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Abstract
Introduction: Higher rates of mental health conditions, increased incidence of psychiatric diagnoses, and symptom
relapse with minimal access to psychotherapeutic services are reported during the COVID-19 pandemic. A local area
clinic in the United States that exists to serve underprivileged patients helps to combat poor psychiatric outcomes by
offering psychiatric clinics, pharmacotherapy management, and medications at reduced or no cost.

Methods: Recruitment and data collection were conducted from May 3, 2021, to March 3, 2022. Patients were
seen by psychiatrists or the mental health clinical pharmacy specialist (MHCPS), and consent was obtained for
the completion of satisfaction surveys. Five-point Likert scale comparisons were utilized to assess patient-perceived
differences in clinician care. The primary study objective was to determine if access to care could be increased with
the addition of an MHCPS, and secondary objectives included evaluating patient perceptions of clinician care as well
as reporting MHCPS interventions.

Results: Participant baseline demographics and common psychiatric diagnoses are reported. An MHCPS was
incorporated into the clinic during the study allowing for 1 additional patient care period per month. The most
frequent score among all surveys was 4.8 (P. .05) on a 5-point scale, indicating no statistically significant differences
between clinician care. MHCPS interventions are reported.

Discussion: The addition of an MHCPS allowed for additional patient care appointments for the clinic each month.
MHCPS care offered no significant differences from psychiatrist care based on patient satisfaction surveys, highlighting the
utility of pharmacist involvement for managing psychiatric disease states and increasing access to mental health services.
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Introduction

COVID-19 and Mental Health

Patients with mental health diagnoses constituted a stigmatized
and underserved population prior to the COVID-19 pandemic.
Since the COVID-19 pandemic, reports of increasing mental
health diagnosis are released regularly. An August 2020 report
from the Centers for Disease Control states, “During June
24–30, 2020, U.S. adults reported considerably elevated
adverse mental health conditions associated with COVID-19.
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Younger adults, racial and/or ethnic minorities, essential
workers, and unpaid adult caregivers reported having
experienced disproportionately worse mental health out-
comes, increased substance use, and elevated suicidal
ideation.”1(p1057) Taquet et al report that a diagnosis of
COVID-19 was linked to an increased incidence of a first
psychiatric diagnosis 14 to 90 days after COVID-19 in
patients who had no preexisting psychiatric history. This was
compared to 6 other health events, such as influenza,
respiratory infections, and skin infections.2 Belz et al report
potential worsening or relapse of symptoms and the concern
for less access to psychotherapeutic services for patients with
preexisting psychiatric conditions amid the COVID-19
pandemic.3

Clinic Background

The clinic opened its doors in 2001 to serve an underprivileged
patient population and implemented psychiatric services in
2006. The clinic provides both scheduled and walk-in clinical
appointments, care navigation, referrals, and a community
pharmacy for more than 2000 patients annually. Between July
1, 2018, and June 30, 2019, the clinic provided 2301 psychiatric
encounters consisting of psychiatric clinic patients, counseling,
and care navigation. Psychiatric patients may be seen as repeat
patients, bridge visits (requiring care immediately while
waiting to see regular provider), or new patients during crisis.
Due to increased need in 2020, the clinic began offering
psychiatric clinic services twice monthly, whereas previously it
was offered once monthly.

Purpose

Per the clinic’s 2018-2019 annual report, many individuals
in the local community struggle to access basic medical and
behavioral health care. Eleven percent of the community’s
surrounding neighbors live in poverty, and 15% of individuals
have no health insurance.4 Findings from Gloster et al suggest
interventional health initiatives promoting psychological
flexibility can mitigate the impact of COVID-19 on
individuals without social support or who have a financial
burden. The authors conclude these interventions are key to
combating mental health disparities caused by the pandemic.5

The primary goal of this grant-funded project was to increase
access to psychiatric care during a global pandemic by adding
a clinical pharmacist practitioner (CPP) or mental health
clinical pharmacy specialist (MHCPS) with the appropriate
state-defined scope-of-care collaborative practice agreement
(CPA) to see patients autonomously face-to-face (FtF) to a local
clinic that serves uninsured, low-income, and vulnerable
individuals in the community. This was part of an initiative
to fund research that will help define the future of psychiatric
pharmacy practice and improve the care of patients with
psychiatric and neurologic disorders during the COVID-19
pandemic. In North Carolina, the state where this study took
place, pharmacists can practice as CPPs with approval from the

state board of pharmacy. This allows pharmacists to perform
medication initiation, adjustment, and/or discontinua-
tion in addition to ordering any necessary tests under the
supervision of a physician. Known as a CPA, the
relationship between provider and pharmacist allows
the latter to expand services for drug therapy manage-
ment within the scope of practice as agreed upon by the 2
parties.6,7 Finley et al report that clinical pharmacists
managing medication therapy for patients with non-
severe depression as part of a CPA helped increase
patient adherence and rates of satisfaction and reduced
primary care provider visits.8

MHCPSs practicing as CPPs in North Carolina must
identify themselves as such to the patients during the first
encounter. This was explained in patient-friendly termi-
nology as a person who went to pharmacy school instead of
medical school but has had additional training in
psychiatric medicine so that they can work under the
supervision of a psychiatrist to evaluate disease states and
provide medication management similar to a nurse
practitioner (NP) or physician assistant (PA). MHCPSs
are often board-certified psychiatric pharmacists (BCPP) or
pharmacists who specialize in the area of mental health/
psychiatry with additional training or practice. MCPHSs
practice in a variety of settings as seen in a recent survey
study with a 33% response rate that reports predominant
practice sites of inpatient settings (47%) with a large
portion being Veterans Affairs (VA) governmental hospi-
tals (25%) or academic medical centers (20%), hospital and
nonhospital outpatient (31%), and federal facilities (30%)
with some (14%) reporting dual practice roles.9 Almost half
(46.5%) of MHCPSs report having prescriptive authority
within their practice settings with 28% reporting no
cosignature required.9 MHCPSs are able to provide a wide
range of services and care for patients with psychiatric
diagnosis and act as medication experts (including
identifying side effects and drug interactions) and can help
to ensure care goals are being met, assess the status of the
condition, and determine the effectiveness of the care plan
and medications.10 Additionally they can evaluate and
manage disease states, evaluate the continued need of
medications, assess and optimize therapy, assist with
medication-induced effects, provide patient-centered care,
refer patients to other health care providers, provide
medication counseling for patients and caregivers, improve
medication-related outcomes, and help reduce health care
costs.10,11 Goldstone et al produced a special article
detailing selected areas (opioid use disorder, antipsychotic
use in children, long-acting injectable antipsychotic med-
ications, clozapine use, and transitions of care and care
coordination) as examples in which BCPPs work and could
improve access and care amid the shortage of behavioral
health providers.11 Studies evaluate benefits of MHCPSs in
primary care clinics.12,13 A 2019 study to evaluate the
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impact of an integrated psychiatric pharmacy service in a
primary care clinic reported almost 300 psychiatric medica-
tion consults, and 47 patients having 102 FtF visits
accounting for a small portion (5%) of the pharmacist FtF
visits over a 1-year period.12 Another study evaluated the role
of psychiatric pharmacists in the management of depression
within an ambulatory care behavioral health clinic and
reports a maintenance of reduced Patient Health Question-
naire-9 scores and improved access to care with patients
being seen in a third of the time as compared with other
clinic patients.13 This data highlights the value and utility of
pharmacists in a provider role. Currently pharmacists are not
recognized at the federal level as providers (precluding
services from clinical pharmacists from being a covered
benefit under Medicare nationally) though some states do
recognize pharmacists as providers. There are variations in
this state-based recognition of provider status in areas of
billing and reimbursement, physician oversight, or CPA
requirements, for example. Psychiatric pharmacists differ
from psychiatrist in that they are not classically trained as
diagnosticians, and the emphasis is more focused on being
medication experts and adjusting medications or therapy
plans after a diagnosis has been made. In North Carolina, a
provider (such as a psychiatrist or primary care provider)
must first evaluate and provide a diagnosis; then, the patient
can be referred to a CPP for drug therapy management.
CPPs are required to update the supervising physician on
the patient’s status and care after encounters.

Methods

Study Design

A CPP serving as an MHCPS was added to the clinic in
January 2021 after obtaining the appropriate licensure and

began offering another clinic period once monthly for
patients in May 2021. Recruitment and data collection for
the study involved a population of patients from the clinic
and was conducted from May 3, 2021, through March 3,
2022, and clinic staff were utilized to provide documenta-
tion to potential participants. Baseline characteristics,
primary diagnosis, number of visits, and length of time
with the provider during a visit was collected. To narrow
down the population, specific inclusion and exclusion
criteria were used. Individuals � 18 years of age, those
who utilized psychiatric services offered by the clinic, and
those willing to complete a satisfaction survey were
included in the study. Those who utilized the clinic’s
psychiatric services and were unable to complete a
satisfaction survey with or without assistance or who were
unwilling to complete the survey were excluded. Patients
were seen by 1 of the 2 psychiatrists or by the MHCPS,
which created 2 separate groups for survey assessment.
Patients could only be seen by the MHCPS after referral
from a psychiatrist. Both psychiatrists and the MHCPS
offered once monthly in-person clinic visits (3 care clinics
per month). After consultation was provided to recruited
participants, 10-minute postappointment satisfaction sur-
veys (Table 1) were collected and used to evaluate patient
perceptions of MHCPS- versus psychiatrist-based care,
using 5-point Likert scale comparisons. Each survey listed
10 statements assessing provider care with responses
including strongly agree (5), agree (4), neutral (3),
disagree (2), or strongly disagree (1). Surveys were adapted
from the Kaiser Permanente Northwest Region Medicine
Survey.14 Nurses assisted with the completion of post-
appointment surveys based on patients’ literacy levels. In
addition to satisfaction surveys, MHCPS-based care was
evaluated for a patient’s clinical response, medication
alteration/optimization, and reported rates of adverse
events. Patient consent was obtained postappointment
prior to completion of a satisfaction survey, and no

TABLE 1: Patient survey questions

Statement Response Choices

The provider INTRODUCED themselves to you Strongly Agree Agree Neutral Disagree Strongly Disagree

The provider was RESPECTFUL to you Strongly Agree Agree Neutral Disagree Strongly Disagree

The provider LISTENED to you Strongly Agree Agree Neutral Disagree Strongly Disagree

The provider UNDERSTOOD your problem Strongly Agree Agree Neutral Disagree Strongly Disagree

The provider USED WORDS that were easy for
you to understand

Strongly Agree Agree Neutral Disagree Strongly Disagree

The provider allowed you time to ASK questions Strongly Agree Agree Neutral Disagree Strongly Disagree

The provider ANSWERED questions you had Strongly Agree Agree Neutral Disagree Strongly Disagree

The provider spent ENOUGH TIME with you Strongly Agree Agree Neutral Disagree Strongly Disagree

You have CONFIDENCE in the provider and plan Strongly Agree Agree Neutral Disagree Strongly Disagree

You feel SATISFIED overall with the services you
received from the provider

Strongly Agree Agree Neutral Disagree Strongly Disagree

Strongly agree (5), agree (4), neutral (3), disagree (2), or strongly disagree (1).
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monetary incentive was used. Research was approved by
the university research review board.

Objectives

There were 3 objectives accomplished by the study. The
primary objective includes the evaluation of adding a CPP
serving as an MHCPS to the clinic and the impact this may
have on psychiatric care offered, whereas secondary
objectives include the examination of patient perceptions
between MHCPS- versus psychiatrist-based care and to
report interventions made by the MHCPS.

Statistics

Descriptive statistics were used to report baseline character-
istics, demographics, diagnoses, and medication changes. An
independent sample t-test was used to compare mean scores
of patient responses to survey questions and to assess for any
differences in patient preference between MHCPS- versus
psychiatrist-based care. Mean score differences were statisti-
cally significant if p-values fell below .05. Data was analyzed
using IBM SPSS Statistics for Windows, version 26.

Results

Satisfaction Survey Enrollment and Baseline
Characteristics

An MHCPS was added to the clinic in January 2021 and
began offering another clinic period for patient appoint-
ments in May 2021. From May 3, 2021, to March 3, 2022, a
total of 45 surveys were completed; 34 (75.6%) indicated care
from a psychiatrist, and 11 (24.4%) indicated care from the
MHCPS. The MHCPS provided care for a total of 24 patients
during the study period (average of 2 to 3 patients each
month), and 45% of those patients completed a survey. All
baseline characteristics are reported (Table 2). Mean number
of visits and mean visit lengths were balanced between both
survey groups unlike age, race, and gender, which displayed
more variability. The primary diagnoses seen between both
groups (most to least common) include generalized anxiety
disorder, major depressive disorder, bipolar disorder, post-
traumatic stress disorder, obsessive-compulsive disorder,
schizophrenia, insomnia, and attention-deficit/hyperactivity
disorder. Out of 45 surveys, 16 (35.6%) did not specify a
diagnosis.

Satisfaction Survey Outcomes

MHCPS- and psychiatrist-specific mean scores were used
to calculate an overall mean score for each question with
p-values listed (Table 3). Nine of 10 statements (90%) had
an overall mean score of 4.8. The only survey statement
with an overall mean score of 4.9 was “Allowed you to ask
questions.” Every overall mean score with p. .05 indicated
no statistically significant differences among patient
preference for MHCPS- versus psychiatrist-based care.
Regarding survey responses, only the psychiatrist group
contained responses of neutral in only 3 statements,
whereas this response never appeared in the MHCPS

TABLE 2: Baseline characteristics of study population

Parameter
MHCPS
(n ¼ 11)

Psychiatrist
(n ¼ 34)

Age, mean (SD), y 40.5 (11.54) 34.6 (6.6)

Race, n (%)

White 11 (100) 28 (82.4)

Non-White 0 (0) 6 (17.6)

Male sex, n (%) 9 (81.8) 16 (47.1)

Number of visits, mean (SD) 2.3 (1.8) 1.6 (1.3)

Visit length, mean (SD), min 23.5 (12.7) 22.7 (16.6)

TABLE 3: Patient satisfaction questionnaire mean scores and p-values

Statement
MHCPS

Mean Score
Psychiatrist
Mean Score

Overall
Mean Score p-value

The provider INTRODUCED themselves to you 4.9 4.8 4.8 .309

The provider was RESPECTFUL to you 4.9 4.8 4.8 .507

The provider LISTENED to you 4.9 4.8 4.8 .507

The provider UNDERSTOOD your problem 4.8 4.8 4.8 .748

The provider USED WORDS that were easy
for you to understand

4.9 4.8 4.8 .507

The provider allowed you time to ASK questions 4.9 4.9 4.9 .643

The provider ANSWERED questions you had 4.8 4.9 4.8 .788

The provider spent ENOUGH TIME with you 4.9 4.8 4.8 .507

You have CONFIDENCE in the provider and plan 4.9 4.8 4.8 .567

You feel SATISFIED overall with the services you
received from the provider

4.8 4.8 4.8 .892
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group. No patient in either group chose disagree or
strongly disagree. Conversely, every survey indicated a
response of agree and strongly agree for all 10 statements
with the latter occurring most frequently. For the
MHCPS group, statements tied to the keywords “under-
stood,” “answered,” and “satisfied” showed a response of
strongly agree 81.8% of the time. The remaining 7
statements showed this response 90.1% of the time. For
the psychiatrist group, the percentage of responses
indicating strongly agree contained more variability,
but statements tied to the keywords “respectful,”
“listened,” “used words,” and “enough time” showed
this response most frequently at 82.4%. Regarding the
total amount of times strongly agree was used between
both groups, the most common rate was 84.4% for 6 of
the statements, and no rate dropped below 80%.

MHCPS Interventions

MHCPS intervention–based data was collected from May
2021 to March 2022. There were 24 of 29 total planned
visits with 82.8% of patients presenting for their appoint-
ments and 5 no-show appointments. Four alterations to
patient treatment were made in this time due to adverse
drug reactions, whereas other changes were made based on
efficacy. There were 8 clinical responses to treatment
allowing for continuation of current therapy. In total, 18
occurrences of medication optimization took place. Of
these 18 optimizations, there were 6 (33.3%) dose increases,
1 (5.6%) dose decrease, 8 (44.4%) medication additions, and
3 (16.7%) medication discontinuations.

Discussion

Based on the results of the study, all research questions
were successfully answered. Referral from a psychiatrist
allowed the MHCPS to see 2 to 3 patients each month. Each
time this occurred, an additional load was taken off the
psychiatrist, which afforded more time for psychiatrists to
consult and evaluate new patients and offer more care to
the community served by the clinic. Two items aided in
increasing access to psychiatric care. These were the
MHCPS evaluating patients as well as the psychiatrist
having openings in the schedules due to transferring
patients to the MHCPS via referrals. In the 10 months
MHCPS interventions were reported, the number of patient
appointments totaled 24, demonstrating increased access to
care by adding an additional provider to the clinic. It was
hypothesized that the impact could also be noted by
comparing the previous year data to the current year of
psychiatric patients seen in the clinic, but because of the
way the data was collected and categorized, it could not be
evaluated for this endpoint. There were 8 continuations and

18 optimizations made to therapy in this time, totaling 26
appropriate cases of medication management by the
MHCPS. This further shows a positive impact on the
patients served by the clinic. The results for satisfaction
survey outcomes indicate no statistically significant differ-
ences in a patient’s perception of MHCPS- versus
psychiatrist-based care. This, in conjunction with other
studies demonstrating positive effects on patient care, offers
an additional evidence-based rationale for adding an
MHCPS to psychiatrist-led clinics.9,11-14,16 Rationale can
be further examined from satisfaction survey responses left
by patients. Most responses to all 10 survey statements
illustrated the overall thoughts of patients strongly agreeing
with the notion that an MHCPS can offer a similar level of
direct patient care as a psychiatrist. This is especially
evident regarding the trends in statement keywords
reported in the results. Statistical results and trended
keywords answered the second research question regarding
potential differences that exist in MHCPS and psychiatrist
care based on clinician respectfulness, attentiveness,
helpfulness, proper communication, and patient confi-
dence/satisfaction. If patients do not perceive significant
differences in care offered between an MHCPS and a
psychiatrist, whereas the former is able to effectively lessen
the workload of the latter and increase access to psychiatric
care, then a sound argument can be made for the addition
of an MHCPS. A limitation of the study included a small
sample size of 45 patients who completed surveys hindering
the ability to detect differences among survey groups.
Another limitation was the 2:1 ratio between psychiatrists
and the MHCPS, which led to more patients being
evaluated in the psychiatrist group compared with the
MHCPS group instead of groups being equally distributed.
An additional limitation included the allowance of patients
with repeat visits to complete a survey more than 1 time,
which may have altered the perception of care potentially
found in a broader patient population. On the other hand,
this may not be a limitation in the sense that perception of
care could change from 1 appointment to another from a
patient’s perspective. In conclusion, MHCPS-based care
performed similarly and with no significant differences to
psychiatrist-based care based on patient satisfaction
surveys.

This data highlights the utility of pharmacist involvement
in the management of disease states under a CPA and
providing increased access to clinical care similar to
previously published results.12,13 More patient appoint-
ments were made available and were utilized due to the
addition of an MHCPS to the clinic. MHCPS-provided care
continued after the study period, and the MHCPS patient
load has increased from 24 to 49 from March 2022 to
November 2022. From the initiation of this study to the last
review of this manuscript, no patients had decompensated
when under the care of the MHCPS. Billing and revenue
were not evaluated during this study because patients are
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not billed for either psychiatrist- or MHCPS-provided care
at this clinic.

Future Impact

This study could be utilized as data to assert that pharmacists
with additional training, credentialing, or those who are
supported by a physician as evidenced through a CPA should
be recognized as care providers at both the federal and state
level and, therefore, should be able to bill for clinical services.
Studies show that BCPPs/MHCPSs are able to increase
access to evidence-based care, manage health care costs,
reduce stigma, and provide treatment of comorbid psychi-
atric and other general medical conditions to improve
patient outcomes.11 Pharmacists serving as providers should
not be viewed as competition to providers such as doctors,
NPs, or PAs but as a complement with a common goal of
serving patients, increasing access to care, and creating more
tolerable patient caseloads and working conditions in an era
with high demand for care. Chavez et al carried out a study
in which provider satisfaction surveys (60% response rate)
were conducted after an MHCPS was integrated into the
ambulatory care clinic team and worked autonomously
seeing patients FtT and responded to consults from other
providers.12 Patients had primary psychiatric diagnoses of
MDD, GAD, bipolar disorder, schizophrenia, and insomnia
similar to this study. Results revealed that 61.5% of providers
refer patients to the MHCPS for psychiatric medication
management, 100% use MHCPS for psychiatric consults, and
85% strongly agreed that the MHCPS had made them more
comfortable in their psychiatric medication knowledge.12

MHCPSs are utilized within the VA to increase access to
care and improve medication outcomes, clinical out-
comes, safety, and patient-centered care by collaborating
with the interdisciplinary team, supporting patients and
caregivers, and providing comprehensive medication
management.15 Throughout the VA system, clinical
pharmacy specialists (CPSs) carry out job duties auton-
omously, collaboratively, and with prescriptive authority
focused in their area or practice/specialty area.15 CPSs
becoming recognized as providers and having the ability
to bill for services could create salaries and fund positions
for roles similar to the MHCPS role in this study. When
MHCPS practice was assessed, 64.6% (645.5% standard
deviation) reported funding by their clinical practice site
versus funding sources such as academic institutions,
grants, or other.9 MHCPSs and those specializing in other
areas have a skill set and ability for patient care provision
worthy of billing for services and reimbursement as
providers. For years, there have been reports of insuffi-
cient access to psychiatric care providers, and recent
estimates suggest that the United States will experience a
shortage of more than 24 000 providers by 2030.16 The
expansion of the role of the MHCPS as a provider is
deemed an “essential strategy in the face of the declining
number of psychiatrists” to improve access to high-quality

psychiatric care.”15(pS107) It is time to allow pharmacists
with additional training, credentialing, or those who are
supported by a physician as evidenced through a CPA to
take on this necessary role. As shown in this study, the
addition of an MHCPS increased patient access to
psychiatric care without any differences in patient percep-
tion of the care they received.
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