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ABSTRACT

BACKGROUND: The accountable care organization (ACO) is an innovative 
health care delivery model centered on value-based care. ACOs consisting 
of primary care providers are increasingly becoming commonplace in prac-
tice; however, medication management remains suboptimal. 

PROGRAM DESCRIPTION: As experts in medication management, phar-
macists perform direct patient care and assist in the transition from one 
provider to another, which places them in an ideal position to manage 
multiple aspects of patient care. Pharmacist-provided care has been 
shown to reduce drug expenditures, hospital readmissions, length of stay, 
and emergency department visits. Although pharmacists have become 
key team members of interdisciplinary teams within traditional care set-
tings, their role has often been overlooked in the primary care-based ACO. 
In 2015, Nova Southeastern University College of Pharmacy founded the 
Accountable Care Organization Research Network, Services, and Education 
(ACORN SEED), a team of pharmacy practice faculty dedicated to using 
innovative approaches to patient care, while providing unique learning 
experiences for pharmacy students by partnering with ACOs in the South 
Florida region. Five opportunities are presented for pharmacists to improve 
medication use specifically in primary care-based ACOs: medication ther-
apy management, annual wellness visits, chronic disease state manage-
ment, chronic care management, and transitions of care. 

OBSERVATIONS: Several challenges and barriers that prevent the full 
integration of pharmacists into primary care-based ACOs include lack of 
awareness of pharmacist roles in primary care; complex laws and regula-
tions surrounding clinical protocols, such as collaborative practice agree-
ments; provider status that allows compensation for pharmacist services; 
and limited access to medical records. By understanding and maximizing 
the role of pharmacists, several opportunities exist to better manage the 
medication-use process in value-based care settings. 

IMPLICATIONS/RECOMMENDATIONS: As more organizations realize ben-
efits and overcome barriers to the integration of pharmacists into patient 
care, programs involve pharmacists will become an increasingly common 
approach to improve outcomes and reduce the total cost of care and will 
improve the financial viability of primary care-based ACOs. 
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BEST PRACTICES

The accountable care organization (ACO) is an innovative 
health care delivery model that is defined as a network 
of physicians and other providers who share responsibil-

ity for coordinating high-quality care across a specific patient 
population.1 An example of an ACO model is the Medicare 
Shared Savings Program (MSSP). To participate in the MSSP, an 
ACO must serve at least 5,000 Medicare beneficiaries and agree 
to participate in the program for at least 3 years. In addition, 
the ACO is responsible for developing processes that promote 
evidence-based medicine, promote patient engagement, inter-
nally report on quality and cost measures, and coordinate care.1 
There is immense variation across ACOs in terms of staff com-
position and roles, and there is no consensus of which structure 
will work best.2 ACOs consisting of primary care providers have 
evolved to include a team of providers, often without significant 
integration of a pharmacist. However, since medication therapy 
management (MTM) remains costly and problematic in prac-
tice, the need to include pharmacists is necessary.3 

•	The accountable care organization (ACO) is an innovative health 
care delivery model that is defined as a network of physicians and 
other providers who share responsibility for coordinating high-
quality care across a specific patient population. 

•	Medication management is a key element to improving ACO 
quality benchmark measures. 

•	ACOs in the primary care setting often lack significant integra-
tion of pharmacists.

What is already known about this subject

•	Pharmacist-provided care has the potential to positively affect 
ACO quality benchmark measures. 

•	This study describes a method of integrating pharmacists into 
primary care-based ACOs. 

•	This report presents 5 opportunities to improve medication use 
in ACOs in the primary care setting: medication therapy manage-
ment, annual wellness visits, chronic disease state management, 
chronic care management, and transitions of care.

What this study adds
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no chronic illnesses.5 Pharmacist-provided care has been 
shown to reduce drug expenditures, hospital readmissions, 
length of stay, and emergency department visits.6 Additionally,  
incorporating pharmacists within an ACO health care team is 
key to achieving required quality improvement benchmarks 
set by the Centers of Medicare & Medicaid Services (CMS; 
Table 1).7 

Proper use of medication is essential, since the treatment 
of chronic disease costs the health care system over $1 tril-
lion dollars annually.4 Medicare beneficiaries with multiple 
chronic illnesses visit 13 different providers on average, fill 
50 prescriptions each year, account for 76% of all hospital-
izations, and are 100 times more likely to have a prevent-
able hospitalization, compared with beneficiaries who have 

Domain Measure Description Pharmacist Interventiona Type of Servicea

Patient safety ACO #8 Risk standardized, all condition readmissions Patient education, medication management MTM, AWV, CDSM, 
CCM, TOC

Patient safety ACO #9 Ambulatory sensitive conditions admissions for 
COPD or asthma in older adults

Patient education, medication management MTM, CDSM,  
CCM, TOC

Patient safety ACO #10 Ambulatory sensitive conditions admissions for 
heart failure

Patient education, medication adherence MTM, CDSM,  
CCM, TOC

Patient safety ACO #13 Screening for fall risk Screening AWV
Preventive health ACO #14 Influenza immunization Screening, immunizations AWV
Preventive health ACO #15 Pneumococcal vaccination Screening, immunizations AWV
Preventive health ACO #16 Adult weight screening and follow Screening, patient education AWV
Preventive health ACO #17 Tobacco use, assessment and cessation inter-

vention
Screening, patient education, medication 
management

AWV

Preventive health ACO #18 Depression screening Screening AWV
Preventive health ACO #19 Colorectal cancer screening Screening AWV
Preventive health ACO #20 Mammography screening Screening AWV
Preventive health ACO #21 Proportion of adults who had blood pressure 

screened in past 2 years
Screening, vitals CDSM, AWV

At-risk population Composite  
ACO #27 & #41

Percentage of beneficiaries with diabetes whose 
A1c is in poor control; percentage of beneficia-
ries with diabetes who receive an eye exam

Patient education, medication management, 
screening

CDSM, CCM

At-risk population ACO #28 Percentage of beneficiaries with hypertension 
whose blood pressure is <140/90

Patient education, medication management, 
screening, vitals

CDSM, CCM

At-risk population ACO #30 Percentage of beneficiaries with ischemic vas-
cular disease who use aspirin or other  
antithrombotic

Patient education, medication management, 
screening

CDSM, CCM

At-risk population ACO #31 Beta-blocker therapy for left ventricular systolic 
dysfunction

Patient education, medication management, 
screening

CDSM, CCM

At-risk population ACO #33 ACE inhibitor or ARB therapy for patients with 
CAD and diabetes and/or left ventricular  
systolic dysfunction

Patient education, medication management, 
screening

CDSM, CCM

Patient safety ACO #35 Skilled nursing facility 30-day all-cause  
readmission measure

Patient education, medication management TOC

Patient safety ACO #36 All-cause unplanned admissions for patients 
with diabetes

Patient education, medication management MTM, CDSM,  
CCM, TOC

Patient safety ACO #37 All-cause unplanned admissions for patients 
with heart failure

Patient education, medication management MTM, CDSM,  
CCM, TOC

Patient safety ACO #38 All-cause unplanned admissions for patients 
with multiple chronic conditions

Patient education, medication management MTM, CDSM,  
CCM, TOC

Patient safety ACO #39 Documentation of current medications in the 
medical record

Documentation, medication reconciliation MTM

At-risk population ACO #40 Depression remission at 12 months Patient education, medication management CDSM, CCM

Adapted from Centers for Medicare & Medicaid Services. Medicare Shared Savings Program quality measure benchmarks for the 2016 and 2017 reporting years.7 
aThe last 2 columns include additional information (i.e., pharmacist intervention and types of services) that can help address the quality measure in relation to pharmacy 
services. 
A1c = hemoglobin A1c; ACE = angiotensin-converting enzyme; ACO = accountable care organization; ARB = angiotensin II receptor blocker; AWV = annual wellness visit; 
CAD = coronary artery disease; CCM = chronic care management; CDSM = chronic disease state management; COPD = chronic obstructive pulmonary disease;  
MTM = medication therapy management; TOC = transitions of care.

TABLE 1 Benchmark Measures Affected by Pharmacist Interventions
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■■  Program Description
In 2015, Nova Southeastern University College of Pharmacy 
founded the Accountable Care Organization Research Network, 
Services, and Education (ACORN SEED), a team of pharmacy 
practice faculty dedicated to using innovative approaches to 
patient care, while providing unique learning experiences for 
pharmacy students by partnering with ACOs in the South 
Florida region. In an effort to increase awareness of the 
opportunities for pharmacist-provided care within primary 
care-based ACOs, the purpose of this report was to focus on 5 
integration strategies used in the United States that are based 
on experiences of clinical pharmacists (the primary and co-
investigators of this report), who currently practice within an 
ACO primary care office, and a literature review that evalu-
ated research on MTM, annual wellness visits (AWV), chronic 
disease state management (CDSM), chronic care management 
(CCM), and transitions of care (TOC). In addition, several chal-
lenges and barriers that prevent the full integration of pharma-
cists into primary-care based ACOs were identified (Table 2).

Summary of Current Literature
A literature search using EBSCOhost and MEDLINE databases 
was performed with the following keywords: pharmacists, 
accountable care, medication therapy management, ACO, MTM, 
transitional care, annual wellness visits, chronic disease state man-
agement, and chronic care management. Inclusion criteria con-
sisted of articles dated from 2009 to 2016 that described phar-
macist-driven service performed within an ACO. Exclusion 
criteria consisted of non-English articles outside of the United 
States unrelated to ACOs as defined by CMS. Only 2 notable 
studies of pharmacist integration into ACOs were found using 
the keywords MTM and AWV, so it was decided by the inves-
tigators to describe the types of services that pharmacists can 
perform within an ACO setting based on their professional 
experiences. Because there is a scarcity of literature and no 
formal guidance for pharmacist services in an ACO, to our 
knowledge, this is the first study to suggest possible pharma-
cist integration strategies in an ACO or ACOs interested in 
optimal medication management.

Medication Therapy Management
MTM is defined as a service or group of services that optimizes 
therapeutic outcomes for individual patients through drug 
reviews, pharmacotherapy consults, anticoagulation manage-
ment, and other clinical services.8 MTM services are intended 
to target polypharmacy, preventable adverse drug events, 
medication adherence, and medication misuse and are a 
source of billable services attributed to the pharmacist.9 MTM 
includes the following 5 core components: a medication ther-
apy review, a personal medication record, a medication-related 
action plan, intervention and/or referral, and documentation 
and follow-up.10 These services can be provided in person or  

telephonically. Once medication-related problems are identi-
fied, interventions are coordinated primarily through the pre-
scriber in conjunction with the pharmacist.

Research has shown that pharmacist-led MTM can reduce 
costs, improve patient care, and reduce physician workload 
in a variety of patient settings.11-17 Fairview Health Services, a 
Pioneer ACO caring for 15,000 high-risk patients in Minnesota, 
conducted a pharmacist-led MTM program that successfully 
reduced health care costs, resolved 2,780 drug therapy issues, 
and improved clinical outcomes specifically in 670 ACO 
patients with diabetes and asthma.17 In addition, a 12:1 return 
on investment was found when comparing the overall health 
care costs of patients receiving MTM services with patients 
who did not receive those services.17

With pharmacists targeting high-risk patients and medica-
tion-related problems, unnecessary physician visits, hospital 
readmissions, and emergency department visits can be reduced. 
In addition, pharmacists can identify duplicate therapies and 
improve medication adherence, which can reduce adverse 
drug events and optimize patient outcomes. Furthermore, 
pharmacist interventions can improve the appropriateness of 
prescribing by providing prescribers with education regarding 
evidence-based therapies for various chronic conditions. 

Annual Wellness Visits
An AWV is a preventative benefit intended to improve health 
outcomes and is offered to Medicare Part B beneficiaries under 
the Patient Protection and Affordable Care Act.18 An AWV 
consists of acquiring a patient’s medical history, assessing 
risk factors, and creating a personalized prevention plan with 
the patient. Visits include a health risk assessment to identify 
chronic diseases and any pressing needs that exist. Next, an 
assessment and plan of care for the patient is developed, and 
coordinated care is planned. 

AWVs, which are different from annual clinic visits, are not 
required to be completed by a physician; as such, nonphysi-
cian licensed health care professionals, including pharmacists, 
physician assistants, and nurses working under the direct 
supervision of a physician, can provide AWVs as a reimburs-
able service under Medicare.19 Pharmacists in ACOs who 
conduct AWVs evaluate a patient’s well-being, adherence, and 
medication optimization. In 1 study, clinical pharmacists had 
a mean of 5.4 interventions per patient with a high referral, 
laboratory test (diabetes and lipid), and vaccination completion 
rate (pneumococcal, Tdap, influenza, and shingles) within 1 
month. In addition, the total revenue for the AWVs conducted 
by pharmacists and services completed during the visits 
exceeded $22,000.20 Several additional studies have explored 
pharmacist-led AWV that led to positive net income and inter-
ventions performed, with similar findings.21-24 
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Type of 
Service Description Strengths Limitations Potential Solutions

MTM8,9,17 •	Core components include 
a CMR, MTR, PMR, MAP, 
intervention and/or referral, 
and documentation and 
follow-up

•	Optimizes therapeutic 
outcomes for individual 
patients 

•	Identifies polypharmacy, 
preventable adverse drug 
events, medication adherence, 
and medication misuse

•	Low response rate of patients 
and/or providers due to 
unscheduled calls

•	Limited or no access to EHR

•	Restriction of reimbursement 
for MTM services currently 
limited to select plans

•	Hire pharmacy technicians to 
maximize pharmacist time for 
higher level tasks

•	Obtain remote EHR access

AWV18-20 •	Once yearly Medicare Part B 
benefit

•	Assesses medical history and 
risk factors through the use of 
an HRA

•	Personalized prevention plan is 
created with patient

•	Improves detection of 
omissions in preventative care

•	Evaluates patient’s well-being, 
adherence, and medication 
optimization

•	Generates substantial revenue

•	Provides a way for pharmacists 
to support their salaries in a 
physician’s office

•	May only be provided annually

•	Complex and time consuming

•	No restrictions to amount of 
visits annually

•	Use ancillary staff to assist

CDSM29-35 •	Assist patients in controlling 
their chronic diseases (e.g., 
diabetes, HTN, HLD) by 
providing education on lifestyle 
changes, monitoring, and 
medication adherence

•	Development of standardized, 
evidence-based clinical 
protocols

•	Initiate, modify, or discontinue 
medications through CPA

•	Improve efficiency and 
increase quality and patient 
satisfaction and safety

•	Enhanced coordination of care 
among diverse providers

•	Easy to integrate

•	CPAs are variable in each state

•	Need for analytics to further 
address high-risk patients

•	Understand state laws and 
regulations regarding CPAs for 
the respective state

•	If analytics are not available, can 
manually assess daily schedule 
by working with administrative 
staff

CCM38,39 •	Services provided outside of 
face-to-face patient visits for 
Medicare patients with ≥ 2 
significant chronic conditions 
expected to last at least 12 
months or until death

•	Conditions pose a 
significant risk of death, 
acute exacerbation or 
decompensation, or functional 
decline

•	Conditions include, but are not 
limited to, Alzheimer’s disease, 
arthritis, asthma, AF, cancer, 
COPD, depression, diabetes, 
HF, HTN, IHD, or osteoporosis

•	Around-the-clock access to 
care management service and 
designated CCM practitioners

•	Promotes continuity of care 
between members of CCM 
team

•	Provides opportunities for 
the patient/caregiver to 
communicate through various 
means with the practitioner in 
compliance with HIPAA

•	Patients may not agree to pay 
for additional services, or 
low socioeconomic patients 
may not be able to make 
copayments

•	Practices without EHRs cannot 
participate

•	Difficulty in coordination of 
care plan between primary 
care and specialist

•	Lack of incentive to improve 
quality care or reduce cost, 
while continuing fee-for-
service in conjunction with 
CCM

•	As copay is small can provide 
incentives for patients to waive 
the cost

•	Overall cost benefit (i.e., 
reducing admissions) may 
outweigh copayment

•	Formulate communication 
strategies to develop a 
relationship between specialists

TOC47,52 •	Facilitate communication 
between hospital and 
outpatient providers

•	Conduct medication histories 
and reconciliations for the 
inpatient and outpatient 
providers

•	Assist in the discharge process 
and provide education to 
patients and their caregivers

•	Reduction of preventable 
adverse drug events after 
discharge from the hospital

•	Reduction of readmissions, an 
ACO quality measure

•	Difficulty connecting with 
patients on follow-up

•	Lack of standardization on 
how to provide transitions of 
care services

•	Provide services to 
communicate with patients 
through telephone, virtual, or 
face-to-face visit

•	Educate importance to patient 
on follow-up visit within 1 week 
of discharge

•	TOC services can be adapted 
based on practice needs and 
workflow

ACO = accountable care organization; AF = atrial fibrillation; AWV = annual wellness visit; CCM = chronic care management; CDSM = chronic disease state  
management; CMR = comprehensive medication review; COPD = chronic obstructive pulmonary disease; CPA = collaborative practice agreement; EHR = electronic medical  
record; HF = heart failure; HIPAA = Health Insurance Portability and Accountability Act; HLD = hyperlipidemia; HRA = health risk assessment; HTN = hypertension; 
IHD = ischemic heart disease; MAP = medication-related action plan; MTM = medication therapy management; MTR = medication therapy review; PMR = personal  
medication record; TOC = transitions of care.

TABLE 2 Summary of Services that Pharmacists Can Provide in ACO Settings
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Chronic Disease State Management
CDSM is the formalized approach to treating patients with 
chronic and debilitating conditions using evidence-based treat-
ment and interdisciplinary teams and has become the ubiqui-
tous model in practice.25 One in four American adults have a 
chronic condition (e.g., hypertension or diabetes), and by 2025, 
it is estimated that 164 million Americans will have more than 
1 chronic condition, with the projected cost as high as $4 tril-
lion.26 In addition, patients with chronic conditions account for 
81% of hospitalizations, greatly burdening the health care bud-
get.26 Medications are the foundation of managing chronic dis-
ease, with 91% of prescriptions filled for patients with chronic 
conditions, and pharmacists are well positioned to help manage 
these patients through education on lifestyle changes, moni-
toring outcomes, and adherence.3,27 Studies have consistently 
shown that pharmacist involvement in CDSM improves clinical 
outcomes, such as glycemic, blood pressure, and lipid goals, and 
reduces direct and indirect health care costs.28-32 

An important variable to consider when discussing 
CDSM in primary care-based ACOs is collaborative practice 
agreements (CPAs) for pharmacists. CPAs create a formal  
practice relationship between a pharmacist and other health 
care providers and specify what patient care services can be 
provided.33 These patient care services can include modifica-
tion of current drug therapy, initiation of new therapy, order-
ing of labs, and/or physical assessment. CPAs take maximum 
advantage of physician training, including expertise in disease 
diagnosis, and pharmacist training, including expertise in 
drug therapy and disease management. This collaboration 
allows physicians and pharmacists to share responsibility 
for patient outcomes.34 The extent of the services authorized 
under CPAs depends on state CPA provisions and the terms of 
the specific agreement. State laws and regulations authorizing 
CPAs are highly variable.33 Of the 50 states, 48 allow CPAs. 
Of these, 38 and 45 states permit pharmacists to initiate drug 
therapy and modify existing therapy under a CPA, respectively, 
while others do not. Furthermore, 18 states require specific 
pharmacy education or training. A discrepancy in the level 
of training among states, which ranges from requirements of 
only a PharmD degree or a BSPharm degree, plus 5 years of 
experience in Massachusetts, to a PharmD or equivalent train-
ing, certification as a specialist or completion of a residency, 
certificate training program or board-approved exam, defined 
clinical experience, and documented training related to the 
disease states being managed in Maryland.33 

Another key to improving efficiency and increasing patient 
quality and safety within an ACO is enhanced coordination 
of care among diverse providers. To be successful, an ACO 
must be effective at managing the health of its patients, which 
is known as population health management.35 This can be 
accomplished with the application of standardized, evidence-
based clinical protocols for chronic diseases (e.g., heart failure 

and diabetes).36 Because pharmacists are experts in medica-
tions, they can contribute to the creation of such protocols. 
Also, using predictive analytics tools to stratify patients by 
health risk can identify high-risk patients and disease states to 
target for an ACO. 

Chronic Care Management
CCM is a service that incorporates CDSM, whereby patients 
with 2 or more chronic conditions (e.g., depression, diabetes, 
and heart failure) that are expected to last more than 1 year (or 
until death) and who are at significant risk of death or decline 
are eligible for distinct reimbursement. These chronic condi-
tions must pose a significant risk of death, acute exacerbation/
decompensation, or functional decline.37 In 2010, out of 31 mil-
lion Medicare beneficiaries, 68% had ≥ 2 chronic conditions, 
and 36% had ≥ 4 chronic conditions, with a higher prevalence 
found in elderly and non-Hispanic blacks or Hispanic women. 
This accounted for nearly three quarters of Medicare spending.38 

In addition to improved patient outcomes, CCM provides 
the opportunity for pharmacy-led reimbursement. Pharmacists 
are considered qualified health care professionals, and clinical 
staff are able to bill for services under the Medicare Physician 
Fee Schedule.39-41 

Through CCM, pharmacist responsibilities are increased. As 
the number of pharmacists continues to increase, the expan-
sion of their contributions are necessary for the pharmacy 
profession to thrive.42 It is important to note that primary care 
physicians spend approximately 37% of their time on activities 
related to CCM, which often includes managing complex medi-
cation regimens.43 Tarn et al. (2008) reported that during an 
office visit, physicians spend an average of 49 seconds talking 
about a new prescription with patients.44 With CCM, an impor-
tant advantage for pharmacists is their frequent interaction 
with chronic disease populations and their accessibility to the 
public. In the primary care setting, including ACO physician 
offices, pharmacists have begun to collaborate with physicians 
on medication optimization, polypharmacy, and medication 
safety. This nonphysician health care professional also has the 
ability to assist with preventive interventions, such as lipid 
control, osteoporosis management, vaccination, and smoking 
cessation.45 

Transitions of Care
TOC involves the oversight of patient responsibility between 
various areas of health care.46 A provider network or ACO 
often includes hospitals, skilled nursing facilities, primary care 
physicians and specialists, home health nursing, and hospices. 
When fragmented care and miscommunication result from 
poor transitions of patients from one care setting to another, 
the risk of medication errors, missed outpatient follow-up 
appointments, duplication of resources and increased costs, 
poor patient understanding of self-care needs, and other  
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■■  Implications/Recommendations
Accountable care is becoming a cornerstone of health care 
delivery in the United States, but drug-related costs continue 
to increase. One limitation of this study is the absence of a 
cost benefit analysis. The study investigators plan to conduct a 
prospective study to analyze cost savings within an ACO in a 
follow-up investigation. Of note, cost savings via the described 
pharmacist integration strategies in non-ACO settings have 
been reported in the current literature.11-17,20-24,28-32

ACOs seek to ensure that optimization of every patient’s 
medication therapy is a core element of our future health care 
system. However, few ACOs engage pharmacists to provide 
medication management services as a primary focus of the orga-
nization’s effort. There are several traditional pharmacist-led 
services, such as MTM, AWV, CDSM, CCM, and TOC, that can 
facilitate the integration of pharmacists into accountable care. 
Although these services themselves are not novel, it would be 
innovative to adapt these well-established opportunities within 
an ACO model to further enhance patient care and meet quality 
measures, including CDSM, CCM, and TOC, that have yet to 
be included in this setting. ACOs and pharmacists can choose 
all or some of these strategies based on their unique patient  
population in order to become better positioned to improve 
patient experience and reduce the costs of care. As more organi-
zations realize benefits and overcome barriers to the integration 
of pharmacists into patient care, programs involving pharma-
cists will become an increasingly common approach to improv-
ing outcomes and reducing the total cost of care.

implications can occur. The impending outcome is an avoidable 
hospital readmission and increased financial burden to the health 
care system.47 A landmark study revealed that 20% of Medicare 
beneficiaries were readmitted to the same hospital within  
30 days, and 34% were readmitted within 90 days. The readmis-
sions were often attributed to medication-related issues.48 Not 
surprisingly, transitioning patients from acute care settings to 
their homes or postacute care settings has become a priority for 
hospitals and ACOs, since controlling the transition process can 
help lower unnecessary readmission rates and avoidable costs.

Pharmacists currently provide optimized TOC and have 
improved clinical outcomes by providing discharge counseling 
and obtaining medication histories and reconciliations upon 
transitions.49-50 Available data support pharmacists perform-
ing TOC primarily in the inpatient setting. Although there is 
limited data on the use of pharmacists in primary care-based 
ACOs, pharmacists would be expected to have similar, if not 
better, outcomes, since these transitions involve a highly coor-
dinated level of care among a team of accountable providers 
with often fragmented communication between settings.

Potential duties of the TOC pharmacist in a primary care-
based ACO include identifying which patients are currently in 
and out of the hospital and communicating directly with the 
hospital or outpatient providers, including other pharmacists. 
At discharge, TOC pharmacists are able to perform a thorough 
medication reconciliation and communicate this, as well as a 
summary of a patient’s hospital course, to the respective ACO 
providers. A TOC pharmacist can provide a follow-up phone 
call or an at-home visit within 72 hours of discharge, which 
has been proven to reduce readmissions.51 Many of these 
services are eligible for Medicare reimbursement, with higher 
reimbursement for high complexity patients, which, perhaps, 
justifies a pharmacist’s salary within an ACO.52 

■■  Observations
Barriers and Limitations to Pharmacist Integration in ACOs
Integration of pharmacists into interdisciplinary accountable 
care models have several challenges and barriers that prevent 
the full integration of pharmacists into these health systems. 
Some challenges include lack of awareness of pharmacist roles 
in primary care; complex laws and regulations surrounding 
clinical protocols, such as CPAs; provider status that allows 
compensation for pharmacist services; and limited access to 
medical records.53 Coordinated electronic medical records 
between pharmacies and inpatient or outpatient facilities may 
eliminate the inability to obtain complete medication informa-
tion. Lack of reimbursement has continued to be an ongoing 
limitation for the pharmacy profession; however, opportunities 
for billing is steadily rising. For instance, the ability to bill for 
MTM and AWV services has reduced this barrier. 

TINA JOSEPH, PharmD, BCACP; GENEVIEVE M. HALE, 
PharmD, BCPS; SARA M. ELTAKI, PharmD, BCPS; YESENIA 
PRADOS, PharmD; RENEE JONES, PharmD, CPh; MATTHEW 
J. SEAMON, PharmD, JD; CYNTHIA MOREAU, PharmD; 
and STEPHANIE A. GERNANT, PharmD, MS, Department 
of Pharmacy Practice, Nova Southeastern University College of 
Pharmacy, Palm Beach Gardens, Florida. 

AUTHOR CORRESPONDENCE: Genevieve M. Hale, PharmD, 
BCPS, Assistant Professor, Department of Pharmacy Practice, Nova 
Southeastern University College of Pharmacy, 11501 N. Military 
Trail, Palm Beach Gardens, FL 33410. Tel.: 561-805-2277;  
E-mail: Gh341@nova.edu.

Authors

DISCLOSURES

No outside funding supported this research. The authors report no conflicts 
of interest related to this manuscript. 

Study concept and design were contributed by Joseph, Hale, and Eltaki, 
with assistance from the other authors. Prados and Jones took the lead in data 
collection and data interpretation and analysis, with assistance from the other 
authors. The manuscript was written primarily by Joseph and Hale, along 
with the other authors, and revised primarily by Seamon and Gernant, along 
with the other authors.



www.jmcp.org Vol. 23, No. 5 May 2017 JMCP Journal of Managed Care & Specialty Pharmacy 547

Integration Strategies of Pharmacists in Primary Care-Based Accountable Care Organizations:  
A Report from the Accountable Care Organization Research Network, Services, and Education 

REFERENCES

1. Centers for Medicare & Medicaid Services. Accountable care organi-
zations. January 6, 2015. Available at: https://www.cms.gov/Medicare/
Medicare-Fee-for-Service-Payment/ACO/index.html?redirect=/ACO. 
Accessed March 28, 2017.

2. Smith M, Bates DW, Bodenheimer T. Pharmacists belong in accountable  
care organizations and integrated care teams. Health Aff (Millwood). 
2013;32(11):1963-70.

3. Dubois RW, Feldman M, Lustig A, et al. Are ACOs ready to be account-
able for medication use? J Manag Care Pharm. 2014;20(1):17-21. Available at: 
http://www.jmcp.org/doi/10.18553/jmcp.2014.20.1.17.

4. DeVol R, Bedroussian A. An unhealthy America: the economic burden of 
chronic disease. Milken Institute. October 2007. Available at: http://assets1b.
milkeninstitute.org/assets/Publication/ResearchReport/PDF/chronic_dis-
ease_report.pdf. Accessed March 28, 2017.

5. Anderson GF. Hearing before the Senate Special Committee on Aging. 
The future of Medicare: recognizing the need for chronic care coordination. 
110th Congress, 1st session. May 9, 2007. Serial No. 110-17. Available at: 
http://www.aging.senate.gov/imo/media/doc/592007.pdf. Accessed  
March 28, 2017.

6. Academy of Managed Care Pharmacy. Pharmacists as vital members of 
accountable care organizations. March 2012. Available at: http://www.amcp.
org/ACO.pdf/. Accessed March 28, 2017. 

7. Centers for Medicare & Medicaid Services. Medicare Shared Savings 
Program quality measure benchmarks for the 2016 and 2017 report-
ing years. December 2016. Available at: https://www.cms.gov/Medicare/
Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/
MSSP-QM-Benchmarks-2016.pdf. Accessed April 5, 2017..

8. American Pharmacists Association and the National Association of Chain 
Drug Stores Foundation. Medication therapy management in pharmacy 
practice: core elements of an MTM service model version 2.0. March 2008. 
Available at: http://www.pharmacist.com/sites/default/files/files/core_ele-
ments_of_an_mtm_practice.pdf. Accessed March 28, 2017. 

9. Pellegrino AN, Martin MT, Tilton JJ, Touchette DR. Medication therapy 
management services: definitions and outcomes. Drugs. 2009;69(4):393-406. 

10. Centers for Medicare & Medicaid Services. Part D enhanced medication 
therapy management model fact sheet. September 28, 2015. Available at: 
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2015-
Fact-sheets-items/2015-09-28.html. Accessed March 28, 2017.

11. Isetts BJ, Schondelmeyer SW, Artz MB, et al. Clinical and economic out-
comes of medication therapy management services: the Minnesota experi-
ence. J Am Pharm Assoc (2003). 2008;48(2):203-11. 

12. Cipolle RJ, Strand LM, Morley PC. Pharmaceutical Care Practice: The Patient- 
Centered Approach to Medication. 3rd ed. New York: McGraw-Hill; 2012. 

13. Isetts BJ, Brummel AR, de Oliveira DR, Moen DW. Managing drug-relat-
ed morbidity and mortality in the patient-centered medical home. Med Care. 
2012;50(11):997-1001. 

14. Isetts, BJ. Evaluating effectiveness of the Minnesota Medication Therapy 
Management Care Program: final report. December 14, 2007. Available at: 
https://www.leg.state.mn.us/docs/2008/mandated/080113.pdf. Accessed 
March 28, 2017.

15. Roughead EE, Barratt JD, Ramsay E, et al. The effectiveness of collabora-
tive medicine reviews in delaying time to next hospitalization for patients 
with heart failure in the practice setting: results of a cohort study. Circ Heart 
Fail. 2009;2(5):424-28. 

16. Nichol A, Downs G. The pharmacist as physician extender in family 
medicine office practice. J Am Pharm Assoc (2003). 2006;46(1):77-83.

17. Brummel A, Lustig A, Westrich K, et al. Best practices: improving patient 
outcomes and costs in an ACO through comprehensive medication therapy 
management. J Manag Care Spec Pharm. 2014;20(12):1152-58. Available at: 
http://www.jmcp.org/doi/abs/10.18553/jmcp.2014.20.12.1152.

18. Centers for Medicare & Medicaid Services. Medicare benefit policy man-
ual. Chapter 15—Covered medical and other health services. May 13, 2016. 
Available at: https://www.cms.gov/Regulations-and-Guidance/Guidance/
Manuals/downloads/bp102c15.pdf. Accessed March 28, 2017.

19. Centers for Medicare & Medicaid Services. Quick reference informa-
tion: the ABCs of providing the annual wellness visit (AWV). January 2015. 
Available at: https://www.cms.gov/Outreach-and-Education/Medicare-
Learning-Network-MLN/MLNProducts/downloads/AWV_chart_ICN905706.
pdf. Accessed March 28, 2017.

20. Alhossan A, Kennedy A, Leal S. Outcomes of annual wellness visits pro-
vided by pharmacists in an accountable care organization associated with a 
federally qualified health center. Am J Health Syst Pharm. 2016;73(4):225-28.

21. Wilson CG, Park I, Sutherland SE, Ray L. Assessing pharmacist-led 
annual wellness visits: interventions made and patient and physician satis-
faction. J Am Pharm Assoc (2003). 2015;55(4):449-54.

22. Warshany K, Sherrill CH, Cavanaugh J, Ives TJ, Shilliday BB. Medicare 
annual wellness visits conducted by a pharmacist in an internal medicine 
clinic. Am J Health Syst Pharm. 2014;71(1):44-9.

23. Thomas MH, Goode JV. Development and implementation of a pharma-
cist-delivered Medicare annual wellness visit at a family practice office. J Am 
Pharm Assoc (2003). 2014;54(4):427-34.

24. Park I, Sutherland SE, Ray L, Wilson CG. Financial implications of 
pharmacist-led Medicare annual wellness visits. J Am Pharm Assoc (2003). 
2014;54(4):435-40.

25. Centers for Disease Control and Prevention. Chronic diseases overview. 
Chronic diseases: the leading causes of death and disability in the United 
States. August 26, 2015. Available at: http://www.cdc.gov/chronicdisease/
overview/index.htm. Accessed April 6, 2017.

26. U.S. Department of Health and Human Services. Multiple chronic 
conditions—a strategic framework: optimum health and quality of life for 
individuals with multiple chronic conditions. December 2010. Available at: 
http://www.hhs.gov/sites/default/files/ash/initiatives/mcc/mcc_framework.
pdf. Accessed March 28, 2017.

27. Partnership to Fight Chronic Disease. The growing crisis of chronic  
disease in the United States. 2009. Available at: http://www.fightchronic 
disease.org/sites/default/files/docs/GrowingCrisisofChronicDiseaseintheUS 
factsheet_81009.pdf. Accessed March 28, 2017.

28. Yu J, Shah BM, Ip EJ, Chan J. A Markov Model of the cost-effectiveness 
of pharmacist care for diabetes in prevention of cardiovascular diseases: 
evidence from Kaiser Permanente Northern California. J Manag Care 
Pharm. 2013;19(2):102-14. Available at: http://www.jmcp.org/doi/10.18553/
jmcp.2013.19.2.102.

29. Cranor CW, Bunting BA, Christensen DB. The Asheville Project: long-
term clinical and economic outcomes of a community pharmacy diabetes 
care program. J Am Pharm Assoc (Wash). 2003;43(2):173-84. 

30. Fera T, Bluml BM, Ellis WM. Diabetes Ten City Challenge: final economic  
and clinical results. J Am Pharm Assoc (2003). 2009;49(3):e52-e60.

31. Schuessler TJ, Rusinger JF, Hare SE, Prohaska ES, Melton BL. Patient  
satisfaction with pharmacist-led chronic disease state management pro-
grams. J Pharm Pract. 2016;29(5):484-89.

32. Greer N, Bolduc J, Geurkink E, et al. Pharmacist-led chronic disease 
management: a systematic review of effectiveness and harms compared with 
usual care. Ann Intern Med. 2016 [Epub ahead of print].

33. Weaver KK. Policy 101: collaborative practice empowers pharmacists to 
practice as providers. Pharmacy Today. October 2014. Available at: http://www.
pharmacytoday.org/article/S1042-0991(15)30671-X/pdf. March 28, 2017. 

34. Academy of Managed Care Pharmacy. Practice advisory on collaborative 
drug therapy management. February 2012. Available at: http://www.amcp.
org/WorkArea/DownloadAsset.aspx?id=14710. March 28, 2017.

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ACO/index.html?redirect=/ACO
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ACO/index.html?redirect=/ACO
http://www.jmcp.org/doi/10.18553/jmcp.2014.20.1.17
http://assets1b.milkeninstitute.org/assets/Publication/ResearchReport/PDF/chronic_disease_report.pdf
http://assets1b.milkeninstitute.org/assets/Publication/ResearchReport/PDF/chronic_disease_report.pdf
http://assets1b.milkeninstitute.org/assets/Publication/ResearchReport/PDF/chronic_disease_report.pdf
http://www.aging.senate.gov/imo/media/doc/592007.pdf
http://www.amcp.org/ACO.pdf/
http://www.amcp.org/ACO.pdf/
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/MSSP-QM-Benchmarks-2016.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/MSSP-QM-Benchmarks-2016.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/MSSP-QM-Benchmarks-2016.pdf
http://www.pharmacist.com/sites/default/files/files/core_elements_of_an_mtm_practice.pdf
http://www.pharmacist.com/sites/default/files/files/core_elements_of_an_mtm_practice.pdf
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2015-Fact-sheets-items/2015-09-28.html
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2015-Fact-sheets-items/2015-09-28.html
http://www.jmcp.org/doi/abs/10.18553/jmcp.2014.20.12.1152
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/bp102c15.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/bp102c15.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_chart_ICN905706.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_chart_ICN905706.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/AWV_chart_ICN905706.pdf
http://www.cdc.gov/chronicdisease/overview/index.htm
http://www.cdc.gov/chronicdisease/overview/index.htm
http://www.hhs.gov/sites/default/files/ash/initiatives/mcc/mcc_framework.pdf
http://www.hhs.gov/sites/default/files/ash/initiatives/mcc/mcc_framework.pdf
http://www.fightchronicdisease.org/sites/default/files/docs/GrowingCrisisofChronicDiseaseintheUSfactsheet_81009.pdf
http://www.fightchronicdisease.org/sites/default/files/docs/GrowingCrisisofChronicDiseaseintheUSfactsheet_81009.pdf
http://www.fightchronicdisease.org/sites/default/files/docs/GrowingCrisisofChronicDiseaseintheUSfactsheet_81009.pdf
http://www.jmcp.org/doi/10.18553/jmcp.2013.19.2.102
http://www.jmcp.org/doi/10.18553/jmcp.2013.19.2.102
http://www.pharmacytoday.org/article/S1042-0991(15)30671-X/pdf
http://www.pharmacytoday.org/article/S1042-0991(15)30671-X/pdf
http://www.amcp.org/WorkArea/DownloadAsset.aspx?id=14710
http://www.amcp.org/WorkArea/DownloadAsset.aspx?id=14710


548 Journal of Managed Care & Specialty Pharmacy JMCP May 2017 Vol. 23, No. 5 www.jmcp.org

Integration Strategies of Pharmacists in Primary Care-Based Accountable Care Organizations:  
A Report from the Accountable Care Organization Research Network, Services, and Education 

45. Manolakis PG, Skelton JB. Pharmacists’ contributions to primary care 
in the United States collaborating to address unmet patient care needs: the 
emerging role for pharmacists to address the shortage of primary care  
providers. Am J Pharm Educ. 2010;15;74(10):S7.

46. Hume AL, Kirwin J, Bieber HL, Couchenour RL, Hall DL, Kennedy AK. 
Improving care transitions: current practice and opportunities for pharma-
cists. Pharmacotherapy. 2012;32(11):e326-37.

47. Kmetz A. ACO care transitions: coaching, management, and coordina-
tion. Patient Safety and Quality Healthcare. February 4, 2015. Available at: 
http://www.psqh.com/analysis/aco-care-transitions-coaching-management-
and-coordination/#sthash.3BJlF032.dpuf. Accessed March 28, 2017.

48. Jencks SF, Williams MV, Coleman EA. Rehospitalizations among 
patients in the Medicare fee-for-service program. N Engl J Med. 
2009;360(14):1418-28.

49. Schnipper JL, Kirwin JL, Contugno MC, et al. Role of pharmacist coun-
seling in preventing adverse drug events after hospitalization. Arch Intern 
Med. 2006;166(5):565-71.

50. Gleason KM, McDaniel MR, Feinglass J, et al. Results of the medication 
at transitions and clinical handoffs (MATCH) study: an analysis of medica-
tion reconciliation errors and risk factors at hospital admission. J Gen Intern 
Med. 2010;25(5):441-47.

51. Miller DA, Schaper AM. Implementation of follow-up telephone 
call process for patients at high risk for readmission. J Nurs Care Qual. 
2015;30(1):63-70. 

52. Centers for Medicare & Medicaid Services. Transitional care manage-
ment services. ICN 908628. December 2016. Available at: https://www.
cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNProducts/Downloads/Transitional-Care-Management-Services-Fact-
Sheet-ICN908628.pdf. Accessed March 28, 2017. 

53. National Governor’s Association. The expanding role of pharmacists in 
a transformed health care system. Available at: https://www.nga.org/files/
live/sites/NGA/files/pdf/2015/1501TheExpandingRoleOfPharmacists.pdf. 
Accessed March 28, 2017.

35. Hodach R. ACOs and population health management: how physician 
practices must change to effectively manage patient populations. American 
Medical Group Association. Available at: https://www.amga.org/wcm/PI/
Collabs/ACO/Articles/CaseStudy_final.pdf. Accessed April 6, 2017.

36. Toward Accountable Care Consortium. The physician’s accountable care 
toolkit. 2012. Available at: http://www.ncmedsoc.org/non_members/legisla-
tive/ac/ACO-GuideNC.pdf. Accessed March 28, 2017. 

37. American College of Physicians. Chronic care management tool kit: what 
practices need to do to implement and bill CCM codes. 2015. Available at: 
https://www.acponline.org/system/files/documents/running_practice/pay-
ment_coding/medicare/chronic_care_management_toolkit.pdf. Accessed 
March 28, 2017.

38. Lochner KA, Cox CS. Prevalence of multiple chronic conditions among 
Medicare beneficiaries, United States, 2010. Prev Chronic Dis. 2013;10:E61. 

39. Centers for Medicare & Medicaid Services. Chronic care management 
services. May 2015. Available at: https://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/
ChronicCareManagement.pdf. Accessed March 28, 2017.

40. Thompson CA. CMS explains Medicare payment for chronic care man-
agement services. Am J Health Syst Pharm. 2015;72(7):514-15.

41. Edwards ST, Landon BE. Medicare’s chronic care management payment—
payment reform for primary care. N Engl J Med. 2014;371(22):2049-51.

42. Patwardhan A, Duncan I, Murphy P, Pegus C. The value of pharmacists 
in health care. Popul Health Manag. 2012;15(3):157-62.

43. Smith MA, Spiggle S, McConnell B. Strategies for community-based 
medication management services in value-based health plans. Res Social Adm 
Pharm. 2017;13(1):48-62.

44. Tarn DM, Paterniti DA, Kravitz RL, et al. How much time does it take to 
prescribe a new medication? Patient Educ Couns. 2008;72(2);311-19.

http://www.psqh.com/analysis/aco-care-transitions-coaching-management-and-coordination/#sthash.3BJlF032.dpuf
http://www.psqh.com/analysis/aco-care-transitions-coaching-management-and-coordination/#sthash.3BJlF032.dpuf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Transitional-Care-Management-Services-Fact-Sheet-ICN908628.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Transitional-Care-Management-Services-Fact-Sheet-ICN908628.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Transitional-Care-Management-Services-Fact-Sheet-ICN908628.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Transitional-Care-Management-Services-Fact-Sheet-ICN908628.pdf
https://www.nga.org/files/live/sites/NGA/files/pdf/2015/1501TheExpandingRoleOfPharmacists.pdf
https://www.nga.org/files/live/sites/NGA/files/pdf/2015/1501TheExpandingRoleOfPharmacists.pdf
https://www.amga.org/wcm/PI/Collabs/ACO/Articles/CaseStudy_final.pdf
https://www.amga.org/wcm/PI/Collabs/ACO/Articles/CaseStudy_final.pdf
http://www.ncmedsoc.org/non_members/legislative/ac/ACO-GuideNC.pdf
http://www.ncmedsoc.org/non_members/legislative/ac/ACO-GuideNC.pdf
https://www.acponline.org/system/files/documents/running_practice/payment_coding/medicare/chronic_care_management_toolkit.pdf
https://www.acponline.org/system/files/documents/running_practice/payment_coding/medicare/chronic_care_management_toolkit.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf

	Best Practices
	Integration Strategies of Pharmacists in Primary Care-Based Accountable Care Organizations: A Report from the Accountable Care Organization Research Network, Services, and Education




