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The concept of pharmaceutical
care has emerged over the past
decade as a philosophy of prac-

tice.1 This paradigm shift has occurred
with the help of published Principles
of Practice for Pharmaceutical Care
by the American Pharmaceutical
Association (APhA).

According to APhA, pharmaceuti-
cal care is defined as “a patient-cen-
tered, outcomes-oriented pharmacy
practice that requires the pharmacist
to work in concert with the patient
and the patient’s other healthcare
providers to promote health, to pre-
vent disease, and to assess, monitor,
initiate, and modify medication use to
assure that drug therapy regimens are
safe and effective. The goal of phar-
maceutical care is to optimize the
patient’s health-related quality of life
and achieve positive clinical out-
comes, within realistic economic
expenditures.”2

Clearly, the pharmacist assumes
significantly more roles at various lev-
els as a practitioner of pharmaceuti-
cal care compared with the tradition-
al roles of dosage formulation and
delivery. Pharmacists may also act as
“drug police” when, in an effort to
meet the bottom line, they are given
the charge of minimizing drug use for
budgetary purposes, even among
drugs that have a beneficial effect.
They may also act as drug police
when responding to managed care
organizations’ or state governments’
requirements for adherence to a for-
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Abstract
The concept of pharmaceutical

care has greatly expanded the role of
the pharmacist, from that of strictly a
drug dispenser to a more integrated
member of a patient’s healthcare
team. In order for pharmaceutical
care practice to succeed, the pharma-
cist must assume a more proactive
role, using his or her knowledge of
drug therapy and behavioral medicine
to assume more responsibility in
achieving improvement in patient
health outcomes. The pharmacist must
also develop open, professional rela-
tionships with patients, their fami-
lies/caregivers, and other members of
the healthcare team. Pharmaceutical
care comprises 4 components: educa-
tion, medical-legal issues, drug thera-
py knowledge, and communication.
Through these efforts, and because
pharmacists offer greater access to
patients and a broader view of patient
outcomes, pharmaceutical care affords
the opportunity for these professionals
to become patient advocates and pre-
vent line-item decision making.
Special considerations exist for psychi-
atric pharmacists practicing pharma-
ceutical care, especially in documen-
tation and formulary decisions.
Psychiatric pharmacists can ensure
that patients have access to the safest,
most efficacious (and cost-effective)
drugs by considering more than just
acquisition costs.

(Am J Manag Care 1999;5(suppl):S621-S629)
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mulary. These requirements can
make prior approval and medical
necessity almost impossible obstacles
to obtaining medication. Some argue
that pharmacists have assumed this
role of pharmaceutical care practi-
tioner for much of this century and
that formally implementing pharma-
ceutical care practices can be done
through incremental improvements
in clinical and interpersonal skills.3

However, each pharmacy practice set-
ting is different and faces its own chal-
lenges in creating, promoting, and
establishing an open setting for phar-
maceutical care practice. 

In pharmaceutical care practice,
the healthcare process changes from
practices running in series to those
running in parallel. Patients, as more
active participants in the decision-mak-
ing process, interact with a healthcare
team of which the pharmacist is an
integral member. Communication
among the healthcare team members
is critical for optimal patient out-
comes, as each team member has his
or her own expertise to contribute.
For pharmacists, their pharmacologi-
cal as well as their behavioral medi-
cine training can be used to make rec-

ommendations and follow-up on ther-
apy. This open role benefits: 1) patients
through greater healthcare coverage;
2) physicians by increasing their
patient knowledge base and relieving
some of the burden of follow-up and
monitoring practices; and 3) managed
care organizations by decreasing costs
because of low compliance and “thera-
peutic misadventures.” Drug-related
morbidity and mortality costs an esti-
mated $76.6 billion per year in the
United States.4

Pharmaceutical Care and
Formulary Decision Making

In today’s cost-cutting environ-
ment of formularies, focus is often
placed on line items. Certain treat-
ments or drugs are eliminated based
on their acquisition cost and are not
considered within the whole picture
of cost effectiveness. This is especial-
ly true for atypical antipsychotic
agents, which have been shown to pro-
duce significantly improved efficacy,
cost effectiveness, and patient out-
comes in clinical trials despite higher
acquisition costs.5 (See Table 1 for a
comparison of the frequency of major
adverse events of atypical antipsy-

. . .  CME/CE . . .

Table 1. Frequency of Side Effects of Conventional and Atypical Antipsychotic Drugs 

ND = Not determined.

Conventional
Side Effects Antipsychotics Clozapine Risperidone Olanzapine Sertindole Ziprasidone Quetiapine

Parkinsonism 15%-50% Low 1%-4% Low Low Low Low

Akathisia 12%-75% Low Low Low Low Low Low

Sedation Moderate/high High Low Moderate Low Low Moderate

Tardive dyskinesia 10%-45% Very low Very low Very low ND ND Very low

Agranulocytosis < 0.1% 1% ND ND ND ND ND

Neuroleptic malignant < 1% Low Low ND ND ND ND
syndrome 

Anticholinergic effects Varied Moderate/high None/low Moderate ND ND ND
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chotic agents with that of conven-
tional [typical] agents.) Given that
drug costs are only 2% of the direct
healthcare costs for treating schizo-
phrenia, any drug that can signifi-
cantly decrease hospitalization or
relapse rates will reduce costs over-
all.5,6 Early intervention in reducing
relapse rates can have a significant
lifetime impact in healthcare costs,
quality of life, and work status. The
danger in line-item budgeting is the
narrow view placed on drug acquisi-
tion costs alone.

Similarly, compartmentalization of
pharmacy departments from other
departments in larger healthcare
organizations (eg, the silo mentality)
risks a narrow view in which health-
care treatment decisions are made—
information can become compart-
mentalized as well. Most pharmacy
directors already know the impor-
tance of tracking the utilization and
cost spent on each drug. Interdepart-
mental communication helps to
ensure that decisions are not made in
a vacuum and a more complete pic-
ture is obtained for disease manage-
ment, an important philosophy for
managed care. In this way, pharma-
cists have an opportunity to be
patient advocates.7

The goals of pharmacy service
centers and pharmacy departments
in healthcare organizations are the
same (Table 2). In particular, improv-
ing drug efficiency and safety is a key
role for pharmacists. By ensuring that
drug therapies are used for the appro-
priate indications and monitoring
and documenting adverse events,
pharmacists can bridge the gap
between a drug’s efficacy in a defined
trial population and its efficiency in
the general patient population.
Similarly, quality-of-life assessment is
increasingly incorporated into clini-
cal practice. With further training,
pharmacists are in an advantageous
position to measure quality of life in
their patients and to use the informa-
tion in pharmaceutical care practice.8

Pharmacist-Patient 
Relationships

Under the definition of pharma-
ceutical care described by Hepler and
Strand,1 2 important events must take
place to achieve successful patient
outcomes: 1) the pharmacist forms a
professional, open relationship with
the patient, and 2) the pharmacist
macromonitors drug use (ie, before
the medications are administered,
during the administration, and after
the drug trial). Many pharmacists are
already in key positions to be transi-
tion figures in improving patient out-
comes, and they have significantly
more access to patients in settings
removed from the constraints of typ-
ical clinical environments (doctors’
offices, hospitals, outpatient clinics).
In addition, many pharmacists can
change their work environments to
incorporate a private consultation
area, delegate dispensing activities to
technicians, and modify the work
flow among staff to accommodate
patient scheduling. In one communi-
ty pharmacy model, patients were
seen every 6 to 8 weeks for a 15- to
20-minute consultation.9 In chain
drug stores, decisions to make modifi-
cations (eg, private consultation areas)
are made by the parent company.

Pharmacists also see patients out-
side of the state of active illness
when a drug is typically prescribed.
By forging a relationship based on
caring, trust, open communication,
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Table 2. Goals of Pharmacy Service Centers and Pharmacy
Departments

■ Improving efficiency and safety of drug therapies

■ Improving patients’ quality of life

■ Improving patients’ satisfaction and compliance

■ Saving money

■ Saving time for physicians and other healthcare team members
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cooperation, and mutual decision
making, the pharmacist can obtain
personal information and preferences
from patients and implement processes
to ensure that patients have access to
pharmaceutical care at all times.
With this information, pharmacists
and patients can design individual-
ized plans together to achieve specif-
ic outcomes. Presently, a body of
knowledge exists that demonstrates
the benefits of clinical pharmacist
and pharmaceutical care interven-
tions in patient outcomes, including
those for psychiatric patients.7,10-12

Pharmaceutical Care Philosophy
Pharmaceutical care is comprised

broadly of 4 components: education,
medical-legal issues, drug therapy
knowledge, and communication. 

Education. Pharmacists are
involved in many levels of education-
al activities with patients, future
pharmacists, and healthcare teams.
Within inpatient institutions, phar-
macists provide patient education
programs, which are essential to
increasing compliance with medica-
tion regimens and improving out-
comes. Before medications are dis-
pensed, patients can be educated on
dosing, duration, storage, target symp-
toms, adverse events, interactions,
and use in pregnancy/lactation—all
before discharge. Pharmacists can
obtain informed consent and provide
the necessary documentation for
patient education and informed con-
sent. The pharmacist can also con-
duct group and family education as
necessary.

Future pharmacists and other
healthcare professionals (eg, psychia-
trists, nurses) view the pharmacist as
a valuable source of knowledge and
experience. Many pharmacists teach
at allied health educational institu-
tions and medical schools. Dentists
can also benefit from pharmacy
training regarding interactions
between psychotropic drugs and

other agents used in dentistry (eg,
anesthetics) as well as adverse oral
effects of medication (eg, xerostomia
and gingival hyperplasia).

For healthcare professionals,
pharmacists are a convenient and
reliable source of drug information,
and they can provide in-service con-
tinuing education programs in hospi-
tal and community settings.
Distance-learning programs may be
useful for the healthcare team in
rural areas where transport to major
cities for continuing education pro-
grams is difficult.

Medical-Legal Issues. Pharmacists,
especially psychiatric pharmacists,
should be mindful of the numerous
medical-legal issues they will face in
their expanding roles. One issue in
particular that has become a hot
topic in the era of managed care and
cost containment is limited access to
newer medications and other treat-
ment modalities (eg, hospitalization)
because of acquisition costs. Indeed,
the relevance of these issues forms
the basis of health economics and
pharmacoeconomics research. In
addition, informed consent and treat-
ment of psychiatric patients under an
emergency order of detention pose
unique situations and challenges for
the psychiatric pharmacist.

Drug Therapy Knowledge. The
traditional role of the pharmacist as a
formulary dispenser still holds true,
although the level of decision making
has changed. For example, the previ-
ous paradigm was that patients tak-
ing antipsychotic agents had to have
failed multiple therapies before they
had access to newer therapies; often
this paradigm was applied because of
cost issues or, in the case of clozap-
ine, increased adverse event risk.
Today, formularies are managed very
differently. Pharmacists do not main-
tain large inventories, so one drug
does not have to be eliminated from
the formulary for another. In fact,
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pharmacists can recommend drugs
for formulary inclusion based on effi-
cacy and cost compared with others.
The onus is on the pharmacist to
demonstrate that all medications in
stock are still of value. This also helps
to rid pharmacists of the drug police
image and role that many disdain.
For patients with schizophrenia, the
paradigm shift brings access to newer
drugs for newly diagnosed patients,
so health outcomes and resource uti-
lization are affected early in the dis-
ease process.

Applications of pharmacists’ knowl-
edge extend beyond the pharmacy
counter to physicians. Pharmacists
can prepare drug monographs and
guidelines as well as algorithms for
drug classes and disease states. In fact,
psychiatric pharmacists working in
concert with psychiatrists frequently
prepare algorithms. This is best exem-
plified by the Texas Medication
Algorithm Project, a public-academic
collaborative effort in which pharma-
cists are part of a team of experts who
develop algorithms for schizophrenia,
major depressive disorder, and bipo-
lar disorder.13,14

Pharmacists can also provide con-
sultation services to physicians,
especially for psychiatric patients.
In Oklahoma, as part of the
Oklahoma Department of Human
Services/Developmental Disability
Services Division, pharmacists pro-
vide, through clinical pharmacology
services, individualized medication
consultations. These include a review
of all patients’ medications, including
nonprescription medications and caf-
feine and nicotine use. The reviews
serve to ensure that an indication
exists for all drugs (for psychiatric
patients, to ensure that a psychiatric
diagnosis or symptomology justifies
the medications). If no indication is
available, pharmacists request clarifi-
cation. Any member of a patient’s
healthcare team—a case manager, a
nurse, one of the practicing physi-
cians—can request the consult.

Pharmacists can also provide
pharmacokinetic/toxicology services
by reviewing all drug concentrations
above and below the accepted thera-
peutic range as well as abnormal test
results. These services, along with
medication reviews, enable pharma-
cists to make recommendations
based on the reviews and follow up
on the recommendations.

Communication. Drug therapy
knowledge and communication skills
are inextricably linked in pharma-
ceutical care practice. Pharmacists
are in a unique position to facilitate
dialogue on many levels with the
patients and the healthcare team. For
patients, they can act as a listening
ear for adverse event reporting and
compliance issues, which are so
important for patients taking antipsy-
chotic medications to prevent relapse
and hospitalization. 

Documentation serves as a source
of communication among the health-
care team. Pre- and postimplementa-
tion documentation is essential to
justify any cognitive or clinical serv-
ice being provided and should
include the total number of prescrip-
tion drugs, the number of doses, the
total number of pills (to possibly min-
imize the total number of doses), and
the readmission rates per year. 

Psychiatric patients require addi-
tional documentation, as shown in
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Applications of pharmacists’ knowledge
extend beyond the pharmacy counter to
physicians. Pharmacists can prepare drug
monographs and guidelines as well as
algorithms for drug classes and disease states. 
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Table 3. With psychiatric patients
and those at risk of being affected by
anticholinergic drugs, the number of
drugs or number of doses can impair
cognitive function. Faced with the
prospect of taking 20 pills per day, for
example, patients may ignore dosage
schedules and take them all at once if
it is more convenient and easier to
remember. A rapport with the patient
can circumvent such therapeutic
misadventures through communica-
tion and education.

A critical review of pharmacists’
impact on psychiatric patients
reveals cost savings in patient care,
reduced numbers of hospitalizations,
improved patient compliance,
decreased drug side effects, reduction
in long-term therapy, and reduced use
of psychotropic agents and sedative-
hypnotics.10 Although a more com-
prehensive and rigorous analysis of
pharmacists’ contribution to patient
health outcomes is needed, the bene-
fits have been established.

For the healthcare team, medica-
tion reviews can provide a wealth of
information and save time for physi-
cians. Monitoring and feedback by
pharmacists prevents tracking the
same information by several par-
ties—the information is shared in
team meetings. These activities, in
particular, rely on the knowledge of
drug therapy discussed previously, as
well as an open, professional relation-
ship with the healthcare team. 

Medication reviews should include
information from the patients them-
selves, their families, and their med-
ical records (current and historical).
Prescription and nonprescription
drug use should be recorded, as well
as the use of tobacco, alcohol, caf-
feine, herbal and nutritional supple-
ments, and recreational drugs. This
documentation serves to ensure ade-
quate trials of drugs and proper
reporting of adverse events and aller-
gic reactions, and to measure efficacy,
compliance, and laboratory monitor-
ing. All of this information can paint
a more complete picture of the
patient and help to explain why they
are responding (or not) to a drug. It
can also help to justify more expen-
sive or more toxic treatments, such
as clozapine, which require laborato-
ry monitoring. 

Pharmacists can maintain their
own databases of medication infor-
mation, giving them a clearer picture
of compliance and response between
doctor visits. Patients express how
they feel about the drug, if it’s work-
ing, the number of school or work-
days missed, or any changed plans
due to illness. In this way, patients
play a more active role in their treat-
ment plans, which also helps to
increase compliance.

Clinical monitoring is another
form of communication between the
pharmacist and the patient, and the
pharmacist and the healthcare team.
With minimal training, pharmacists
in the community can explore many
avenues of monitoring, such as vital
signs and routine laboratory tests.15,16

Communication also takes the
form of professional recommenda-
tions. Pharmacists monitor drug
interactions and adverse events and
communicate those findings through
reports to required committees, such
as pharmacy and therapeutics com-
mittees, and to appropriate agencies,
such as the Food and Drug
Administration or a pharmaceutical
company. Pharmacists are in a key

Table 3. Recommended Documentation for Psychiatric
Patients

■ Total number of drugs: prescription and nonprescription

■ Number of psychoactive or psychotropic drugs 

■ Number of serious adverse events reported per 100 patients

■ Number of hospitalizations and other urgent care interventions

■ Concomitant illnesses
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position to find therapeutic alterna-
tives and augmentation strategies and
make recommendations for follow-up
and monitoring. They can also identi-
fy the relevant target symptoms to be
monitored.

Using the recommendations, phar-
macists can then establish protocols
for the healthcare teams in a variety
of levels of care and follow up on their
own recommendations for continu-
ous quality improvement, thus clos-
ing the loop on the disease-state man-
agement process. 

With this level of documentation
and communication, pharmacists
work as integral team members and
establish a transition of care for
patients moving from the hospital to
outpatient settings. A smooth transi-
tion of care reduces the risk of
patients becoming revolving-door
patients and significantly decreases
the number of those who fall through
the cracks. This is especially true for
patients with schizophrenia. Forty-
two percent of patients receiving con-
ventional antipsychotic medications
relapse due to noncompliance each
year.17 Noncompliance with antipsy-
chotic medications accounts for
approximately 37% of rehospitaliza-
tion costs.5

In clinical research, the pharma-
cist’s knowledge base and access to
patients can prove an invaluable
resource for coordinating research
activities such as patient recruitment,
obtaining informed consent, perform-
ing evaluations and ratings, and com-
pleting case report forms. Pharmacists
can also recommend, design, and
implement research protocols.

Where Can Pharmaceutical Care
Be Practiced?

Pharmaceutical care can be prac-
ticed in all types of settings: hospitals,
large institutions, and rural areas
(including house calls). Also, a study
of pharmaceutical care practice in
doctors’ offices has already demon-
strated success for physicians, the

office staff, and the patients.
Pharmacists can spend as much time
as needed with patients, without
requiring a special trip to an addi-
tional location.18

With the traditional role of phar-
macists limited to distributive servic-
es, some community pharmacists
may find it difficult to see themselves
in a more expanded role. Yet today’s
healthcare structures require more of
pharmacists, particularly community
pharmacists (Table 4). In rural areas,
community pharmacists are under-
utilized. Rural areas suffer as health
professional shortage areas, with
insufficient primary care physician
supply to meet national averages for
office visits for certain diseases. In
those cases, the most prevalent
providers are pharmacists.19 It is,
therefore, logical to use the expertise
on hand. Pharmacists can become a
focal point for other clinical services
(eg, laboratory monitoring and vital
signs) and could become a portal for
clinical data input for integrated
healthcare networks.15

In larger institutions and long-
term care facilities, the transition to
incorporating pharmaceutical care is
more easily facilitated as other mem-
bers of the healthcare team are pres-
ent in-house for decision making.
With increasing pressure to decrease
lengths of stay, the pharmacist will
play a pivotal role in patient and fam-
ily education, lifestyle recommenda-
tions, and other measures to increase
compliance and quality of life once
the patient is discharged.
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Table 4. The Evolving Roles of the Pharmacist

■ Provider of information

■ Provider of patient monitoring

■ Portal of entry for managed care system

■ Advocate for the patient



S628 THE AMERICAN JOURNAL OF MANAGED CARE JULY 1999

. . .  CME/CE . . .

Patient Awareness 
Pharmaceutical care success is

dependent on the awareness of these
new roles among patients and the
healthcare team. Pharmacists can
adopt relatively straightforward
measures to increase their visibility,
such as placing an advertisement in a
local newspaper, interviewing/talking
with patients, and building relation-
ships with primary care physicians
and the healthcare team. In fact,
studies have shown that simple meas-
ures, such as a brief pamphlet about
pharmacists’ activities, can increase
patient awareness and remove barri-
ers to taking advantage of these serv-
ices.20 Such measures, in addition to
physician detailing, may also
increase revenues (albeit limited) for
community pharmacies that invest in
pharmaceutical care practice, mainly
for disease management services.20,21

The response among other health-
care professionals may vary, but the
shared responsibility of patient out-
comes only helps the patients and
other healthcare professionals.
Improved patient outcomes is the
universal objective among all health-
care disciplines.

Conclusion
The incorporation of pharmaceuti-

cal care practice is beginning to show
its benefits in many clinical settings.
The services and expertise that phar-
macists are able to offer have been an
untapped resource, only surfacing
over the past decade. 

In this new paradigm, psychiatric
pharmacists in particular have more
specific responsibilities in terms of
formulary decisions, patient docu-
mentation, and health outcomes.
With the practice of pharmaceutical
care, psychiatric pharmacists can be
patient advocates by recommending
formulary changes to allow access to
the newer atypical agents and by act-
ing as a listening ear for adverse
event reporting to prevent relapse or

hospitalization (ie, revolving-door
patients). Documentation of adverse
events and concomitant medications
is critical for patients with impaired
cognitive function and is necessary
to justify more expensive or poten-
tially more toxic treatments, which
may require laboratory monitoring,
when patients are not responding to
their current drug trial. Psychiatric
pharmacists’ drug therapy knowl-
edge may be used for making guide-
line and algorithm recommendations
for psychiatric disorders, as seen in
the Texas Medication Algorithm
Project, and in consultation services
to ensure proper indications for each
medication.

Atypical antipsychotic agents for
patients with schizophrenia offer
unique advantages, but the older phi-
losophy of rigid formulary control
remains a barrier to making these sig-
nificantly effective drugs available to
newly diagnosed patients. In addi-
tion, the use of line-item budgets,
which have been used in recent years
by state government to fund certain
medications, could result in the elim-
ination of atypical antipsychotic
funding by a single stroke of a pen. As
an advocate for the patient, pharma-
cists—and psychiatric pharmacists in
particular—have the opportunity to
afford real quality-of-life changes for
their patients through their role in
formulary decisions and their access
to and relationships with patients,
their families, and providers. Indeed,
the benefits of pharmaceutical care
have been documented in terms of
patient outcomes and cost savings in
patient care for psychiatric patients.
The responsibility now lies with phar-
macists to proactively implement
pharmaceutical care practices in
their settings. 
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