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Abstract

Objective: To summarize available literature describing third-party payer reimbursement models for pharmacist-led preventive health
services as part of workplace health initiatives.

Methods: A combination of search terms related to pharmacists, preventive health, and third-party reimbursement were searched in
MEDLINE, EMBASE, and PubMed. Included studies described community pharmacist-led cardiovascular and diabetes preventive health
service to employees older than 18 years of age as part of a workplace health program with corresponding third-party reimbursement
models. Programs that were reimbursed by government resources or studies lacking reimbursement model details were excluded. One
reviewer performed level 1 screening and three reviewers analyzed included studies.

Results: The search criteria yielded 863 results. Sixteen articles were reviewed after level 1 screening and 13 were ineligible and
excluded. Three studies with varying quality of reporting were included. Reimbursement models varied from $40 USD for a 20-minute
visitto $391 to $552 USD total per patient with an average of 6 visits per patient.

Conclusion: There is a lack of quality literature describing third-party reimbursement models for pharmacist-led preventive health
services, which hinders the ability to implement a standardized model. High quality studies evaluating the cost of reimbursing
pharmacist-led cardiovascular preventive health services compared to the savings to the third-party payer should be performed to

inform the standardization of payment models.
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Introduction

Pharmacists’ role and scope of practice have expanded to
include clinical services in the outpatient setting such as
medication review programs, prescribing, point of care testing
and immunizations.»?? Offering these initiatives as part of
outpatient pharmacy practice creates an opportunity to
provide preventive health services. Preventive health care
encompasses the prevention or occurrence of a disease or by
providing health screening services, education, self-
management techniques or medication related interventions.*
Previously, pharmacists have offered preventive health services
such as smoking cessation, cardiovascular risk reduction and
immunization programs to improve public health.%*
Additionally, pharmacist-led screening and coaching for
diabetes, hypertension, and osteoporosis play a key role in
disease identification, patient education, and referral of at risk
patients.> Preventive health programs initiated by workplace
organizations or employers have demonstrated both clinical
improvements and cost-savings in employee health outcomes,
productivity and absenteeism.%78°
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Although pharmacists have been shown to improve patient
outcomes by providing medication management and
preventive health services, a significant barrier for pharmacist
uptake, practical implementation and maintenance of these
programs is the lack of reimbursement by private,
non-governmental, third-party payers. % As third-party
reimbursement models for pharmacist clinical services are in its
infancy, pharmacists, other healthcare practitioners such as
physicians and nurse practitioners, and third-party insurance
providers need to be better informed of the utility and cost-

saving potential of pharmacist-led preventive health services.
410

Objective

The objective of this study is to summarize available literature
describing third-party payer reimbursement models for
pharmacist-led cardiovascular and diabetes preventive health
services as part of workplace health initiatives.

Methods

This review follows the PRISMA guidelines for reporting
systematic reviews. The protocol for the study was also
registered on PROSPERO (CRD42018104986).

Search Strategy

MEDLINE, EMBASE, and PubMed were searched from 1946 to
November 2019. The search method comprised of three main
topics: pharmacists, preventive health services, and third-party
reimbursement. A combination of various MeSH terms and
keywords were used and tailored for each database. The search
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terms used for MEDLINE include pharmacist* OR exp
Pharmacists/[MeSH] OR pharmacy.mp AND exp Health
Education/[MeSH] OR exp Preventative Health
Services/[MeSH] OR exp Preventive Health Services/[MeSH] OR
exp Community Pharmacy Services/[MeSH] OR exp Public
Health/[MeSH] AND exp Insurance, Health,
Reimbursement/[MeSH] OR reimbursement.mp OR third-
party.mp. Our search was limited to peer-reviewed North
American studies written in the English language to improve the
generalizability of our findings to the North American practice
setting.

Study selection

The original intent was to include studies evaluating preventive
health services for chronic diseases, however, based on the lack
of information on third-party private reimbursement, the
decision was made to focus on cardiovascular and diabetes
populations. Included studies described a community
pharmacist-led cardiovascular and diabetes preventive health
service to employees older than 18 years of age as part of a
workplace health program. Details of the third-party
reimbursement model for the pharmacist services were
required to be included. Studies evaluating pharmacist services

that were reimbursed by the government or paid for by the
patient were excluded.

One reviewer was responsible for screening titles from the
search results for review (level 1). Reviewer one and two
additional independent reviewers, independently appraised
the studies using the Joanna Briggs Institute appraisal tools.!
After discussion by all three reviewers, a final decision was
made regarding study inclusion.

Due to the low number of results, all studies meeting the
inclusion criteria were included in the review and a formal risk
of bias assessment was not performed.

Results

The initial search yielded 863 results. Following the removal of
duplicate results and level 1 screening, 16 full-text articles were
then assessed for eligibility and 13 were excluded. Although
many published studies reported third-party reimbursement
for pharmacist interventions, they lacked a detailed description
of the reimbursement model. Unfortunately, attempts at
contacting the authors for clarification were unsuccessful and
as a result, they were excluded from the review. In total, 3
articles were identified that fit the inclusion criteria (Figure 1).
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Figure 1. Study Selection Flow Diagram

http://z.umn.edu/INNOVATIONS

2021, Vol. 12, No. 1, Article 2
DOI: https://doi.org/10.24926/iip.v12i1.3591

INNOVATIONS in pharmacy 2




Review

PHARMACY PRACTICE & PRACTICE-BASED RESEARCH

In the Asheville Project, a quasi-experimental longitudinal pre-
post study, a community pharmacy diabetes care program was
provided for employees of the City of Asheville and Mission-St.
Joseph’s Health System.!? One-hundred eighty seven
participants were enrolled and attended consultations with a
pharmacist trained in diabetes care who conducted physical
assessments and provided diabetes education and treatment
monitoring goals on an ongoing basis. This program was
provided at no cost to participants and was fully covered by the
self-insured employers and their respective third-party
providers. The fee for service model averaged $40 USD for a 20-
minute visit. Patients demonstrated statistically significant
reductions in mean hemoglobin Alc concentrations and at all
follow-ups (6 month intervals following baseline), over 50%
patients had improved hemoglobin Alc values. Additionally,
24.3% more patients had optimal hemoglobin Alc values
(hemoglobin Alc <7%) at the first follow-up, and increases of
27.2% and 18.2% at the second and third follow-ups
respectively. After analyzing the study’s economic data from
164 patients, third-party payers experienced a reduction in
annual expenses by $1622 USD to $3356 USD per patient. The
City of Asheville also reported a mean decrease in sick days by
4.1 to 6.6 days per participant per year from a baseline of 12.6
days. The estimated value of increased productivity was
$18,000 USD a year.

The Diabetes Ten City Challenge was a quasi-experimental
observational pre-post study.’* It included 573 diabetic
employees from 10 geographic locations, who received
coaching from a pharmacist to achieve their clinical and self-
management goals. The various employers of the study were
self-insured and worked with their respective third-party
insurance administrators to invest in incentives for both
employees and pharmacist providers. For pharmacists, this
included reimbursement for their services. Over the span of
approximately a year, 573 participants received a mean of 6
patient-pharmacist visits, with a mean of 51 minutes in duration
for each visit. It was reported that the overall cost to the
employer for pharmacist-patient visits was $224,043 USD and
on average, pharmacists received an estimated $391 USD per
patient in total with an average of 6 visits per participant. Over
the course of 14.8 months, patients showed modest yet
significant decreases in key clinical measures of hemoglobin
Alc, LDL cholesterol, blood pressure, and BMI. Based on the
projected medical costs from the economic analysis of the
study’s population, total cost-savings during the first year of
program implementation were estimated at $339,875 USD for
patients and $278,512 USD for employers. Additionally, there
were increases to the number of patients who received
influenza vaccinations (from 32% to 65%), eye examinations
(from 57% to 81%) and foot examinations (from 34 to 74%).

The Cincinnati Pharmacy Coaching Program for Diabetes and
Hypertension was a quasi-experimental pre-post longitudinal
study.'® Employees with diabetes or hypertension were invited

to the program by employers and health plan communicators.
Those enrolled regularly followed up with community-based
pharmacists who provided education and monitoring. The
study consisted of 607 intervention participants separated into
a diabetes or a hypertension coaching program cohort and 557
propensity score-matched control participants. Pharmacist
coaching program costs for the hypertension and diabetes
cohorts were $493 USD (+/-256) and $552 USD (+/-350) per
participant respectively with each participant averaging 6 visits.
The direct costs to study participants were waived and paid for
by the employer. Blood pressure and LDL cholesterol values
improved significantly from baseline for both groups and within
the diabetes cohort, mean hemoglobin Alc levels improved
significantly (from 7.9% to 7.1%). After a review of economic
data, the program resulted in positive cost trends. Total
hypertension-related and all-cause costs were lower, but not
statistically significant. The intervention led to a significant
decrease in hypertension-related ER visit costs (39.2% vs 16%).
For the diabetes program, total medical costs increased 11% for
the intervention group and approximately 300% for the control
cohort (p<0.05). In addition, diabetes-related ER visit costs
decreased by 89% in the intervention group and increased 96%
for the control group (p<0.05).

Discussion

Pharmacists have demonstrated value for improving patient
outcomes and providing cost-savings through a preventive
health approach.* However, currently third-party payers do not
routinely provide reimbursement for pharmacist clinical
services and most of the current literature supporting third-
party reimbursement for pharmacist clinical services
unfortunately do not provide a comprehensive description of
the payment model.2*>® A major barrier to third-party
reimbursement of pharmacist-led preventive health services
can be attributed to the fact that pharmacists are currently not
recognized providers by the Centers for Medicare and Medicaid
Services (CMS).Y This review provides a summary of existing
literature describing pharmacist-led preventive health services
as part of a workplace health initiative with details regarding a
third-party payment model.

The included studies had a range in reimbursement models
from $40 USD for a 20-minute visit to $391 to $552 USD total
per patient with an average of 6 visits per patient.}?!314
Guidance on how to approach establishing a third-party payer
reimbursement model is detailed in available literature.’
Proposed models may include reimbursement by individual
patient, type of visit (initial or follow up), service provided, or
time spent with the patient.!> One approach to third-party
billing by individual pharmacists is to become approved by the
insurance company as a health care service provider for their
clients in a process known as credentialing. Green Shield
Canada has launched an initiative that remunerates pharmacist
coaching services for cardiovascular health interventions after
completion of their training program.® Patients covered under
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Green Shield extended health benefits, who are under the age
of 65 and taking a qualifying cardiovascular drug regimen, are
eligible for this coaching service. Pharmacists are compensated
$60 CAD for an initial visit and $20 CAD for each follow-up visit
(up to 3 within 1 year of the initial visit).!® Alternatively,
pharmacists may receive compensation through value-based
insurance designs (V-BID) developed by health insurance
companies and utilized by employers. Plan providers encourage
the usage of preventive health services for their members and
pharmacists are compensated for patient visits.'> In our review,
the Asheville Project, the Diabetes Ten City Challenge, and the
Cincinatti Pharmacy Coaching program all utilized a form of
value-based insurance design for pharmacist reimbursement.
There are also compensation models used to reimburse
pharmacist clinical services through government healthcare
plans that pharmacists may consider when starting value-based
initiatives.?’ The average remuneration value for medication
review services not specific to preventive health was $68.86
CAD for an initial visit and $23.37 CAD for follow ups.® Third-
party payers may consider adapting similar payment models
based on cost outcomes from government initiatives such as
medication therapy management programs.?! In the context of
preventive health services, cost of point of care testing
equipment and supplies should also be taken into consideration
in addition to pharmacist services.

Studies of high quality design and longer duration are required
to further gain insight into third-party reimbursement models
for pharmacist-led preventive health services. Clinical
outcomes established by investigators may impact the
potential for cost benefits to manifest as certain surrogate
outcomes and resulting impact on health related costs may
not be immediately apparent. As select clinical outcomes
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