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Incident-to Billing for Pharmacists

Eric Dietrich, PharmD, BCPS, CPC-A, and John G. Gums, PharmD, FCCP

SUMMARY

The inclusion of pharmacists on care teams has been shown to improve
clinical and economic health outcomes. However, a significant barrier to
the widespread incorporation of pharmacists into care teams is the ability
to financially support the salary of the pharmacist. A mechanism to improve
the ability of pharmacists to generate clinical revenue already exists in the
form of incident-to billing, although there remains considerable uncertainty
regarding the criteria for incident-to billing and specifically how pharma-
cists can use this model to capture revenue for clinical services. In this
article, we discuss incident-to billing criteria as it pertains to outpatient
clinics, common misconceptions related to incident-to billing, and how
clinical pharmacists may use this mechanism to generate revenue for the
clinical services they provide.
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harmacists are playing increasingly larger roles in the out-

patient setting by working with physicians and patients

to provide medication management services for numer-
ous chronic disease states. The benefits of this collaborative
relationship, often called physician-pharmacist collaborative
management (PPCM), are well documented for chronic disease
states, namely hypertension and diabetes, with improvements
in attainment of goal blood pressure, hemoglobin Alc, and
cholesterol markers.! In addition to improvements in clinical
outcomes, PPCM has been shown to decrease health care costs.
Three separate studies have shown that including pharmacists
in the care of patients with hypertension, hyperlipidemia, or
diabetes resulted in an average net savings of $918-$3,556
per beneficiary per year to the health plan.*® Furthermore, a
report to the U.S. Surgeon General from the Office of the Chief
Pharmacist of the U.S. Public Health Service noted that for
every $1 spent on pharmacy services an average of $10.07 was
saved in health care spending.” Recognizing these benefits, the
Centers for Medicare & Medicaid Services has recently sup-
ported an expanded role for pharmacists in direct patient care,
noting specifically that pharmacists can help improve patient
access to care.’

Despite the benefits of PPCM, widespread integration of
pharmacists into care teams remains limited, most notably
due to financial barriers. Because of the lack of national pro-
vider status, pharmacists have not been able to directly bill for
their services at a level commensurate with their knowledge
and skills. This financial barrier effectively limits the ability
to financially sustain a collaborative model with other health
care providers to improve patient outcomes and patient access
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to high quality health care. As such, many outpatient centers
have been hesitant to take on the financial burden of hiring a
clinical pharmacist despite the documented benefits of PPCM.

Historically, in-office visits and services rendered by a clini-
cal pharmacist were billed exclusively at Level 1 (or Current
Procedural Terminology [CPT] Evaluation and Management
[E/M] code 99211, which typically is billed when 5 minutes
of very simple clinical services are provided) regardless of the
amount of time spent by the pharmacist, the complexity of the
visit, or the number of interventions made. Since the average
Medicare reimbursement for this level of service is approxi-
mately $20, this is not a financially sustainable long-term
model that would provide sufficient salary offset for most clini-
cal pharmacists, especially when including overhead costs and
billing expenses that, in many cases, may exceed the actual
reimbursement for the visit. However, if a pharmacist was able
to receive reimbursement for services at a higher level (such
as with CPT E/M codes 99213 [Level 3] or 99214 [Level 4]),
which would be more consistent with the level of services pro-
vided and similar to the level of service that would be billed
by a physician, then the long-term sustainability and feasibility
of the service becomes significantly more attainable (Table 1),
even when real-world considerations such as overhead costs
are included.

One such mechanism to improve the ability of pharma-
cists to generate clinical revenue already exists in the form of
incident-to billing. However, there remains considerable uncer-
tainty regarding the criteria for incident-to billing as it pertains
to pharmacists and how pharmacists can use this model to
capture revenue for clinical services. In this article, we discuss
incident-to billing criteria as it pertains to outpatient clinics
and clinical pharmacists, common misconceptions related to
incident-to billing, and how clinical pharmacists may use this
model to generate revenue for the clinical services they provide.

I Defining Incident-to Billing

Medicare defines incident-to billing as “services that are fur-

nished incident to physician professional services in the

physician’s office.” Further, these “services are billed as Part B

services to your carrier as if you [the physician] personally pro-

vided them, and are paid under the physician fee schedule.”

Medicare provides these further requirements:

e The services must be part of the patient’s normal course of
treatment, during which a physician personally performed
the initial service and remains actively involved in the
course of treatment.
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Number of Visits Required to Break Even®

Level of Service, $
Visit Frequency Level 1 Level 3 Level 4
Average Medicare reimbursement 21.96 74.16 109.44
Visits per yearb 6,374.00 1,997.00 1,355.00
Visits per week 122.60 38.40 26.10
Visits per day 24.50 7.70 5.22

Source: Medicare Physician Fee Schedule Look-up tool (https://www.cms.gov/apps/
physician-fee-schedule/license-agreement.aspx).

aAssumes $0 overhead costs and a salary plus fringe of $125,000.

bAssumes 52 weeks per year.

* The supervising physician must provide direct supervision.
For group providers, any physician member of the group
may be present in the office to supervise.

* The patient record should document the essential require-
ments for an incident-to service.’

While most commercial payers follow the same billing rules
established by Medicare, they are not required to do so, and
one would have to confirm with each individual carrier their
specific incident-to billing rules.

There are important points to consider within this defi-
nition. First, it is specifically noted that the physician bills
Medicare Part B as if they were the one performing the service.
It is not the pharmacist who is billing Medicare; instead, the
pharmacist is furnishing the service incident-to the profes-
sional service of the physician. However, since pharmacists
are performing the clinical service, they are eligible to receive
partial to full financial credit when the practice submits for
reimbursement from Medicare by including the pharmacist
as a secondary provider on the encounter sheet or superbill.
Inclusion as a secondary provider within the clinic’s billing
system will allow tracking of revenue to the actual service pro-
vider, while the physician remains the billing provider.

Because the supervising physician remains the billing pro-
vider, he or she will receive the associated work relative value
unit (WRVU) credit for the visit, which is incentive for some
physicians to collaborate with pharmacists under this type of
model, since in most settings, physician bonuses are tied to
wRVU targets and collaboration would increase the wRVUs
generated by the physician. Physician liability may also be
reduced by working collaboratively with a medication expert
to ensure that therapeutic treatment regimens are used safely
and are monitored appropriately. Contractual agreements, such
as a Memorandum of Understanding, may be required between
the pharmacist and physician or physician group in order to
clearly outline how the pharmacist will receive financial credit
when providing clinical services, since the pharmacist will not
be the billing provider.
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Second, the physician must have performed the initial
patient service before subsequent visits by the pharmacist to
be eligible for incident-to billing, which provides the physician
an opportunity to establish the diagnosis and develop a treat-
ment plan for the patient (another requirement for incident-to
billing). Implementation of a signed collaborative practice
agreement (CPA) between the physician and the pharmacist
provides specific criteria for future services provided by the
pharmacist and is an established and accepted mechanism
to fulfill the intent of the Medicare incident-to billing provi-
sion. More discussion of CPAs will be presented later, but it
is important to emphasize that CPAs require physicians to
direct patient care, including determining which patients are
seen by the pharmacist, which conditions or medications the
pharmacist will manage, and what degree of responsibility the
pharmacist will have.

Finally, the physician must provide direct supervision of the
pharmacist performing the incident-to service. There are 3 dif-
ferent levels of supervision'®: general supervision requires the
physician to provide overall supervision of the service, but the
physician is not mandated to be at the place of service; direct
supervision requires the physician to be at the place of service
and be immediately available to assist but is not required to
be in the room where the service is provided; and immediate
supervision requires the physician to be physically present in
the room where the service is being provided. The require-
ment of direct supervision for incident-to services allows the
pharmacist to work independently of a physician, allowing
that physician to continue conducting clinic visits thereby
helping to improve patient access to care. Direct supervision
also allows the pharmacist and physician to practice indepen-
dently and collaboratively at the highest level of their training
and education, but when circumstances arise that are outside
the training and experience of a pharmacist, the physician is
immediately able to assist.

I Qualifying for Incident-to Billing

Administrators may suggest that pharmacists are not eligible
to perform incident-to billing because they are not classified
as a “provider” by Medicare Part B and are not specifically
mentioned in Medicare rules as being able to perform inci-
dent-to services.!” To clarify the potential role of pharmacists
in the incident-to billing model, the American Academy of
Family Physicians (AAFP) directly queried Medicare, asking
if pharmacists were eligible to provide clinical services in an
incident-to manner."" Notably, AAFP reviewed the Medicare
Benefit Policy Manual, specifically chapter 15 sections 60 (A)
and 60.1 (B), and could not find anything that would exclude
pharmacists from meeting requirements for incident-to billing
as auxiliary personnel. Medicare responded to AAFP, agree-
ing that pharmacists are eligible to provide clinical services
in an incident-to billing model provided that all additional
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requirements of incident-to billing were met.!! In addition,
Medicare stated that the services provided must meet all other
applicable state laws. Therefore, although Medicare billing
rules do not specifically classify pharmacists as providers or
as a specialty able to perform services incident-to, Medicare
has officially stated that pharmacists meet all required eligibil-
ity criteria in order to perform services under an incident-to
model provided the pharmacy services are within state scope
of practice laws.

Scope of Practice Laws
Each state individually defines the state scope of practice
for pharmacists, which has led to a wide range of practices
throughout the United States, making it more difficult to
uniformly apply the AAFP response from Medicare regarding
the ability of pharmacists to provide services in an incident-to
model. As of 2016, 48 states had legislation explicitly authoriz-
ing CPAs or collaborative drug therapy management.'* Notably,
Tennessee, with recently approved state legislation, has become
the second state (behind Washington in 2016) to formally
recognize pharmacists as providers in state-run health plans.
Despite the lack of a consistent definition at the state level
regarding scope of practice, the more uniform presence of leg-
islation across states allowing pharmacists to enter into CPAs
may provide a mechanism to satisfy the Medicare requirement
that services provided by pharmacists meet applicable state
laws. The Centers for Disease Control and Prevention have
published a document outlining potential steps for creating
and implementing CPAs to assist pharmacists in this arena.!?

Use of CPAs

Further, the use of CPAs meets additional requirements of
incident-to billing. According to Medicare requirements, the
physician must first meet with a patient and develop a treat-
ment plan. At this point, a CPA could be executed, outlining
the role and responsibilities of the pharmacist in providing
further care for that patient for 1 or more disease states. This
follow-up care in an established patient would be considered
incidental to the professional services of the physician, since
the pharmacist is providing drug monitoring services that the
physician would have personally performed. Delegation via a
CPA meets the requirement of conforming to state laws, if the
pharmacist is practicing in a state that has legislation expressly
authorizing CPAs.

Level of Service

A misconception by many in the health care industry regards
what level of service may be billed for the activities furnished
by a pharmacist under a signed CPA. As previously mentioned,
it is commonly thought that only a CPT 99211 code can be
used to bill for pharmacist-provided incident-to services, but
this is not true. If a pharmacist was personally submitting a
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bill, as the billing provider, that pharmacist would be required
to only bill with 99211, since the pharmacist is not a recog-
nized Medicare provider. However, since the pharmacist is not
the billing provider when providing clinical services in an inci-
dent-to model, the level of service billed is directly related to
the level of services rendered and the documentation of those
services. This model is no different than what is currently used
and accepted when nonphysician providers (NPPs), such as
nurse practitioners or advanced registered nurse practitioners,
work under an incident-to model. The level of the bill is com-
mensurate with the level of service provided, as long as that
service is consistent with what the NPP has been authorized to
perform by the physician. While NPPs may also be considered
billable providers in the sense that they may independently
bill an insurance carrier on their own, when they are working
within an incident-to mode, the supervising physician is the
billing provider.

As previously mentioned, the definition of incident-to states
that “services are billed as Part B services to your carrier as if
you [the physician] personally provided them.” Typically, a
physician would not bill for complex medication management
services using CPT 99211 (Level 1) nor would an NPP when
providing the same level of service. If the services provided
by the pharmacist are within the state scope of practice and
align with the billing requirements for a given level of service,
then they are eligible to be billed at a level higher than 99211.
Review of the CPT E/M codes 99211-99215, as well as the
requirements for documentation (history, exam, and medical
decision making) show that the necessary elements of billing
are well within the scope of practice for a pharmacist, espe-
cially when those services are outlined in a CPA. Therefore,
pharmacists providing services in an incident-to model are
eligible to capture higher levels of reimbursement when the
supervising physician submits the bill for the professional
services of the pharmacist. This eligibility is predicated upon
the following: (a) the services provided by the pharmacist are
within the scope and practice, (b) all other incident-to require-
ments are met, and (¢) the service provided and accompanying
documentation meet the billing requirements for the level of
bill submitted.

I Drawbacks of Incident-to Billing

There may be downsides of incident-to billing to consider.
First, the supervising physician must provide an attestation to
the pharmacist’s documentation that the physician was present
in the clinic at the time the services were rendered. However,
this attestation is the same that is required when a physician
supervises an NPP performing incident-to services and is often
only 1 sentence in length. Therefore, the time required to
document the attestation is minimal, and a new workflow is
not required. Second, incident-to billing is likely not applicable
to pharmacists working in a retail setting. Applicable services
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are likely best provided within a physician’s office in order
to provide collaborative care and ensure that the physician is
maintaining ongoing involvement in the care of the patient.
There may also be burdens associated with the development
and maintenance of CPAs, but after the initial development
process, the time required to review and update the CPA
should be minimal.

I Conclusions

Medicare publicly supports the performance of clinical services
by pharmacists in an incident-to manner. Despite the lack of
formal recognition of pharmacists as providers at the federal
level, most states have language authorizing CPAs, which
provide statutory authority at the state level for the provision
of clinical services by pharmacists. When those services are
provided under the direct supervision of a physician, then they
are eligible to be billed as incident-to by the supervising physi-
cian. While national pharmacy organizations push towards
formal recognition as providers, using incident-to billing in
the interim allows the services performed by pharmacists to
be billed at a higher level, vastly improving the financial sus-
tainability of clinical pharmacy services and increasing the
incorporation of pharmacists into care teams, which has been
shown to improve clinical outcomes, increase patient access to
care, and reduce health care spending.
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