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Abstract

Background: Variation describing pharmacists’ patient care services exist, and this variation 

contributes to the prevalent misunderstanding of the roles of pharmacists. In contrast, standard 

phraseology is a critical practice among highly reliable organizations and a way to reduce variation 

and confusion.
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Objective: This work aims to identify and define pharmacists’ patient care service terms to 

identify redundancies and opportunities for standardization.

Methods: Between May to August 2018, terms and definitions were searched via PubMed, 

Google Scholar and statements/policies of professional pharmacy organizations. Two references 

per term were sought to provide an “early definition” and a “contemporary definition.” Only 

literature published in English was included, and data gathered from each citation included the 

date published, the term’s definition, and characterization of the reference as either a regulatory or 

professional body. A five-person expert panel used an iterative technique to verify and revise the 

list of terms and literature review results. Terms were then searched in the National Library of 

Medicine’s Medical Subject Heading Database (MeSH) in July of 2019.

Results: There are fifteen commonly misunderstood terms that refer to the patient care services 

offered by pharmacists. The appearance of terms spanned nearly five decades. Nearly half of terms 

first appeared in regulatory, law or policy documents, and of these, two terms had contemporary 

definitions appearing in the professional literature that differed from their early regulatory 

definition. Three opportunities to improve standardization include: (1) The development and 

curation of standardized phraseology systems similar to nursing’s Clinical Care Classification 

System; (2) Academics’ adherence tostandardized MeSH terms; and (3) Clarification of pharmacy 

education accreditation standards.

Conclusion: Numerous terms are used to describe pharmacists’ patient care services, with many 

terms’ definition overlapping in several key components. The profession has made concerted 

efforts to consolidate and standardize terminology in the past, but more opportunities exist.

Keywords

Pharmaceutical Services; Medication Therapy Management; Standardized Nursing Terminology; 
Health Communication; Interdisciplinary Communication; Phrase

INTRODUCTION

Professional consensus on terminology is essential to patient care, scientific advancements, 

and professional progress, because without standardization, concepts remain ill-defined and 

scientific findings become variable. Terminology in particular often lags behind a rapidly 

advancing scientific field, such as modern day pharmacy. For example, pharmacists’ 

dispensing role dates back to the 15th century. However, over the last few decades, 

pharmacists’ role in healthcare has expanded to that of a patient care provider1,2The first 

reference in modern US literature to pharmacists’ role in patient care appeared in the 1960’s 

via the term Clinical Pharmacy.3 Today, however, the scope of services within the pharmacy 

profession is just as broad and diverse as the patient populations, settings, and care teams 

that pharmacists serve.2,4,5As pharmacists’ roles rapidly changed,professionals, regulators 

and lay-persons alike attempted to maintain pace, and an explosion of terminology appeared. 

This terminology boom has caused confusion and misunderstanding among pharmacists, but 

also among other healthcare providers, patients, payers, and policymakers, alike.

There are several (likely non-mutually exclusive) reasons why pharmacist services 

terminology lacks uniformity. First, pharmacist services’ terminology likely lacks 
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standardization and general recognition due to historical contexts. To explain, many modern 

healthcare terms can be traced back to an ancient root word with a physical meaning. For 

instance, “appendix” comes from the Latin “appendō” (“hang upon”) and the suffix “-

ectomy” is rooted in Greek ektomḗ (“excision”); putting the two together formsthe term 

“appendectomy.” Second,a word to mean “cognitive services related to the counseling of a 

modern medication”was never generated via natural etymology. Alternatively, many 

different stakeholders began to invent terms for roles being provided; states wrote laws, 

professional organizations developed positions, and researchers published studies, all 

developing and referring to terms independently and simultaneously. Third, another cause 

for ambiguity and confusion now exist most likely due to the lack of one, unified voice for 

the pharmacy profession, as several independent institutions created terms in a short period 

of time. Fourth, as pharmacists’ roles have significantly expanded from dispenser, there has 

been a lack of formal processes within the profession to ensure terms’standardization. For 

example, ideally, all pharmacy stakeholders would agree that any use of a term would 

comply with how the term was defined by consensus from various national pharmacy 

organizations. Fifth, pharmacist roles are frequently shifting due to marketplace demands 

and needs. Such changes make attempts to characterize services a moving target and 

difficult. Sixth, the description of pharmacists’ patient care servicesis potentially difficult for 

several reasons. First, the services are cognitive as opposed to physical (with the exception 

of some physical examinations like taking a blood pressure, or administering 

immunizations). In other words, pharmacists’ patient care services are completed via review, 

decision-making, and verbal/written actions; and the fact that these services have neither 

physical output nor are diagnostic likely contribute to their ambiguity. Lastly, pharmacists’ 

patient care services are potentially difficult to define because, to date, there is no consistent 

way to measure the outcome of these services. Many other reasons for variation can be 

pointed to including various terminology within Doctor of Pharmacy curricula, the 

numerous and distinct settings in which pharmacists practice, the evolution and drift of a 

term’s meaning over time, and discrepancies between terms’ meaning in the professional 

and in society in general, among others.

Despite the reasoning why pharmacy lacks service term standardization, the profession has 

poignantly felt the consequences. The variable terminology potentiates pharmacists’ 

challenges to care settings and team integration, as policy makers, decision makers, and 

healthcare team members alike misunderstand pharmacists’ skills, roles and value.6 This 

phenomena spills into payment arenas, thus blocking pharmacists from reimbursement for 

patient care services, a feature that is critical to any sustainable business model.7 Even more 

concerning is that inconsistent use of terminology describing pharmacists’ services in the 

primary literature has made it difficult to rigorously evaluate outcomes via systematic 

reviews or meta-analysis.8 As such, a lack of standardized terminology among pharmacist 

provided patient care service terminology has resulted in contradictory health services 

research.8,9 Effectively, without definitive standardization, pharmacists’ patient care services 

cannot be accurately assessed from study to study, and large meta-analyses are difficult to 

perform. The lack of consensus and standardization in pharmacy practice ultimately 

undermines generalizability of pharmacy practice research. This likely contributes to 
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diminished perceptions of pharmacists’ value to patient care teams, further potentiates 

misunderstanding, and ultimately completes a self-fulfilling cycle.

Broadly, the pharmacy profession has yet to achieve a consensus-based standardized 

terminology for patient care services provided by pharmacists. This is arguably the most 

critical step toward maximizing pharmacists’ potential as valued members of 

interdisciplinary healthcare teams. A helpful first step toward developing consensus 

definitions could be to trace the fluidity, duplication, and misuse of commonpharmacy-

specific patient care terms. Therefore, the objective of this work was to identify, define, and 

spotlight the most commonly recognized patient care service terms in pharmacy to identify 

redundancies and opportunities for standardization. This research brought together 

practicing pharmacists and pharmacy researchers from across the U.S. to evaluate commonly 

used terms in pharmacy practice with the goal of reigniting and stimulate a national 

discussion.

METHODS

This study is a literature review with results validated via consensus from an expert panel.

Term Inclusion/Exclusion Criteria

Terms were included in this review if: (1) it referred to a service that a pharmacist provides 

to a patient and (2) the authors of this study believed the term was commonly misunderstood 

by any stakeholder, including pharmacists or other healthcare professionals, payers, 

government, regulatory entities and patients. Terms that appeared as verbs to complete nouns 

(e.g. “process”) were considered synonymous with the service noun. If terms were 

considered synonymous, the authors used their experience with pharmacy practice literature 

to determine the more commonly used term. The more commonly used term was used for 

the literature search, and the less used synonym was presented alongside the found 

definition. Terms were excluded if they: (1) lacked a direct patient care activity (e.g. 

population health) or (2) were commonly understood by any stakeholder above (e.g. 

prescription filling, immunization).

Search Strategy and Data Collection

First, an a-priori list of pharmacy practice service terms was developed by three authors (SG, 

CU, JB). From May to August 2018, each term was searched via PubMed, Google Scholar 

and professional pharmacy organizations’ (e.g. APhA, ACCP, ASHP, JCPP) white papers, 

position statements and policies. Each term was searched with the words “pharmacist” and 

“pharmacy,” as several terms referred to services not exclusively provided by pharmacists. 

Citations within each found reference were also searched to determine their inclusion/

exclusion. Becausethe meaningof words changes over time, two references were sought for 

each term to provide an ‘early definition’ and a ‘contemporary definition’. Data gathered 

from each reference included the term’s definition, citation with year published, and 

categorization of the reference as either a ‘regulatory’or ‘professional’ or 

‘regulatory’reference. References fell into the regulatory category if they were generated 

from government, accreditingbodies or regulating organizations (e.g. laws, certifications, 
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standards). Conversely, references were considered ‘professional’ if they generated from 

non-regulatory sources, such as academic journals and professional organizations. These 

steps were reiterated after expert panel members’ review.

Citation Inclusion/Exclusion Criteria

Only literature published in English was included. A reference was included as the ‘early 

definition’ of a term if it was: (1) the earliest appearance of the term in reference to 

pharmacy-practice, and/or (2) the earliest appearance proclaimed authority on the term’s 

definition and/or (3) the earliest appearance from a regulatory or government-affiliated 

reference that defined the term without regard to any specific healthcare professional 

whatsoever (e.g. a federal health safety agency describing “medication reconciliation” 

without indication of what healthcare professional(s) provided the service). A reference was 

included as the ‘contemporary definition’ of a term if it was the most current reference 

matching the criteriaabove and/or specifically noted a revision of the term’s definition or 

meaning.

References that denoted terms in ways other than in the context of pharmacy were excluded. 

For example, if in searching the term “medication management,” a reference pertained to 

health information technology via “medication management system,” that reference was 

excluded, as it contained no description of a pharmacist provided service. Further, references 

that contained the service term but used the term todenote services provided by anyone other 

than a pharmacist were excluded (e.g. a research article describing “medication 

reconciliation” completed by a nurse).Lastly, if a reference contained a term that lacked 

sufficient description to conclude that term’s definition, it was excluded.

Expert Panel Review and Data Revisions

A five-person expert panel used an iterative technique to verify results’completeness and 

validity. Individuals on this panel (NR, MC, SF, SH, MS) were purposefully selected for 

theirnational recognition, professional reputation and experience in pharmacy practice. Four 

were licensed pharmacists with expertise in community and primary care settings, and 

another four (not mutually exclusive) were tenured academics who conduct health-services 

research. In total, the panelrepresented over 110 yearsof pharmacy practice experience.

Four of the five expertpanel members (NR, MC, SF, SH) independently reviewed the 

findings from the first round of literature search in Qualtrics® software. Specifically, 

reviewers were asked toagree or disagree if they felt: (1) each reference appropriately 

matched the inclusion criteria; (2) if any service termswere missing from the review; and (3) 

if any service terms that appeared in the results did not belong. To access references, expert 

panel members were instructed to ask: “was the presented reference the profession’s 

recognized reference of the term’s definition, or did a more professionally-recognized 

reference exist?”To identify missing terms or access inappropriateness of included terms, 

expert panel members were instructed to ask themselves: “is this term related to pharmacist 

services and commonly misunderstood by pharmacists or other healthcare professionals, 

payers, government, regulatory entities and patients?”Three researchers (SG, CU, and JB) 

then reviewed the expert panel’s answers, and revised the data with a second round of 
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literature review via the same search methods above. The revised data was then returnedback 

to the four expert panel members for a second round of independent review and agreement. 

As a blind double-check, the fifth expert panel member (MS) neither participated in the 

data’s first or second review, and rather provided a third independent review of final results 

for clarity, completeness and agreement. Once complete, all terms were searched in the 

National Library of Medicine’s (NLM) online Medical Subject Heading (MeSH) Database 

in July of 2019.

RESULTS

There are 15 pharmacist-provided service terms that are potentially misunderstood by 

pharmacists, payers and other healthcare providers alike (Table 1).Originally, fifteen 

serviceterms were included in the original list developed a-priori for the first round of 

literature review. Thirteen of these original 15 terms were retained, and two were excluded 

after the first round of expert panel review; specifically, the terms Collaborative Practice 
Agreement and Disease State Management were excluded. The expert panel justified 

exclusion of Collaborative Practice Agreement, stating the term does not refer to a service, 

but rather a regulatory agreement (i.e., a document) between a pharmacist and a physician. 

As such, pharmacist services are facilitated by Collaborative Practice Agreements, but the 

agreements themselves do not represent any services rendered. Similarly, the panel excluded 

the term Disease State Management, citing that this term was likely well understood by 

pharmacists, payers, and other stakeholders alike. Also during this first round of review, the 

expert panel identified three pharmacist patient care services terms that met inclusion criteria 

but were missing from the first round of literature search, specifically Transitions of 
Care,Pharmacogenetics/genomics, and Polypharmacy. However, the panel ultimately 

decided to exclude Polypharmacy from inclusion citing that it was not a service but rather a 

qualitative description of a patient’s medication state.

After the second round of literature and expert panel review with the revised data two, the 

final results included fifteen terms. These fifteen terms appeared in the literature over five 

decades, with the earliest term Clinical Pharmacy’s appearance in 1969, and the most recent 

term, Chronic Care Management’s appearance in 2016 (Fig 1). Of these final fifteen, seven 

(46.7%) terms’ early definitions came from a regulatory reference and eight (57.1%) from a 

professional reference; alternatively, 80% of terms’ contemporary definitions were found 

within professional references. No contemporary definition was found for the term 

Pharmacist Patient Care Process, as all definitions in the literature did not vary from the 

originally published definition.

Drift Between Terms’ Regulatory and Professional Definitions

Differences were found between multiple terms’ regulatory definitions and professional 

definitions. Specifically, among the seven terms that appeared first in regulatory, law or 

policy references, six had a contemporary definition found from a professional reference. Of 

these six, four terms’ contemporary professional definition differed little from the early 

regulatory definition (Comprehensive Medication Review, Targeted Medication Review, 
Chronic Care Management, and Drug Utilization Review).However, the remaining to two 
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terms, Patient Counseling and Medication Therapy Management, had contemporary 

definitions found in the professional literature that differed moderately from the early 

definition found in the regulatory reference.

Originally appearing under the Omnibus Budget Reconciliation Act of 1990, Patient 
Counseling was originally defined to include only counseling of “drug name, use and 

expected action, administration, side-effects, self-monitoring, storage, interactions, refill 

information, and actions taken in the event of a missed dose.”10 However, Patient 
Counseling’s contemporary definition was expanded to include “care to improve patient 

adherence and reduce medication-related problems.”11 The difference between Patient 
Counseling’s early and contemporary definitions was nuanced, but distinct, nonetheless. 

Whereas Patient Counseling’s early definition only concerned warnings regarding side 

effects and actions on account of a single missed dose, the contemporary definition 

expanded pharmacists’ responsibility to counsel on avoidance and amelioration of all 

medication-related problems (not just side-effects alone), and non-adherence to the entire 

course of therapy (as opposed to a single missed dose).

The other discrepancy between an early regulatory definition and a contemporary 

professional definition regarded the term Medication Therapy Management. First defined in 

2003 via the Medicare Prescription Drug, Improvement, and Modernization Act, Medication 
Therapy Management referenced service for Medicare Part D beneficiaries, only. The 

contemporary professional definition differed from the early regulatory definition in 

thatMedication Therapy Management services were described regardless of insurer or payer 

(i.e. a service not just Medicare Part D beneficiaries) suggesting services could be delivered 

to any patient.

Drift Between Terms’ Early and Contemporary Definitions in the Professional Literature

Seven of the fifteen terms included in this review were only found within the professional 

literature, including Clinical Pharmacy, Comprehensive Medication Management, 
Pharmacists’ Patient Care Process, Pharmaceutical Care, Collaborative Drug Therapy 
Management, Medication Management Services, and Pharmacogenomics. Of these, only 

one term had minimal drift. Specifically, Medication Management Services’s early 1993 

definition was updated in 2018 by the Joint Commission of Pharmacy Practice (JCPP). In 

this revision, JCPP specified Medication Management Services’ focus, goals and role as an 

umbrella term in relation to other service terms.

Medical Subject Heading Findings

Only five of the fifteen terms included in this review appeared as MeSH terms including 

Medication Therapy Management, Medication Reconciliation, Pharmacogenetics, Drug 
Utilization Review, and Counseling. The term Pharmaceutical Care appeared in the scope of 

Mesh term Clinical Pharmacists as “pharmacists with clinical training to provide patient 

centered, evidence-based pharmaceutical care…” but was not a separate MeSH term itself. 

The MeSH term Pharmaceutical Services [N02.421.668] did not reflect patient care services 

as branches primarily focused on products (e.g. Prescriptions) or location (e.g., Community 
Pharmacy Services; Pharmaceutical Services, Online; and Pharmacy Service, Hospital) 
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Similarly, Pharmacy Services, Hospital described only “the receiving, storing, and 

distribution of pharmaceutical supplies,” without regards to patient-services. Terminology 

found in this review neither appeared readily in the MeSH header Pharmacists 
[M01.526.485.780], as Community Pharmacists and Retail Pharmacistswere separate MeSH 

concepts under the Pharmacists heading and contained no scope descriptions whatsoever.

Overlap Among All Definitions

Overall, all terms’ definitions, regardless if they were an early or contemporary definition, 

were an allusion or description of pharmacists using their clinical knowledge to make a 

professional judgement to affect a patient’s medication-related outcome. Nearly half of 

terms’ definitions specifically cited collaboration or other coordination with physicians, 

prescribers and/or other healthcare professionals (Pharmaceutical Care, Medication 
Management Services, Collaborative Drug Therapy Management, Medication Therapy 
Management, Targeted Medication Review, and Chronic Care Management). Several terms’ 

definitionsspecifically mention optimizing patients’ ability to self-manage and/or adhere to 

medications, including Medication Management Services, Patient Counseling, and 
Comprehensive Medication Management.

DISCUSSION

Terms describing pharmacist services are numerous, with a spike of terms appearing in the 

literature after 1990. However, many terms’ meaning overlap and in some cases are 

indistinguishable from one another. In essence, all terms’ definitions allude to pharmacists 

using their clinical judgement to make a decision that will ultimately affect a patient’s 

medication-related outcome. Therefore, there is a considerable opportunity to consolidate, or 

at least refine delineation among pharmacists’ patient care service terminology. Usually, a 

profession’s name tends to be synonymous with the service: physical therapists provide 

“physical therapy,” phlebotomists “phlebotomize” and dentists provide “dentistry.” Even 

professions that have wide scope of practice fall back on a universal service term (e.g., 

nurses provide “nursing”). Perhaps by attempting to strictly define, explain and name 

pharmacist patient care services, the profession inadvertently caused serious 

misunderstanding. Perhaps the profession and patients would best be served if pharmacists 

just called what they do “pharmacy.” However, the pharmacy profession may be unable to 

fall back to this simplicity because the public’s recognition of the word “pharmacy” is 

highly associated with the noun meaning “store or building where drugs are dispensed.” The 

fact that the word “pharmacy” is associated with a place and product rather than a person is 

a major distinction between pharmacists and other healthcare providers. No other healthcare 

provider’s root word is associated with anything other than the person providing the service. 

Therefore, pharmacists have the unique challenge in delineating person from place and 

product.

Pharmacy’s Attempt to Standardizing Terminology

Partially due to pharmacy’s unique challenge in delineating person from place/product, the 

profession has seen a steady increase in service-term generation for nearly three decades. As 

such, the call to clarify, consolidate, and build consensus on standard service terminology 
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has been raised for a number of years,9,1213and the profession had made concerted effortsto 

address variation.14–16Most recent clarification efforts include the Joint Commission of 

Pharmacy Practitioners’ (JCPP) 2014Pharmacists’Patient Care Process (PPCP)17 which 

sought to define pharmacists’ consistent, uniform, and systematic process of care regardless 

of location, care setting, or patient population. Similarly,reconciliation between 

Comprehensive Medication Management and Pharmacist’s Patient Care Process has recently 

appeared in implementation research.18 However, despite these efforts, more service terms 

are likely to permeate the literature without the profession’s deliberate act to standardize 

terminology. For example, the term Enhanced Services rarely appears in current pharmacy 

practice literature, but its use (and misunderstanding) is expected to develop with the 

permeation of Community Pharmacy Enhanced Services Networks.

While standardization may be long desired among the majority of those in the profession, 

the actual process of creating consensus around standard service terminology is no 

minuscule task. Professions are left to regulate language themselves, as to date no US 

agency has the authority to standardize language in any healthcare profession, let alone 

pharmacy. In light of this, standardization of healthcare terminology is most likely far off. 

However, several key actions could be opportunities to move the pharmacy profession closer 

to standardization, including: (1) development of a national terminology classification 

system similar to other professions’ systems; (2) revision of MeSH terms; and (3) continued 

examination of PharmD accreditation standards.

Develop and Curatea Standardized Phraseology System Similar to Nursing’s Clinical Care 
Classification (CCC) System

Pharmacy is not the only healthcare profession to face misunderstanding and confusion 

regarding its terminology. In response to its own professional confusion, the American 

Nursing Association (ANA) developed a standardized system that codes discrete elements of 

nursing practice, called the Clinical Care Classification (CCC) System.19This terminology is 

the nationally recognized standard for all of the nursing profession and follows nurses’ 

process in all health care settings. The CCC System benefits nursing becauseit is recognized 

by the US Department of Health and Human Services and is used to develop standards and 

regulations related to nursing practice (e.g. documentation, quality improvement) and 

payment (e.g. SNOWMED-CT, ICD-10 codes).

Pharmacy has had similar, albeit comparatively small, success in influencing laws’ 

development with its professional terminology. For example, the term Collaborative Drug 
Therapy Management, coined by Zellmer et al in 199520 found its way into many state’s 

laws regarding Collaborative Practice Agreements. Therefore, it’s reasonable to believe that 

with further standardization, pharmacy could enjoy the benefits of professionally developed 

terms’ national recognition. However, to develop a nationally recognized standardized 

terminology classification system, unprecedented actions would need to take place. One first 

step would be to choose the systems’ framework, and as nursing’s CCC System is based off 

the nurses’ care process, it is reasonable to believe that JCPP’s Pharmacist Patient Care 
Process would serve as the framework for developing pharmacy’s future system. Further, as 

JCPP currently represents 13 different professional associations and works to develop 
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consensus for the profession,21 it is reasonable to believe that JCPP could be an ideal leader 

for developing and curating this standard pharmacy terminology system.

Update and Adhere toMedical Subject Headings

Curated under the National Library of Medicine, the Medical Subject Headings (MeSH) is a 

thesaurus used for indexing and searching articles on PubMED/MEDLINE. Systematic 

reviews and meta-analyses rely on MeSH terms to collate empirical evidence from multiple 

studies, and generate some of the highest level of evidence.22 However, systematic reviews 

and meta-analyses rely on unambiguous, relevant MeSH terms and review of pharmacy-

practice related MeSH terms reveals ample room for clarification. Notwithstanding the lack 

of patient care service terms, if graduated from an ACPE-accredited school and licensed to 

practice, any pharmacist (regardless of location) has the “clinical training to provide patient 

centered, evidence based pharmaceutical care” as described under the MeSH term Clinical 
Pharmacists.23 Therefore, if MeSH terms were updated to reflect a standardized pharmacy 

service terminology classification system, it is reasonable to believe that health services 

researchers would be one step closer towards producing high-level, reliable evidence of 

pharmacists’ services.

As a unified profession, health service researchers, practicing pharmacists, and professional 

organizations alike would then need to make the commitment to promote and adhere to 

common terminology across research, practices, and time. As such, one way to promote 

adherence would be for journal editors and pharmacy health-service researchers alike have 

the responsibility to hold each other accountable to use these MeSH terms as keywords and 

refrain from developing new terms. Initially refraining from developing new terminology 

may sound counterproductive to innovation, but as this review has found the meaning of 

pharmacists’ service terms has not changed for decades; all terms’ definitions were a 

variation of “pharmacists’ use of their clinical knowledge to make a decision regarding a 

patient’s medication.”Of course, a standardized phraseology classification systems would 

require periodic updates, but only when the evidence implies an update is needed. By 

updating and adhering to MeSH terms that align with a standardized phraseology 

classification system, the profession could be one step closer to producing unvarying 

empirical evidence of pharmacists’ impact and value.

Clarification of Advanced Pharmacy Practice Experience Accreditation Standards’ Focus 
from Setting to Service.

This review found no references to location among any of pharmacy’s patient-care service 

terms’ definitions. Similarly, in 1990, Hepler and Strand wrote “pharmaceutical care exist[s] 

regardless of practice setting.”5 However, pharmacists’ service terms continue to be 

commonly confused with location, as evidenced by MeSH term’s focus on location. Indeed, 

one common example includes the confusion of the terms “ambulatory” and “community” 

as either settings or services. On one hand the American Boards of Pharmacy Specialties 

(BPS) notes that ambulatory care is not setting-specific, but rather “healthcare services for 

ambulatory patients in a wide variety of settings, including community pharmacies, clinics 

and physician offices.”24On the other hand, confusion between setting and service might 

exist in the profession because PharmD educational accreditation standards for advanced 
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pharmacy practice experiences (APPEs) are categorized via setting rather than service. 

Specifically, required APPEs are designated by four settings including hospital/health 

systems, inpatient general medicine, community, ambulatory.25As such, PharmD graduates 

must demonstrate competence in community and ambulatory care and to date, no guidance 

on what distinguishes a community practice/service from ambulatory care practice/service 

exists.

Recent efforts have been made to delineate pharmacists’ services from settings and update 

PharmD curriculum with practice changes. Recently, the American Association of Colleges 

of Pharmacy’s (AACP) developedthe Entrustable Professional Activities (EPAs);26core 

EPAs are tasks that pharmacy graduates must be able to perform before entering practice and 

are required of all graduates regardless of practice setting.26 Therefore, it is reasonable to 

believe that if APPE standards could be clarified to reflect less on location and more towards 

services represented byEPAs, then the profession could be one step closer to clarifying the 

confusion between pharmacists’ services and pharmacists’ locations.

Recognition of Pharmacy’s Standardized Terminology in All of Healthcare

There is an urgent need for terminology standardization in the pharmacy profession. 

Confusion and variation in pharmacy practice terminology is not unique to patient care 

service terms, as this review has also contributed to the evidence that confusion exists 

between pharmacy settings and pharmacist services. However, terminology should be 

standardized to avoid confusion, misuse and misunderstanding not only in pharmacy, but all 

of healthcare. Specifically, it is important for a profession to have consensus and 

understanding within its own terminology, but it is arguably just as important for other 

healthcare professions to be aware of each other’s terminology as well. This is because 

standardization at its core is a safety issue. The third leading cause of death in the US is 

attributed to medical errors,27 and a leading root cause of these errors is communication 

problems.28 Variability in processes (like unstandardized language during communicating) 

are a known generator of problems like medical errors.

In an effort to improve communication, reduce variability and prevent errors, reliable 

organizations employ practices called “standardized phraseology.”Highly reliable 

organizations are high-risk organizations that operate for extended periods of time without 

serious accident;standardized phraseology is the universal recognition and use of one term 

for one meaning throughout an entire profession, regardless of role or location. Aviation, a 

type of highly reliable organization, pioneered standard phraseology after a communication 

error killed 600 people in the deadliest plane disaster of all time, resulting in the standard 

phrase “clear for takeoff” (in contrast, medical errors kill more than 600 people every day).
29 Efforts to make healthcare emulate highly reliable organizations are encouraged from 

bodies like the US’s Agency for Healthcare Research and Quality,30 and creation of 

standardized phraseology is a critical first step to these efforts.

LIMITATIONS

This review has several limitations. First, no singular body is recognized as the authority on 

pharmacy practice or its terminology, and therefore no validation of these findings can be 
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made. Similarly, the authors of this review neither seek to posture nor claim to represent any 

unified voice of the profession. While the authors have expertise in pharmacist-provided 

services, this manuscript is limited to that expertise, including the characterization of the 

inclusion criteria “commonly misunderstood by pharmacists or other healthcare 

professionals, payers, government, regulatory entities and patients.” As such, it is possible 

that other terms related to pharmacist services would have differed slightly if other authors 

had been included in this review. Similarly, terms were excluded if the authors believed that 

one or a subset of the stakeholders mentioned above understood a term. If terms were 

included if commonly misunderstood by any stakeholder rather than all stakeholders, results 

would have differed. For example, the term “pharmacokinetics” can refer to services 

provided by a pharmacist in adjusting doses. While “pharmacokinetics” would not be readily 

recognized by patients, providers and pharmacists readily understand the term.

Second, meaning of words vary depending on context and time. It is likely that terms’ 

definitions exist outside of pharmacy practice and differ from those presented here, and 

while references generated from regulatory or government-affiliated sources were sought, 

only literature that applied to pharmacists were included. Therefore, this review’s findings 

may not be applicable to services delivered under the same name, albeit by any other 

healthcare professional aside from a pharmacist. Similarly, if sources of definitions unrelated 

to pharmacy practice (e.g. laymen’s dictionaries or searching of other healthcare 

professions’ literature) or literature published other than English was sought, it is likely that 

results would differ from the current findings. For example, if this review had expanded to 

include international literature, terminology appearing among counties’ socialized healthcare 

systems would have likely appeared.

In addition, the authors took liberty in determining synonyms. For example, the phrase Care 

Transitions was deemed synonymous with Transitions of Care, and the terms 

Pharmacogenomics and Pharmacogenetics were so close in meaning, that the authors 

presumed them functionally synonymous. Furthermore, terms that appeared as verbs to 

complete nouns were considered synonymous with the service noun. If synonyms and verbs 

were not grouped and rather definitions for each individual term were sought independently, 

results would likely differ. For example, Pharmacists’ Patient Care Process is a process and 

therefore a verb; if verbs were not considered synonymous with their service noun, then this 

term would have been excluded.

CONCLUSION

Common language is critical to clearly defining pharmacy’s culture and public image. 

Pharmacy would likely greatly benefit if it followed other healthcare professions’ example 

by convening with regulators, other clinician groups, payer groups and patient advocacy 

organizations alike to develop and curate a standardized phraseology classification system. 

Further, the profession has the responsibility to hold its members accountable when 

standardized terminology is omitted or misused, just as is practiced in highly reliable 

organizations. Overall, pharmacy’s move to standardize terminologywould likely improve 

communication among pharmacists (regardless of practice setting) and other health care 
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professionals, increase visibility and understanding of pharmacists’ services,and ultimately 

improve the way pharmacy practice is studied.
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“Certainly, a profession with a well-defined identity and a clearly articulated purpose has 

more to offer the commonweal than one that continues to be encapsulated in introspective 

factionalism.”

---Charles. D Hepler and Linda M Strand, 1990
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“We will not solve this problem by introspection. It will not help to clarify, list, or debate 

more functions for pharmacy. The element that is missing as we define our role during 

this period of transition is our conception of our responsibility to the patient. Some 

pharmacists have not yet identified patients care responsibilities commensurate with their 

extended functions, and the profession as a whole has made no clear social commitment 

that reflects its clinical functions. Some pharmacists will remain mired in the transitional 

period of professional adolescence until this step is taken.”

---Charles. D Hepler and Linda M Strand, 1990
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Fig 1: 
Pharmacists’ Patient Care Service Term’s Appearance in Literature Over Time

Gernant et al. Page 18

Res Social Adm Pharm. Author manuscript; available in PMC 2021 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Gernant et al. Page 19

Ta
b

le
 1

:

Ph
ar

m
ac

is
ts

’ 
Pa

tie
nt

 C
ar

e 
Se

rv
ic

e 
Te

rm
’s

 E
ar

ly
 a

nd
 C

on
te

m
po

ra
ry

 D
ef

in
iti

on
s

Te
rm

E
ar

ly
 D

ef
in

it
io

n
C

on
te

m
po

ra
ry

 D
ef

in
it

io
n

Y
ea

r
R

ef
er

en
ce

 
T

yp
e

D
ef

in
it

io
n

R
ef

er
en

ce
Y

ea
r

R
ef

er
en

ce
 

T
yp

e
D

ef
in

it
io

n
R

ef
er

en
ce

C
lin

ic
al

 
Ph

ar
m

ac
y

19
69

Pr
of

es
si

on
al

A
 c

on
ce

pt
 o

r 
ph

ilo
so

ph
y 

em
ph

as
iz

in
g 

th
e 

sa
fe

 a
nd

 
ap

pr
op

ri
at

e 
us

e 
of

 d
ru

gs
 in

 
pa

tie
nt

s.

Fr
an

ck
e 

G
N

. 
E

vo
lv

em
en

t o
f 

cl
in

ic
al

 
ph

ar
m

ac
y.

31
20

08
Pr

of
es

si
on

al
T

he
 a

re
a 

of
 p

ha
rm

ac
y 

co
nc

er
ne

d 
w

ith
 th

e 
sc

ie
nc

e 
an

d 
pr

ac
tic

e 
of

 
ra

tio
na

l m
ed

ic
at

io
n 

us
e.

A
m

er
ic

an
 C

ol
le

ge
 o

f 
C

lin
ic

al
 P

ha
rm

ac
y.

 T
he

 
de

fi
ni

tio
n 

of
 c

lin
ic

al
 

ph
ar

m
ac

y.
32

Ph
ar

m
ac

eu
tic

al
 

C
ar

e
19

90
Pr

of
es

si
on

al

T
he

 r
es

po
ns

ib
le

 p
ro

vi
si

on
 o

f 
dr

ug
 th

er
ap

y 
fo

r 
th

e 
pu

rp
os

e 
of

 
ac

hi
ev

in
g 

de
fi

ni
te

 o
ut

co
m

es
 th

at
 

im
pr

ov
e 

a 
pa

tie
nt

’s
 q

ua
lit

y 
of

 
lif

e.

H
ep

le
r 

C
D

, S
tr

an
d 

L
M

. 
O

pp
or

tu
ni

tie
s 

an
d 

re
sp

on
si

bi
lit

ie
s 

in
 

ph
ar

m
ac

eu
tic

al
 c

ar
e5

20
18

Pr
of

es
si

on
al

A
 p

at
ie

nt
-c

en
te

re
d,

 o
ut

co
m

es
 

or
ie

nt
ed

 p
ha

rm
ac

y 
pr

ac
tic

e 
th

at
 

re
qu

ir
es

 th
e 

ph
ar

m
ac

is
t t

o 
w

or
k 

in
 c

on
ce

rt
 w

ith
 th

e 
pa

tie
nt

 a
nd

 
th

e 
pa

tie
nt

’s
 o

th
er

 h
ea

lth
ca

re
 

pr
ov

id
er

s 
to

 p
ro

m
ot

e 
he

al
th

, t
o 

pr
ev

en
t d

is
ea

se
, a

nd
 to

 a
ss

es
s,

 
m

on
ito

r, 
in

iti
at

e,
 a

nd
 m

od
if

y 
m

ed
ic

at
io

n 
us

e 
to

 a
ss

ur
e 

th
at

 
dr

ug
 th

er
ap

y 
re

gi
m

en
s 

ar
e 

sa
fe

 
an

d 
ef

fe
ct

iv
e.

A
m

er
ic

an
 P

ha
rm

ac
is

t 
A

ss
oc

ia
tio

n.
 P

ri
nc

ip
le

s 
of

 
pr

ac
tic

e 
fo

r 
ph

ar
m

ac
eu

tic
al

 
ca

re
.33

Pa
tie

nt
 

C
ou

ns
el

in
g

19
90

R
eg

ul
at

or
y

A
 m

an
da

te
d 

se
rv

ic
e 

th
at

 a
t 

m
in

im
um

 in
cl

ud
es

 c
ou

ns
el

in
g 

of
: 

dr
ug

 n
am

e,
 u

se
 a

nd
 e

xp
ec

te
d 

ac
tio

n,
 a

dm
in

is
tr

at
io

n,
 s

id
e-

ef
fe

ct
s,

 s
el

f-
m

on
ito

ri
ng

, s
to

ra
ge

, 
in

te
ra

ct
io

ns
, r

ef
ill

 in
fo

rm
at

io
n,

 
an

d 
ac

tio
ns

 ta
ke

n 
in

 th
e 

ev
en

t o
f 

a 
m

is
se

d 
do

se
.

T
he

 O
m

ni
bu

s 
B

ud
ge

t 
R

ec
on

ci
lia

tio
n 

A
ct

 o
f 

19
90

.10
19

97
Pr

of
es

si
on

al

A
 r

es
po

ns
ib

ili
ty

 o
f 

th
e 

ph
ar

m
ac

y 
pr

of
es

si
on

 f
or

 
pr

ov
id

in
g 

pa
tie

nt
 e

du
ca

tio
n 

an
d 

co
un

se
lin

g 
in

 th
e 

co
nt

ex
t o

f 
ph

ar
m

ac
eu

tic
al

 c
ar

e 
to

 im
pr

ov
e 

pa
tie

nt
 a

dh
er

en
ce

 a
nd

 r
ed

uc
e 

m
ed

ic
at

io
n-

re
la

te
d 

pr
ob

le
m

s.

A
m

er
ic

an
 S

oc
ie

ty
 o

f 
H

ea
lth

-S
ys

te
m

s 
Ph

ar
m

ac
is

ts
. G

ui
de

lin
es

 o
n 

ph
ar

m
ac

is
t-

co
nd

uc
te

d 
pa

tie
nt

 e
du

ca
tio

n 
an

d 
co

un
se

lin
g.

11

D
ru

g 
U

til
iz

at
io

n 
R

ev
ie

w
 (

ak
a,

 
Pr

os
pe

ct
iv

e 
D

ru
g 

R
ev

ie
w

)

19
91

R
eg

ul
at

or
y

A
 r

ev
ie

w
 o

f 
pa

tie
nt

s’
 

pr
es

cr
ip

tio
n 

an
d 

m
ed

ic
at

io
n 

da
ta

 
be

fo
re

, d
ur

in
g 

an
d 

af
te

r 
di

sp
en

si
ng

 to
 a

ss
ur

e 
th

at
 

pr
es

cr
ip

tio
ns

 (
i)

 a
re

 a
pp

ro
pr

ia
te

, 
(i

i)
 a

re
 m

ed
ic

al
ly

 n
ec

es
sa

ry
, a

nd
 

(i
ii)

 a
re

 n
ot

 li
ke

ly
 to

 r
es

ul
t i

n 
ad

ve
rs

e 
ou

tc
om

es
; D

U
R

 w
as

 
or

ig
in

al
ly

 r
eq

ui
re

d 
by

 C
M

S 
fo

r 
ea

ch
 S

ta
te

’s
 M

ed
ic

ai
d 

pr
og

ra
m

.

U
SS

oc
ia

l S
ec

ur
ity

 A
ct

. 
In

. T
itl

e 
X

IX
. G

ra
nt

s 
to

 
St

at
es

 f
or

 M
ed

ic
al

 
A

ss
is

ta
nc

e 
Pr

og
ra

m
s.

34

20
09

Pr
of

es
si

on
al

A
n 

au
th

or
iz

ed
, s

tr
uc

tu
re

d,
 

on
go

in
g 

re
vi

ew
 o

f 
pr

es
cr

ib
in

g,
 

di
sp

en
si

ng
 a

nd
 u

se
 o

f 
m

ed
ic

at
io

n…
.[

th
at

] 
in

vo
lv

es
 a

 
co

m
pr

eh
en

si
ve

 r
ev

ie
w

 o
f 

pa
tie

nt
s’

 p
re

sc
ri

pt
io

n 
an

d 
m

ed
ic

at
io

n 
da

ta
 b

ef
or

e,
 d

ur
in

g 
an

d 
af

te
r 

di
sp

en
si

ng
 to

 e
ns

ur
e 

ap
pr

op
ri

at
e 

m
ed

ic
at

io
n 

de
ci

si
on

-m
ak

in
g 

an
d 

po
si

tiv
e 

pa
tie

nt
 o

ut
co

m
es

.

A
ca

de
m

y 
of

 M
an

ag
ed

 C
ar

e 
Ph

ar
m

ac
y.

 D
ru

g 
ut

ili
za

tio
n 

re
vi

ew
. 35

Ph
ar

m
ac

og
en

o 
m

ic
s/

ge
ne

tic
s*

19
92

Pr
of

es
si

on
al

To
 a

pp
re

ci
at

e 
th

e 
cl

in
ic

al
 

si
gn

if
ic

an
ce

 o
f 

po
ly

m
or

ph
ic

 d
ru

g 
m

et
ab

ol
is

m
 a

nd
 p

ro
vi

de
 a

 b
as

is
 

fo
r 

th
e 

ap
pl

ic
at

io
n 

of
 th

is
 

kn
ow

le
dg

e 
to

 a
 v

ar
ie

ty
 o

f 
pr

ac
tic

e 
se

tti
ng

s.

St
ra

ka
 R

J,
 M

ar
sh

al
l P

S.
 

T
he

 c
lin

ic
al

 s
ig

ni
fi

ca
nc

e 
of

 th
e 

ph
ar

m
ac

og
en

et
ic

s 
of

 c
ar

di
ov

as
cu

la
r 

m
ed

ic
at

io
ns

.36

20
11

Pr
of

es
si

on
al

T
he

 u
se

 o
f 

ge
ne

tic
 in

fo
rm

at
io

n 
to

 p
re

di
ct

 a
n 

in
di

vi
du

al
’s

 
re

sp
on

se
 to

 a
 d

ru
g.

R
ei

ss
 S

M
. I

nt
eg

ra
tin

g 
ph

ar
m

ac
og

en
om

ic
s 

in
to

 
ph

ar
m

ac
y 

pr
ac

tic
e 

vi
a 

m
ed

ic
at

io
n 

th
er

ap
y 

m
an

ag
em

en
t.37

M
ed

ic
at

io
n 

M
an

ag
em

en
t

19
93

Pr
of

es
si

on
al

Ph
ar

m
ac

is
t i

nt
er

ve
nt

io
ns

 
de

si
gn

ed
 to

 a
ss

is
t p

eo
pl

e 
in

 
Te

tt 
SE

, H
ig

gi
ns

 G
M

, 
A

rm
ou

r 
C

L
. I

m
pa

ct
 o

f 
20

18
Pr

of
es

si
on

al
A

 s
pe

ct
ru

m
 o

f 
pa

tie
nt

-c
en

te
re

d,
 

ph
ar

m
ac

is
t p

ro
vi

de
d,

 
Jo

in
t C

om
m

is
si

on
 o

f 
Ph

ar
m

ac
y 

Pr
ac

tit
io

ne
rs

. 

Res Social Adm Pharm. Author manuscript; available in PMC 2021 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Gernant et al. Page 20

Te
rm

E
ar

ly
 D

ef
in

it
io

n
C

on
te

m
po

ra
ry

 D
ef

in
it

io
n

Y
ea

r
R

ef
er

en
ce

 
T

yp
e

D
ef

in
it

io
n

R
ef

er
en

ce
Y

ea
r

R
ef

er
en

ce
 

T
yp

e
D

ef
in

it
io

n
R

ef
er

en
ce

m
an

ag
in

g 
th

ei
r 

m
ed

ic
at

io
n 

re
gi

m
en

s.

ph
ar

m
ac

is
t i

nt
er

ve
nt

io
ns

 
on

 m
ed

ic
at

io
n 

m
an

ag
em

en
t b

y 
th

e 
el

de
rl

y:
 a

 r
ev

ie
w

 o
f 

th
e 

lit
er

at
ur

e.
38

co
lla

bo
ra

tiv
e 

se
rv

ic
es

 th
at

 f
oc

us
 

on
 m

ed
ic

at
io

n 
ap

pr
op

ri
at

en
es

s,
 

ef
fe

ct
iv

en
es

s,
 s

af
et

y,
 a

nd
 

ad
he

re
nc

e 
w

ith
 th

e 
go

al
 o

f 
im

pr
ov

in
g 

he
al

th
 o

ut
co

m
es

.
T

hi
s 

en
co

m
pa

ss
 a

 v
ar

ie
ty

 o
f 

te
rm

s,
 s

uc
h 

as
 M

ed
ic

at
io

n 
T

he
ra

py
 M

an
ag

em
en

t (
M

T
M

),
 

C
om

pr
eh

en
si

ve
 M

ed
ic

at
io

n 
M

an
ag

em
en

t (
C

M
M

),
 

C
ol

la
bo

ra
tiv

e 
M

ed
ic

at
io

n 
M

an
ag

em
en

t, 
et

c.

M
ed

ic
at

io
n 

m
an

ag
em

en
t 

se
rv

ic
es

 (
M

M
S)

 d
ef

in
iti

on
 

an
d 

ke
y 

po
in

ts
.39

C
ol

la
bo

ra
tiv

e 
D

ru
g 

T
he

ra
py

 
M

an
ag

em
en

t
19

95
Pr

of
es

si
on

al

L
eg

is
la

tiv
e 

an
d 

re
gu

la
to

ry
 

pr
ov

is
io

ns
 th

at
 a

llo
w

 f
or

 
pr

es
cr

ib
in

g 
an

d 
re

la
te

d 
ac

tiv
iti

es
 

by
 th

e 
ph

ar
m

ac
is

t a
s 

a 
co

m
po

ne
nt

 o
f 

ph
ar

m
ac

eu
tic

al
 

ca
re

.

Z
el

lm
er

 W
A

. 
C

ol
la

bo
ra

tiv
e 

dr
ug

 
th

er
ap

y 
m

an
ag

em
en

t.20
20

12
Pr

of
es

si
on

al

A
 f

or
m

al
 p

ar
tn

er
sh

ip
 b

et
w

ee
n 

a 
ph

ar
m

ac
is

t a
nd

 p
hy

si
ci

an
 o

r 
gr

ou
p 

of
 p

ha
rm

ac
is

ts
 a

nd
 

ph
ys

ic
ia

ns
 to

 a
llo

w
 th

e 
ph

ar
m

ac
is

t(
s)

 to
 m

an
ag

e 
a 

pa
tie

nt
’s

 d
ru

g 
th

er
ap

y.

A
ca

de
m

y 
of

 M
an

ag
ed

 C
ar

e 
Ph

ar
m

ac
y.

 P
ra

ct
ic

e 
ad

vi
so

ry
 o

n 
co

lla
bo

ra
tiv

e 
dr

ug
 th

er
ap

y 
m

an
ag

em
en

t.
40

T
ra

ns
iti

on
s 

of
 

C
ar

e 
(a

ka
, C

ar
e 

T
ra

ns
iti

on
s,

 C
ar

e 
C

on
tin

uu
m

)

19
96

Pr
of

es
si

on
al

To
 d

ev
el

op
 a

 c
lin

ic
al

 p
at

hw
ay

 
in

di
ca

tin
g 

a 
pr

ed
ic

ta
bl

e 
co

ur
se

 o
f 

ca
re

.

G
ol

de
nb

er
g 

R
I,

 B
el

l S
H

, 
W

ri
gh

t J
, e

t a
l. 

H
IV

 
co

nt
in

uu
m

 o
f 

ca
re

: 
ch

al
le

ng
es

 in
 

m
an

ag
em

en
t.41

20
12

R
eg

ul
at

or
y

T
he

 m
ov

em
en

t o
f 

pa
tie

nt
s 

be
tw

ee
n 

he
al

th
 c

ar
e 

pr
ac

tit
io

ne
rs

, s
et

tin
gs

, a
nd

 h
om

e 
as

 th
ei

r 
co

nd
iti

on
 a

nd
 c

ar
e 

ne
ed

s 
ch

an
ge

.

T
he

 J
oi

nt
 C

om
m

is
si

on
. 

T
ra

ns
iti

on
s 

of
 c

ar
e:

 th
e 

ne
ed

 f
or

 a
 m

or
e 

ef
fe

ct
iv

e 
ap

pr
oa

ch
 to

 c
on

tin
ui

ng
 

pa
tie

nt
 c

ar
e.

42

M
ed

ic
at

io
n 

T
he

ra
py

 
M

an
ag

em
en

t
20

03
R

eg
ul

at
or

y

A
 p

ro
gr

am
…

w
ith

 r
es

pe
ct

 to
 

ta
rg

et
ed

 b
en

ef
ic

ia
ri

es
…

to
 

im
pr

ov
e 

m
ed

ic
at

io
n 

us
e,

 r
ed

uc
e 

th
e 

ri
sk

 o
f 

ad
ve

rs
e 

ev
en

ts
, a

nd
 

im
pr

ov
e 

m
ed

ic
at

io
n 

ad
he

re
nc

e.

H
.R

.1
; M

ed
ic

ar
e 

Pr
es

cr
ip

tio
n 

D
ru

g,
 

Im
pr

ov
em

en
t, 

an
d 

M
od

er
ni

za
tio

n 
A

ct
 o

f 
20

03
. (

Pu
bl

ic
 L

aw
 1

08
–

17
3)

.43

20
08

Pr
of

es
si

on
al

Se
rv

ic
es

 th
at

 a
re

 d
ep

en
de

nt
 o

n 
ph

ar
m

ac
is

ts
 w

or
ki

ng
 

co
lla

bo
ra

tiv
el

y 
w

ith
 p

hy
si

ci
an

s 
an

d 
ot

he
r 

he
al

th
ca

re
 

pr
of

es
si

on
al

s 
to

 o
pt

im
iz

e 
m

ed
ic

at
io

n 
us

e 
in

 a
cc

or
da

nc
e 

w
ith

 e
vi

de
nc

e-
ba

se
d 

gu
id

el
in

es
 

an
d 

in
cl

ud
e 

m
ed

ic
at

io
n 

th
er

ap
y 

re
vi

ew
 (

M
T

R
),

 a
 p

er
so

na
l 

m
ed

ic
at

io
n 

re
co

rd
 (

PM
R

),
 a

 
m

ed
ic

at
io

n-
re

la
te

d 
ac

tio
n 

pl
an

 
(M

A
P)

, i
nt

er
ve

nt
io

n 
an

d 
re

fe
rr

al
, a

nd
 d

oc
um

en
ta

tio
n 

an
d 

fo
llo

w
-u

p.

M
ed

ic
at

io
n 

th
er

ap
y 

m
an

ag
em

en
t i

n 
ph

ar
m

ac
y 

pr
ac

tic
e:

 c
or

e 
el

em
en

ts
 o

f 
an

 M
T

M
 s

er
vi

ce
 m

od
el

 
(v

er
si

on
 2

.0
).

44

M
ed

ic
at

io
n 

R
ec

on
ci

lia
tio

n
20

06
R

eg
ul

at
or

y

T
he

 p
ro

ce
ss

 o
f 

co
m

pa
ri

ng
 a

 
pa

tie
nt

’s
 m

ed
ic

at
io

n 
or

de
rs

 to
 a

ll 
of

 th
e 

m
ed

ic
at

io
ns

 th
at

 th
e 

pa
tie

nt
 h

as
 b

ee
n 

ta
ki

ng
…

to
 a

vo
id

 
m

ed
ic

at
io

n 
er

ro
rs

 s
uc

h 
as

 
om

is
si

on
s,

 d
up

lic
at

io
ns

, d
os

in
g 

er
ro

rs
, o

r 
dr

ug
 in

te
ra

ct
io

ns
.

T
he

 J
oi

nt
 C

om
m

is
si

on
. 

Se
nt

in
el

 e
ve

nt
 a

le
rt

.45
20

10
R

eg
ul

at
or

y

T
he

 p
ro

ce
ss

 o
f 

id
en

tif
yi

ng
 th

e 
m

os
t a

cc
ur

at
e 

lis
t o

f 
al

l 
m

ed
ic

at
io

ns
 th

at
 th

e 
pa

tie
nt

 is
 

ta
ki

ng
, i

nc
lu

di
ng

 n
am

e,
 d

os
ag

e,
 

fr
eq

ue
nc

y,
 a

nd
 r

ou
te

, b
y 

co
m

pa
ri

ng
 th

e 
m

ed
ic

al
 r

ec
or

d 
to

 
an

 e
xt

er
na

l l
is

t o
f 

m
ed

ic
at

io
ns

 
ob

ta
in

ed
 f

ro
m

 a
 p

at
ie

nt
, 

ho
sp

ita
l, 

or
 o

th
er

 p
ro

vi
de

r.

U
S 

C
en

te
rs

 f
or

 M
ed

ic
ar

e 
&

 
M

ed
ic

ai
d.

 E
H

R
 I

nc
en

tiv
e 

pr
og

ra
m

. E
lig

ib
le

 
pr

of
es

si
on

al
 m

ea
ni

ng
fu

l 
us

e 
m

en
u 

se
t m

ea
su

re
s.

 
m

ea
su

re
 7

 o
f 

10
; s

ta
ge

 1
.46

Res Social Adm Pharm. Author manuscript; available in PMC 2021 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Gernant et al. Page 21

Te
rm

E
ar

ly
 D

ef
in

it
io

n
C

on
te

m
po

ra
ry

 D
ef

in
it

io
n

Y
ea

r
R

ef
er

en
ce

 
T

yp
e

D
ef

in
it

io
n

R
ef

er
en

ce
Y

ea
r

R
ef

er
en

ce
 

T
yp

e
D

ef
in

it
io

n
R

ef
er

en
ce

C
om

pr
eh

en
si

ve
 

M
ed

ic
at

io
n 

R
ev

ie
w

20
10

R
eg

ul
at

or
y

A
n 

an
nu

al
, r

ea
l-

tim
e,

 in
te

ra
ct

iv
e,

 
pe

rs
on

-t
o-

pe
rs

on
, o

r 
te

le
he

al
th

 
co

ns
ul

ta
tio

n 
pe

rf
or

m
ed

 f
or

 a
 

pa
tie

nt
 o

r 
ca

re
gi

ve
r 

by
 a

 
ph

ar
m

ac
is

t o
r 

ot
he

r 
qu

al
if

ie
d 

pr
ov

id
er

 th
at

 in
cl

ud
es

: c
ol

le
ct

in
g 

pa
tie

nt
-s

pe
ci

fi
c 

in
fo

rm
at

io
n,

 
as

se
ss

in
g 

m
ed

ic
at

io
ns

 to
 id

en
tif

y 
m

ed
ic

at
io

n-
re

la
te

d 
pr

ob
le

m
s,

 
de

ve
lo

pi
ng

 a
 p

ri
or

iti
ze

d 
lis

t o
f 

m
ed

ic
at

io
n-

re
la

te
d 

pr
ob

le
m

s,
 a

nd
 

cr
ea

tin
g 

a 
pl

an
 to

 r
es

ol
ve

 th
em

, 
an

d 
ha

s 
a 

w
ri

tte
n 

su
m

m
ar

y 
in

 th
e 

C
en

te
r 

fo
r 

M
ed

ic
ar

e 
an

d 
M

ed
ic

ai
d’

s 
st

an
da

rd
iz

ed
 f

or
m

at
.

U
S 

C
en

te
rs

 f
or

 M
ed

ic
ar

e 
&

 M
ed

ic
ai

d 
Se

rv
ic

es
. 

C
Y

 2
01

8 
m

ed
ic

at
io

n 
th

er
ap

y 
m

an
ag

em
en

t 
pr

og
ra

m
 g

ui
da

nc
e 

an
d 

su
bm

is
si

on
 in

st
ru

ct
io

ns
.

47

20
17

Pr
of

es
si

on
al

T
he

 p
ha

rm
ac

is
t l

oo
ki

ng
 a

t t
he

 
pa

tie
nt

 a
s 

a 
w

ho
le

 b
y 

re
vi

ew
in

g 
th

e 
pa

tie
nt

’s
 m

ed
ic

at
io

n 
lis

t, 
m

ed
ic

at
io

n 
al

le
rg

ie
s,

 
im

m
un

iz
at

io
n 

st
at

us
, a

nd
 a

ny
 

ot
he

r 
cl

in
ic

al
 n

ee
d 

fo
r 

th
e 

pa
tie

nt

Pa
ga

no
 G

M
, G

ro
ve

s 
B

K
, 

K
uh

n 
C

H
, P

or
te

r 
K

, M
eh

ta
 

B
H

. A
 s

tr
uc

tu
re

d 
pa

tie
nt

 
id

en
tif

ic
at

io
n 

m
od

el
 f

or
 

m
ed

ic
at

io
n 

th
er

ap
y 

m
an

ag
em

en
t s

er
vi

ce
s 

in
 a

 
co

m
m

un
ity

 p
ha

rm
ac

y.
48

Ta
rg

et
ed

 
M

ed
ic

at
io

n 
R

ev
ie

w
20

10
R

eg
ul

at
or

y

A
 s

er
vi

ce
 M

ed
ic

ar
e 

Pa
rt

 D
 

sp
on

so
rs

 a
re

 r
eq

ui
re

d 
pr

ov
id

e 
to

 
al

l b
en

ef
ic

ia
ri

es
 e

nr
ol

le
d 

in
 th

e 
sp

on
so

r’
s 

M
T

M
 p

ro
gr

am
 th

at
 

in
cl

ud
es

 q
ua

rt
er

ly
 m

ed
ic

at
io

n 
re

vi
ew

s 
an

d 
fo

llo
w

-u
p 

in
te

rv
en

tio
ns

 a
s 

ne
ce

ss
ar

y.

U
S 

C
en

te
rs

 f
or

 M
ed

ic
ar

e 
&

 M
ed

ic
ai

d 
Se

rv
ic

es
. 

C
Y

 2
01

8 
m

ed
ic

at
io

n 
th

er
ap

y 
m

an
ag

em
en

t 
pr

og
ra

m
 g

ui
da

nc
e 

an
d 

su
bm

is
si

on
 in

st
ru

ct
io

ns
.

47

20
17

Pr
of

es
si

on
al

W
he

n 
th

e 
ph

ar
m

ac
is

t f
oc

us
es

 o
n 

on
e 

ar
ea

 o
f 

th
e 

pa
tie

nt
’s

 h
ea

lth
 

ca
re

, f
or

 e
xa

m
pl

e,
 w

he
n 

a 
ph

ar
m

ac
is

t c
ou

ns
el

s 
a 

pa
tie

nt
 

w
ith

 d
ia

be
te

s 
on

 th
e 

im
po

rt
an

ce
 

of
 b

ei
ng

 o
n 

st
at

in
 th

er
ap

y 
an

d 
th

en
 c

on
ta

ct
s 

th
ei

r 
do

ct
or

 to
 

in
iti

at
e 

a 
ta

rg
et

ed
 m

ed
ic

at
io

n 
re

vi
ew

 f
or

 th
em

.

Pa
ga

no
 G

M
, G

ro
ve

s 
B

K
, 

K
uh

n 
C

H
, P

or
te

r 
K

, M
eh

ta
 

B
H

. A
 s

tr
uc

tu
re

d 
pa

tie
nt

 
id

en
tif

ic
at

io
n 

m
od

el
 f

or
 

m
ed

ic
at

io
n 

th
er

ap
y 

m
an

ag
em

en
t s

er
vi

ce
s 

in
 a

 
co

m
m

un
ity

 p
ha

rm
ac

y.
48

C
om

pr
es

si
ve

 
M

ed
ic

at
io

n 
M

an
ag

em
en

t
20

12
Pr

of
es

si
on

al

A
 s

ta
nd

ar
d 

of
 c

ar
e 

th
at

 e
ns

ur
es

 
ea

ch
 p

at
ie

nt
’s

 m
ed

ic
at

io
ns

 a
re

 
in

di
vi

du
al

ly
 a

ss
es

se
d 

to
 

de
te

rm
in

e 
th

at
 e

ac
h 

m
ed

ic
at

io
n 

is
 a

pp
ro

pr
ia

te
, e

ff
ec

tiv
e,

 s
af

e,
 

an
d 

ab
le

 to
 b

e 
ta

ke
n 

by
 th

e 
pa

tie
nt

 a
s 

in
te

nd
ed

…
.[

th
at

] 
in

cl
ud

es
 a

n 
in

di
vi

du
al

iz
ed

 c
ar

e 
pl

an
 th

at
 a

ch
ie

ve
s 

th
e 

in
te

nd
ed

 
go

al
s 

of
 th

er
ap

y 
w

ith
 a

pp
ro

pr
ia

te
 

fo
llo

w
-u

p 
to

 d
et

er
m

in
e 

ac
tu

al
 

pa
tie

nt
 o

ut
co

m
es

. T
hi

s 
al

l o
cc

ur
s 

be
ca

us
e 

th
e 

pa
tie

nt
 u

nd
er

st
an

ds
, 

ag
re

es
 w

ith
, a

nd
 a

ct
iv

el
y 

pa
rt

ic
ip

at
es

 in
 th

e 
tr

ea
tm

en
t 

re
gi

m
en

, t
hu

s 
op

tim
iz

in
g 

ea
ch

 
pa

tie
nt

’s
 m

ed
ic

at
io

n 
ex

pe
ri

en
ce

 
an

d 
cl

in
ic

al
 o

ut
co

m
es

.

Pa
tie

nt
-C

en
te

re
d 

Pr
im

ar
y 

C
ar

e 
C

ol
la

bo
ra

tiv
e.

 T
he

 
pa

tie
nt

 c
en

te
re

d 
m

ed
ic

al
 

ho
m

e:
 in

te
gr

at
in

g 
co

m
pr

eh
en

si
ve

 
m

ed
ic

at
io

n 
m

an
ag

em
en

t 
to

 o
pt

im
iz

e 
pa

tie
nt

 
ou

tc
om

es
 r

es
ou

rc
e 

gu
id

e.
49

20
16

Pr
of

es
si

on
al

T
he

 s
ta

nd
ar

d 
of

 c
ar

e 
th

at
 

en
su

re
s 

ea
ch

 p
at

ie
nt

’s
 

m
ed

ic
at

io
ns

 (
i.e

., 
pr

es
cr

ip
tio

n,
 

no
np

re
sc

ri
pt

io
n,

 a
lte

rn
at

iv
e,

 
tr

ad
iti

on
al

, v
ita

m
in

s,
 o

r 
nu

tr
iti

on
al

 s
up

pl
em

en
ts

) 
ar

e 
in

di
vi

du
al

ly
 a

ss
es

se
d 

to
 

de
te

rm
in

e 
th

at
 e

ac
h 

m
ed

ic
at

io
n 

is
 a

pp
ro

pr
ia

te
 f

or
 th

e 
pa

tie
nt

, 
ef

fe
ct

iv
e 

fo
r 

th
e 

m
ed

ic
al

 
co

nd
iti

on
, s

af
e 

gi
ve

n 
th

e 
co

m
or

bi
di

tie
s 

an
d 

ot
he

r 
m

ed
ic

at
io

ns
 b

ei
ng

 ta
ke

n,
 a

nd
 

ab
le

 to
 b

e 
ta

ke
n 

by
 th

e 
pa

tie
nt

 a
s 

in
te

nd
ed

.

A
m

er
ic

an
 C

ol
le

ge
 o

f 
C

lin
ic

al
 P

ha
rm

ac
y.

 
C

om
pr

eh
en

si
ve

 m
ed

ic
at

io
n 

m
an

ag
em

en
t i

n 
te

am
-b

as
ed

 
ca

re
.50

Ph
ar

m
ac

is
ts

’ 
Pa

tie
nt

 C
ar

e 
Pr

oc
es

s
20

14
Pr

of
es

si
on

al

A
 p

at
ie

nt
-c

en
te

re
d 

ap
pr

oa
ch

 in
 

co
lla

bo
ra

tio
n 

w
ith

 o
th

er
 

pr
ov

id
er

s 
to

 o
pt

im
iz

e 
pa

tie
nt

 
he

al
th

 a
nd

 m
ed

ic
at

io
n 

ou
tc

om
es

 
th

at
 in

cl
ud

es
: C

ol
le

ct
io

n 
of

 th
e 

ne
ce

ss
ar

y 
in

fo
rm

at
io

n;
 

A
ss

es
sm

en
t o

f 
th

e 
in

fo
rm

at
io

n 

Jo
in

t C
om

m
is

si
on

 o
f 

Ph
ar

m
ac

y 
Pr

ac
tit

io
ne

rs
. 

T
he

 p
ha

rm
ac

is
ts

’ 
pa

tie
nt

 
ca

re
 p

ro
ce

ss
.17

n/
a

n/
a

n/
a

n/
a

Res Social Adm Pharm. Author manuscript; available in PMC 2021 June 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Gernant et al. Page 22

Te
rm

E
ar

ly
 D

ef
in

it
io

n
C

on
te

m
po

ra
ry

 D
ef

in
it

io
n

Y
ea

r
R

ef
er

en
ce

 
T

yp
e

D
ef

in
it

io
n

R
ef

er
en

ce
Y

ea
r

R
ef

er
en

ce
 

T
yp

e
D

ef
in

it
io

n
R

ef
er

en
ce

co
lle

ct
ed

 to
 id

en
tif

y 
an

d 
pr

io
ri

tiz
e 

pr
ob

le
m

s;
 

D
ev

el
op

m
en

t o
f 

an
 

in
di

vi
du

al
iz

ed
 p

at
ie

nt
-c

en
te

re
d 

ca
re

 p
la

n;
 I

m
pl

em
en

ta
tio

n 
of

 th
e 

ca
re

 p
la

n;
 a

nd
 F

ol
lo

w
-u

p 
to

 
m

on
ito

r 
an

d 
ev

al
ua

te
 th

e 
ef

fe
ct

iv
en

es
s 

of
 th

e 
ca

re
 p

la
n.

C
hr

on
ic

 C
ar

e 
M

an
ag

em
en

t
20

16
R

eg
ul

at
or

y

A
 s

er
vi

ce
 u

nd
er

 th
e 

U
ni

te
d 

St
at

es
’ 

C
en

te
r 

fo
r 

M
ed

ic
ar

e 
an

d 
M

ed
ic

ai
d 

Se
rv

ic
es

’ 
M

ed
ic

ar
e 

Ph
ys

ic
ia

n 
Fe

e 
Sc

he
du

le
 

co
ns

is
tin

g 
of

 a
t l

ea
st

 2
0 

m
in

 
cl

in
ic

al
 s

ta
ff

 ti
m

e 
di

re
ct

ed
 b

y 
M

D
 o

r 
ot

he
r 

qu
al

if
ie

d 
he

al
th

ca
re

 
pr

of
es

si
on

al
 p

er
 m

on
th

 f
ur

ni
sh

ed
 

to
 M

ed
ic

ar
e 

pa
tie

nt
s 

m
ee

tin
g 

m
ul

tip
le

 c
hr

on
ic

 c
on

di
tio

n 
cr

ite
ri

a.

U
ni

te
d 

St
at

es
 C

en
te

rs
 f

or
 

M
ed

ic
ar

e 
an

d 
M

ed
ic

ai
d 

Se
rv

ic
es

. M
ed

ic
ar

e 
L

ea
rn

in
g 

N
et

w
or

k.
 

C
hr

on
ic

 c
ar

e 
m

an
ag

em
en

t s
er

vi
ce

s.
51

20
18

Pr
of

es
si

on
al

A
 f

ee
-f

or
-s

er
vi

ce
 p

ro
gr

am
 

in
te

nd
ed

 to
 e

nc
ou

ra
ge

 
am

bu
la

to
ry

 c
ar

e 
pr

ac
tic

es
 to

 
ut

ili
ze

 v
al

ue
-b

as
ed

 c
ar

e 
de

liv
er

y 
an

d 
to

 c
om

pe
ns

at
e 

fo
r 

co
or

di
na

te
d 

he
al

th
ca

re
 p

ro
vi

de
d 

ou
ts

id
e 

of
 a

 p
at

ie
nt

 v
is

it.

Fi
xe

n 
D

R
, L

in
ne

bu
r 

SA
, 

Pa
rn

es
 B

L
, V

ej
ar

 M
V

, 
V

an
de

 G
ri

en
d 

JP
. 

D
ev

el
op

m
en

t a
nd

 
ec

on
om

ic
 e

va
lu

at
io

n 
of

 a
 

ph
ar

m
ac

is
t-

pr
ov

id
ed

 
ch

ro
ni

c 
ca

re
 m

an
ag

em
en

t 
se

rv
ic

e 
in

 a
n 

am
bu

la
to

ry
 

ca
re

 g
er

ia
tr

ic
s 

cl
in

ic
.52

Res Social Adm Pharm. Author manuscript; available in PMC 2021 June 01.


	Abstract
	INTRODUCTION
	METHODS
	Term Inclusion/Exclusion Criteria
	Search Strategy and Data Collection
	Citation Inclusion/Exclusion Criteria
	Expert Panel Review and Data Revisions

	RESULTS
	Drift Between Terms’ Regulatory and Professional Definitions
	Drift Between Terms’ Early and Contemporary Definitions in the Professional Literature
	Medical Subject Heading Findings
	Overlap Among All Definitions

	DISCUSSION
	Pharmacy’s Attempt to Standardizing Terminology
	Develop and Curatea Standardized Phraseology System Similar to Nursing’s Clinical Care Classification (CCC) System
	Update and Adhere toMedical Subject Headings
	Clarification of Advanced Pharmacy Practice Experience Accreditation Standards’ Focus from Setting to Service.
	Recognition of Pharmacy’s Standardized Terminology in All of Healthcare

	LIMITATIONS
	CONCLUSION
	References
	Fig 1:
	Table 1:

