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Disclaimer:

The information in this document is provided for general informational purposes
and does not constitute business, clinical, or legal advice. The American
Pharmacists Association and document contributors assume no responsibility for
the accuracy or timeliness of any information provided herein. The reader should
not under any circumstances solely rely on, or act on the basis of, the information
in this document. This information is not a substitute for obtaining business or
legal advice in the appropriate jurisdiction or state. The document does not
represent a standard of care or standard business practices. The information
contained in this document may not be appropriate for all pharmacists or
pharmacies. Billing practices should follow all state and federal laws and private
policies. Nothing contained in this document shall be construed as an express

or implicit invitation to engage in any illegal or anticompetitive activity. Nothing
contained in this document shall, or should be, construed as an endorsement of
any particular method of treatment, billing, or pharmacy practice in general.
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INntroduction

Emerging value-based payment (VBP)
models are changing the way healthcare is
delivered and paid for in the United States
(U.S)). Increasingly, healthcare providers are
compensated for interventions that optimize
clinical outcomes. As a result, opportunities
for pharmacists to practice at the top of their
license and training by delivering patient care
services are emerging and expanding.

This resource highlights case examples of
pharmacists who are successfully providing
services through VBP models in various practice
settings, both well-established and newly
developing. Detailed information is provided
from 10 case examples to inform pharmacists,
student pharmacists, and other stakeholders
about strategies that have proven to be
successful for pharmacist integration in VBP
models with the goal of supporting expansion of
pharmacist inclusion in these models.

Value-Based Payment Model Overview

Payment for healthcare in the U.S. has
historically been based on the fee-for-

service (FFS) model, in which providers are
compensated based on the delivery of services
(i.e., the volume of services). The U.S. spends
more on healthcare per capita than many
other industrialized countries yet ranks last in
the overall quality of care! Furthermore, the
percentage of the nation’s gross domestic
product that is spent on healthcare in the U.S.

increases each year.? New models of care and
payment that reward providers based on the
value of services—both quality of care and
management of costs—are needed to ensure
wise use of healthcare dollars.

Currently, our healthcare system is transitioning
from the FFS model to VBP models. In VBP,
providers receive financial incentives to
consider both the healthcare needs of an
individual patient and the importance of that
care at a population level through a holistic
approach that focuses on quality and cost.
Many experts think that evolving VBP models
will improve care and decrease cost in the U.S.
healthcare system.

VBP is expected to be the future of U.S.
healthcare payment, and pharmacists should
engage in VBP models and invest in changing
their practices to optimize their participation.
These models use population health
management to identify high-risk patients
who may need more intensive coordinated
care, promote evidence-based guidelines, and
monitor and track quality and cost metrics. The
capability to conduct data analytics is a key
feature, regardless of the type of model.

Examples of Value-Based Models:
Patient-Centered Medical Homes and
Accountable Care Organizations

Two common value-based models are
patient-centered medical homes (PCMH)

1. Tikkanen R, Abrams MK. U.S. Health Care from a Global Perspective, 2019: Higher Spending,
Worse Outcomes? The Commonwealth Fund, Jan. 30, 2020. Available at: https:/www.
commonwealthfund.org/publications/issue-briefs/2020/jan/us-health-care-global-

perspective-2019. Accessed February 18, 2020.

2. National Center for Health Statistics. Health, United States, 2018. Hyattsville, MD. 2019.
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and accountable care organizations (ACO).
The PCMH is a care delivery model in which
patients’ primary care physicians coordinate
their necessary care when and where they
need it and in a manner they can understand.
Provider practices with PCMH status granted
by an accreditation organization may receive
additional reimbursement from payers using
various payment models that can include a
monthly care coordination payment, FFS, and
a quality performance component.

The ACO is a VBP model in which a group of
physicians, hospitals, and other healthcare
providers deliver coordinated high-quality care
to a specified population of patients and is
accountable for overall care and costs for these
patients across all care settings. To support
quality care and control costs, ACOs have
incentives based on a defined set of quality
measures and sharing savings opportunities
with the payer. Providers in ACOs may be
reimbursed using FFS with incentives, salaried
compensation, or contractual arrangements.

Pharmacists in VBP Models

PMCH and ACO models offer numerous
opportunities for pharmacist involvement,
and pharmacists across the country have
developed unique and innovative practices
within these settings. Pharmacists often work
in population health management, direct
patient care services, or both. Population
health management pharmacists identify

and address gaps in care, promote evidence-
based prescribing, and help track and meet
quality metrics. Pharmacists in direct patient
care roles focus on improving care transitions

and providing medication management and/
or chronic disease management services and
prevention/wellness activities in collaboration
with the patient’s healthcare team. Pharmacists
engaged in VBP models can be salaried
employees or contracted staff.’

About this Resource

Developed by the American Pharmacists
Association Academy of Pharmacy Practice
and Management (APhA-APPM) Medical
Home/ACO Special Interest Group (SIG),
this resource highlights 10 examples

in which pharmacists are successfully
integrated into PCMHs and/or ACOs in
various practice settings.

Practices were identified for inclusion in

this resource via a call for submissions that
was conducted from November 21, 2018 to
January 7, 2019. Applicants completed a
survey that collected information about their
practice sites, roles of pharmacists in the
PCMH or ACO, models for sustainability, and
other innovative features. A case selection
committee comprised of SIG members
evaluated the submissions and selected 10
programs as successful practices to be profiled
in this resource. Representatives from selected
programs were then asked to submit a 1500-
word description that included details about
the services delivered, sustainability through
direct and indirect return on investment
strategies, future plans and innovation, and
key lessons learned. These descriptions were
reviewed by a committee for completeness and
to identify any additional information needed
to enhance the description.

3. American Pharmacists Association. ACO Engagement of Pharmacists. 2014. www.pharmacist.
comy/article/apha-accountable-care-organization-aco-briefs. Accessed February 18, 2020.
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The case descriptions in this resource aim to ® Funding model for pharmacists
provide information useful to pharmacists,

student pharmacists, and other stakeholders
about how pharmacists are successfully m Average duration of pharmacist visit
engaging in value-based models. For each
description, the following information is

included, when available or applicable: m Billing codes used for services

m Delivery mode for patient visits

m Use of collaborative practice agreements

= Type of practice site Each case also provides key lessons learned

= Type of VBP model from integrating pharmacists into the value-
= Number of pharmacist FTEs (full time based model. The case examples in this
equivalents) resource demonstrate that pharmacists are

maximizing their roles within PMCHs and ACOs
in many settings and contributing to improved
access to care and health outcomes for the

m Services provided by pharmacists patients they serve.

= Number of clinics/patients covered
by pharmacists

Detailed information is provided from 10 case
examples to inform pharmacists, student pharmacists,
and other stakeholders about strategies that have
proven to be successful for pharmacist integration in
VBP models with the goal of supporting expansion of
pharmacist inclusion in these models.
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Successful Integration of Pharmacists in Accountable Care
Organizations and Medical Home Models: Case Studies

Advocate Medical Group

CHICAGO, IL

Author: Christie Schumacher, PharmD, BCPS, BCACP, BCCP, BC-ADM, CDCES, FCCP

Contact: cschum@midwestern.edu

Practice Site Details

DETAIL

SITE INFORMATION

Practice setting type

Health-system

Value-based model type

PCMH; ACO

Number of pharmacists

Three clinical pharmacists at the Advocate Medical Group
Southeast Center (AMG-SE) (2.8 FTE), with a total of 13 clinical
pharmacists (1.2 FTE) performing chronic disease management at
six different Advocate Medical Group (AMG) sites.

Number of clinics/patients
covered by pharmacists

At each of the six clinics, each clinical pharmacist covers a panel of
approximately 200 to 300 unigue patients

Funding model of
pharmacists

Five pharmacists are co-funded by a college of pharmacy and
AMG (50% each for 80% clinical time)

One pharmacist is fully funded by a college of pharmacy
(100% funded for 20% clinical time)

Seven pharmacists are fully funded by AMG

Delivery mode for patient
visits

Primarily face-to-face

Telephonic follow-up as needed

Average duration of
pharmacist visit

Initial visits, post-hospital discharge visits, and complex patients:
60 minutes

Established care visits: 30 minutes

Collaborative practice
agreement in place?

Yes—Pharmacists can initiate, discontinue and adjust medications,
as well as order laboratory and diagnostic tests

Billing codes used

99211: for pharmacist visits

95249, 95250, 95251: for professional and personal-use continuous
glucose monitor placement and interpretation
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Background

Advocate Healthcare is the largest health-
system in lllinois and one of the largest ACOs
in the country. The Centers for Medicare &
Medicaid Services (CMS) recently announced
that the savings generated by Advocate
Healthcare in 2016 ($60.6 million) ranked
second out of 432 ACOs participating in the
Medicare Shared Savings Program (MSSP).
During 2016, Advocate provided care to the
largest group of Medicare beneficiaries and
was among the highest in quality of the
MSSP ACOs.

The Advocate Medical Group Southeast
Center (AMG-SE), part of the medical group
subsidiary of the Advocate Health System,

is located in a lower-income neighborhood

in Chicago, lllinois. In 2008, a pharmacist

was appointed to the clinical operations

and analytics teams of the patient-centered
medical home (PCMH) pilot to develop the
pharmacist’s role within the PCMH at AMG-
SE. The pharmacist attended PCMH planning
meetings to ensure the team’s understanding
of an ambulatory care pharmacist’s role and
to facilitate the development of collaborative
practice agreements. The initial priority of the
pharmacist was to reduce hospitalizations and
30-day readmission rates for patients with
heart failure (HF). The long-term goal was to
expand the pharmacist’s role to all chronic
disease states managed by internal medicine.

The AMG-SE PCMH was initially an
interdisciplinary team including six primary
care physicians, an advanced practice nurse,
the pharmacist, a dietician, a nurse, three
patient care managers and a physician
assistant responsible for acute care
appointments. In the implementation stages,
the pharmacist worked with the AMG-SE
cardiologist to demonstrate competence and
gain the cardiologist’s trust and support for HF
medication management.

Advocate Medical Group
CHICAGO, IL

The Model: How it Works

Initially, the pharmacist provided
comprehensive medication management
(CMM) services that included:

® [nitiating and titrating guideline-directed
medical therapy

m Assessing patients’ reported symptoms and
clinical status

m Adjusting diuretic therapy

m |dentifying and discontinuing medications
that exacerbate HF

m Ordering and monitoring laboratory values,
echocardiograms, and electrocardiograms

m Educating patients on self-management
and monitoring techniques (e.g., daily
weights, sodium and fluid restriction, home
blood pressure monitoring).

The pharmacist regularly monitored patients
for adherence barriers, such as cost of care and
patient understanding of therapy importance.
All visits were conducted in person, and 60
minutes were allocated for initial visits and 30
minutes were allocated for follow-up visits.

The pharmacist’s impact on HF patients was
assessed by the rates of HF hospitalizations
and readmissions. Additional goals of the
program were to meet the requirements of
federal and commercial VBP contracts—
Healthcare Effectiveness Data and Information
Set (HEDIS) and CMS Star Measure metrics.

During the HF patient visits, the pharmacist
identified a need for improvement in the
management of comorbid conditions (e.g.,
diabetes mellitus, dyslipidemia, hypertension,
thyroid disorders, gout, COPD and asthma),
resulting in an opportunity to expand the
scope of collaborative practice. Due to the high
prevalence of patients with diabetes at AMG-
SE and the lack of an endocrinologist within the
multidisciplinary care team, the pharmacist’s
expanded role began with patients with
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diabetes. Outcomes data in patients with
diabetes improved following implementation
of diabetes management by the pharmacist.
Because other provider services remaining
unchanged, this improvement was deemed

to be attributable to the pharmacist. The
pharmacist was subsequently charged

with further defining and expanding the

role of the pharmacist in the PCMH and the
development of resources. This included writing
and implementing best practice protocol
guidelines for HF, asthma, COPD, hypertension,
hyperlipidemia and diabetes.

Initially, patients were identified for the
pharmacist’s interventions based on HF
diagnosis codes and the daily hospitalization
list; however, once the pharmacist’s role
expanded, new referral processes were created.
The pharmacist receives referrals via four
different avenues: 1. the provider can refer a
patient during their visit (curbside consult);

2. the electronic medical record (EMR)
communication system portal, which enables
PCMH team members to send messages
regarding patient referrals or patient questions;
3. referral via phone or fax; 4. a daily list

of AMG-SE patients discharged with a HF
diagnosis. For referrals based on a hospital
discharge, the pharmacist is responsible for
contacting the patient within the first 2 days

of discharge to address any initial barriers to
adherence or gaps in therapy and to set up an
appointment within 7 days of discharge.

Currently, the pharmacists do not receive
assistance from clinical support staff during
independent pharmacist visits. However,
student pharmacists and residents are involved
in conducting portions of the patient visit

to increase the capacity of the pharmacist’s
patient panel. This layered learning model has
promoted the sustainability of the pharmacist’s
role as the demand for clinical pharmacy
services has increased. Research is currently
being conducted at the site to evaluate the
workload of the pharmacist and how it relates

Advocate Medical Group
CHICAGO, IL

to outcomes. It is also designed to identify
areas of inefficiency to demonstrate need for
support staff. While the pharmacists do not
have designated clinical support staff, such as
medical assistants, they do receive support
from the clinic operational staff for the check-
in/check-out process, scheduling patients, and
other administrative responsibilities. Since the
pharmacists have a broad scope of practice,
designated clinical support staff may allow
them to increase appointment capacity and
patient panel size in order to further improve
clinical outcomes at the center.

Sustainability and Outcomes

Midwestern University provides 50% of the
funding for 80% of the original pharmacist’s
clinical time. Seventy percent of patients at the
site are under a full-risk global payment model
through Medicare Advantage or commercial
payers. The pharmacists’ salary is financially
justified through their role in assisting the
medical group meet performance measures
and decrease costs as part of the pay-for-
performance incentives within the capitated
reimbursement model.

In the first 10 months of the PCMH pilot,

the pharmacist conducted disease state
management visits for 111 chronic HF patients.
A pre-/post-analysis of the 111 patients in the
10 months prior to and after the pharmacist
integration, showed a 50% reduction in
hospitalizations, from 63 in the 10 months
prior to 30 in the 10 months after pharmacist
integration. This translated into a cost
avoidance of $280,000 based on the average
HF hospitalization cost at Advocate Trinity
Hospital of $8,500. This result was used to
demonstrate the benefit of the pharmacist on
the PCMH team. OQutcomes improved further
with greater pharmacist integration and
rapport with the medical team. In an 18-month
analysis, only three of the 153 HF patients
managed by the pharmacist had a 30-day
readmission for a HF exacerbation.
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Expansion of the pharmacist’s role to
diabetes resulted in the recognition of AMG-
SE as one of the top five sites for diabetes
management in 2012, out of approximately
250 Chicago metropolitan area AMG sites.
This recognition was based on improved
AMG diabetes quality metrics, including

the percentage of patients receiving an
annual eye exam, annual foot exam, annual
nephropathy screening, and hemoglobin A1C
performed, and the percentage patients with
a hemoglobin AIC < 8%, and those reaching
guideline recommended blood pressure and
cholesterol targets. Pharmacists’ discussions
with physicians facilitated further improvement
in disease state management amongst all
providers at the center as it subsequently
improved their knowledge of chronic disease
management. Additional quality metrics
improved after the pharmacist integration,
including rates of generic medication use,
number of patients on an angiotensin-
converting enzyme inhibitor (ACEI) or
angiotensin receptor blocker (ARB), and beta-
blocker for HF management.

The results of the PCMH pilot program

led to hiring more pharmacists at AMG-

SE and other AMG ambulatory care sites.
Two additional clinical pharmacists were
hired at AMG-SE based on the increased
demand for clinical pharmacist services

and are fully funded by AMG. Currently the
AMG South Region employs a total of 13
clinical pharmacists at six different AMG
sites. Seven pharmacists are fully funded

by AMG, five are co-funded by AMG and
Midwestern University, and one is fully funded
by Midwestern University Chicago College

of Pharmacy. All clinical pharmacists provide
chronic disease management under the same
collaborative practice agreement developed
by the original PCMH clinical pharmacist.

Advocate Medical Group
CHICAGO, IL

Innovations/Future Plans

The most innovative and critical aspect of the
practice is the broad collaborative practice
agreement, which allows the pharmacist to
initiate, titrate and discontinue medications
for all chronic internal medicine disease
states, except controlled substances. This
model facilitates holistic management

of chronic conditions such as HF, where
poor management of diabetes, respiratory
conditions, gout or anemia may precipitate
an exacerbation. CMM was key to improving
outcomes in patients with HF.

In the ACO model, a broad collaborative
practice agreement improves population health
metrics as the pharmacist can make timely
interventions and improved holistic patient
outcomes, compared with similar practices
focused only on a specific disease state.
Another key to the program’s success was full
access to the EMR. The pharmacist had access
to all medications, labs, provider notes, and
was able to send electronic prescriptions to the
patient’s pharmacy and place laboratory orders
under the provider’s name. Physicians and
other team members can place referrals and
send patient messages through the EMR for
more timely communication and follow-up.

Key Lessons Learned

m Strong leadership and support were key to
the successful integration of the pharmacist
on the PCMH team.

m Initially focusing on the management of
one disease state and gathering positive
outcomes data allowed the pharmacist to
build trust with physicians and expand the
service to the management of additional
chronic disease states.

SUCCESSFUL INTEGRATION OF PHARMACISTS IN ACCOUNTABLE CARE ORGANIZATIONS AND MEDICAL HOME MODELS: CASE STUDIES « © AMERICAN PHARMACISTS ASSOCIATION
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Advocate Medical Group
CHICAGO, IL

m Clinical outcome improvements, such as m The pharmacist’s strong knowledge base
decreased hospitalizations and emergency and ability to support recommendations
department visits, in costly disease states with the current primary literature and
(e.g., COPD and HF) can demonstrate guidelines was cited by physicians as the
the cost-savings value of a pharmacist most important factor when granting and
and support expansion of the clinical expanding pharmacist prescribing.

harm ices to other di tates. . . . . .
pharmacy services to other disease states m Strategies to identify patients for clinical

m Physician trust can be earned through pharmacy services include reviewing
both demonstrating improved patient population health and hospitalization reports,
outcomes and knowledge of chronic reviewing provider schedules for patients
disease management. that could benefit, and asking physicians if

they would like assistance with disease state
management during patient visits.

The pharmacist regularly monitored patients for
adherence barriers, such as cost of care and patient
understanding of therapy importance. All visits were
conducted in person, and 60 minutes were allocated
for initial visits and 30 minutes were allocated for
follow-up visits.
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Successful Integration of Pharmacists in Accountable Care
Organizations and Medical Home Models: Case Studies

Family Health Services of Darke County
GREENVILLE, OH

Author: Rachel Barhorst, RPh, PharmbD, BCACP
Contact: RBarhorst@familyhealthservices.org

Practice Site Details

DETAIL SITE INFORMATION

Practice setting type Federally Qualified Health Center (FQHC)

Value-based model type PCMH

Number of pharmacists 1.25 clinical pharmacy FTE, 1 pharmacy resident, 3 staffing FTEs

Number of clinics/patients | 4 clinics encompassing 26,767 patients
covered by pharmacists
Funding model of Salaried employees of the FQHC
pharmacists (salaried,

contracted, leased, other)
Delivery mode for patient Face-to-face and telephonic

visits

Average duration of 30-60 minutes

pharmacist visit

Collaborative practice Yes—diabetes and smoking cessation currently and expanding;
agreement in place pharmacists can initiate, discontinue and adjust medications, as

well as order laboratory and diagnostic tests; protocols are used for
immunization and naltrexone injectable administration

Billing codes used 99211 for medication therapy management in which the provider
does not see the patient

99213, 99214 for Shared visit model in which both pharmacist and
provider see the patient
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Background

Family Health Services (FHS) of Darke County
is a FQHC located in rural Darke County,

Ohio. FHS builds healthy lives through the
provision of quality, comprehensive services.
Seamlessly integrated with the community,
FHS is recognized for win-win-win (patient-
employer-provider) relationships that reach
more people and provide better care at lower
cost. FHS practices motivate patients to seek
care and information proactively. Above all,
FHS supports a culture of nurturing leadership
that preserves the “family” in Family Health.
FHS was founded in 1964 with volunteers
providing seasonal sanitation and primary
care services to local migrant workers and

has grown to serve 26,616 patients. FHS has
one main location with four satellite sites

in rural neighboring communities. Services
offered include family practice, OB/GYN,
pediatrics, medication-assisted treatment,
dental, radiology, vision, in-house laboratory,
behavioral health, medical nutrition counseling,
and an in-house 340b pharmacy. “I believe that
over the years Family Health has taken many
steps, to help turn a sick-care system into a
healthcare system” states Jean Young, the
Executive Director.

Being one of the only primary care providers
in the county, FHS has a diverse patient
population and currently operates as a
Patient Centered Medical Home (PCMH).
The PCMH was established as an extension
of FHS’s integrative health model which
originated in the 1990’s. “We had a strong
belief then and today that if we provide
exceptional, comprehensive care and the
mechanisms to support our patients in
achieving good health for themselves and
their families, we are achieving our core
mission “to build healthy lives together”
said Dr. Laurie White who directs PCMH
development. The model was transformed
in 2012 when a PCMH core team was
created. It is comprised of members from

Family Health Services of Darke County
GREENVILLE, OH

each department in the facility, including a
pharmacist and two patient representatives.
The team meets monthly to discuss ways

to enhance communication, patient care,
population health, and measure performance
in terms of quality markers and services
offered from both an employee and patient
perspective. The fundamental purpose
remains the same: to work together to
provide comprehensive care to patients.
FHS became PCMH-accredited by the
Accreditation Association for Ambulatory
Healthcare (AAAHC) in 2013.

The Model: How it Works

At FHS, pharmacists are present within the
340b dispensing pharmacy and integrated
within the clinic. Within the dispensing
pharmacy, pharmacists counsel patients

on all new medications and medication
changes and conduct medication therapy
management visits. Within the clinic,
pharmacists operate as drug information
experts for the approximately 40 providers,
conduct shared visits with the providers

for chronic diseases, package medication
boxes, and facilitate transitions of care

for patients post-hospital discharge.
Pharmacists also administer vaccines to
patients. The pharmacists play a critical

role in the medication-assisted treatment
program and harm reduction efforts by
providing naloxone nasal spray counseling
at the needle exchange program and during
patient appointments, administering Vivitrol
injections as needed, developing a Vivitrol
drug repository program, working with the
United Way to help pay for medication-
assisted treatment medications, and
creating harm reduction kits to give to high-
risk patients. The pharmacists also have
active roles on the diabetes, hypertension,
medication-assisted treatment, PCMH,
quality, care coordination, rapid response
team, and transitions of care committees.
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Family Health Services utilizes a variety of
support staff to enhance services offered.
Two pharmacists share a nurse and rotate
throughout the 4 clinic sites. The nurse’s
main roles are to room the patient, prep the
patient’s chart prior to the appointment,
take vitals, ensure the medication list is
accurate, update the medical history, and
complete screenings such as the PHQ2. The
nurse completes any needed testing that
can be done in office such as tests for A1C
and albuminuria. The nurse also assists with
population health data collection, patient
education on glucometers, and scheduling of
shared visits.

There are also several additional care
coordinators including a Screening Brief
Intervention and Referral to Treatment
(SBIRT) coordinator, psychosocial care
coordinator, dietitian, and chronic care
manager. One of the strengths of our PCMH
model is that all employees throughout the
organization from front office to provider are
invested in the program and are therefore

key stakeholders. From a patient perspective,

a variety of needs can be addressed at one
time. For example, a patient with diabetes
may come in for a diabetic check where it is
discovered they are uncontrolled due to food
insecurities. They can then be referred to our
psychosocial care coordinator for assistance
and our dietitian for medical nutrition
education. If they are nonadherent to
medications, they can have their medications
packaged and/or delivered, consult with

one of our pharmacists, have costs lowered
through patient assistance programs or the
sliding fee discount, and receive one-on-one
care from our chronic care manager. If they
have not seen a dentist, a dentist will speak
to them about the importance of dental care
through a warm hand-off.

Pharmacists have a collaborative practice
agreement (CPA) for hypertension, diabetes,

Family Health Services of Darke County
GREENVILLE, OH

hyperlipidemia, COPD, and smoking cessation.
Within this agreement, the pharmacist can
start, stop, or modify therapy and can also
order labs. However, CPAs are not currently
used to their full potential because of the
shared visit practice model. FHS is currently
implementing a pharmacist-driven smoking
cessation program that will utilize a CPA for
smoking cessation medication management.

Patients are identified for pharmacist
intervention by providers and nurses primarily
for medication cost concerns, nonadherence
with medical treatment and medications,
elevated AI1C, and high morphine milligram
equivalents (MME). When a patient is identified
or referred through the EMR, the patient is
scheduled for a shared visit between the
pharmacist and the provider.

Population health reports are used to

identify gaps in care such as uncontrolled
diabetes, defined as an AIC >9%, and initiate
an automatic referral for clinical pharmacy
services. Population health is used to identify

a number of other gaps regarding quality
measures, including patients who are in need of
Medicare Annual Wellness visits, statin therapy,
evaluation of high-risk medications, and
preventative screenings and immunizations.
When a patient is identified on a population
health report, the pharmacist performs a chart
review, seeks out an opportunity for patient
education, and makes recommendations when
appropriate. Pharmacists use population health
reports to assist in impacting high MMEs and
naloxone prescribing, obesity diagnosis and
screening for prediabetes, diabetes and annual
eye exams. Pharmacists also identify persons
with diabetes with an AI1IC >9% and ensure they
have pharmacy consults. Discharge summaries
are also sent to pharmacists for care transitions
services by providers in the local hospital and
other hospitals, and these patients receive

a phone call from the pharmacist upon
discharge.
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Key technology used at FHS includes the
electronic medical record (EMR) and pharmacy
software system. One of the most valuable
assets is that the whole organization uses

the same EMR. This allows for seamless care,
and all visits from vision to dental to clinical
pharmacy to lab can be viewed in the EMR.
The EMR also allows for telehealth services,
kiosks, and a portal where patients can send
messages. The pharmacy software is utilized to
run reports on patient adherence, proportion
of days covered, high risk medications, and
ensuring patients are on proper therapy for
their disease states. Pharmacists also utilize
CliniSync for patient information from other
healthcare systems. OutcomesMTM and Mirixa
are the platforms utilized for medication
therapy management. The organization also
uses social media and televisions in the waiting
room to provide patient education.

Sustainability and Outcomes

The pharmacists’ positions have been
justified using multiple billing opportunities
as well as FHS’s 340b funding. Billing for
insurance-triggered medication therapy
management takes place. Billing has also
started for pharmacists’ services such as
medication adherence packaging, chronic
pain consults, and medication reviews
incident-to a provider using Evaluation

and Management code 99211. Pharmacists
embedded in the clinic conduct shared visits
with the providers resulting in providers
being able to increase their patient volume.

The majority of our ROl is indirect ROI, which
can be difficult to track. We receive value-
based reimbursements through the clinic and
the 340b pharmacy. We have created a clinical
pharmacy dashboard for diabetes and clinical
pharmacy services. This is presented monthly
at our clinic’s quality meeting. Measures include
percentage of patients being seen by clinical
pharmacy with an A1C >9%, and the number

of patients who are on a statin, on an

Family Health Services of Darke County
GREENVILLE, OH

ACEI/ARB, have had an A1C in the previous 3
months, blood pressure in range as defined by
the American College of Cardiology/American
Heart Association Hypertension Guideline, have
been tested for albuminuria, completed a yearly
foot exam, completed a yearly eye exam, and
have received the appropriate pneumococcal
pneumonia vaccines.! We also review A1C
reductions in patients who have been seen

by clinical pharmacy and plot them on a line
graph. Additionally, tertiary markers including
improvement in quality markers, decreased
hospitalizations, and improved patient care and
satisfaction are tracked. Interventions tracked
by the pharmacists justified the creation of an
additional position for the next year.

Another benefit has been that patients
frequently request to transfer their
prescriptions to our in-house 340b pharmacy
because of their trust in the pharmacists. Our
prescription volume has increased with the
increase in pharmacy services.

Innovations/Future Plans

Future planned endeavors include broadening
the shared visit model to include COPD. The
COPD services will include assessing inhaler
technique, adherence with medications,
decreasing hospitalizations for COPD
exacerbations, improving inhaler affordability
and utilizing the CPA for smoking cessation.
In addition, the pharmacist and dietician are
joining forces to begin a diabetes prevention
class offered one night per week for a year.
This class will provide education, support,
motivational interviewing, and monitoring of
weight loss.

Through a grant, FHS is going to begin using
a platform to identify social determinants

of health and connect patients with local
resources such food banks, SBIRT coordinator,
and other community resources. FHS is also in
the infancy of using the Single Item Literacy
Screener for health literacy screening.
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Key Lessons Learned References

m [t is vital to have an implementation plan 1. ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/
for any new service being offered and to ASH/ASPC/NMA/PCNA Guideline for the
communicate the plan in a formal manner, Prevention, Detection, Evaluation, and
such as through regular meetings with staff Management of High Blood Pressure in
and providers. Adults: A Report of the American College

of Cardiology/American Heart Association
Task Force on Clinical Practice Guidelines.
J Am Coll Cardiol 2018;71:e127-e248.

m Perform continuous quality improvement
using Plan-Do-Study-Act cycles.

m Thorough and consistent documentation
improves care coordination with other
providers.

m Developing trusting, collaborative
relationships takes time as other providers
learn about the services the pharmacist
offers and the value they provide.

Developing trusting, collaborative relationships takes
time as other providers learn about the services the
pharmacist offers and the value they provide.
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Successful Integration of Pharmacists in Accountable Care
Organizations and Medical Home Models: Case Studies

Geisinger Ambulatory Clinical
Pharmacy Program

DANVILLE, PA

Authors: Gerard Greskovic, BSPharm and Sarah Krahe Dombrowski, PharmD, BCACP
Contact: gagreskovic@geisinger.edu

Practice Site Details

DETAIL SITE INFORMATION

Practice setting type Various, including FQHC, rural, primary care, specialty care, pharmacy
tele-management

Value-based model type | ACO, PCMH

Number of pharmacists Total: 97 FTE (73 in disease management and 24 in pharmacy
tele-management)

Number of clinics/ Family practice: based on clinic’s risk adjusted patient panel:
patients covered by 4000 (existing clinic)—6000 (new clinic)/1.0 FTE

harmacists ) ) ) . . "
P Specialty: based off active patient roster with pre-specified condition:

750-1000 patients/1.0 FTE

Funding model of All are employees funded by Geisinger clinical enterprise
pharmacists (salaried,
contracted, leased, other)

Delivery mode for patient | Mixed model of face-to-face (preferred) and telephone management

visits

Average duration of See Figure 3 and Figure 4: current is 15-30-45 minute OR 10-30-40

pharmacist visit minute visit model; Proposed change for FY21 will be 10-40 minute
model

Collaborative practice Yes. Monitor therapy and labs, titrate dosage, modify, and discontinue

agreement in place medication; manage specific conditions, order labs/imaging,

authorize medication refills/renewals (note that pharmacists do not
have the authority to initiate therapy under CPAs in Pennsylvania)

Billing codes used m Annual Wellness Visits: GO438/G0439
m Anticoagulation 93793

m Chronic disease hospital-based clinics: facility fee

m Chronic disease physician office-based clinics: 99211
m Continuous Glucose Monitoring placement: 95249

® Insulin pumps and nursing homes: direct contracting
m Smoking cessation: 99406/99407
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Background

Geisinger’s ambulatory clinical pharmacy
program started in 1995 with a single
anticoagulation clinic and, after several years of
amassing clinical outcomes data and garnering
physician support, began expanding into other
therapeutic areas to target clinically relevant
gaps in care! Initially, in collaboration with the
Geisinger Health Plan, the program expanded
into the management of anemia of chronic
kidney disease, a small yet costly patient
population in need of treatment optimization.
In the early 2000’s, the pharmacy program set
its sights on chronic disease management in
primary care, and beginning in 2012, ventured
aggressively into the specialty practice arena.

Now, 24 years later, the program has more
than 90 ambulatory clinical pharmacists
mMmanaging patients’ medication therapy for
over 20 medical conditions. Pharmacists

are incorporated into both Geisinger-owned
Patient-centered Medical Home (PCMH) and
Accountable Care Organization (ACO) sites
within four practice models: primary care
disease management, specialty medicine
disease management, home-based primary
care, and pharmacy tele-management (or
non-traditional “telepharmacy”). On average,
the primary care and specialty disease
management programs receive over 2,200
new referrals and complete 34,000 patient
encounters every month. Additionally, the
telepharmacy pharmacists average over
74,000 patient encounters monthly.

The Model: How it Works

There are 52 primary care pharmacists
embedded within family practice and internal
medicine sites across the health-system. The
pharmacists practice in a model of care based
on comprehensive and high-value office-based
visits. They are responsible for the ongoing
management and co-ownership of chronic
disease patients at primary care sites (Figure 1).
These pharmacists help to improve medication-

Geisinger Ambulatory Clinical Pharmacy Program
DANVILLE, PA

Figure 1: Medication Management Targets for
Primary Care Pharmacists
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Smoking cessation

related patient outcomes and assist primary
care providers in decreasing healthcare costs
and meeting quality benchmarks. Under
collaborative practice agreements (CPAs)
with providers, pharmacists can modify and
discontinue medication therapy and order
laboratory work and imaging. Pharmacists
perform comprehensive medication reviews
and medication reconciliation, identify and
resolve medication-related problems, manage
chronic disease states through evaluation of
the safety and effectiveness of medication
regimens (including titration and monitoring
towards targeted patient outcomes), design
patient-centered, cost-effective medication
regimens, and provide education to patients
and providers.?

The 21 specialty disease management
pharmacists are centrally housed within
their applicable departments and operate
under CPAs. The specialty practice

model is primarily telemedicine-based, is
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customizable to the needs of the specialty,
and tends to be more population-health
focused. Specialty pharmacists help lead

the system’s clinical treatment pathway
development process within their specialties
and work closely with pharmacists from

the Geisinger Health Plan and Geisinger
Specialty Pharmacy (Retail) to coordinate
and optimize care for the patients (Figure 2).

Figure 2: Examples of Medication Management

Targets for Specialty Pharmacists

Addiction

Geisinger Ambulatory Clinical Pharmacy Program
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