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The American College of Clinical Pharmacy (ACCP) previously published position statements on collaborative drug therapy management (CDTM) in 1997 and 2003. Since 2003, significant federal and
state legislation addressing CDTM has evolved and expanded throughout the United States. CDTM is
well suited to facilitate the delivery of comprehensive medication management (CMM) by clinical
pharmacists. CMM, defined by ACCP as a core component of the standards of practice for clinical
pharmacists, is designed to optimize medication-related outcomes in collaborative practice environments. New models of care delivery emphasize patient-centered, team-based care and increasingly link
payment to the achievement of positive economic, clinical, and humanistic outcomes. Hence clinical
pharmacists practicing under CDTM agreements or through other privileging processes are well positioned to provide CMM. The economic value of clinical pharmacists in team-based settings is well documented. However, patient access to CMM remains limited due to lack of payer recognition of the
value of clinical pharmacists in collaborative care settings and current health care payment policy.
Therefore, the clinical pharmacy discipline must continue to establish and expand its use of CDTM
agreements and other collaborative privileging mechanisms to provide CMM. Continued growth in the
provision of CMM by appropriately qualified clinical pharmacists in collaborative practice settings will
enhance recognition of their positive impact on medication-related outcomes.
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The American College of Clinical Pharmacy
(ACCP) published in 2003 an update to its position statement on collaborative drug therapy
management (CDTM).1, 2 Since 2003, significant
federal legislation calling for monumental
changes in the U.S. health care system has been
passed. The Medicare Modernization Act (MMA)
of 2003 was the largest reconstruction of Medicare in the program’s history and included Medicare Part D, a voluntary prescription drug
benefit. Medicare Part D prescription drug plans
were also required, effective in 2006, to offer
medication therapy management (MTM) services
to beneficiaries.3Although this provision created
an opportunity for pharmacists to offer and be

reimbursed for such services, it invoked restrictions that limit patient access to MTM services,
such as the patient’s underlying disease state(s),
number of medications, and eligibility (i.e.,
patient age).3 Furthermore, the legislation does
not specify which health care providers should
provide MTM or the process by which MTM services should be delivered.
The Affordable Care Act (ACA), passed in
2010, aims to improve care for individuals,
improve overall health for populations, and
decrease health care costs.4 Essential components of the ACA intended to ensure that more
Americans have health insurance are the individual coverage mandate and the expansion of
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Medicaid coverage. This reformed health care
paradigm calls for new interprofessional, collaborative practice models that provide high-quality, affordable patient-centered care. Examples of
these models include accountable care organizations (ACOs) and patient-centered medical
homes (PCMHs). U.S. residents without
employer-provided plans can also choose a
health care plan through health insurance
exchanges, designed to be a marketplace where
consumers can compare the benefits and prices
of different health care plans so they may choose
the plan that is best for them.4
Clinical pharmacists are well positioned to be
integral members of the interprofessional teams
that will seek to provide high-quality, low-cost
care. By virtue of their knowledge and skills in
managing drug therapy and their ability to identify and resolve complex drug-related problems,
clinical pharmacists can help achieve optimal
drug therapy outcomes. Growing recognition of
the clinical pharmacist’s role has contributed to
considerable expansion of CDTM legislation
across the United States since publication of the
first ACCP Position Statement on CDTM in
1997 (Figure 1). Furthermore, the U.S. surgeon
general,5, 6 Centers for Disease Control and Prevention,7 and Institute of Medicine8 have each
noted that pharmacists are essential members of
the health care team.
The aims of this paper are to provide an overview of how CDTM legislation has advanced
during the past decade; its role in enabling the
provision of comprehensive medication management (CMM), the standard for direct patient care
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provided by clinical pharmacists9; the potential
impact of new models of care on CDTM and
CMM; and the implications of the foregoing for
future clinical pharmacist participation in
patient-centered health care. Relevant trends in
the health care environment, credentialing and
privileging of clinical pharmacists, national and
state health care regulations, and payment reform
are also discussed.
Definitions
The term MTM was adopted by the Centers for
Medicare & Medicaid Services (CMS) and incorporated into the 2003 Medicare Part D legislation. A consensus definition of MTM was
developed and endorsed by national pharmacy
organizations in 2005.10 Strictly speaking, MTM
delivered under the Medicare Part D prescription
drug benefit does not require a formal collaborative practice agreement between a pharmacist
and a prescriber. MTM can be provided in any
setting where a patient receives medications and
often coincides with the dispensing of a medication. However, MTM may also be provided without dispensing a medication or product. An
example of MTM might include assessing a medication profile to ensure that a patient with coronary artery disease is receiving b-blocker therapy.
Essentially, MTM aims to ensure that patients
receive the best medication therapy to achieve
their respective pharmacotherapeutic goals.
The Patient-Centered Primary Care Collaborative (PCPCC), a partnership of stakeholders
ranging from patient advocacy groups to medical
professional organizations, charged a Medication
Management Task Force to propose a welldefined process for the delivery of medication
management. That process, CMM, ensures that
individual patients are assessed to determine
whether the patient’s medications are appropriate, effective, and safe. CMM involves the development of a patient-centered care plan that the
patient understands and with which the patient
agrees and in which he or she actively participates. A key difference between MTM and CMM
is that CMM includes an assessment of the
patient’s clinical status (e.g., evaluating blood
pressure in patients on antihypertensive therapy)
for each of the patient’s medications and health
problems. Another essential element of CMM
incorporates a clinically appropriate follow-up
evaluation to assess the patient’s progress toward
treatment goals. Finally, CMM requires collaboration among members of the health care team,
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Based on findings of the 1997 and 2003 position statements

Figure 1. Expansion of CDTM legislation across the United States. CDTM = collaborative drug therapy management.

an element not necessarily included in MTM.11
ACCP recently described in its clinical pharmacist practice standards the detailed processes
involved in providing and documenting CMM.9
ACCP defines CDTM as involving a collaborative practice agreement between one or more
physicians and qualified clinical pharmacists
who work within the context of a defined protocol that permits the clinical pharmacist to
assume responsibility for performing patient
assessments; ordering drug therapy–related laboratory tests; administering drugs; and selecting,
initiating, monitoring, continuing, and adjusting
drug regimens.2 Therefore, this paper uses
CMM, as defined by ACCP, to describe the process of care provided by qualified clinical pharmacists and CDTM as the basis for collaboration
between the clinical pharmacist and the provider.9, 11
Perspectives on CDTM and CMM
ACCP has stated that qualified clinical pharmacists should provide CMM in all practice settings where a relationship exists between a
patient, his or her provider(s), and the clinical
pharmacist. A collaborative practice agreement
(to provide CDTM), in accordance with state
regulations, should serve as the regulatory
framework for the clinical pharmacist’s delivery
of CMM. Clinical pharmacists practicing with
physician and nonphysician health care professionals should do so in a collaborative, interprofessional environment that aims to improve
health care value and efficiency using a patientcentered approach.9
The focus of the 1997 ACCP Position Statement on CDTM was on providing a historical
account of how CDTM evolved over time
including the documented outcomes (clinical,
humanistic, and economic) associated with

CDTM, existing barriers, and recommendations
for future collaborative practice. The historical
overview presented in that paper is included in
Figure 2.1
The 2003 ACCP Position Statement on CDTM
served to reaffirm the principles set forth in the
1997 paper and to provide updated information
including a review of published literature
addressing economic, clinical, and humanistic
outcomes (ECHO); changes in state legislation;
and the health care environment.2 The paper
described changes in health care costs and provided future estimates of medication-related
expenditures, pointing out that rising drug costs
and medication safety concerns provide a convincing rationale for increased clinical pharmacist
involvement
in
collaborative
care.
Additional reports from the Pew Charitable
Trust (1998) and the Institute of Medicine
(1999 and 2001) were cited in the paper to further support the potential value of involving
clinical pharmacists as members of the collaborative care team.12–14 Finally, the authors
emphasized the growing impact of technology as
a facilitator of collaborative practice.2
The founding of PCPCC in 2006 and the
subsequent recommendations of its Medication
Management Task Force provided additional
impetus for the involvement of clinical pharmacists in patient-centered, team-based care. The
PCPCC outlined a process to be followed in the
provision of CMM that includes assessing
patients’ medication-related needs; identifying
patients’ medication-related problems; developing a care plan with individualized therapy
goals and personalized interventions; and determining patient outcomes through patient follow-up.11
Despite these recommendations, clinical pharmacist involvement in CDTM did not change
dramatically. Attention shifted away from phar-
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Durham-Humphrey
Amendment to the FDC Act
enacted, assigning
prescription rights to
physicians

1938
Federal Food, Drug, &
Cosmetic (FDC) Act
passed, raising debate
about pharmacists
refilling medications
without physician
authorization

1951

CDTM by Clinical
Pharmacy Specialists
approved by Veterans
Health Administration,
providing pharmacists a
scope of practice
determined by each
practice site

Pharmacist
Practitioner Program
developed by Indian
Health Service, allowing
specially trained
pharmacists to provide
CDTM services

1973

1974

Drug Regimen Review
for nursing homes
enacted by Department
of Health Education, &
Welfare, mandating
monthly drug therapy
reviews by pharmacists

1995

1979
Washington State
CDTM Legislation
passed, providing the
first state wide
provision for CDTM
services by pharmacists

Patient Protection &
Affordable Care Act
signed into law, with the
primary focus of
expanding health care
coverage, improving
delivery, and controlling
costs

2003
Medicare Prescription
Drug, Improvement, &
Modernization Act
introduced, requiring
Medicare Part D
prescription drug plans
to include MTM
services

2010

2011
Medication Therapy
Management
Empowerment Act
passed, further
expanding MTM
coverage under
Medicare Part D
prescription drug
plans

Figure 2. Historical overview of CDTM. CDTM = collaborative drug therapy management; MTM = medication therapy
management.

macist provider status after passage of the MMA
in 2003 and again after passage of the ACA in
2009 as Congress focused its energies on implementing these new laws. Nonetheless, work published in the ECHO literature continued to
support the clinical pharmacist’s involvement in
team-based care after publication of the first evidence of the positive impact of the clinical pharmacist on mortality in patients with heart
failure.15 Subsequently, ACCP’s 2003 paper
called for a more robust approach to research on
the value of the clinical pharmacist in collaborative care environments including more rigorous
studies (randomized, controlled, multicenter)
with enhanced power, incorporating all ECHO
parameters.2 Finally, the 2003 paper noted that
two issues continued to remain largely unaddressed: the requisite (vs minimum) education,
postgraduate training, and/or certification
requirements for clinical pharmacists engaged in
CDTM; and models for financial compensation
for the direct patient care provided by clinical
pharmacists in collaborative practice settings.2
Since publication of ACCP’s initial position
statement in 1997, CDTM legislation has
expanded within the United States (Figure 1).
States with CDTM legislation had increased from
14 (28%) to 38 (75%) by the time the 2003
ACCP paper was published. Currently, 48 states
(94%) have legislative provisions for CDTM. Of
note, specific CDTM provisions vary by state,
and even in states without specific CDTM legislation, pharmacists may collaborate with physicians to provide CMM. Several states have

implemented new provisions related to the delivery of CMM, with or without specific CDTM
language, and other states with existing CDTM
provisions have passed updated legislation since
2003 (Table 1).
Evolving View of Health Care
The health care landscape has experienced
many changes during the past decade. Most
notably, there has been a continued increase in
health care spending without an appreciable
improvement in health outcomes. According to
2011 statistics from the World Health Organization, the United States continues to spend more
on health care per capita ($8467) than any other
country.16 Total health care costs rose 3.6% in
2013 and accounted for 17.4% of the gross
domestic product (GDP), or $2.9 trillion. Health
care costs are projected to reach a fifth of the
GDP by 2021, propelled by an aging population,
new technology, an improving economy, and
impending changes mandated by the health care
reform law.17 Furthermore, the ACA potentially
provides insurance coverage to millions of
Americans, estimated by the Congressional Budget Office (CBO) to be 12 million in 2014 and
rising to 26 more million Americans from 2017–
2024; CBO estimates provision of health care
coverage is expected to add more than $1,383
billion in costs from 2015–2024.18
Implementation of the imminent changes in
health care insurance coverage and their impact
on chronic disease management is uncertain.
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Table 1. Summary of Collaborative Drug Therapy Management Legislative Changes Since 2003: Position Statement
State

Year

New Jersey

2004

All

Practice setting

New Hampshire

2006

Hospitals, long-term
care and hospice
facilities,
ambulatory care
clinics

West Virginia

2008

All

Massachusetts

2009

All

Indiana

2011

New York

2011

Missouri

2012

Acute care settings,
private mental
health institutions,
outpatient clinics
Teaching hospital,
including any
diagnostic center,
treatment center, or
hospital-based
outpatient
department
All

Virginia

2013

All

Maine

2013

All

Wisconsin

2014

All

Description
Implementation of CDTM allowing
pharmacists to collect, analyze, and
monitor patient data; initiate,
modify, continue, or discontinue
drug therapy; order or perform
laboratory tests; order clinical tests;
perform therapeutic drug
monitoring
Implementation of CDTM allowing
pharmacists to implement, modify,
and manage drug therapy; collect
and review patient histories; obtain
and check vital signs; order drug
therapy–related laboratory tests
Implementation of CDTM allowing
pharmacists to implement, modify,
and manage drug therapy; collect
and review patient histories; obtain
and check vital signs; order drug
therapy–related laboratory tests
Implementation of CDTM allowing
pharmacists to initiate, monitor,
modify, and discontinue drug
therapy; collect and review patient
histories; obtain and check vital
signs; order and evaluate the results
of drug therapy–related
laboratory tests
Expansion of existing CDTM
provisions to permit outpatient
pharmacy drug therapy protocols
Implementation of CDTM allowing
pharmacists to adjust or manage a
drug regimen, including adjustment
of drug strength, frequency of
administration, or route of
administration
Implementation of CDTM allowing
pharmacists to design, initiate,
implement, and monitor medication
therapeutic plans
Update to existing CDTM statute to
include postdiagnostic
implementation of drug therapy
pursuant to written or electronic
protocol
Implementation of CDTM allowing
pharmacists to initiate, monitor,
modify, and discontinue drug
therapy; collect and review a
patient’s history; obtain and check
vital signs; order and evaluate the
results of laboratory tests
Expansion of existing CDTM
provisions to permit pharmacists to
perform any patient care service
delegated to a pharmacist by a
physician
(continued)
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Table 1. (continued)
State

Year

Kansas

2014

All

Practice setting

Tennessee

2014

All

Description
Implementation of CTDM, defined as
a practice of pharmacy where a
pharmacist provides care to a
specific patient that has been
delegated to the pharmacist by a
physician through a collaborative
practice agreement. Specifies that
the pharmacist is not permitted to
alter a physician’s orders or
directions, diagnose or treat any
disease, independently prescribe
drugs, or independently practice
medicine and surgery
Implementation of CDTM to permit
pharmacists to interpret, evaluate,
and implement medical orders and
prescription orders; participate in
drug, dietary supplement, and
device selection; perform drug
evaluation, utilization, or
regimen review

CDTM = collaborative drug therapy management.

Cost has been shown to be a factor in health care
utilization. The percentage of adults 18–64 years
of age who reported not receiving or delaying
needed medical care because of cost during a
12-month period increased from 11% in 1997 to
15% in 2010, during which time the percentage
of adults not receiving prescription drugs because
of cost almost doubled from 6–11%. In 2010,
35% of uninsured adults 18–64 years of age
avoided, or delayed, seeking medical attention
because of cost, compared with 13% of adults
with Medicaid and 8% of privately insured adults.
Data on obtaining prescriptions were similarly
affected during this 12-month period of evaluation. Compared with 14% of adults with Medicaid and 6% of privately insured patients who did
not have prescriptions filled because of cost, 26%
of uninsured adults did not obtain prescription
drugs because of cost.19
Dollars spent on medications had been
decreasing in the years approaching 2012, yet in
that year, sales of prescription drugs dropped for
the first time by 1% to $325.7 billion, ostensibly
due to the greater use of generic drugs. Experts
were quick to caution that the greater use of less
expensive generic drugs might be overtaken by
the use of more expensive and complex specialty
medications, an observation that is unfolding.20
In 2013, retail prescription drug spending
increased 2.5% to over $271 billion, with the
growth attributed to increased use of the foregoing costly medications and increased utilization

of all medications.21 In addition, it is difficult to
predict the impact of patent loss for current
medications and the emergence of new drug
approvals over the next several years. Given the
expanding market and the extensive use of drugs
in inpatient and outpatient settings, innovative
team-based models designed to deliver safe and
effective patient care to help contain medication
costs and overall health care spending are long
overdue.
New Models of Care
Health care in the United States is undergoing
fundamental changes in care delivery and financing. This is providing increased opportunities to
integrate clinical pharmacists as team members
accountable for medication therapy outcomes.
Health care complexity, information technology,
and legislation have all contributed to the evolution of a team-based approach to patient care.22
Pharmacists’ contributions to patient care teams
and positive patient outcomes are well documented in the literature.6, 7, 11, 23 Governmentand market-driven models of care are emerging
as a means to simultaneously reduce the country’s excessive health care costs and improve the
quality of patient care.
Two models of health care delivery and financing established by the ACA are particularly relevant to the advancement and positioning of
clinical pharmacists as providers of CMM―ACOs
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and PCMHs.4 ACOs are defined by the ACA as a
network of health care providers working together
to improve the quality of health care services and
reduce health care costs for a defined patient population. Similar to ACOs, the PCMH model is
based on comprehensive coordination of primary
care and communication among multiple providers. The value of team-based care models documented in the literature is gaining increased
recognition among regulators and payers.24 Available evidence shows that integrating clinical pharmacists into ACOs can decrease emergency
department visits, hospitalizations, and cost of
care.25 In the PCMH, clinical pharmacists contribute to improved outcomes including the metrics of
diabetes control, hospital readmissions, and overall
health care cost savings.26–29 Clinical pharmacists
are well positioned to contribute to the success of
PCMHs and ACOs by providing CMM across virtually any patient care setting.30–32
Credentialing and Privileging of Clinical
Pharmacists to Provide CMM
Clinical pharmacists should possess the qualifications necessary to provide CMM in teambased, direct patient care settings. ACCP defines
clinical pharmacists who provide direct patient
care as “those who engage in the direct observation and evaluation of the patient and his/her
medication-related needs; the initiation, modification, or discontinuation of patient-specific
pharmacotherapy; and the ongoing pharmacotherapeutic monitoring and follow-up of patients
in collaboration with other health care professionals.”33 Clinical pharmacists who provide
direct patient care should have completed
accredited residency training or have equivalent
postlicensure clinical experience. They should
also hold board certification once they meet the
eligibility criteria established by the Board of
Pharmacy Specialties.33
Clinical pharmacists should also be appropriately privileged to provide CMM in collaborative
practice environments. Privileging is the method
by which health care organizations authorize an
individual to perform a particular clinical activity
within a defined scope of practice. All patient care
providers should be appropriately privileged to
carry out the activities for which they are responsible within their respective practice settings.34 In
2012, CMS released a final rule that amended the
conditions of participation for hospitals and critical access hospitals to allow these organizations
to grant privileges to pharmacists.35 The CMS
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directive broadened the concept of “medical staff”
to allow hospitals the flexibility to include other
practitioners, including pharmacists, as eligible
candidates for the medical staff privileged to practice in the hospital in accordance with state law.
The Veterans Health Administration has had a
standardized system for privileging pharmacists’
scope of practice that can be found in VHA Directive 2008-043.36 This directive includes an
important facet of privileging: ongoing assessment and peer review. As more pharmacists enter
into CDTM agreements that require specific privileges, health care institutions and organizations
must understand and apply appropriate privileging processes.
Payer and Regulator Perspectives
Health care reform emphasizes the evaluation
of health care quality.37 Payers can evaluate
quality measures of health systems, and employers and consumers can evaluate quality measures
of health plans.38, 39 Currently, these metrics are
often used as an indication of quality and may
determine or influence reimbursement from both
private and governmental payers. Clinical pharmacist involvement in patient care can improve
quality and safety measures that are increasingly
tied to reimbursement.40 These quality measures
include factors such as appropriateness of treatment, timeliness of treatment, and communication with patients about their medications.39, 41
Involving clinical pharmacists in medication
management contributes to improved medication-related quality scores and reduced medication errors.42, 43 Clinical pharmacists have been
shown to contribute to a reduction in the unintentional discontinuation of maintenance medications, fewer repeat emergency department
admissions for medication-related adverse
events, and less frequent prescribing of inappropriate medications for high-risk patients.44–46
Further research in this area is needed to demonstrate the impact of pharmacists on quality
scores and consequent quality of patient care.
State regulations defining CDTM are widely
varied. This may be due in part to the National
Association of Boards of Pharmacy Model State
Pharmacy Act and Model Rules that outline the
process for and the required elements of a collaborative practice agreement but do not define
the clinical activities for which pharmacists
should have delegated authority (Table 2).47 At
present, 36 of the 48 states with legislative provisions for CDTM meet the basic minimum of
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Table 2. National Association of Boards of Pharmacy:
Elements of a Collaborative Practice Agreement/Collaborative
Drug Therapy Monitoring Agreement47
1. Identification of the Practitioner(s) and Pharmacist(s)
who are parties to the Agreement
2. Types of decisions the Pharmacist is allowed to make
3. A method for the Practitioner to monitor compliance
with the Agreement and clinical outcomes and to
intercede when necessary
4. A description of the Continuous Quality Improvement
Program used to evaluate the effectiveness of patient
care and ensure positive patient outcomes
5. A provision that allows the Practitioner to override a
Collaborative Practice decision made by the Pharmacist
whenever he or she deems it necessary or appropriate
6. A provision that allows either party to cancel the
Agreement by written notification
7. An effective date
8. Signatures of all collaborating Pharmacists and
Practitioners who are party to the agreement, as well as
dates of signing

allowing pharmacists to initiate, modify, and discontinue medication therapies. Many states have
provisions for agreements with providers that
allow pharmacists to render various types of
pharmacotherapeutic management. Although
these provisions allow pharmacists to modify
and monitor pharmacotherapy, they do not generally permit pharmacists to initiate or discontinue drug therapy.
Some states have created within their state
pharmacy practice acts specific designations for
pharmacists with specific training and/or credentials that empower them to perform additional activities including the ability to initiate,
modify, and discontinue drug therapy, order
laboratory tests, or refer patients to other providers.48
Documented Value of Clinical Pharmacist
Services
Economic studies have documented the benefits of clinical pharmacy services in a variety of
patient care settings. The most recent ACCP
economic evaluation of clinical pharmacy services found that the benefit-cost ratio ranged
from 1.05:1 to 25.95.49 Previous reviews of the
economic value of clinical pharmacy services,
dating back to 1988, have consistently documented positive benefit-to-cost ratios.50–52
Several clinical pharmacy-based services have
not only led to improved clinical outcomes, but
have increased overall savings and avoidance of
health care services as well. Examples of these
services include MTM provided by clinical phar-

macists at Fairview Healthcare Partners in Minnesota, resulting in an overall health care
savings of $2,814,307 for 7347 patients from
September 1998 through December 2006.53 The
specific savings included avoidance of health
care services such as outpatient clinic visits
($1,700,505), specialty office visits ($336,832),
laboratory services ($4488), urgent care visits
($9266), long-term care stays ($168,000), emergency department visits ($70,512), and hospital
admissions ($466,639).53 Savings were also associated with the number of employee workdays
saved ($58,065). Missouri’s Pharmacy-Assisted
Collaborative Disease Management Program
resulted in 12% fewer hospitalizations, a 25%
reduction in emergency department visits, and
fewer drug-related problems. This program also
had a 2.5-to-1 return on investment.53 The
Asheville Project on pharmaceutical care showed
multiple economic benefits including decreased
total direct medical costs, decreased days of sick
time per year, and increased productivity.53 The
clinical pharmacy services in Harris County Hospital District in Texas documented $1.5 million
in cost savings in 2005 alone, consisting of
reductions in emergency department and hospital visits.53
Teaching hospitals have employed clinical
pharmacists as members of their inpatient medical and surgical teams for more than 40 years.
Pharmacist participation on patient care rounds
as a member of the interprofessional team has
been shown to decrease the number of adverse
drug events and generate cost savings for the
health care system.54, 55 In outpatient teambased care models such as the PCMH, the clinical pharmacist’s unique knowledge and skills are
complementary to the expertise of physicians
and other team members.56 Clinical pharmacists
can contribute to these teams as integrated clinicians practicing in the primary care medical
office, in the ambulatory clinic, or virtually from
another location, using health information technology. Although optimal staffing ratios have
not yet been clearly defined, integrated care
delivery systems have published ratios suggesting that about 1 clinical pharmacist for every 10
primary care physicians is an effective ratio.57–59
Influence of Current and Future Payment
Models
To facilitate access to clinical pharmacists’
delivery of CMM, this service must be recognized by payers. Various billing models have
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been proposed including fee-for-service, pay-forperformance, and capitated payment. Fee-forservice billing has been the most common model
used.60 Billing for services in the fee-for-service
model is generally based on the type and complexity of the service provided. Some sources
suggest that fee-for-service billing structures will
be replaced by other reimbursement models,61, 62 especially as health care transitions to
models such as PCMHs or ACOs.
Pay-for-performance
models,
encouraged
through various mechanisms by the ACA, provide potentially higher rates of payment when
patients meet predefined health outcomes.62
Although less common than fee-for-service practices, pay-for-performance models offer an alternative that may be attractive to payers of the
future. Current data on pay-for-performance
impact on overall health care quality are mixed,
but most publications acknowledge that these
models will require more time to fully assess
their effect.63–67
Other payment models include capitated and
shared-risk shared-reward systems. Capitation
payment models provide compensation on a perpatient-per-unit-of-time (commonly per-member
per-month) basis. Clinical pharmacists providing
CMM under a capitation payment system would
receive their payment from the same funds for
patient care that support a practice’s other
health care professionals. Historical concerns
with capitation payment systems point to the
financial incentive to provide only the minimum
level of care because additional services may not
receive any added compensation. Shared-risk
shared-reward payment models reimburse health
care organizations, such as ACOs or PCMHs,
providing increased compensation when outcomes are met and applying penalties when outcomes are not achieved. Blended payment
structures typically combine capitation payment
systems with fee-for-service and/or pay-for-performance models.68 Blended payment models
often compensate health care providers for care
coordination efforts that are commonly not recognized in the fee-for-service model. Blended
payment models can support CMM by recognizing and providing compensation for improved
outcomes, coordination among multiple prescribers, and other medication-related misadventures that can occur during transitions of care.11
Current Medicare payment policies recognize
pharmacists’ medication management services in
the Medicare Part D program. Part D drug plans
determine how the MTM benefit will be struc-
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tured and what will be reimbursed, often contracting with certain entities (that may include
pharmacies but may also include nonpharmacist
health professionals) to satisfy MTM requirements. Pharmacists providing MTM can use
three Current Procedural Terminology codes.
These characterize visits as “initial” (15 min),
“follow-up,” and “additional” (in 15-min increments). Each payer then defines the payment
amounts for each visit type. In contrast to
CDTM, a practice agreement with a physician is
not required when billing for MTM services
under Medicare Part D.
Pharmacists can indirectly bill third-party payers for CMM services provided on behalf of the
physician when the pharmacist has a collaborative practice agreement in place or is an
employee of a physician practice. In this case,
payment is made to the physician. In hospitalbased clinics, billing for CMM services usually
falls under the “technical/facility fee” using
Ambulatory Payment Classification codes based
on the duration and complexity of the visit. Payment is made from third-party payers to the
clinic. Some clinics have billed using relative
value units, but this has generally not been a
successful method for obtaining reimbursement.69
Developing and implementing documentation
and billing processes for CMM services can be
challenging. Payers may establish their own criteria for coverage of an individual patient, and
payers outside Medicare Part D may be unfamiliar with either MTM or the more inclusive
CMM services. When billing indirectly, it can
also be difficult to establish and track specific
revenue from CMM services alone. This may
also be a challenge in pay-for-performance or
shared-risk shared-reward models where reimbursement is based on outcomes that are due to
interventions from many different health care
professionals.
As clinical pharmacists implement CMM services in various collaborative practice environments, it is essential that these activities be
understood and recognized by payers. Currently,
clinical pharmacists’ services are excluded under
Medicare Part B and only narrowly covered by
the MTM provisions in Part D. Establishing coverage for CMM under Medicare Part B, and
achieving CMM recognition among other payers,
will increase opportunities for clinical pharmacists to provide these services to more patients.
In pursuing this end, clinical pharmacists must
possess a working knowledge of how practices
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bill for clinical services and must have sufficient
resources to facilitate that practice’s billing for
CMM services. The billing process can be difficult to navigate. Therefore, it is important that
clinical pharmacists network with billing experts
to establish best practices that minimize errors,
avoid fraud, and secure appropriate levels of
reimbursement for the services provided.
The Future of Clinical Pharmacist Participation
in Team-Based Health Care
Notwithstanding the payment and regulatory
barriers just described, defining the clinical
pharmacist’s process of care in collaborative
practice environments and his or her qualifications to provide this care will be central to
establishing CMM as a standard of care in the
future. As set forth in the ACCP standards, clinical pharmacists must possess the requisite qualifications (i.e., board certification or other
validated documentation of equivalent competence and experience) and privileges conferred
by a CDTM agreement or other recognized formal privileging process.9 This is essential to
ensure that the clinical pharmacist is afforded
the opportunity to fully contribute to achieving
desired medication-related outcomes, and
assumes appropriate responsibility for achieving
these outcomes. Collaborative approaches to
practice, and the avoidance of compartmentalized care, are essential to the successful implementation of CMM.
Although some have advocated for “provider
status” for pharmacists, the provision of CMM
does not require recognition as an independent
provider. Instead, it rests on an overall collaborative process of care and the existence of an
agreement or policy that confers to the clinical
pharmacist the appropriate authorities and
responsibilities within a team-based practice.
Indeed, achieving provider status may be viewed
by some as primarily a vehicle for securing reimbursement for the services of pharmacists. However, in an outcomes-driven health care system,
compensation is best tied not only to the benefits or services provided to patients (in this case,
the provision of CMM by qualified clinical pharmacists), but also—and more importantly—to
the outcomes achieved through the provision of
these benefits and services. Achieving provider
status per se is probably irrelevant if the clinical
pharmacist is able to improve patients’ medication-related outcomes meaningfully in a collaborative practice environment. In this scenario,

outcomes-driven payment flows to the practice,
and the clinical pharmacist benefits as a member
of the broader health care team.
Conclusion
Significant advances in the growth and scope
of CDTM have ensued since publication of the
1997 and 2003 ACCP CDTM statements. In
addition, stakeholders today acknowledge the
positive impact of CMM on patients’ medicationrelated outcomes. Enabling legislation at both
the federal and state levels will increase the
number of patients who have access to CMM in
the future. Because ACOs and PCMHs will likely
form the basis for much of tomorrow’s health
care delivery, clinical pharmacists must focus on
adapting to these and other evolving team-based
health care models. Clinical pharmacy practice
has always been inherently team oriented and
collaborative. Therefore, the clinical pharmacy
discipline must continue to use CDTM agreements and other collaborative privileging mechanisms to facilitate clinical practice activities.
Continued growth in the provision of CMM by
qualified clinical pharmacists in collaborative
practice settings will enhance recognition of
their positive impact on patients’ medicationrelated outcomes.
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