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The majority of clinical pharmacy specialists are using global scopes of practice, which allow
more autonomy to provide direct patient care and comprehensive medication management
services to home-based primary care veterans.

Author affiliations can be
found at the end of the
article.
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a unique interdisciplinary program

within the Veteran’s Health Admin-
istration (VHA) that specifically targets
veterans with complex, chronic disabling
diseases who have difficulty traveling to a
VHA facility.! Veterans are provided com-
prehensive longitudinal primary care in
their homes, with the goal of maximizing
the veteran’s independence. Clinical phar-
macists are known as medication experts
and have an essential role within interdisci-
plinary teams, including HBPC, improving
medication safety, and decreasing inappro-
priate prescribing practices.>* Clinical phar-
macy specialists (CPSs) within the VHA
work collaboratively but autonomously as
advanced practice providers assisting with
the pharmacologic management of many
diseases and chronic conditions. The re-
mainder of this article will refer to the
HBPC pharmacist as a CPS.

The CPS is actively involved in provid-
ing comprehensive medication manage-
ment (CMM) services across VHA and has
the expertise to effectively assist veterans
in achieving targeted clinical outcomes.
While the value and role of CPSs in the pri-
mary care setting are described extensively
in the literature, data regarding the CPS in
HBPC are limited.*® Therefore, the purpose
of the assessment was to evaluate the sta-
tus of the HBPC pharmacy workforce, iden-
tify current pharmacist activities and strong

Home-Based Primary Care (HBPC) is
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practices, and clarify national variations
among programs. Future use of this anal-
ysis may assist with standardization of the
HBPC CPS role and development of busi-
ness rules in combination with a workload-
based staffing model tool.

BACKGROUND

The role of the pharmacist in the HBPC set-
ting has evolved from providing basic med-
ication therapy reviews to an advanced role
providing CMM services under a VHA scope
of practice (SOP), which outlines 8 func-
tions that may be authorized, including
medication prescriptive authority.” The SOP
may be disease specific (limited) but is in-
creasingly transitioning to have a practice-
area scope (global), which is consistent with
other VHA advanced practice providers.” Ef-
fective use of a CPS in this role allows for
optimization of CMM and increasing veteran
access to VHA care.

The VHA employed 7,285 pharmacists
in 2014.® Many were considered CPSs with
prescriptive authority. These pharmacists
were responsible for ordering more than
1.7 million distinct prescriptions across the
VHA in fiscal year 2014, which represented
2.6% of the total prescriptions that year.” A
2007 VHA study also demonstrated both
an increase in appropriate prescribing prac-
tices and improved medication use when
CPSs worked in collaboration with the
HBPC team.’ With this evolution of VHA
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pharmacists, there has been an increase in
the use of CPSs in HBPC and changes in
staffing ratios to allow for additional clin-
ical activities and comprehensive patient
care provision.'

The HBPC model serves a complex pop-
ulation in which each veteran has about
8 chronic conditions."'® An interdisciplin-
ary team consisting of various health care
professionals, such as physicians, nurse
practitioners, nurses, social workers, reg-
istered dietitians, psychologists, rehabili-
tation therapists, pharmacists, etc, work
collaboratively to care for these veterans in
the patient’s home. This team is a type of
patient-centered medical home (PCMH)
that focuses on providing primary care ser-
vices to an at-risk veteran population who
have difficulty leaving the home.' Home-
based primary care has been shown to be
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cost-effective, reducing average annual
cost of health care by up to 24%.'° Another
study showed that patients using HBPC had
a 27% reduction in hospital admissions and
69% reduction in inpatient hospital days
when compared with patients who were not
using HBPC.!

The interdisciplinary team meets at
least once weekly to discuss and design
individualized care plans for veterans en-
rolled in the program. It is desirable for
pharmacists on these teams to have spe-
cial expertise and certification in geriat-
ric pharmacotherapy and chronic disease
management (eg, board-certified geriatric
pharmacist [BCGP], board-certified phar-
macotherapy specialist [BCPS], or board-
certified ambulatory care pharmacist
[BCACP]) due to the complexity of co-
morbidities of these veterans.!? Additional

JUNE 2018 « FEDERAL PRACTITIONER + 23




Home-Based Primary Care Pharmacists

education such as postgraduate pharmacy
residency training also is beneficial for
CPSs in this setting.

The CPS proactively performs CMM that
is often greater in scope than a targeted dis-
ease review due to multiple comorbid con-
ditions that are often present within veteran
patients.! These comprehensive medication
reviews are considered a core function and
must be performed on enrollment in HBPC,
quarterly, and when clinically indicated
or requested by the team." Sufficient time
must be allocated to the CPS in order to
provide these high-quality medication re-
views. Additional core functions of the
CPS are outlined in the functional state-
ment and/or SOP, but responsibilities in-
clude CMM and disease management. This
typically consists of prescribing and/or ad-
justing medications, as well as providing
patient and caregiver education, which
can be performed either face-to-face or via
telehealth visits (eg, telephone and video).
A CPS also may make home visits to assess
the veteran, either independently or with
other disciplines of the HBPC team.

The HBPC Subject Matter Expert (SME)
workgroup was chartered by the Veter-
ans Affairs Central Office (VACO) Phar-
macy Benefits Management Service (PBM)
Clinical Pharmacy Practice Office (CPPO)
to explore pharmacy practice changes in
the HBPC setting. This workgroup serves
as clinical practice leadership within the
HBPC setting to provide expertise and lead
initiatives supporting the advanced prac-
tice role of the HBPC CPS.

As HBPC programs expanded through-
out VHA, it was paramount to determine
the current state of HBPC pharmacy prac-
tice by collecting necessary data points to
assess uniformity and better understand
opportunities for practice standardization.
The SME workgroup developed a volun-
tary yet comprehensive survey assessment
that served to proactively assess the future
of HBPC pharmacy.

METHODS

The HBPC SME workgroup, in conjunc-
tion with CPPO, developed the assessment.
Questions were designed and tested within
a small group of CPSs and then distributed
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electronically. In August 2014, the assess-
ment was e-mailed to all 21 VHA service
areas with an active HBPC program, and re-
sponses were collected through a Microsoft
SharePoint (Redmond, WA) survey. A re-
sponse was requested from chiefs of phar-
macy, clinical pharmacy leadership, or a
representative.

This voluntary assessment contained
24 multipart questions related to background
information of HBPC programs and clinical
pharmacy services. Duplicate responses were
consolidated and clarified with individual
sites post hoc.

Descriptive statistics were used to analyze
responses. To standardize the comparison
across sites with a variety of full-time equiv-
alent employees (FTEEs), the average pa-
tient census was divided by the CPS FTEE
allocated to the programs at that site. For ex-
ample, if a site reported 316 patients with
0.25 CPS FTEE, a standardized ratio for this
site was 1,264 patients per FTEE. If a patient
census range was reported, the median num-
ber would be used.

RESULTS

The team received responses from 130 of
141 VHA facilities (92%), encompassing
270 CPSs. A total of 168.75 FTEEs were offi-
cially designated as HBPC CPSs. All 21 VHA
service areas at the time were represented.
The majority of responding programs (67%)
had < 1 CPS FTEE allocated to HBPC; many
of these CPSs were working in other phar-
macy areas but were only dedicated to HBPC
part-time. The remaining programs (33%)
used 1 FTEE per CPS. The average patient
census for each program was 245, ranging
from 35 to 850 patients. Sixty-eight per-
cent of sites had an average patient census
> 151 per FTEE (Figure).

Nearly 90% of CPSs completed postgrad-
uate year 1 residency training. Fifty-seven
percent of CPSs held advanced certifica-
tions, such as BCGP, BCACP, or BCPS. Sixty-
two percent of CPSs with these specialized
board certifications had residency training.
Use of a SOP was reported by 76% of CPSs,
and 66% of these had a global practice-area
scope. Table 1 outlines the functions autho-
rized by a global or limited SOP® A higher
percentage of those with global SOPs were
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Table 1 Functions Authorized by Global and Limited SOP

Home-Based Primary Care CPS Functions Authorized by SOP

Global SOP (n = 135)
Programs Using SOP
Functions, %

Limited SOP (n = 69)
Programs Using SOP
Functions, %

Developing, documenting, and executing therapeutic plans 97 96
Ordering, subsequent review and interpretation of appropriate laboratory tests, 94 97
and other diagnostic studies

Prescribing medications, devices, and supplies 90 97
Performing necessary physical measurements and assessments 69 39
Ordering vaccines as necessary for the provision of pharmaceutical care 57 20
Taking independent corrective action for identified drug-induced problems 79 73
Ordering consults (eg, dietician, social work, specialty provider) as appropriate 75 46
Provide clinical pharmacy expertise and comprehensive medication 95 86
management and monitoring for practice-based areas

SOP included all 8 of the above components 37 13
SOP included all the above except vaccine ordering 13 13

Abbreviations: CPS, clinical pharmacy specialist; SOP, scope of practice.

authorized to perform physical assessment
(69% vs 39%), order vaccines (57% vs 20%),
and enter consults (75% vs 46%) compared
with those with limited SOPs, respectively.

Overall, 52% of sites reported CPS in-
volvement in CMM of primarily anticoag-
ulation, diabetes mellitus (DM), anemia,
hyperlipidemia, and hypertension. The re-
ported average time spent for each disease
encounter is delineated in Table 2. Those
sites with CPSs who were not participating in
disease management averaged a larger patient
load compared with those who managed 4 of
the 5 diseases (42.6% with 100-199 patients
per pharmacist and 51.4% with 1-99 patients
per pharmacist, respectively). Whether global
or limited, 60% of CPSs reported using SOPs
at least 25% of the time.

Thirty-five percent of sites reported CPS
participation in home visits, and the majority
of those completed between 1 and 10 home
visits per month. The types of interventions
provided often included medication educa-
tion, assessment of medication adherence,
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and CMM for DM, hyperlipidemia, hyperten-
sion, etc. Multiple interventions often were
made during each home visit.

The workload of medication reviews
was divided among multiple CPSs in 55%
of the programs. The majority of programs
completed fewer than 20 initial medica-
tion reviews per month and between 21 and
80 quarterly medication reviews per month
(81% and 62%, respectively). The average
time for a CPS to complete initial medication
reviews was 78 minutes and 42 minutes for
quarterly medication reviews.

Sites with CPSs that held a SOP (76%)
took an average of 83 minutes to complete
an initial medication review and 48 minutes
to complete a quarterly review. Sites with
CPSs without a SOP (24%) took an aver-
age of 72 minutes to complete an initial
medication review and 36 minutes to com-
plete a quarterly review. Many CPSs allocate
< 20 hours per month on routine
pharmacy functions (eg, prescription verifi-
cation, dispensing activities, nonformulary
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Table 2 Time Spent Per Disease Encounter

Disease Management Average Time Per Encounter, min?
Anticoagulation 15-30

Diabetes mellitus 30

Anemia 15-30
Hyperlipidemia 15-30

Hypertension 15-30

aSurvey assessment question had multiple choice options for selection of time, some
including a range of time.

medication requests) and < 20 hours per
month on nonpatient care activities (eg, edu-
cation, medication use evaluations, training,
projects), 67% and 82%, respectively.

Ninety-seven percent of CPSs actively at-
tended weekly HBPC program interdisciplin-
ary team (IDT) meetings, with 67% attending
1 weekly IDT meeting and 30% attending
2 to 5 weekly IDT meetings. Time spent at-
tending IDT and roundtable discussions
averaged 3.5 hours per week. Multiple pro-
grams noted growth within the 12 months
preceding the survey, as 37 sites were granted
approval for a total of 29.75 additional CPS
FTEEs, and an additional 10 sites had a total
of 9.25 FTEEs pending approval.

DISCUSSION

Analysis of this assessment allowed the HBPC
CPS SME workgroup to identify strong prac-
tices and variations in individual HBPC phar-
macy programs. The majority of CPSs (66%)
are using global, practice area-based SOPs,
which allows more autonomy via direct pa-
tient care to veterans through CMM and
home visits. This trend suggests the focus of
the HBPC CPS role has expanded beyond tra-
ditional pharmacist activities. These global
SOPs result in a higher yield of CPS func-
tions, such as developing, documenting, and
executing therapeutic plans and prescribing
medications (Table 1). A higher percentage of
CPSs with a practice area-based SOP were au-
thorized to perform all 8 functions. Therefore,
increased use of practice area-based SOPs and
the expansion of the HBPC CPS role can sup-
port the team and increase clinical services
available to veterans.
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Clinical pharmacy specialists using SOPs
take longer to complete medication reviews
compared with those not using SOPs. Al-
though the assessment was not designed to
evaluate the reasons for these time differ-
ences, post-hoc follow-up clarification with
individual sites determined CPS use of a SOP
can lend to a more time-intensive and com-
prehensive medication review. This may lead
to more optimized and safe medication regi-
mens and elimination of unnecessary and/or
inappropriate medications for HBPC veterans.

While only 35% of pharmacists were par-
ticipating in the home visits at the time of
this assessment, this is another area to ex-
plore as an opportunity to expand CMM. Al-
though the assessment showed the majority
of these home visits addressed medication
education and adherence, programs may find
it advantageous to provide CPS home vis-
its for veterans identified as high risk or re-
quiring specialized CMM. Additional data
are needed regarding the ideal population to
target for CPS home visits, as well as the es-
timated benefits of conducting home visits,
such as outcomes and efficiency.

With growth noted in multiple programs,
HBPC leadership should continue to en-
courage expanded pharmacist roles at an ad-
vanced practice level with SOPs, to provide
veteran-centered care. This practice allows
the team to concentrate efforts on patient
acuity while increasing veteran access to
VHA care. Additional CPS FTEEs are neces-
sary to allow for expansion of the HBPC CPS
role. The data also demonstrate HBPC often
uses a part-time workforce where pharma-
cists are assigned to HBPC < 40 hours per
week, and multiple pharmacists may be used
to fulfill 1 CPS FTEE position. Home-Based
Primary Care programs are encouraged to
consolidate the number of CPSs involved as
core individuals to promote continuity and
avoid fragmented care.

Limitations

One limitation of the assessment is that
the questions were designed and tested
by a small group of CPSs, which may
have led to response bias and potential
misinterpretation of some questions. Time
spent on medication reviews may have been
underestimated, as some sites reported the
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maximum allowable workload credit time
rather than actual time spent. Recall bias
also is a limitation because the assessment
relied on the recollection of the CPS or
chief of pharmacy. Additionally, while the
assessment focused on quantity and time
spent on medication reviews, it was not de-
signed to evaluate quality. Examination of
what constitutes a high-quality medication
review would be helpful to provide guid-
ance and standardize care across the VHA.

CONCLUSION

Clinical pharmacy specialists practicing in
the VHA HBPC setting are highly trained
clinicians. A significant percentage of CPSs
practice with a SOP that includes prescrip-
tive privileges. However, variations in prac-
tice and function exist in the system. This
presents an excellent opportunity for fu-
ture standardization and promotion of the
highest and best use of the CPS to improve
quality of care for HBPC. With the expan-
sion of the CPS role, there is potential for
pharmacists to increase clinical activities
and improve care for home-based veterans.
The CPPO HBPC SME workgroup will con-
tinue to examine and explore the CPS role
in this practice setting, develop staffing and
practice guidance documents, and assess
the benefit of CPS home visits.
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