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Background 
 
Persons with severe and persistent mental illnesses (SPMI), such as schizophrenia, 
often do not receive adequate general medical care1‐6. In 2006, the National Association 
of State Mental Health Program Directors (NASMHPD) reported that people with serious 
mental illness have a 25-year shorter lifespan than people without serious mental 
illness7‐10. 
 
Individuals with SPMI are also stigmatized and impoverished, frequently abuse alcohol 
and illicit drugs, and are incarcerated in such huge numbers that jails and prisons have 
become the new mental “institutions”11‐14. Additionally, more than 68 percent of adults 
with a mental disorder have at least one medical disorder8. Co-morbid mental health 
and medical conditions are associated with decreased quantity and quality of life, 
increased symptom burden, and increased healthcare costs15‐17. 
 
Due to the long‐standing lack of integration between mental health and primary care 
services, the “Final Report for the President’s New Freedom Commission on Mental 
Health” recommended use of evidence‐based models to improve patient care at the 
interface of general medicine and mental health8. 
 
Comprehensive Medication Management and Integrated Care 
 
Pharmacists have a unique set of knowledge and skills that are ideal for providing 
comprehensive medication management. Pharmacists are trained in pharmacology, 
pharmacokinetics, drug‐drug and drug‐disease state interactions, and optimizing 
medication adherence. Psychiatric pharmacists are also trained to demonstrate respect 
and compassion for patients with psychiatric illness and effectively evaluate 
medication‐related needs. Psychiatric pharmacists are positioned by this background 
and training to successfully engage patients in treatment by providing information 
regarding the benefits of treatment and expected side effects, thus giving the patient 
some empowerment in making choices. Further, psychiatric pharmacists embrace the 
concept of team care that involves the psychiatric team, patient and family members; 
this approach allows patients to be fully empowered in their own treatment and 
recovery. This training uniquely enables psychiatric pharmacists to assess the efficacy 
of psychiatric medications, perform medication histories, and provide treatment 
strategies for a therapeutic plan. 
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Psychiatric pharmacists believe that comprehensive medication management, defined 
by the Patient-Centered Primary Care Collaborative (PCPCC), is accomplished by 
providing patient‐centered comprehensive medication reviews and treatment 
plan‐based recommendations to patients and providers. In some cases, 
physician‐pharmacist collaborative‐practice agreements are used to supplement the 
practice. This definition has been adopted as the practice model for reimbursement by 
Minnesota Medicaid. 
 
The term medication therapy management (MTM) was adopted by the Centers for 
Medicare & Medicaid Services in January 2003 to require medication-related services to 
be provided to certain Medicare Part D beneficiaries. The CMS MTM definition has been 
inconsistently interpreted; often leading to minimal services offered and missed 
opportunities to impact patient outcomes.  
 
CPNP believes, consistent with the PCPCC, that comprehensive medication management 
includes an assessment of a patient’s medication regimen for indication, effectiveness, 
safety, and adherence. It employs the tenets of pharmaceutical care, pharmacy’s 
professional practice, and identifies and provides solutions to a patient’s drug therapy 
problems. As defined by PCPCC, the goal of this practice is to identify, resolve, and 
prevent drug therapy problems under the four domains of appropriateness, 
effectiveness, safety, and adherence. Further, this practice must be done through a live 
clinician-patient interaction (face-to-face or electronically)18.  
 
Pharmacists have been providing traditional “clinical pharmacy” services for decades, 
including patient, family, and provider education, evaluation of treatment response 
and/or adverse effects, evidence‐based and measurement‐based care, and therapeutic 
drug monitoring. These functions cannot effectively occur in isolation from the practice 
of comprehensive medication management to have the most benefit to patients’ 
medication‐related outcomes. Pharmacists must work collaboratively with other 
healthcare professionals and health systems to coordinate our efforts within existing or 
novel patient care models (e.g., patient-centered medical homes).  
 
It is clear that psychiatric pharmacists can provide patient‐centered holistic care by 
integrating mental health and primary care. Psychiatric pharmacists’ knowledge and 
skills are not widely recognized and thus are currently underutilized in healthcare 
systems.  
 
Board‐certified psychiatric pharmacists are uniquely positioned to partner with primary 
care providers and generalist pharmacists to target patients who are high users of 
resources. The goal is to improve access to care, improve healthcare‐related outcomes, 
and decrease overall healthcare costs for patients with mental illness and medical co-
morbidities. 
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Position Statement 
 
CPNP is committed to securing the future of psychiatric pharmacy by developing and 
strengthening the community of psychiatric pharmacy practitioners, developing 
psychiatric pharmacy services, and supporting legislation and regulations that promote 
increased pharmacist roles in providing direct patient care. We are using the conceptual 
framework that mirrors the mission of CPNP to promote excellence in pharmacy 
practice, education and research to optimize treatment outcomes of individuals affected 
by psychiatric and neurologic disorders. CPNP believes that psychiatric pharmacists 
should be engaged in the following activities that effectively utilize our expertise in 
comprehensive medication management in order to optimize treatment outcomes of 
individuals affected by psychiatric and neurologic disorders: 
 
1. Provide effective and efficient comprehensive medication therapy management that 

can improve patient outcomes and reduce healthcare costs and disseminate these 
findings within the professional and scientific communities. 

2. Practice using the team care approach so that patients are more effectively involved 
in the management of their care and recovery. 

3. Educate physicians, nurses, administrators, payors, patients, legislators and other 
stakeholders, using consistent healthcare language, regarding the value of 
psychiatric pharmacists and their provision of comprehensive medication 
management within healthcare teams.  

4. Obtain training in therapeutic techniques such as motivational interviewing to enable 
effective engagement of the patient in developing their own goals. 

5. Support the CPNP Foundation to assist in the funding and development of 
demonstration projects designed to identify reimbursement models for 
comprehensive medication management for financial sustainability. 

6. Participate in legislative and grassroots activities at the national and local levels by 
partnering with CPNP and other pharmacy organizations to promote the value of 
pharmacists. 

 
In summary, psychiatric pharmacists must provide comprehensive medication 
management as part of an integrated health care team in order to most effectively 
improve access to care , improve quality of care, decrease costs, and improve provider 
and patient satisfaction for patients with SPMI and medical illnesses. Our ultimate goal 
in promoting collaboration between mental and medical care is to improve the lives of 
persons with chronic mental illness and the lives of their families. 
 



4 

 

1. Moeller KE, Rigler SK, Mayorga A, Nazir N, Shireman TI. Quality of monitoring for metabolic effects 
associated with second generation antipsychotics: Effects of practice guideline dissemination in 
persons with schizophrenia on public insurance. J Pharm Pract. 2010;23(2):150. 

2. Morrato EH, Druss B, Hartung DM, et al. Metabolic testing rates in 3 state Medicaid programs after 
FDA warnings and ADA/APA recommendations for second‐generation antipsychotic drugs. Arch Gen 
Psychiatry. 2010;67(1):17‐24. 

3. Morrato EH, Nicol GE, Maahs D, et al. Metabolic screening in children receiving antipsychotic drug 
treatment. Arch Pediatr Adolesc Med. 2010;164(4):344‐351. 

4. Morrato EH, Newcomer JW, Kamat S, Baser O, Harnett J, Cuffel B. Metabolic screening after the 
American Diabetes Association's consensus statement on antipsychotic drugs and diabetes. Diabetes 
Care. 2009;32(6):1037‐1042. 

5. Morrato EH, Newcomer JW, Allen RR, Valuck RJ. Prevalence of baseline serum glucose and lipid 
testing in users of second‐generation antipsychotic drugs: A retrospective, population‐based study of 
medicaid claims data. J Clin Psychiatry. 2008;69(2):316‐322. 

6. Nguyen D, Brakoulias V, Boyce P. An evaluation of monitoring practices in patients on second 
generation antipsychotics. Australasian Psychiatry. 2009;17(4):295‐299. 

7. Morbidity and mortality in people with serious mental illness. In: Parks J, Svendsen D, 
8. Singer P, Foti M, eds. Thirteenth in a series of technical reports. Vol 13. National Association of State 

Mental Health Program Directors Medical Directors Council; 2006:4‐87. 
9. Final report for the President’s new freedom commission on mental health. In: Achieving the 

promise: Transforming mental health care in America. Vol SMA 03‐3832. Substance abuse and 
mental health services administration: SAMHSA's National Mental Health Information Center; 
2003:1‐84. http://govinfo.library.unt.edu/mentalhealthcommission/reports/reports.htm. 

10. Jennex A, Gardner DM. Monitoring and management of metabolic risk factors in outpatients taking 
antipsychotic drugs: A controlled study. Canadian Journal of Psychiatry ‐ Revue Canadienne de 
Psychiatrie. 2008;53(1):34‐42. 

11. Meyer JM, Davis VG, McEvoy JP, et al. Impact of antipsychotic treatment on nonfasting triglycerides 
in the CATIE schizophrenia trial phase 1. Schizophr Res. 2008;103(1‐3):104‐109. 

12. Butterfield F. Asylums behind bars: A special report; prisons replace hospitals for the nation’s 
mentally ill. New York Times. March 5, 1998 . 

13. James DJ, Glaze LE. Mental health problems of prison and jail inmates. U.S. department of justice 
office of justice programs. http://bjs.ojp.usdoj.gov/index.cfm?ty=pbdetail&iid=789. Accessed 9/22, 
2011. 

14. Lamb HR, Bachrach LL. Some perspectives on deinstitutionalization. Psychiatric Serv. 
2001;52:1039‐1045. 

15. Lurigio AJ, Swartz JA. Changing contours of the criminal justice system to meet the needs of persons 
with serious mental illness. In: Horney J, ed. Policies, processes, and decisions of the criminal justice 
system. Washington, D.C.: Department of Justice; 2000:45‐108. 

16. Druss BG, Walker ER. Mental disorders and medical comorbidity. Synth Proj Res Synth Rep. 
2011(21):1‐26. http://www.rwjf.org/pr/product.jsp?id=71883. 

17. Boyd C, Leff B, Weiss C, et al. Clarifying multimorbidity patterns to improve targeting and delivery of 
clinical services for medicaid populations. Center for Health care strategies. 
2010;http://www.chcs.org/publications3960/publications_show.htm?doc_id=1261201:Accessed on 
9/22/2011. 

18. Croghan TW, Brown JD. Integrating mental health treatment into the patient centered medical home. 
In: Mathematica policy research. AHRQ Publication No. 10‐0084‐EF ed. 

19. Rockville, MD: Agency for Healthcare Research and Quality; June 2010. 
20. McInnis T, Strand LM, Webb CE. The Patient Centered Medical Home: Integrating Comprehensive 

Medication Management to Optimize Patient Outcomes. PCPCC Medication Management Task Force. 
Washington, D.C. 2010: Patient Centered Primary Care Collaborative. 


