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Objectives:
At the end of this article, the reader will be able to:
• Describe pharmacist payment opportunities in health systems, outpatient clinics
and pharmacies.
• Identify 2 Medicare fee-for-service billing codes that can be used to bill for services after a pharmacist sees a patient under the supervision of a physician.
• Provide 2 examples of contracted services that a community pharmacy may use
as an alternative to traditional revenue streams.
• List 3 quality improvement initiatives where a pharmacist can impact the financial payments to participating institutions.
• Identify limitations of payment opportunities for pharmacists in various settings.

T

hroughout the history of the
profession, pharmacists have been
paid for their services in a variety of
ways. In the earliest days of apothecaries and drug stores, pharmacists
were paid directly for the products
they created. As that model shifted
and the pharmaceutical industry created most of the products, pharmacists were paid for providing products
safely to their customers. As large
chain pharmacies and third party payers became involved in the business
of dispensing medications, those
businesses received the payment
and in turn paid the pharmacist for
providing safe and effective medications and comprehensive education to
patients. Hospital practice, managed
care, community pharmacy, consultant
18

pharmacists, and other practice models are similar in that the pharmacist
ensures the safe and effective delivery
(or use) of medications to patients and
as a result, the pharmacist is paid to
provide that professional service. This
raises the question: “Should pharmacists be paid for their professional
services?” or “Should they bill and be
reimbursed for their services?” Some
reports indicate that this fee for service model will be eclipsed by value
measurement in 2020.1-2 As a result,
the pharmacy profession should
continue to align itself with existing
and new opportunities for payment.
Even if pharmacists are recognized
as providers at the federal level, this
will not assure a sustainable financial
model for the profession. This article
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seeks to identify opportunities for the
pharmacist to be paid for professional
services through a variety of effective
models.

Opportunities in a Clinic
or Health System
Fee-for-service billing.
Pharmacists that work in medical centers, medical offices, medical
groups, and other sites alongside
physicians have many opportunities
to pursue payment for services. While
fee-for-service may become less
important over time, there are several
existing opportunities for pharmacists
to see patients in a clinic setting and
be paid for those services. In a 2014
letter sent to the administrator of
the Center for Medicare and Medicaid Services (CMS), the American
Academy of Family Physicians (AAFP)
requested affirmation that a pharmacist could provide “incident to”
services for a patient seen in a clinic
setting. 3 This was confirmed by acting CMS Director Marilyn Tavenner
in a letter she sent responding to the
AAFP request for clarification.4 While
this clearly affirms the pharmacist’s
role in “incident to” physician services, there are several requirements
related to this service. “Incident to”

services must be part of the patient’s
typical treatment plan and performed
after the physician has performed an
initial assessment. The patient must
be currently under the care of the
physician at the time of an “incident
to” service.
Additionally, it is important to recognize that there are two distinct clinic
settings that must be defined prior to
consideration of payment for services
to a clinic or physician by CMS. These
are “Hospital-Based Clinic” settings
where a clinic is a department of the
hospital and stand-alone clinics that
are not a department of a hospital.5
The type of clinic will determine the
amount paid by CMS as well as the
type of code billed to CMS. For example, in a stand-alone clinic (i.e., not
associated with a hospital), incident to
billing can generate roughly $21 per
visit if a current procedural terminology code 99211 is billed under the
supervising physician. In a hospitalbased clinic, a pharmacist may see
a patient in a similar fashion and the
clinic can bill a facility fee for that visit
that can generate approximately $96
using G0463 (Table 1). In order for the
supervising physician or facility to bill
for those services, many requirements
must be met. Those requirements
are beyond the scope of this article
but the reader may refer to the CMS
manual or the Medicare Administrative Contractor, Noridian, for more
information.6-7
In addition to the “incident to”
opportunities, pharmacists may
pursue reimbursement through other
CMS initiatives including Transition
in Care Services, Medicare Wellness Visits, Medication Therapy
Management, and Chronic Care
Management. 8-10 A summary of these
opportunities is included in Table 1.
It is important to note that while the
pharmacist may provide services for
Medicare patients in a clinic setting,
the facility and/or the physician is
billing for these services, not the
pharmacist. As a result, the pharmacist must work closely with the clinic
to ensure that the payment received
is in some way used to cover the
expenses of the pharmacist. In other

words, that pharmacist would need
to be an employee of that clinic setting or have a financial relationship
with that clinic or department. This
is an important CMS requirement of
“incident to” billing and also assures
the pharmacist is paid for his or her
services. In a stand-alone clinic, the
relatively low payment by CMS and
the fact that a practice may have a
small group of Medicare patients may
not support the costs of the pharmacist services. In all of these models,
the clinic or hospital compliance
department must review the regulations and agree that they can comply,
that the pharmacist is qualified to see
the patient (credentialing), and assure
all the documentation requirements
for these services are complete and
appropriate.
Pay for Performance.
There are many other opportunities to align with new payment incentives related to value based initiatives
and pay for performance models. In
the value-based model of payment,
those organizations that provide high
quality care will be reimbursed more
than those with higher costs and
lower quality. In the Pay for Performance (P4P) model, physician groups
will receive a bonus payment from
participating commercial health plans

for providing high quality clinical care
to their patients, high patient satisfaction, integrating meaningful use of
health information technology, and
value based care. The P4P program
in California is administrated by the
Integrated Healthcare Association,
and details can be found on their
website.11 Many of these quality initiatives can be positively influenced by
the pharmacist and are included in
a federal program under the Physician Quality Reporting System
(PQRS).12 In both of these models,
the pharmacist’s ability to improve
the management of chronic illnesses
such as hypertension, hyperlipidemia,
diabetes, and promote generic medication use will positively influence
the performance of medical groups
participating in PQRS and P4P. In
this model, the pharmacist can be
paid to manage these programs or
manage patients in a clinic (in person
or telephonically) to improve their
chronic illness in conjunction with the
physician and team.
Delivery System
Reform Incentive Pool.
While billing for services, PQRS
and P4P are relevant at both the
state and federal level, some medical groups, clinic practices, and
hospitals have other initiatives that
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Table 1. Opportunities for Payment in a Fee-For-Service Model
Type of Service

Code used for CMS
Billing

Estimated
Payment*

Comments

Incident to a physician
visit in a stand-alone
clinic

99211

$21.17

Supervising physician bills for the service.
Many specific requirements need to be met
prior to billing in this manner.

Incident to a physician
visit in a hospital-based
clinic

G0463

$96.25

Facility bills for the service. Many specific
requirements need to be met prior to billing in
this manner.

Transitions in care in a
stand-alone clinic

99496 (seen within 7 days 99496: $242.70
of discharge)
99495 (seen within 14 days 99495: $165.64
of discharge)

Patient must receive phone call from provider
within 2 business days of discharge and must
be seen in clinic within specified timeframe.
May only be billed one time within 30 days.
Pharmacist may see patient with supervising
physician in office.

Transitions in care in a
hospital-based clinic

99496 (seen within 7 days 99496: $165.64
of discharge)
99495 (seen within 14 days 99495: $114.85
of discharge)

Patient must receive phone call from provider
within 48 hours of discharge and must be
seen in clinic within specified timeframe.
May only be billed one time within 30 days.
Pharmacist may see patient with supervising
physician in office.

Medicare Wellness Visit

G0438 (once in a lifetime)
G0438: $180.51
G0439 (subsequent annual)
G0439: $122.49

Medicare Wellness visits have many
requirements for what is assessed and
reviewed during the visit. The pharmacist may
perform many of these assessments under
the supervision of the physician.

Chronic Care
Management

99490

$44.49

Many criteria must be met prior to a
patient qualifying for this type of service. A
pharmacist may provide this as a telephonic
visit as can other professionals. This is paid to
the clinic on a per member per month basis.
Estimated to be a 20 minute encounter.

Chronic Care
Management

99490

$33.64

Many criteria must be met prior to a
patient qualifying for this type of service. A
pharmacist may provide this as a telephonic
visit as can other professionals. This is paid to
the clinic on a per member per month basis.
Estimated to be a 20 minute encounter.

Medication Therapy
Management Codes

99605 (initial visit, first 15
minutes)
99606 (follow-up visit, first
15 minutes)
99607 (each 15 minutes
beyond initial visit or
follow-up)

Variable per plan

Medicare does not currently reimburse for
these services. Third party Part D payers may
reimburse for these CPT codes, but there is
no requirement or established payment for
these codes.

CMS= Center for Medicare and Medicaid Services; CPT= Current Procedural Terminology
*costs estimated based on Noridian Northern California, Area 99, 2015 Medicare Part B Fee Schedule. Available at: https://med.noridianmedicare.com/web/jeb/feesnews/fee-schedules/mpfs. Accessed March 26, 2015.
Table Modified from work created by Gloria Sachdev, Pharm.D.

can be supported by the pharmacist.
Recently, the Delivery system reform
incentive pool (DSRIP) tied financial
payments to safety net hospitals
and health systems that met selfdescribed quality metrics. Each
health system developed a system
specific plan to improve patient
satisfaction, transitions of care and
medication management.13 Many of
these programs used DSRIP funds
to support additional pharmacist ser20

vices to improve education, reduce
re-admissions, and target specific
high-risk diseases (heart failure,
chronic obstructive lung disease,
pneumonia, myocardial infarction,
etc.). The first DSRIP program tied to
quality metrics is winding down, but
the next iteration is building momentum. DSRIP 2.0, as it is commonly
referred to, is in draft form and
includes many new opportunities for
pharmacist services. It is important
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to be familiar with the new initiatives
as they evolve to determine new
opportunities for pharmacists.14
Contracted Advanced Practice
Pharmacy Services.
As previously discussed, the
healthcare market continues to shift
away from fee-for-service (FFS) and
towards value-based-purchasing
(VBP). As a result, payers are aggressively seeking out relationships with

healthcare entities that can provide
robust population management
programs. A significant component
of managing high-risk patient populations involves the granular management at the patient level as well as
the high-level data analysis necessary
to identify (and manage) the high-risk
patient populations that are in need
of pharmacist intervention. Couple
these market demands with a severe
shortage in physicians in both primary
and non-procedural specialty care and
you have a perfect recipe to leverage
the integration of pharmacists into the
healthcare team.
This is the situation that exists in
many rural communities. Specifically,
the lack of primary and specialty care
in Kern County laid the groundwork
for a pharmacist-led diabetes clinic at
Kern Medical Center (KMC) in Bakersfield, California. Kern County is the 3rd
largest county in the United States,
spanning 8,000 square miles and
containing over one million residents,
over 60% of which have Medi-Cal
as their primary insurer. At the time,
Kern County ranked 57th out of 58
counties in death due to diabetes and
had only three endocrinologists in the
entire county; none of whom would
take Medi-Cal or Safety-Net patients
in their private practice offices. A
locally owned Medi-Cal managed
care organization (MCO) was seeking
to expand access to quality diabetes
care to its members, and KMC had a
team of board certified and residency
trained pharmacists already providing
the care. With the support of the Chief
of Endocrinology at KMC, a partnership was struck between the Medi-Cal
MCO and KMC that allowed providers
in the Medi-Cal MCO’s network to
refer patients to the pharmacist-led
clinic for collaborative management.
The results were staggering and have
resulted in expanded contracts and
services, which now include a patient
centered medical home for high-risk
patients including the integration of
an advanced practice pharmacist with
prescriptive authority on the healthcare team.
Within this particular model, KMC
was able to bill a clinic fee and, at the
22

same time, received a capitated rate
for the number of diabetic patients
the pharmacist clinic managed. This
capitation obviated the need to bill
CPT-codes in a traditional FFS fashion.
Although CPT codes were not used
for reimbursement purposes, they
were still used to track productivity and services being rendered for
Health Effectiveness Data Information
Set (HEDIS) measures for which the
Medi-Cal MCO was held accountable
(i.e. annual eye-screenings, vaccine
administration, etc.). The workflow of
the clinic was intentionally designed
to ensure that gaps in HEDIS measures were addressed. The outcomes,
therefore, were extremely powerful in
justifying the expansion of the service.
More information on HEDIS measures
can be found on the National Committee on Quality Assurance website.15
Pharmacists in this model were
now operating as contracted providers for an insurance company. From a
regulatory aspect, in order for pharmacists to be entered into a payer’s
billing system and provider network,
appropriate credentialing files must
be in place. KMC, therefore, began
credentialing all of its clinical pharmacists who participated in direct patient
care activities in the same way in
which it credentialed nurse practitioners and physician assistants. Once
formally credentialed by the facility,
the credentialing packet enables the
pharmacists to be included as providers in all contracts between the facility
and payers. The council on credentialing pharmacists describe credentialing practices for pharmacists in the
American journal of Health system
Pharmacists.16
This relationship directly with the
payer allowed the pharmacist to be
paid for services provided to the
patient. In this example, the need for
federal provider status may seem like
a moot point. For the most vulnerable
populations, however, nothing could
be farther from the truth. Federal
provider status for pharmacists is of
critical importance. As the primary
care crisis and lack of providers in
rural areas reaches a crescendo, much
attention has been shifted to the
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federally qualified healthcare centers
(FQHC) and rural health clinics (RHC)
as these entities shoulder much of the
burden in providing primary care to
state Medicaid beneficiaries. FQHCs
and RHCs are able to maintain high
percentages of Medicaid patients
in their payer mixes because they
receive federal “wrap funds” for
each clinic visit. These “wrap funds”
are only granted, however, when
the patient sees a provider federally
recognized under Medicare Part B.
Because of the lack of providers in
these areas, it will be critical to expand
who is considered a provider under
Medicare Part B. With federal provider
status, there will be a huge opportunity across the United States in the
FQHC and RHC network. Both FQHCs
and RHCs have specific requirements
to expand access to care in both primary and specialty areas. Expansion
of access via integration of advanced
practice pharmacists will be a very
attractive option for forward thinking organizations that include FQHCs
and RHCs. There are many resources
for pharmacists interested in getting
involved with FQHC and RHC.17-18

Opportunities in the
Community Pharmacy
Setting
In order to take advantage of new
opportunities in an era of Health Care
Reform, community pharmacies must
undergo a paradigm shift in their business model. Historically, the patient
served as the primary client, and while
this will not change in the future,
innovative pharmacies have expanded
their service offerings to acquire new
clients and collaborators. Specifically, new clients such as physicians,
hospitals, medical groups, and health
plans provide new opportunities for
community pharmacies to expand
their reach and improve their financial
stability. These clients benefit from a
wide array of services including clinical consultation, drug product logistic
support, adherence programs, special
pricing, and even specialty pharmacy
in some cases. Reimbursement
models vary as widely as the type of
services provided. Some examples of

Table 2. Pros and Cons of Direct-to-Client Billing in a Community Pharmacy
Model

Example:

Pros

Cons

Pay for product:
Contractor’s
reimbursement for
services is lumped into
the fee for product. This
model is commonly used
in the retail setting.

• A pharmacy uses the drug
claim reimbursement
margins to bubble package
medications (and possibly
deliver)

• Simple pricing
structure, easy to
implement

• No value is associated with the
service being provided
• In price-competitive markets,
reimbursement may not be
sufficient to sustain the services
provided

Fee-For-Service (FFS):
Contractor bills for
services rendered

• Pharmacy has contracted
with a local health plan or
physician group to provide
a clinical service such as
disease management. The
pharmacy bills the health plan
for each patient seen.

• Clearly defined
payment structure
based on the service
provided
• Many billing
departments are
familiar with FeeFor-Service (FFS)
billing

• Client costs are difficult to
forecast from month to month
• Pharmacy income is difficult to
forecast from month to month
• Fee-For-Service (FFS) does not
contain safe-guards to prevent
overutilization
• If client wishes to use existing
Current Procedural Terminology
(CPT) codes, currently, not many
codes exist for pharmacy services

Fixed Payment:
Contractor is paid a fixed
rate for a given time
period

• Pharmacist acts as a
consultant for a local
skilled nursing facility. The
pharmacist is reimbursed at a
fixed rate each month.

• Contractor income
is predictable from
month to month.
• Client cost is
predictable from
month to month

• Large changes in work volume
could lead to overages and
shortages in service provision

Capitation (Per-Diem/
PMPM):
Contractor is paid a rate
per member per pay
period for a specified
patient population.

• Pharmacy works with a
local health plan to manage
therapy for the population’s
Heart Failure (HF) patients.
The plan pays a fixed rate per
member per month to the
pharmacy for its services.

• Pharmacy income
is predictable from
month to month
• Client cost is
predictable from
month to month

• If there are changes to the level
of service needed to care for
pharmacy’s patient population
(i.e. more challenging patient
load), this may lead to increased
operation costs
• Often, these arrangements require
strict definition of the referral
criteria and service provided
• Large changes in referral volume
could lead to overages and
shortages in service provision

• Incentivizes both
pharmacy and client
to achieve a mutual
outcome

• Client and pharmacy must
clearly define the outcome.
This outcome must be clearly
measurable, or it could lead
to disagreement over the
reimbursement
• Risk is shifted to the pharmacy
contractor
• May be negatively affected if the
outcome is influenced by forces
outside of pharmacy’s control.
If the service requires a long
time to reach the outcome, this
could negatively impact the
contractor’s cash flow.

Pay for Performance:
• Pharmacy is contracted with
Contractor is paid for
a local hospital to decrease
reaching a pre-defined
hospital readmissions for
outcome. Reimbursement
Heart Failure (HF) patients.
is not solely tied to
The pharmacy is reimbursed
performance. Contractor
a nominal rate, and receives
can be paid a base-rate
a bonus for a decreased
plus a performance
readmission rate.
bonus.

reimbursement models are highlighted
below with some high-level pros and
cons of each.
Reimbursement through a service
vendor.
For community pharmacies looking
to engage in these non-traditional services, vendors may assist by automat-

ing the process. Identifying patients,
and streamlining payment for services.
For Medication Therapy Management (MTM) services, companies
such as Mirixa and Outcomes MTM
have become prominent players. For
340B services, a myriad of pharmacy
benefits administrators offer products to assist with the contracting,

compliance, inventory management
and billing. Advantages of working
through one of these vendors include
1) relatively simple startup and enrollment, 2) a pre-existing technology
infrastructure, and 3) a typically low
initial investment on the part of the
pharmacy. Some of the disadvantages
from the pharmacies’ perspective
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include 1) lack of involvement in the
relationship with the client directly,
and 2) little control over reimbursement. If you are new to a particular
service area or lack the resources to
start your own program, this can be a
viable option. In order to find a reputable vendor, it would be advisable to
research the various companies extensively and determine the experience
of other clients.
Direct-to-client billing.
For pharmacies working directly
with a client, there are a wide range
of reimbursement models that exist.
Since the relationship is often created
outside of an established reimbursement structure, the pharmacy and
client have the flexibility to develop
a model that suits their relationship.
Table 2 lists some commonly implemented models.
No matter how the reimbursement
model is structured, it is strongly

advised that progress is regularly
tracked and outcomes are reported to
the client. Providing regular progress
reports helps to build rapport with the
client, ensures mutual expectations
are met, and validates the sustainability of your program.
Billing to third party payers.
Direct billing of pharmacy services
to third party payers (such as private
and governmental insurance providers) still has its challenges. Historically, pharmacist services have not
been recognized as billable because
the pharmacist is not recognized as a
healthcare provider at the federal level.
However, over the past few decades,
headway has been made through
pharmacist involvement in interdisciplinary teams and through legislative
advocacy. Recent statewide legislation has been adopted to recognize
pharmacists as healthcare providers,
and a national effort is now under-

Help track and block
illegal meth in California

way. Following the establishment of
provider status, a billing structure will
need to be developed and sustainability will need to be determined.
Additionally, that new model will need
to fit within the structure of the other
payment reforms underway.
As discussed, there are many
new opportunities for pharmacists
to be paid for services provided to
patients. While the traditional payment
for product continues to dominate
the reimbursement model in most
community pharmacy settings, there
are many new opportunities. These
include billing for services, using the
pharmacist’s expertise to manage
chronic illness to improve quality metrics and improve patient satisfaction,
contracting for services directly with a
payer, and redefining the client served
in a community pharmacy setting.
Whether the pharmacist is in a health
system, rural clinic, or community
pharmacy, the opportunities abound.
While there is still a need for provider
status at the federal level, there are
ample opportunities for pharmacists to
be paid for services without this designation. Pharmacists should continue to
work with partners (physicians, clinics,
payers, patients, third party service
vendors, and other clients) to determine their needs and opportunities for
payment.
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CONTINUING EDUCATION QUIZ

Opportunities for “Payment” in an Era of Health Reform
1.

When pharmacists see a patient, a
facility can bill Medicare for that
visit in the following manner:
a. With the Pharmacists National
Provider Identification number
using Current Procedural
Terminology
b. Incident-to a physician visit
c. The facility is unable to bill for
the visit
d. Only in a Hospital based Clinic

2.

Current Procedural Terminology
(CPT) codes exist for the following
services:
a.
b.
c.
d.
e.

4.

G-0921
G-0463
J-3490
G-1933

Transitions in Care
Medicare Wellness
Chronic Care Management
Pay for Performance
a, b, and c

The estimated revenue from a
non-hospital based clinic for billing
“incident to” services (CPT 99211) is
estimated to be:
a.
b.
c.
d.

The pay for performance initiative
allows a facility to bill an insurance
company for services provided by a
pharmacist as long as it shows quality improvement:

8.

6.

Pharmacists in safety-net clinics
(i.e., Federally Qualified Healthcare
Centers) may be paid for clinical
services by:

a. Billing the Federal Government
directly using CPT codes
b. Billing the patient directly
c. Contracting with Medi-Cal directly
for services
d. Contracting with commercial
insurance directly for services

7.

Federal provider status would impact
the following:

a. Pharmacists in safety-net clinics
b. Pharmacists who intend to bill
Medicare
c. Pharmacists who intend to bill
commercial insurance carriers that
have a national presence (i.e.,
Aetna, Blue Cross, etc).
d. a and b
e. All of the above

Advantages of Community Pharmacies
contracting with vendors (i.e., 340b vendors, OutcomesMTM, etc.) to diversify
revenue include:
a. Simple start-up and enrollment of
patients
b. Control over investment
c. Established infrastructure and
technology
d. Certification and/or training for staff
in need of training
e. a and c
f. b and d

a. True
b. False

All of the following codes may be
used by a hospital-based-clinic to
bill for services after a pharmacist
sees a patient:
a.
b.
c.
d.

3.

5.

9.

Disadvantages of Community Pharmacies contracting with vendors (i.e.,
340b vendors, Outcomes MTM, etc.) to
diversify revenue include:

a. Simple start-up and enrollment of
patients
b. Control over investment
c. Established infrastructure and
technology
d. Certification and/or training for staff
e. a and c
f. b and d

10. The Centers for Medicare and Medicaid services has made the following
determination for “incident-to” services
provided by a pharmacist:

a. It is not allowable until provider status
is approved at the Federal level
b. It is allowable only for pharmacist with
board certification or residency training
c. It is allowable
d. It is only allowable in states where
pharmacists are authorized to
provide collaborative drug practice
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