage: www.rsap.org

TACT

: Under the Continuous Medication Monitoring (CoMM) approach, community pharmacists
2ntify, resolve, and document drug therapy problems during the dispensing process.
"o describe the patients receiving CoMM interventions and the pattern of delivery of CoMM

Journal of the American Pharmacists Association ns.

- - “ harmacy dispensing and clinical records were reviewed for patients filling at least one pre-
. a rt n e rl n W It ea t S Ste l I I S ad receiving at least one continuous medication monitoring intervention at a community
ELSEVIER journal homepage: www.japha.org APhA ‘rom April 2014 through March 2015. The proportion of patients receiving an intervention
1e number of interventions per patient were computed.
. arly 2500 patients received 16,986 continuous medication monitoring interventions over the
RESEARCH verage age of the patients receiving the interventions was 59.1 years, and they filled an
- - . e . . . 3.0 unique medications. An average of 6.8 interventions was delivered to each patient. About
- UIH _Pha rma Clst to Pha rma CISt Pharmacy performance while providing continuous medication ) of interventions addressed drug therapy problems. The pharmacists delivered 3.0 patient
. . and education and 3.4 drug therapy problem interventions per patient on average.
- = g monitoring There are many opportunities to improve patients' medication use that can be identified and
CO lla bora tl O n CO m m un It h a rm a CIS ts . under a Continuous Medication Monitoring model. Movement to this model of practice is
William R. Doucette’, Randal P. McDonough, Fischer Herald, Amber Goedken,

it changes are needed to facilitate the shift.

collaborating with pharmacists embedad Jem funk Michael ) Denier

In ClInICS) ARTICLE INFO ABSTRACT
Article history: Objectives: The aim of this work was to assess the effects of cantinuous medication monitoring R.S;4P 2018 .14 J .106' 1]]
Received 10 December 2016 (CoMM) on: 1) total costs of care; 2) proportion of days covered (PDC) rates; and 3) use of ), » -
Accepted 14 July 2017 high-risk medications by older patients,
. . .. . . Design: Cohort design.
| m reSSIVe I n Itl a | fl n d I n S Serting and participants: A reimbursed CoMM program was implemented in 2 community
p pharmacy to manage problems with medications being dispensed to beneficiaries of a com-
‘mercial insurer. Pharmacists assessed medications being dispensed, interacted with patients in
the pharmacy, and documented their actions. Claims data compared the pharmacy perfor-
mance for 3 study groups after 12 months of CoMM: group 1. patients with prescriptions
J Am CO// C/In Pharm 2020 31122_1128 dispensed only at the study pharmacy; group 2, patients with prescriptions dispensed from
o b e the study pharmacy and other pharmacies; and group 3, patients with no prescriptions
dispensed by the study pharmacy. For the analyses, individuals in group 1 (CoMM-only group)
were matched with those in group 2 and group 3 by age band, gender, risk category, and
utilization band.
Main outcome measures: The variables of interest were per-member per-month total health
. care costs, medication adherence (PDC), and the use of high-risk medications in older adults.
Results: At 12 months, per-member per-month total costs of care were significantly lower
(P < 0.05) for group 1 versus group 2 ($309 difference) and for group 1 versus group 3 (5298

difference). At 12 months the average PDC for group 1 was significantly higher than for group
— 2(3.8% difference) and group 3 (2.6% difference). No significant differences were found in the
use of high-risk medications.

Conclusion: A CoMM program in a community pharmacy was associated with lower total costs
of care and better medication adherence. Paying pharmacists to proactively address the safety,
effectiveness, and adherence of medications at the time of dispensing can support optimiza-
tion of medication therapy.

'© 2017 American Pharmacists Association®. Published by Elsevier Inc. All rights reserved.

JAPhA 2017,57(6):692-7




Key Learnings

m Pharmacists can affect total cost of care

m Patients from all risk group categories can benefit from pharmacists’
interventions

Best care is attained through intra and interprofessional collaboration

Standard of Care models improves adaptability and encourage professional
autonomy, which supports rapid innovation and improved access to patient

care
— In contrast to bright-line regulations

m Shared access to electronic health records can improve patient care and
outcomes




Why Policy is Needed

Community pharmacies continue to close due to insufficient reimbursement for both
product and services

Pharmacists need to be recognized & paid as providers of primary care services,
medication management, and care coordination activities

Standards of Care regulations for pharmacy practice acts should be the norm in all
states

The need for shared (both read and write) electronic health records

Development of better payment models that recognize the contributions of each
member of the health care team (including pharmacists)



Financially
Support
Pharmacist Roles

Where are there near-term opportunities
for reimbursement?



States Are
the Most
Predictable
Route to
Payment

Assessment of state laws requiring payment for covered services from a pharmacist

Commercial and Medicaid — any service in scope of practice
Commercial —any service in scope of practice

Medicaid — any service in scope of practice

Medicaid — specific services only

Commercial and Medicaid - specific services only

As of April 2025



We Can Advance Medicare Payment
With or Without Provider Status

Incident-to Billing
= Medicare allows physicians to

E/M Billing Code

bill for services provided by 9211 22

pharmacists 99212 $54.99
= CMS rules limit to the lowest 99213 $88.95

(E/M) code 99214 $125.18
= Expansion benefits physicians 99215 $175.64

and pharmacists on care team




We Can Advance Medicare Payment
With or Without Provider Status

Medicare Advantage

= MA plans can already
recognize pharmacists as
providers

= Pharmacists can help payers
Actual Enrollment  CBO projection SatISfy network adequacy
requirements

= Institutional advocacy
needed to include
pharmacists in MA contracts
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