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Abstract

Introduction: Mental health (MH) clinical pharmacy specialists (CPS) are increasingly functioning as integral
providers in MH care teams. MH providers may delegate many medication management tasks to the CPS.
As there is a shortage of primary care and specialist MH providers, CPS are increasingly being utilized in
MH care clinics. We assess provider and CPS perceptions of the contributions of CPS to MH clinical teams in
the Veterans Health Administration.

Methods: We examined the roles and functions of CPS in MH clinics through surveys (n¼ 374) and
semistructured interviews (n¼ 16) with MH CPS and other members of MH clinical teams (psychiatrists,
nurse practitioners, registered nurses, social workers) to gain insight into how CPS were integrated in these
settings. We assessed perceptions of CPS contributions to MH teams, interactions between CPS and other
providers, and challenges of integrating CPS into MH clinical teams.

Results: Contributions of CPS in MH were received positively by clinical team members. Clinical pharmacy
specialists providing comprehensive medication management were especially valuable in the management
of clozapine. The knowledge and training of CPS reassured providers who frequently referred to them with
questions about medication and medication therapy management. MH CPS were also perceived to be
received well by patients.

Discussion: The integration of MH CPS into MH teams was well received by team members and patients
alike. The MH CPS have become important members of the MH team and are widely viewed as being able
to improve access, quality, and workflow.
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Background

Increasing shortages of primary care and specialist

physicians in the US health care system, coupled with

increased patient demand, have led to decreased access for

patients.1 These shortages are acute in mental health (MH)

care as the number of psychiatrists and other MH providers

continues to decrease.2-4 Retirement, burnout, and struc-

tural factors that incentivize psychiatrists to practice in

cash-only private settings means that these MH providers

are also distributed unevenly across the country.5,6 These

shortages are especially prevalent in MH care, as fewer

providers are pursuing psychiatric specialization.7

While primary care providers may be able to expand

access when encountering conditions that they feel

confident in managing, this may not apply to conditions

that require treatment with antipsychotics or mood

stablizers.8 Even specialized MH clinics face barriers to

managing medication therapy. There are reports of

antipsychotic underutilization or misutilization owing to

complex monitoring and coordination requirements as

well as concerns for adverse events.9-11

MH clinical pharmacy specialists (CPS) are increasingly

functioning as integral providers in MH care teams. These

CPS address shortages by taking on some of the providers’
medication management tasks and increasing availability

to MH care for patients in community settings.12,13 The

inclusion of CPS in MH teams has been shown to increase

patient satisfaction, decrease wait times, improve patient

clinical outcomes and medication adherence, and improve

access to care.14,15 In the Veterans Health Administration

(VHA), CPS are advanced practice providers with the

authority to prescribe and modify medications based on an

established diagnosis, making collaboration essential.16,17

MH CPS have the skills and expertise to collaboratively and

independently provide comprehensive medication manage-

ment (CMM) as members of multidisciplinary MH care

teams and by contributing knowledge about medication

interactions and navigating the sometimes labyrinthian

systems of referrals and medication authorization and

documentation.18-20

The US Department of Veterans Affairs Office of Rural

Health and Pharmacy Benefits Management Services

Clinical Pharmacy Practice Office implemented a nation-

wide initiative to improve rural veterans’ access to care

with MH CPS through the Clinical Pharmacy Specialist

Rural Veteran Access (CRVA) Initiative.13 In VHA, rural is

determined by accounting for how closely a community is

socioeconomically linked to larger urban centers. The MH

CPS role in VHA is focused on the provision of CMM

services to improve patient-centered care and medication

outcomes as a primary MH provider, thereby supporting

the needs of the veterans, caregivers, and teams.20-22

In this evaluation, we examine provider and CPS

perceptions of the contributions of CPS to MH clinical

teams. We examine the roles and functions of CPS in MH

clinics to gain insight into how the introduction of CPS

into these teams facilitated patient care and enhanced the

efforts of the team, as well as what challenges and

barriers were encountered with integration. When new

members are introduced to clinical teams who are

unaccustomed to working with them, there is a need to

define and reconfigure roles within the team.23,24

Perceptions of team members are a key part of role

clarity and team integration in interprofessional care

teams.25 This evaluation measures perceptions of MH CPS

roles and contributions, as well as the perceptions of these

roles and contributions by other MH team members

through a mixed-methods approach.

Methods

As part of a multi-year mixed-methods project (2017-

2020) to evaluate the CRVA initiative, we conducted

surveys and qualitative interviews with MH CPS and other

members of the clinical teams on which they worked as

part of an assessment of the CRVA initiative. The survey

pool comprised all MH CPS who had been employed as

part of the CRVA initiative for over 6 months (n¼ 39) and

health care professionals on the same clinical teams

(n¼ 335). Local facility pharmacy leadership, such as the

assistant or associate chief of pharmacy, assisted in

identifying providers who worked in teams where MH CPS

had been introduced. Providers were sent an email

inviting them to participate in the survey. The survey

used a self-administered questionnaire in REDCap, a web-

based platform designed to support data capture for

research studies.26 Email reminders and an instant

message from the project manager were sent to people

who had not yet responded. There was a 100% response

(n¼ 39) for MH CPS participation in the survey and 80%

(n¼ 335) for other team members (82% combined

response rate). Table 1 includes demographic data for

survey respondents.

The survey measured integration of MH CPS into MH

clinical teams by comparing CPS’ and team members’
perceptions of the role of MH CPS using a modified
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version of the medication use process matrix (MUPM)

developed by Farrell et al.27 The MUPM facilitated the

assessment of the perceived contribution of team

members on tasks related to CMM, grouped into 5 key

domains of medication management (evaluation and

management, medication monitoring, medication review,

documenting care, and medication education).28 The

MUPM was administered to MH CPS and to other

providers, assessing their own roles in CMM as well their

perceptions of the MH CPS contributions (see Table 2 for

MUPM domains and items). Item scores range from 0 (no

contribution) to 3 (major contribution), with higher scores

indicating greater integration into the team. Standardized

composite scale scores, computed as unweighted averag-

es across the 5 domains, were used in analysis of variation

in MUPM across VHA stations. Additional survey elements

measured perceptions of job-related work environment

factors by survey participants.

In addition to surveys using quantitative measures

(MUPM),27 qualitative interviews were conducted to

assess MH team member perceptions. We conducted

qualitative interviews with 7 MH CPS and 9 other

providers (psychiatrists, nurse practitioners, registered

nurses [RNs], and social workers) on MH clinical teams

who had completed the MUPM survey (see Table 1). We

selected a purposive sample of MH CPS, psychiatrists, and

TABLE 1: Survey respondent demographics

MH CPS Psychiatrist Othera Total

Total, N 39 67 268 374

Age, y, %

20-29 42.4 0.0 2.4 6.4

30-39 33.3 20.8 19.9 21.5

40-49 18.2 35.8 31.3 30.6

50-59 3.0 24.5 28.0 24.6

60-69 0.0 18.9 17.5 15.8

70 or older 3.0 0.0 0.9 1.0

Gender, %

Female 63.6 56.6 73.6 69.5

Military veteran, %

Yes 6.1 9.1 17.5 14.7

Years since last professional degree, %

1-5 48.3 2.0 13.8 15.3

6-12 27.6 30.0 35.7 33.8

13-20 17.2 18.0 25.0 22.9

More than 20 6.9 50.0 25.5 28.0

Qualitative interviews

No. of participants 7 4 5 16

MH CPS¼mental health clinical pharmacy specialists.
aIncludes primary care providers and other physicians, physician
assistants, psychologists, nurses (ie, RN, RNCC, LPN), social workers.

TABLE 2: Medication use process matrix items

Evaluation and Management

Evaluate the need for medication therapy through direct patient
assessment.

Assess the patient’s symptoms, coexisting conditions, problems, and
treatments, including treatment received from other providers.

Discuss pharmacologic and other medical interventions with patient,
including disease-related questions and concerns, side-effects, and
effectiveness.

Ask patient’s preferences regarding medication therapy and
incorporate these preferences into selecting the most appropriate
medication.

Select best drug for patient, considering contraindications,
precautions, drug interactions, efficacy, best available evidence,
cost, convenience.

Select best regimen (ie, dosage form and dose) based on individual
characteristics including previous intolerance, renal and hepatic
function, comorbidities, etc.

Prescribe medications, devices, and supplies for specific disease states.

Initiate referrals for consults and specialty services care (eg, nutrition,
care coordination home telehealth, cardiology, nephrology, pain
management, mental health, substance abuse).

Manage medication tapering regimens.

Medication Monitoring

Monitor effectiveness and safety of the medication therapy (eg, order
lab tests at appropriate intervals or arrange for follow-up phone
calls or appointments).

Monitor adherence to prescribed regimens and institute adherence
interventions (ie, pill boxes, pill splitters, education, etc) as needed.

Decide whether to continue medication, renew prescription, alter
medication regimen, or discontinue therapy based on response to
therapy.

Medication Review

Screen patient’s medication lists to determine potential drug-related
problems.

Provide complete medication review, including patient interview, to
identify drug-related problems.

Documenting Care

Document patient assessment, therapeutic plan, and education in the
patient’s chart.

Educate the patient about their medications (eg, medication use,
administration, monitoring) and address patient’s concerns and
questions during initial and ongoing therapy).

Provide group patient education regarding medications.

Provide drug information and medication education to the treatment
team and other providers.

Medication Education

Educate pharmacy students and residents.

Educate and counsel patients about self-management of diseases.

Educate patient about disease prevention (eg, vaccinations, disease
screening) and health promotion (eg, diet, weight control, exercise,
lifestyle).
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other providers who had completed the survey and were

identified by site champions and confirmed by MH CPS as

working with each other in MH clinical teams. Demo-

graphic information about interview participants was not

collected during the interview nor linked to survey results.

Interviews addressed the roles the MH CPS performed in

their clinic, interactions between MH CPS and other team

members, perceptions and details of how MH CPS

contributed to MH teams’ function and perceived patient

satisfaction, as well as any challenges that having MH CPS

in these teams presented for other providers (see Table 3

for select interview questions). Interview questions were

evaluated by CRVA leadership and practicing CPS prior to

the beginning of interviewing and were continuously

refined throughout the study, as necessary. Data collec-

tion and analysis were performed by a highly experienced

qualitative team of 2 PhD anthropologists and 1 PhD

sociologist.

Telephone interviews were audio recorded and transcribed

verbatim. Transcription was performed by a VA-approved

vendor. A process of critical review and consensus building

was used to develop a codebook based upon impressions

from the interviews and a priori concepts from the larger

mixed-methods project. Codes were clearly defined to

enable consistent use among coders.29 Analysis followed a

modified grounded theory approach, informed by the

initial codebook with the additional codes being included

as they emerged from inspection of the data. Summaries

of coded data facilitated the identification of thematic

elements that pertained to participants’ perceptions of

MH CPS contributions in MH clinical teams.30-33 This

evaluation was reviewed by the IRB at VA Bedford

Healthcare System, and the IRB determined that the

evaluation fit in the category of quality improvement. In

VHA, quality improvement studies are not subject to IRB

oversight. However, the elements of informed consent

were adhered to, and participant confidentiality was

followed.

Findings

Survey Findings

Perceptions of the MH CPS’ contributions to the MH team

were consistently positive across all domains of the

MUPM (Table 4). Average ratings were between 2 and

3, indicating moderate to major contribution. Ratings

varied by role. On the composite score, the MH CPS rated

themselves more highly (94 out of 100) than they were

rated by psychiatrists (81 out of 100) or other providers

(90 out of 100). Results for the domains show the same

pattern of MH CPS rating themselves higher than they

were rated by others. These scores reflect very positive

perceptions of MH CPS as members of MH teams. While

there were statistically significant differences in some

TABLE 3: Qualitative interview questions

CPS Questions

Tell me about establishing your practice in this Mental Health
Clinic?

How well is clinical pharmacy integrated with other providers
in mental health?

How would you describe the relations between pharmacists
and doctors?

Between nurses and pharmacists?

What do other providers typically turn to pharmacists for?

What do you think other providers or other health care
professionals misunderstand most about the work of a CPS?

What part of your job gives you the most professional
satisfaction?

Provider Questions

What were your expectations when the CPS was hired in your
clinic?

What are your thoughts on having a CPS as part of mental
health clinical teams?

How well is clinical pharmacy integrated with other providers
in mental health?

What are your impressions of how CPSs are working with your
clinical care team?

How do you think CPSs impact patient access?

How has the addition of the CPS improved your work,
workflow, and work environment?

What do other providers or members of the medical team
think about the expansion of CPS roles?

CPS¼ clinical pharmacy specialist.

TABLE 4: Perception of clinical pharmacy specialist (CPS)
role by mental health (MH) CPS and others

MH CPS Psychiatrist Other

Mean (SD)

Evaluation and
managementa 2.86 (0.20) 2.28 (0.73)c 2.71 (0.48)c

Medication
monitoringa 2.93 (0.18) 2.54 (0.71)c 2.70 (0.55)c

Medication
reviewa 2.96 (0.14) 2.77 (0.50)c 2.89 (0.38)

Documenting
carea 2.83 (0.45) 2.41 (0.86)c 2.76 (0.54)

Medication
educationa 2.63 (0.31) 2.59 (0.49) 2.64 (0.47)

Compositeb 93.82 (5.44) 80.98 (19.83)c 89.79 (15.24)c

aScale 0 to 3, where 0 ¼ no contribution, 1 ¼ minor contribution, 2 ¼
moderate contribution, and 3 ¼major contribution.
bItems combined; range, 0-100.
cP � .05.
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MUPM domains between how MH CPS rated themselves

and how they were rated by other team members, these

differences were small (see Table 4).

All 3 categories of participants reported high levels of job

satisfaction but also reported elevated levels of burnout.

Psychiatrists reported greater satisfaction with communi-

cation between MH team members than MH CPS or other

providers, while other providers on these teams reported

significantly lower perceptions of interprofessional collab-

oration (see Table 5). Communication measured levels of

agreement of healthy conflict resolution and perceptions

of constructive work relationships, while interprofessional

collaboration measured the frequency of interactions that

comprise collaborative behavior, such as information

sharing.

Interview Findings

Interviews with MH CPS and other providers on these

teams support survey findings that MH CPS are viewed

very positively by other clinical team members and that

there are several areas where MH CPS make important

contributions to clinical MH teams.

Comprehensive Medication Management

For clinical team members, having a MH CPS on the team

was invaluable in the management of patients on

clozapine. Clozapine prescribing and management re-

quires additional administrative processes that may be

cumbersome or burdensome for clinicians.34,35 MH CPS

have the appropriate scope of practice, meaning they

were credentialed to perform the CMM activities as well

as the administrative and organizational intricacies

required for managing clozapine and other medications.17

This was viewed as a major asset to MH teams.

‘‘Probably one of the biggest impacts it’s had is that

they’re [MH CPS] able to see the veterans that are on

clozapine. So, it’s kind of freed up time for nursing staff to

actually do more follow-up calls and things like that.’’
P267 (RN)

‘‘We couldn’t do the clozapine thing without them.

We’ve got folks on clozapine; and that’s tricky, following
the details, remembering all the boxes that need to be

checked. They seem to know all the secret phone numbers

to contact folks.’’ P238 (psychiatrist)

Medication Education
Providers discussed how MH CPS were invaluable team

members as medication experts. Other team members

found this to be convenient, efficient, and reassuring.

‘‘There are a lot of things we wouldn’t be able to do, we

wouldn’t be as smart and informed about, we wouldn’t
even have time to look more deeply into the medication

issues, let alone kind of understand them at the level [MH

CPS] do. . .There’s a huge peace of mind for mental health

providers just having that person there knowing you can

go over and say, ‘Do I need to be worried about this?’ . . .
That makes their job easier.’’ P238 (psychiatrist)

MH CPS were also available to attend groups and to

respond to patient medication questions.

‘‘I have one nurse that enjoys me coming into her

depression group so that I can answer any questions for

the group members regarding medications.’’ CPS138

Improved Patient Experiences
MH CPS and other providers report that patients were

receptive to MH CPS, and both groups of providers

perceived CPS-patient interactions to be positive for

patients.36 Team members perceived that positive patient

reception to MH CPS contributed to improved quality of

care and acknowledged how MH CPS enhanced continuity

of care as there was often less turnover among CPS in MH

clinics.

‘‘I think it’s definitely impacted quality of care. I think

it’s also impacted continuity of care. Just the consistency

with the population we deal with in mental health. They’re
not usually open to change very well. And so, to have that

continuity of care actually gives you a better quality of

care.’’ P267 (RN)

‘‘The feedback I get from patients is—‘You actually

explained that to me. I’ve never had anyone explaining

meds to me before. I’ve never had anyone explain this

disease state to me before. You actually listen.’’’ CPS23

‘‘Patients have told me—‘You know, I like working with

you better than all of the other providers I had before.’’’
CPS24

MH CPS availability was also perceived to decrease wait

times for patients, potentially increasing patient satisfac-

tion with the care they receive.

TABLE 5: Perception of work environment

MH CPS Psychiatrist Other

Mean (SD)

Job satisfactiona 4.59 (0.78) 4.50 (0.93) 4.40 (0.82)

Burnoutb 4.12 (1.51) 3.92 (1.66) 3.50 (1.70)e

Communicationc 3.85 (0.77) 4.24 (0.70)e 3.97 (0.84)

Interprofessional
collaborationd 3.13 (1.07) 3.03 (1.19) 2.48 (1.08)e

MH CPS¼mental health clinical pharmacy specialist.
aScale, 1 to 5, where 1 ¼ very dissatisfied, 2 ¼ dissatisfied, 3 ¼ neither
satisfied nor dissatisfied, 4¼ satisfied, and 5 ¼ very satisfied.
bScale, 1 to 7, where 1¼never, 2¼ a few times/year, 3¼once/month, 4¼
a few times/month, 5¼ once/week, 6¼ a few times/week, and 7¼ every
day.
cScale, 1 to 5, where 1 ¼ strongly agree, 2 ¼ agree, 3 ¼ neutral, 4 ¼
disagree, 5 ¼ strongly disagree.
dScale, 1 to 5, where 1¼ none of the time, 2¼ 1-2 times, 3¼ 3-4 times, 4
¼ 5-6 times, and 5 ¼ 7 or more times.
eP � .05.
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‘‘The other day [the psychiatrist] was backed up in clinic

for a good 2 hours and she asked me if I was seeing

patients, which I was, but she was asking if I could take

some patients off her caseload, that way she doesn’t end

the day behind and we can both kind of end a little closer

to time. So, I was able to take patients off her hands and

see them in her place.’’ CPS27

‘‘[Patients] don’t have to wait to speak with something

like a nurse practitioner or a physician or another

prescribing provider, they can go right to clinical

pharmacists. I think as far as access to care, it’s really

improved it in that they [patients] don’t have to wait

nearly as long . . . from my standpoint, [our clinic’s] ability

to take people in as a walk-in with medication questions

has really increased.’’ P269 (social worker)

The expertise and accessibility of MH CPS allowed them

to take time to discuss medications, answer questions,

and ensure patients understood the information. Addi-

tionally, as MH CPS were on MH teams as part of a multi-

year initiative, lower turnover among MH CPS allowed for

a degree of continuity in care that was perceived to be

particularly important for MH patients.37

Challenges With Integrating MH CPS Into MH Teams
While perceptions of MH CPS by other MH providers were

consistently positive (see Table 3), there continued to be

challenges in fully integrating them into clinical teams.

MH CPS noted that it takes time for others to appreciate

the contributions their scope of practice allows, and to

clarify the MH CPS role within the MH team. The MH CPS

position has existed in VHA for almost 40 years, but many

rural sites have not had access to MH CPS, and many

providers in these settings are not fully aware of their role

relative to pharmacists in more traditional roles.

‘‘I think [the psychiatrist] had an idea of what

pharmacists could do, but she ultimately didn’t have an

idea of how far we could really go.’’ CPS27

‘‘I think just kind of educating the other providers on—

‘Hey, this is what a mental health clinical pharmacist

does.’ I was only the second mental health clinical

pharmacist here.’’ CPS137

Introducing MH CPS to clinical MH teams also required

a restructuring of existing roles to clarify how CPS could

best maximize their contributions.

‘‘I think one of the hurdles was just the fact that coming

in, they had a nurse practitioner versus me, where this

nurse practitioner also was managing some of the medical

issues as well, which I do not manage in my role. So, kind

of trying to figure out what is the clarification of my role

versus the medical provider role.’’ CPS137

Providers, including psychiatrists, noted that it could be

difficult to relinquish some of the tasks they were

accustomed to performing, and that they may be

reluctant to do so.

‘‘I have mixed feelings about that. I tend to do my own

prazosin titrations. I guess I feel like I sort of own it and

why make it in a way more complicated and involve a

pharmacist.’’ P390 (psychiatrist)

However, CPS noted that, over time, other team

members became familiar with how a CPS could

contribute to MH clinical teams.

‘‘We weren’t really sure exactly how I would integrate

into mental health. But slowly but surely, we got it figured

out. Obviously, I think probably for everyone there’s some

providers that are more receptive to a team-based

approach of care. So, there was some, and still is some,

resistance with some of the providers. But the longer I was

here and the more familiar they got with me and my

services the more they started using me.’’ CPS138

With time, these challenges may be resolved, but it is

important to recognize that the introduction of CPS into

MH teams is not a seamless event.

Discussion

A strength of this mixed-methods study is the use of

qualitative (interview) data to contextualize the results of

the quantitative (survey) data. The experiences we

gathered from MH team members are a valuable source

of data for assessing how they feel MH CPS are currently

integrated into these teams, the value they assign to the

contributions of MH CPS, and efforts to achieve

integration within their MH clinical teams. The degree to

which perceptions of team member contributions are

concordant is an indicator of integration.

An important finding from our data is that MH CPS are

generally received well by other providers in MH teams

and that these team members recognize and appreciate

the contributions of MH CPS in CMM. This is reflected in

both the survey and interview data. These data about

perceptions were instrumental in understanding the

extent of integration of MH CPS in MH clinical teams.

Greater detail about variation across teams in the degree

and quality of CPS’ integration has been published

elsewhere,25 finding that CPS integration has been

successful on many levels.

These findings echo those of other reports38,39 of CPS

integrating into primary care teams. Misconceptions

about MH CPS scopes of training often results in poorly

defined roles for MH CPS, leading to lower collaboration

in patient care. Collaboration with CPS by MH care team

members is not only a result of integration but also a

driver of that integration.25

CPS in MH clinics providing CMM were viewed by others

as potentially increasing access to veterans who have

medication management care needs.13 The perception

among members of MH clinical teams was that this could

extend the capacity of the other providers on the team to

provide patient care. The knowledge and training of CPS
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was reassuring to providers who frequently turned to

them with questions about medications. The ability of MH

CPS to manage and navigate clozapine prescribing was

particularly useful in MH clinics in VHA. This is a

cumbersome and time-consuming process that requires

obtaining certification to prescribe, and other providers

noted how valuable it was to have MH CPS able to assist.

MH CPS also provide direct patient care that was

perceived to be received well by patients, increasing their

satisfaction with the care they receive. Additionally, MH

CPS might remain part of MH teams, while other

providers rotate through more frequently, MH CPS were

perceived to offer greater continuity of care to patients

because they do not frequently rotate off MH teams,

unlike other providers.37,40

Integration of new members to a clinical team takes time.

While acceptance and integration of MH CPS is not

automatic, it does improve over time. It is important to

consider that introducing an MH CPS into a clinical team

in an MH setting is a process that takes effort by all

members of the team. MH CPS found it necessary to

educate others, especially psychiatrists, about their scopes

of practice and roles, and to navigate the necessary

reconfiguration of the roles of others on the team.

This study has limitations. MH CPS in this study were

sometimes simultaneously members of multiple care

teams, and integration within each may have varied.

The experiences and degree of integration of CPS in MH

teams may be different in VHA MH clinics than in

community MH clinics. Therefore, it is possible that our

conclusions may not be generalizable. There are biases in

how clinical team members assess the contributions of

MH CPS. These biases are expected and allow us to

compare the discrepancies in how MH CPS and other MH

team members perceive these contributions. Perceptions

of MH CPS contributions are an important indicator of

integration. This study does not report on patient

outcomes following the inclusion of MH CPS in clinical

teams. Important next steps include assessing patient

satisfaction with MH care where MH CPS are part of

clinical teams, the effect of MH CPS on wait times, and

the impact MH CPS have on access in rural settings.

Conclusion

Overall, the integration of MH CPS into VHA MH teams

was highly successful and well received by team members.

Over time MH CPS have become important members of

the MH team. When CPS are integrated in MH care teams,

providing CMM, there is greater and more productive

collaboration among team members. This resulted in

perceptions of improved access to health care, improved

quality of patient care, and enhanced workflow. Based on

the results of this assessment, strong consideration should

be given to assuring that all MH teams and patients have

access to a highly trained MH CPS.
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