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Introduction

D

iabetes affects more than 10% of the U.S. population.1
Unfortunately, less than half of individuals with diabetes
achieve glycemic control targets.2 Poor glycemic control
is associated with poor outcomes and substantial burden of
morbidity and mortality. There are numerous reasons why patients
struggle to achieve glycemic control; one important factor is the
complexity of managing the dosing and timing of an array of
injectable and oral medications to balance glucose level changes
that occur in response to meals and physical activity. Further, some
patients with diabetes, particularly those with type 1 diabetes
(T1D) as well as those with type 2 diabetes (T2D) requiring insulin
therapy, must regularly make dosing decisions to carefully manage
their glucose levels 24 hours a day. Failure to dose insulin properly
can be potentially life threatening; thus, careful monitoring of blood
glucose levels is required.
Continuous glucose monitoring (CGM) technologies can provide
patients, along with their care team (pharmacists, physicians, and
other health care providers), with detailed data on glucose levels
and trends. CGM devices track glucose levels in interstitial fluid and
provide data regarding current glucose levels as well as information
about predicted trends in glucose levels. CGM is able to better assess
glycemic variability and patterns than the traditional fingerstick
method of blood glucose monitoring (BGM). BGM provides more
information about glycemic variability than A1C, but even this
approach captures only a few time points throughout the day. CGM
is increasingly being recommended for patients to gather additional
actionable information about blood glucose levels. The data
generated by CGM can be used to inform therapeutic adjustments
and facilitate improved patient outcomes. Although CGM is a
valuable tool, it is underutilized in the care of patients with diabetes.
Uptake of CGM technology has expanded in recent years, especially
since Medicare began providing coverage for CGM devices in 2017.
However, many important barriers to use remain. In particular, a lack
of widespread patient access to providers who offer CGM services
impedes CGM use. To explore how to utilize community pharmacists
to expand patient access to CGM, the American Pharmacists
Association (APhA) Foundation convened a virtual roundtable on
November 2, 2021. The goals of the roundtable were to:
 stablish guiding principles for the integration of CGM into
E
community pharmacy practice.
 rovide insights and perspectives on the CGM landscape as it
P
relates to pharmacists.
 iscuss expanding patient access, education, and management
D
as well as pharmacists’ scope of practice and payment models.
Roundtable participants included experts from diverse pharmacyrelated backgrounds, including those with clinical, policy and
regulatory, and educational experience.
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The Role of CGM in Diabetes Care

F

or many years, A1C has been
considered the gold standard
for assessing blood glucose
control. However, A1C does not
measure the variability of blood
glucose levels throughout the day
and does not provide data about
how often a patient’s blood glucose
is outside the recommended
range. Time spent out of range has
been linked to long-term health
complications.3 Because glucose
management is dynamic, more
frequent monitoring provides a more
complete picture of blood glucose
control. As shown in Figure 1, CGM
can reveal undetected hyperglycemia
and hypoglycemia that could be

missed with BGM. To address the
need for a more complete picture,
additional measures such as time
in range (TIR) and glycemic
variability are increasingly used
to assess the quality of overall
glycemic management. TIR is usually
represented as the percent of time
per day spent in the target range
of 70–180 mg/dL. TIR is closely
correlated with A1C; a TIR of 70%
corresponds to an A1C of 6.7%, and
each 10% change in TIR is associated
with 0.8% change in A1C.4 Thus, a
patient can have an A1C at target but
still experience a substantial amount
of hypoglycemia and hyperglycemia
(Figure 2).5

Figure 1. Undetected Hyperglycemia and Hypoglycemia

Individuals with greater glycemic
variability and less TIR have an
increased risk for hypoglycemia and
diabetic ketoacidosis. Hypoglycemia
can lead to poor glucose
management if treatment intensity is
decreased to minimize hypoglycemia
risk. Both severe hypoglycemia and
diabetic ketoacidosis can result in
emergency department use and
hospitalizations. Patients with T1D, or
T2D who use insulin, are particularly
at risk for these adverse outcomes.
Additionally, hypoglycemia is
associated with poor patient
satisfaction and worse adherence
to medications. Interventions that
reduce glycemic variability can
decrease the risk of hypoglycemia.6
Emerging research also indicates that
increased TIR reduces the risk for
long-term complications of diabetes.3

CGM Device Overview

Source: Reprinted with permission from John Moorman, PharmD, BCPS.

Figure 2. A1C Does Not Correlate With Glycemic Variability
and Time in Range
A1C of 7% and average blood glucose of 154 mg/dL

There are two types of monitors for
CGM—professional and personal.
Professional CGM devices are
owned by a health care provider or
health care center and are worn by
a patient for a fixed period of time.
After this period, the health care
provider reviews the patient’s data
and uses the information to adjust
the diabetes management regimen.
Personal CGM devices are worn by
patients on an ongoing basis and
patients are able to use the data
from these devices in real time to
inform self-management decisions.
Health care providers can also access
data from personal CGM to inform
clinical decision making. In some
cases, personal CGM devices are
integrated with insulin pumps that
are designed to release appropriate
amounts of insulin in response
to changing glucose levels. Realtime CGM systems measure and
display glucose levels continuously.

Source: Reference 5. Reprinted with permission from diaTribe.
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Intermittently scanned CGM systems
measure glucose levels continuously
but only display glucose values when
swiped by a dedicated handheld
reader or a smartphone app.7
CGM use has accelerated in recent
years due to technological advances
and expanding third-party payer
coverage. The first professional
CGM device was introduced in 1999
and the first personal CGM was
introduced in 2004. CGM devices
integrated with insulin pumps were
first introduced in 2006, and CGM
devices that could transmit data
to smartphones were approved in
2015. Initially, CGM was used as an

adjunct to information from BGM. In
2016, the first non-adjunctive CGM
was approved, meaning that patients
could use CGM in lieu of BGM and
without the need for a confirmatory
fingerstick. Medicare first began
paying for CGM in 2017. In 2012, only
7% of patients in the largest registry
of patients with T1D used CGM,
which has grown significantly but is
still under-utilized, with 30% of the
same cohort using CGM by 2018.8

Evidence Supporting CGM
CGM is a very effective tool for
helping to improve diabetes control.
Compared with BGM, CGM has been
shown to decrease A1C, decrease

INSIGHTS

glycemic variability, increase TIR,
decrease time in hypoglycemia, and
decrease hypoglycemic events.9
Benefits have been found across
patient populations (e.g., T1D, T2D,
adults, children, pregnant patients)
and with personal and professional
CGM.9 Importantly, CGM has been
found to be of benefit for patients
who use insulin, regardless of
whether they have T1D or T2D.
Current Standards of Medical Care
in Diabetes from the American
Diabetes Association (ADA)
state that CGM devices should be
considered from the outset of the
diagnosis of diabetes for all patients
who require insulin therapy.7

Table 1. ADA and AACE Guidelines Pertaining to CGM
American Diabetes Association
• Real-time CGM or isCGM should be offered for
diabetes management in adults with diabetes on
multiple daily injections or CSII who are capable of
using devices safely (either by themselves or with
a caregiver). The choice of device should be made
based on patient circumstances, desires, and needs.
• Real-time CGM or isCGM can be used for diabetes
management in adults with diabetes on basal insulin
who are capable of using devices safely (either by
themselves or with a caregiver). The choice of device
should be made based on patient circumstances,
desires, and needs.
• Real-time CGM or isCGM should be offered for
diabetes management in youth with T1D on multiple
daily injections or CSII who are capable of using
the device safely (either by themselves or with a
caregiver). The choice of device should be made
based on patient circumstances, desires, and needs.
• Real-time CGM or isCGM should be offered for
diabetes management in youth with T2D on multiple
daily injections or CSII who are capable of using
devices safely (either by themselves or with a
caregiver). The choice of device should be made
based on patient circumstances, desires, and needs.
• In patients on multiple daily injections and CSII, realtime CGM devices should be used as close to daily as
possible for maximal benefit. isCGM devices should be
scanned frequently, at a minimum once every 8 hours.
• When used as an adjunct to pre- and postprandial
blood glucose monitoring, CGM can help to achieve
A1C targets in diabetes and pregnancy.
• Periodic use of real-time CGM or isCGM or use
of professional CGM can be helpful for diabetes
management in circumstances where continuous use
of CGM is not appropriate, desired, or available.

American Association of Clinical Endocrinology
• CGM is strongly recommended for all persons with
diabetes treated with intensive insulin therapy.
• CGM is recommended for all individuals with
problematic hypoglycemia.
• CGM is recommended in children and adolescents
with T1D.
• CGM is recommended for pregnant women with T1D
and T2D treated with intensive insulin therapy.
• CGM is recommended for women with GDM on insulin
therapy.
• CGM may be recommended for women with GDM not
on insulin therapy.
• CGM may be recommended for individuals with T2D
treated with less intensive insulin therapy.

CGM has been found to be of
benefit for patients who use
insulin, regardless of whether
they have T1D or T2D.

AACE = American Association of Clinical Endocrinology; ADA = American Diabetes Association; CGM = continuous glucose monitoring;
CSII = continuous subcutaneous insulin infusion; GDM = gestational diabetes mellitus; isCGM = intermittently scanned continuous glucose
monitoring; T1D = type 1 diabetes; T2D = type 2 diabetes.
Source: References 7 and 11.
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Real-world data from the T1D
Exchange observational study of
11,469 people with T1D illustrate
benefits as well as disparities in
access to CGM. Of these patients,
48% were CGM users. The median
A1C was 7.7% in CGM users compared
with 8.4% in non-users. Rates of
diabetic ketoacidosis and severe

hypoglycemia were significantly
higher in non-users. Rates of CGM
use were highest in non-Hispanic
whites (50%), compared with 18%
in Blacks, and 38% in Hispanics.
Patients with private insurance were
more likely to use CGM (57%), than
those with public insurance (33%).10

Numerous practice guidelines
recommend the use of CGM,
including standards of care from
ADA, American Association of
Clinical Endocrinology (AACE),
and American College of
Endocrinology (ACE).7,11,12
Recommendations from ADA
and AACE are shown in Table 1.7,11

Third-Party Payment for CGM

I

nsurance coverage for CGM varies
among payers, and coverage
requirements change frequently.
In general, Medicare coverage for
CGM is through the durable medical
equipment benefit.
In 2017, Medicare began offering
coverage for CGM for patients with
T1D and T2D on intensive insulin
therapy. As of 2021, Medicare
provides coverage for therapeutic
CGM devices and related supplies are
covered by Medicare when all of the
following coverage criteria are met:13
1. The beneficiary has diabetes
mellitus.
2. T
 he beneficiary is insulin-treated

with multiple (3 or more) daily
administrations of insulin or a
continuous subcutaneous insulin
infusion pump.
3. T
 he beneficiary’s insulin
treatment regimen requires
frequent adjustment by the
beneficiary on the basis of
BGM or CGM testing results.
4. W
 ithin 6 months prior to
ordering the CGM, the treating
practitioner has an in-person
visit with the beneficiary to
evaluate diabetes control and
determined that criteria (1
through 3) above are met.
5. E
 very 6 months following the
initial prescription of the CGM,
the treating practitioner has

an in-person visit with the
beneficiary to assess adherence
to the CGM regimen and
diabetes treatment plan.
Commercial plans also generally
provide coverage for CGM but
requirements are plan-specific. Of
note, many commercial insurers
are waiving requirements for
in-person visits due to the COVID-19
pandemic.14 Some Medicaid plans
also limit CGM coverage to certain
patients, such as patients with T1D,
or to pediatric patients only.15 There
are many states in which Medicaid
recipients with diabetes do not
have any form of CGM coverage.
Sometimes Medicaid plans require

Table 2. CPT Codes for CGM
CPT Code
95249

Services
Personal use CGM start-up/training
Ambulatory CGM >72 hours; equipment provided,
sensor placement, hookup, calibration, patient training,
and printout of recording

95250

Professional use CGM start-up/training
Ambulatory CGM >72 hours; HCP office provided
equipment, sensor placement, hook-up, patient
training, removal of sensor, and printout of recording

95251

Who Can Perform Services
RN/LPN, PharmD/RPh, RD, CDE, MA, physician,
NP, PA: billed by the supervising physician, APP,
or hospital outpatient department

RN/LPN, PharmD/RPh, RD, CDE, MA, physician,
NP, PA: billed by the supervising physician, APP,
or hospital outpatient department

Personal and professional CGM interpretation

Physician, NP, PA:

Ambulatory CGM >72 hours; analysis, interpretation
and report

Pharmacists can do this in many states with a
collaborative practice agreement

APP = advance practice practitioner; CDE = certified diabetes educator; CGM = continuous glucose monitoring; CPT = Current Procedural
Terminology; HCP = health care provider; LPN = licensed practice nurse; NP = nurse practitioner; MA = medical assistant; PA = physician
assistant; PharmD = doctor of pharmacy; RD = registered dietician; RN = registered nurse; RPh = registered pharmacist.
Source: Reference 16.
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either documented hypoglycemia
unawareness or evidence of multiple
severe low blood glucose readings
(<50 mg/dL) to gain coverage. Many
Medicaid programs require patients
to maintain a 30-day log showing a
minimum of four fingersticks per day
before approving CGM coverage.15
The value that millions of Medicaid

recipients could gain from improved
access to CGM is enormous.

INSIGHTS

must be billed through a supervising
physician, advanced practice
provider, or hospital outpatient
department. Additional CPT codes
are available for remote physiologic
monitoring using CGM equipment;
however, pharmacists also must bill
these services incident to a billing
provider, such as a physician.

Current Procedural Terminology
(CPT) codes exist for training
patients to use CGM (Table 2).16 As
shown in the table, pharmacists
are able to perform these services
in some situations, but the service

Insights on CGM in
Community Pharmacy

S

imply wearing a CGM device
does not automatically
translate into improved
diabetes control if patients are
unsure of their treatment goals
and how to respond when their
glucose levels are out of range.
Patients are better able to respond
to data from CGM when they have
received education regarding their
glucose targets and the actions that
are appropriate to take when they
are out of range. To help ensure
that patients have the information
they need to respond to CGM
data, ADA Standards of Medical
Care in Diabetes state that, “when
prescribing CGM devices, robust
diabetes education, training, and
support are required for optimal
CGM device implementation and
ongoing use.”7 Thus, it is necessary
that a health care provider is able
to dedicate time to working with
patients who use CGM initially and on
an ongoing basis.
A lack of available health care
providers who offer CGM services
offers another opportunity for
community pharmacists to
support more widespread uptake
of CGM. CGM is often managed
by endocrinologists rather than
primary care providers, whose
practices must address a wide
range of patient needs.17 The
MAY 2022

Figure 3. U
 .S. Counties With at Least One Pediatric or Adult
Endocrinologist or Diabetologist

Source: Reference 17. Reprinted with permission.

endocrinologist workforce is small
and there are many patients who
lack an endocrinologist in the region
where they live. The distribution of
endocrinologists in the United States
is shown in Figure 3. Only about onequarter of all counties (24.7%) have
an endocrinologist, and not all of
these endocrinologists practice in the
area of diabetes, leaving critical gaps
in access for patients. The lack of
patient access to providers who can
support CGM creates an opportunity
for community pharmacists, who
are the most accessible health
care providers. The accessibility
of community pharmacists is
particularly timely given that

Community pharmacists
are the most accessible
health care providers,
creating an opportunity
to increase patient access
to providers who can
support CGM.
available data indicate the COVID19 pandemic has resulted in greater
barriers to patient consultations with
diabetes providers.18 Community
pharmacists are well-positioned to
address gaps in care providers for
patients who could benefit from

American Pharmacists Association | 5
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CGM, including those with T1D and
T2D. CGM devices are increasingly
becoming available through
the pharmacy benefit, allowing
patients to fill their prescriptions
at community pharmacies.15 This
dynamic places patients in the
proximity of pharmacists at a time
when patient education regarding
CGM use would be appropriate.
Furthermore, patients visit
community pharmacies much more
frequently than they visit primary
care providers (Figure 4), making
community pharmacies a logical
location for the provision of ongoing
monitoring and education services.19
Data show that pharmacists help
improve outcomes when they are
involved in CGM services.20,21
A study that compared pharmacistdriven implementation of
professional CGM to physiciandriven implementation found that
pharmacist-driven implementation
is associated with greater
reductions in A1C and more clinical
interventions than physiciandriven implementation. In this
study, pharmacists worked under
a collaborative practice agreement
and could manage diabetes,
including medication changes.20 In
another study, “clinical pharmacy
specialist” services for patients
with type 2 diabetes who provided
professional CGM resulted in
statistically significant reductions in
A1C.21 The authors noted that CGM

Figure 4. P
 atients Visit Community Pharmacies More Frequently
Than They Visit Primary Care Providers

PCP = primary care provider.
This cross-sectional study analyzed a 5% random sample of 2016 Medicare beneficiaries from
January 1, 2016, to December 31, 2016 (N = 2,794,078). Medicare Part D beneficiaries who
were continuously enrolled and had at least 1 pharmacy claim and 1 encounter with a primary
care physician were included in the final analysis (n = 681,456). Beneficiaries with Medicare
Part B skilled nursing claims or at least 1 Part D prescription drug claim from a mail-order
pharmacy were excluded, because these patients have markedly fewer opportunities to visit
a community pharmacy.
Source: Reference 19.

detected nearly half of patients
were experiencing nocturnal
hypoglycemia, yet many of the
patients were not complaining of
symptoms and had not previously
detected these low glucose levels
by BGM. The authors conclude that
widespread use of professional CGM
in pharmacist-managed diabetes
may provide valuable care and
improve outcomes more broadly.21
CGM services that could be
provided in community pharmacies
span several levels, including
simply dispensing CGM devices to
providing ongoing education and
diabetes management services and
prescribing CGM. However, being

able to bill for all of these services is
a challenge. Solutions that address
this challenge would represent a
critical opportunity to facilitate
widespread implementation in
community pharmacies.
Expanded access to CGM in
community pharmacies may require
adjustments to workflows and
staffing allocations to ensure that
pharmacists are available to deliver
patient services when needed. For
pharmacists and pharmacies to
make the adjustments necessary to
integrate these services, a business
model that adequately compensates
pharmacists for their time is needed.

Insights on Scope of Practice

I

deally, pharmacists with the
requisite training would be able
to identify and have the authority
to prescribe CGM for appropriate
patients and adjust patients’
medications as needed in response
to CGM data. This streamlined
practice model would improve

efficiency and access to services
for patients. However, pharmacists’
authority related to diabetes services
varies significantly across states
based on state practice acts.
In general, scope of practice for
pharmacists has expanded over the

past few decades to allow for an
increase in collaborative practice and
autonomous prescribing. Current
policies range widely regarding how
restrictive they are (Figure 5).22,23
In some states, pharmacists can
prescribe and dispense diabetes
equipment and devices. Additionally,
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In How Restrictive They Are
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all pharmacists and patients within
the state. To minimize logistical
barriers, collaborative practice
agreements should be written as
broadly as possible with regard
to both who is covered by the
agreement and which functions are
authorized. The National Alliance
of State Pharmacy Associations
provides compiled information to

Example From the Field

CPA = collaborative practice agreement.

some states allow pharmacists to
initiate, modify, and discontinue
diabetes medications based on
CGM data. However, many states
limit pharmacists’ ability to perform
these functions. In states where
pharmacists may be able to perform
these functions, they often must have
a collaborative practice agreement

Source: References 22 and 23.

in place. These agreements establish
a formal relationship between a
provider (usually a physician) and
a pharmacist to delegate patient
care functions to the pharmacist.
Collaborative practice agreements
can be patient-specific, populationspecific, or implemented as a
statewide protocol that applies to

Oregon provides pharmacists with
broad category-based prescriptive
authority. The Oregon Board of
Pharmacy statute ORS 689.645
states: “The board shall establish
by rule a formulary of drugs and
devices, as recommended by the
committee, that a pharmacist
may prescribe and dispense to a
patient pursuant to a diagnosis by
a health care practitioner who has
prescriptive authority.…”24 Types
of medications that pharmacists
typically have authority to prescribe
on a state level include hormonal
contraception and tobacco
cessation products.
guide state legislators and regulators
for the development of collaborative
practice agreements and statewide
protocols. These resources are
available at https://naspa.us/
resource/cpa-report/ and https://
naspa.us/resource/pharmaciststatewide-protocols-key-elementslegislative-regulatory-authority,
respectively.

Insights on Steps for
Expanding Access

I

mplementing widespread access to
CGM in community pharmacy could
revolutionize the care of patients
with diabetes. Roundtable participants
discussed several challenges that
must be addressed to advance CGM in
community pharmacies. They focused
MAY 2022

their discussion of strategies on
addressing billing and compensation
options for CGM, expanding scope
of practice to facilitate CGM services in
community pharmacies, and ensuring
that community pharmacists have
the education and training needed to

optimize the delivery of care based
on CGMs.

Billing and Compensation
Models
The lack of ability for pharmacists
to independently bill for educating

American Pharmacists Association | 7
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Table 3. A
 ction Steps for Addressing Billing and Compensation
for Pharmacists
1. Address the current payment situation so that pharmacists
earn compensation using the same billing mechanisms that
other competent educated providers use, regardless of
practice setting.
		
a. Advocate at a federal level for revisions to billing codes
and pathways to have pharmacists listed as eligible
providers in Medicare.
		
b. At state and commercial payer levels, advocate for
pathways that provide payment to pharmacists for clinical
services.
			
i. F
 or example: implement a general supervision
requirement, pass federal legislation defining
pharmacists as providers under Medicare Part B,
revise Current Procedural Terminology codes.
		
c. Address infrastructure to facilitate billing and
reimbursement for patient education services.
2. Determine other stakeholders that benefit from advancing
pharmacists’ services and form partnerships to advocate
collaboratively (e.g., patients, trusted providers operating as
an effective team, primary care providers, American Medical
Association, American Academy of Family Physicians,
American Academy of Pediatrics, Centers for Medicare and
Medicaid Services, payers, manufacturers).

Enabling pharmacists
to independently
bill for educating
patients about CGM
is a significant
opportunity to expand
CGM services in
community pharmacies.
patients about CGM is a significant
barrier to expanded CGM services in
community pharmacies. Currently,
the only mechanism for pharmacists’
patient care services to be financially
covered in the Medicare program is
for physicians and other qualified
practitioners to bill for them and for
oversight to be in place. Many private
insurers and Medicaid programs
align their benefits with Medicare
and have similar restrictions on
billing and compensation options

for pharmacists. Experts anticipate
that expansion of compensation
opportunities within Medicare
will spur the creation of similar
opportunities with private insurers
and Medicaid programs.
Without being able to bill a fee for
professional services, compensation
for dispensing the CGM product
is not sufficient to support CGM
services provided by pharmacists.
Pharmacists in some ambulatory
practices are able to bill and
receive payment for the initial
education of patients using CGM,
interpretation of CGM data, and
remote monitoring of CGM to help
patients understand their data and
adjust therapy accordingly. However,
these services must be billed under
an advanced practice provider. The
relevant CPT codes currently do not
include coverage at the community
pharmacy level, which impedes
implementation on a broad scale.
Roundtable participants advocated

strongly that community pharmacists
be paid the same way any other
competent provider would be paid
for providing patient education and
support for CGM. They indicated
other changes that will need to
happen to support CGM services,
such as workflow modifications and
resources dedicated to pharmacist
training, will be dependent upon the
creation of a sustainable business
model to support CGM services.
Participants also noted that an
important challenge is that community
pharmacies, by and large, are not set
up for billing using medical codes and
there will need to be modifications
to the infrastructure and logistics to
facilitate billing and reimbursement.
Participants brainstormed
strategies for expanding payment
opportunities. Table 3 lists strategies
that were supported for advancing
billing and compensation models
for community pharmacists. For
example, participants observed
that pharmacists have been
very successful in expanding
immunization access because
they are able to bill for both
product and an administration
fee when administering vaccines
and suggested reviewing the
reimbursement model for
immunization programs delivered
through pharmacies.
APhA has spearheaded efforts
to address compensation for
pharmacists on a national level by
advocating for Medicare provider
status recognition. APhA has
advocated for adding pharmacists
to the list of providers whose patient
care services, when delivered to
patients in medically underserved
communities, are covered by
Medicare Part B, and has supported
legislation such as the Pharmacy
and Medically Underserved Areas
Enhancement Act of 2021 (HR
2759/S 1362). If approved, this
legislation would allow pharmacists

8 | Practice Insights: Expanding Access to Continuous Glucose Monitoring Technology in Community Pharmacies

PRACTICE
Table 4. A
 ction Steps for Increasing Patient Access to Care and
Medical Devices

patient access to CGM, especially in
medically underserved areas where
endocrinologists and primary care
providers are limited. Roundtable
participants brainstormed strategies
for advocating to expand authority
(Table 4).

1. Advocate at a state level for changes in pharmacy practice
acts that support increased patient access through pharmacist
provision of CGM services, to include the following:
		
a. Population-based models for collaborative practice
agreements that allow pharmacists to initiate or modify
treatment for patients diagnosed with diabetes.
		
b. Incorporation of “prescribe, dispense, and administer
the drug/device(s)” into definition of pharmacy practice
statutes.
2. Highlight outcomes data from states with increased authority
around CGM and effects on glycemic outcomes and
adherence.
3. Leverage the expansion of telehealth to increase access to
pharmacists and pharmacy services.
4. Identify legislators with health care experience who could be
potential champions.
5. H
 ighlight increasing provider needs emerging from the
COVID-19 pandemic.
CGM = continuous glucose monitoring.

to bill for services within their states’
scope of practice.25
As an intermediate step in support
of advancing CGM services in
community pharmacies, roundtable
participants indicated that
manufacturers of CGM devices could
create pilot programs in community
pharmacies to compensate
community pharmacists as a strategy
for advancing implementation.
Funding provided through this type
of program could be used to support
general educational conversations
with patients about the benefits
of CGM without supporting a
specific product. These programs
help to identify patients who could
benefit from CGM and then connect
them with providers to explore
treatment options as appropriate.
Some participants noted that pilot
programs based on this type of
model are currently underway, and
these types of programs are currently
in place to support patient uptake of
insulin pumps.
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Additionally, if the Centers for
Medicare and Medicaid Services
(CMS) implemented a general
supervision requirement for
services delivered by highly
trained pharmacists, this action
would provide increased flexibility
for pharmacists to deliver CGM
services, particularly in community
pharmacies, and expand beneficiary
access to coordinated care.26 Multiple
pharmacy organizations, including
APhA, have advocated to CMS to
expand payment opportunities.

Expanding Scope of Practice
to Facilitate CGM Services in
Community Pharmacies
Pharmacists’ authority to
independently provide services
related to CGM is limited in many
states, which creates logistical
barriers to the provision of CGM
services in community pharmacies.
Expanding pharmacists’ scope of
practice to include the ability to
prescribe CGM devices and adjust
patient medications in response
to CGM data will help increase
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Increasing knowledge about the
value of pharmacists among state
legislators and regulators will
be critical for garnering support
for expanding scope of practice.
Participants observed that there
already exists a robust body of
evidence demonstrating that
pharmacists’ clinical services improve
patient outcomes while reducing
costs and recommended seeking
out individual champions in state
legislatures who understand the
value that pharmacists provide.27-29
They suggested identifying
legislators who have experience
working in the health care field as
potential champions who might be
most amenable to conversations
about improving health care access.
Participants also observed that the
impact of the COVID-19 pandemic on
the health care system has resulted
in provider burnout and staffing
shortages. This situation has reduced
resistance to expanding the ability
of pharmacists to act as physician
extenders.
Roundtable participants noted that
the COVID-19 pandemic has placed
significant stress on the health care
system and there are increasing gaps
in access due to staffing shortages
and health care provider burnout.
They indicated that primary care
providers are stretched thin now
more than ever and this situation is
increasing the need for pharmacists
to take on additional roles in chronic
disease management. Participants
anticipated that primary care
providers would welcome the help
that pharmacists could provide
in improving the management of
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Table 5. A
 ction Steps for Education and Resources for Pharmacists
1. Provide educational resources about CGM for community
pharmacists and student pharmacists that include, but are not
limited to:
		
a. Payment pathway options for both devices and patient
services.
		
b. Creating sustainable business models for CGM.
2. Use of success stories and the creation of CGM champions
within the community pharmacy.
3. Create modules that can be incorporated into curricula in
schools and colleges of pharmacy.
4. Educational programming should be provided with “bite-sized”
tools and resources (microlearning) that are sequential.
CGM = continuous glucose monitoring.

patients with diabetes. The increased
emphasis on at-risk contracting
and value-based purchasing
also increases the likelihood that
primary care providers will support
expanded services by pharmacists.
They recommended partnering with
physician organizations including
the American Academy of Family
Physicians, American Academy of
Pediatrics, and American Medical
Association to bolster advocacy
efforts. These types of efforts may
help to address the need to add
pharmacists under the definition
of a provider in federal legislation.
Participants suggested looking
to data from other countries,
such as Canada, that have had
success in allowing pharmacists
to provide expanded services for
chronic disease management as a
source of evidence of benefit from
pharmacists’ services.

Professional Education
and Resources
Many currently practicing
pharmacists will benefit from
education and training regarding
the use of CGM and how to use

data from these devices to optimize
patient care. A “Personal CGM
Implementation Playbook” for
integrating CGM technology in
clinical practice has been published,
but requires support for wider
dissemination and implementation.30
Expanding educational offerings
based on these recommendations
will help to prepare pharmacists
to deliver services in community
pharmacy settings.
Roundtable participants provided
recommendations regarding
the development of educational
offerings (Table 5). In particular, they
noted that time constraints are a
key issue in community pharmacy
settings and recommended the
creation of “bite-sized” educational
offerings that are up to 15 minutes
in length. They also observed that
chain community pharmacies often
use education and training created
by trusted partners or create their
own educational programming for
their pharmacists—noting that these
entities will need to balance CGMrelated educational offerings with
many other educational priorities.

Furthermore, roundtable participants
observed that a robust business
model to support CGM services
is needed to increase the priority
for CGM trainings, and educational
material and training should focus on
business models—and not just clinical
content—to increase widespread
adoption of CGM services. They also
suggested implementation of pilot
programs in select pharmacies as a
first step before chain-wide trainings.
Strategies for incorporating CGM
education into the curricula for
schools and colleges of pharmacy
were also discussed so that new
graduates enter pharmacy practice
prepared to offer CGM services.
Participants noted that CGM and
digital health are not currently
included in the Accreditation
Council for Pharmacy Education
accreditation standards, but these
standards are currently under
review and will be finalized in 2024.
Participants predicted that digital
health will likely be incorporated in
the standards revision, and then it
will be up to schools and colleges
to determine how to update their
curricula to adapt to the revisions.
They also observed that faculty at
schools and colleges of pharmacy
often incorporate training modules
from national organizations, such as
APhA, and the availability of CGMrelated materials could facilitate
implementation in curricula.
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Conclusion
There is a substantial body of
evidence demonstrating that CGM is
associated with improved glycemic
control for patients with both T1D
and T2D. However, CGM remains
underutilized, and disparities in care
are evident. One barrier to expanded
utilization of CGM is the lack of
an adequate number of providers
who offer the service. Developing
community pharmacy–based CGM
services has been proposed as
a logical solution for expanding
patient access. However, community
pharmacists currently are unable
to bill for the delivery of patient
education and counseling services
required to optimize patients’ ability
to benefit from CGM use. Abundant
data are available showing that
involving pharmacists in the care
of patients with diabetes improves
patient outcomes and reduces
overall costs of care.27-29 Data that are
specific to CGM services provided
by pharmacists reveal that these
services increase the percentage
of patients who achieve treatment
targets and are associated with
improved A1C values.20,21

Creation of sustainable business
models for community pharmacy–
based CGM will require expansion
of current payment pathways.
Additionally, expanding pharmacists’
scope of practice to allow them
to dispense CGM and adjust
medications in response to data
under protocols or collaborative
practice agreements will allow
services to be delivered more
efficiently and effectively. The

pharmacy profession should
collaborate with other stakeholders
who will benefit from improved
patient care to advocate for these
changes. As practice models
evolve, education and training for
pharmacists and student pharmacists
will be needed to support large-scale
implementation of CGM services in
community pharmacies.
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