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Consensus was not sought on any aspect of the discussion.
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ing is about 14 times greater for
someone with five or more chronic
conditions. For these patients, the
law provides access to a range of pro-
fessional services designed to im-
prove the safety and efficacy of drug
therapy. For pharmacists, this pre-
sents a new and important opportu-
nity to collaborate with patients and
other health care professionals to im-
prove medication-use outcomes. The
federal government hopes that the
act will not only bring about better
patient outcomes but also moderate
the rate at which health care and
drug costs have increased in recent
years.

The Centers for Medicare and
Medicaid Services (CMS), which will
administer the new benefit, is well
aware of the complex issues sur-
rounding the act’s implementation.
In fact, the proposed rule imple-
menting the 2006 prescription drug
benefit, issued by CMS on July 24,
2004, is unusual in that it seems to
raise as many questions as it answers.
As CMS develops the final regula-
tions governing the act’s implemen-
tation, it is seeking input on such
major issues as the criteria for eligi-
bility for MTM services, the scope of
core services to be provided, and the
qualifications of service providers.

P harmacists and other health
care professionals, as well as
Medicare beneficiaries, had

reason to welcome passage of the
Medicare Prescription Drug, Im-
provement, and Modernization Act
of 2003 (Public Law 108-173). The
act requires, among other things,
that all prescription drug plan spon-
sors participating in Medicare Part D
and Medicare Advantage plans pro-
viding a drug benefit under Part C
offer a medication therapy manage-
ment (MTM) program to help en-
sure that drugs are used to “optimize
therapeutic outcomes through im-
proved medication use, and to re-
duce the risk of adverse events, in-
cluding adverse drug reactions,” in
certain high-risk patients.

The Medicare beneficiaries target-
ed by the MTM program are those
who have multiple chronic condi-
tions, are taking multiple medica-
tions, and are likely to incur high
drug costs. The opportunity for the
MTM program to influence the qual-
ity and cost of care purchased by
Medicare is extraordinary. Just un-
der 80% of Medicare beneficiaries
have multiple chronic conditions,
and 20% of Medicare beneficiaries
have five or more chronic condi-
tions, with the latter group account-
ing for over two thirds of Medicare
spending.1 In general, health care
spending for a person with one
chronic condition is 2 times greater
than spending for someone without
any chronic conditions, while spend-
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To provide an opportunity for in-
dividuals in the private sector who
will be responsible for implementing
the MTM programs to explore these
issues, the American Society of
Health-System Pharmacists (ASHP)
and the Academy of Managed Care
Pharmacy (AMCP) recently con-
vened two Executive Sessions on
Medication Therapy Management
Programs. The first session was held
on June 14, 2004; the second took
place on August 18. Both sessions
were held at ASHP headquarters in
Bethesda, Maryland. Participating
were approximately 25 leaders repre-
senting pharmacy benefits manage-
ment companies (PBMs), health
plans, health care organizations, and
state and national pharmacy organi-
zations. Participants engaged in
frank and productive discussions but
remained fully cognizant of antitrust
requirements.

This report summarizes for the
pharmacy community and drug plan
sponsors the group’s discussions
with the aim of facilitating the suc-
cessful implementation of MTM
programs. Any specific views ex-
pressed were those of the individuals
expressing them, and no endorse-
ment is implied by other participants
or the organizations that employ
them.

First executive session
In welcoming remarks on June

14, ASHP Executive Vice President
and Chief Executive Officer Henri R.
Manasse Jr. noted that an executive
session is a forum designed to pro-
vide a safe space for the confidential
discussion of critical social issues.
The topic central to MTM—the safe
and effective use of prescription
medications by a vulnerable segment
of the Medicare population—is one
such issue. The participants in the
executive session are leaders who are
capable of using their spheres of in-
fluence to disseminate and advocate
for any recommendations that
emerge from the day’s discussions.

Although ASHP and AMCP would
publish the meeting proceedings in
their respective journals, none of the
comments would have attribution,
and the report summarizing the pro-
ceedings would be submitted to all
participating organizations for re-
view before publication.

One purpose of the first session
was to provide an introduction to the
scope and variety of current MTM-
type services and the settings in
which they are offered. Representa-
tives from an academic health center,
a state Medicaid pharmaceutical case
management program, a health
maintenance organization, and three
PBMs shared information about
their programs that are relevant to
MTM. Participants then discussed
elements that are key to the success-
ful participation of drug plan spon-
sors in an MTM program, namely
the core elements of an MTM pro-
gram, enrollee eligibility criteria, and
the similarities and differences be-
tween the services provided by inte-
grated networks and those offered by
standalone drug plan sponsors.

At the meeting’s end, participants
agreed that they had engaged in a
productive discussion and expressed
the desire to reconvene.

Second executive session
As the August 18 meeting opened,

AMCP Executive Director Judith A.
Cahill summarized some basic as-
sumptions and established objectives
for the day. These objectives were as
follows:

• Provide an opportunity for interested
parties to discuss and gain a better
understanding of the MTM program
requirement in the Medicare Pre-
scription Drug, Improvement, and
Modernization Act and the proposed
regulations that would facilitate im-
plementation of that requirement.

• Develop a broad framework for drug
plan sponsors to meet the MTM pro-
gram requirement, with a focus on
defining the core elements of an

MTM program and measurement
criteria to determine whether a plan’s
MTM program is achieving the ob-
jectives as set forth in the statute—
optimization of therapeutic out-
comes for beneficiaries by promoting
appropriate medication use, detec-
tion and reduction of adverse drug
events, increased adherence to medica-
tion regimens, and identification of
patterns of overuse and underuse of
medications.

• Encourage meeting participants to
consider the discussions that oc-
curred during these meetings as their
organizations develop comments on
the MTM program requirement for
submission to CMS on the proposed
regulations and as they begin to devel-
op their organizations’ MTM program.

Cahill stated that the general de-
sign of the MTM program defined in
the proposed rule shows that CMS
had heeded the advice offered by the
Pharmacist Provider Coalition
(PPC), a group of pharmacy organi-
zations whose goal is to ensure that
pharmacists are recognized as pro-
viders in Medicare Part B. PPC had
endorsed and shared with CMS sev-
en core principles that it believes
should guide CMS and drug plan
sponsors in the implementation of
the MTM provisions of the Part D
prescription drug benefit.

In the preamble to the proposed
rule, CMS has shown that it is flexi-
ble and open to suggestions. It has
not produced a dictum or a direc-
tive; indeed, noting lack of extensive
experience in the design of MTM
programs and wanting to encourage
innovation, CMS chose to suggest
options and welcome comments on
how the programs can be more
sharply defined.

Although much is uncertain, the
preamble makes several important
points that served as a foundation for
the day’s discussions. With respect to
defining core MTM program ele-
ments, the preamble mentions sever-
al services in addition to those
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named in the statutory language,
such as assessment of health status,
education of family members, coor-
dination of therapy, and collabora-
tion among providers. The preamble
reiterates that MTM services are dis-
tinct from drug dispensing. It also
underscores that MTM services must
be patient specific.

The statute sets forth three eligi-
bility criteria: Enrollees must (1)
have multiple chronic diseases, (2)
take multiple Part D-covered drugs,
and (3) be likely to incur annual drug
costs that exceed a certain level. CMS
proposes to give drug plan sponsors
the discretion to further define the
beneficiary categories as part of their
benefit design, even for the criteria
the statutory language explicitly desig-
nates to be defined by the U.S. Secre-
tary of Health and Human Services.

The law designates pharmacists as
MTM providers, but it also allows
others to provide MTM services. It
does not define who these other pro-
viders might be.

The law provides that drug plan
sponsors shall pay MTM providers
on the basis of the “time and resourc-
es used” to provide services, but the
proposed rule does not give drug plan
sponsors any additional guidance.

MTM programs are to be includ-
ed as components of the Medicare
drug benefit that would be offered by
prescription drug plan sponsors un-
der Part D and Medicare Advantage
plans providing a drug benefit under
Part C; there is no separate payment
for the MTM program. This poses a
particular challenge for drug plan
sponsors that offer a drug-only ben-
efit, as they will not reap the benefit
MTM promises in terms of reduced
visits to physicians’ offices and hos-
pital emergency rooms. In fact, the
program may at times increase drug
costs; therefore, some participants
recommended that CMS consider al-
locating a separate payment for
MTM services, even though that is
not consistent with the statutory
requirement.

CMS is requesting information
on current best practices, quality-
assurance considerations, and the
development of tools, such as score-
cards, that will enable beneficiaries to
compare MTM programs offered by
drug plan sponsors.

Discussion themes
On the basis of comments made at

both sessions, it was evident that par-
ticipants held a number of baseline
assumptions. Among the most im-
portant are the following:

• With MTM, the government has
made a major commitment to the
safety of drug therapy. The program
acknowledges a societal imperative to
take measures to effect optimal pa-
tient outcomes for a group of high-
risk individuals. As it enters this new
territory, CMS can benefit from guid-
ance from the pharmacy profession
and drug plan sponsors. Assistance in
defining core MTM services is essen-
tial. Meeting participants agreed that
MTM should go beyond traditional
pharmacy services, dispensing and
counseling, and brown-bag medica-
tion reviews, though recognizing the
value of such services.

• MTM programs offer an enormous
opportunity to pharmacy, and phar-
macy is in general prepared for the
challenge. The basic structure or ca-
pacity for realizing MTM goals is in
place; however, it will have to be in-
tensified. Working relationships must
be modified and expanded, and con-
tractual relations must be established.
The profession may also have to con-
sider creating new credentialing pro-
grams and enriching the pharmacy
curriculum, particularly in such areas
common to the Medicare population
(e.g., geriatrics and services for dis-
abled patients).

• Although some MTM services will re-
duce drug costs, MTM programs can-
not always be expected to do so; some
compliance and adherence programs
designed to optimize therapeutic out-
comes may result in higher drug

spending. CMS and drug plan spon-
sors cannot expect a quick financial
return on investment when drug cost
is the only consideration. For this rea-
son, as well as the uncertainties cur-
rently surrounding the program,
some plans may initially be reluctant
to apply to participate.

• Because the investment is large and
the stakes are high, accountability will
be essential. Measuring short- and
long-term outcomes and ensuring
individual and organizational com-
petence will be vital. Pharmacy-
management-specific criteria are
also essential. The lack of data and
data latency will be problematic but
not insurmountable.

• CMS’s desire for input from pharma-
cy will encourage the innovative
thinking needed to ensure high-
quality, cost-effective MTM services.

Core elements of MTM programs
The purpose of an MTM pro-

gram, according to the preamble of
the proposed regulations, is to “pro-
vide services that will optimize thera-
peutic outcomes for targeted benefi-
ciaries.” Such programs may include
elements designed to promote en-
hanced enrollee understanding, in-
creased enrollee adherence, and de-
tection of adverse events. Possible
services noted in the preamble in-
clude performing patient health
status assessments, formulating
prescription drug treatment plans,
managing high-cost and specialty
medications, evaluating and moni-
toring patient response to drug
therapy, providing education and
training, coordinating medication
therapy with other care management
services, and participating in state-
approved collaborative drug therapy
management.

Seven of the services listed in the
proposed rule also appear in a docu-
ment entitled “Medication Therapy
Management Services Definition,”
which was approved by a group of 11
national pharmacy organizations in
July 2004. The box lists the services
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agreed upon by the pharmacy organi-
zations; items appearing in italics
(i.e., items a, b, d, f, g, h, and i) also
appear in the proposed rule.

Attendees generally agreed that
MTM could include a broad scope of
services beyond the traditional coun-
seling associated with dispensing ser-
vices and that pharmacy should be
able to not only assume responsibili-
ty for providing these services but
also be held accountable for the out-
comes of such services.

At the same time, members noted
that the elements would require fine-
tuning to be useful. Such elaboration
would be needed both to limit the
scope of work and to make it possible
to assess outcomes. For example, in
its application, a drug plan sponsor
might state that it would be responsi-

Medication Therapy
Management Services

Definition (as defined by
11 national pharmacy

organizations in July 2004)

a. Performing or obtaining necessary as-
sessments of the patient’s health status,

b. Formulating a medication treatment
plan,

c. Selecting, initiating, modifying, or
administering medication therapy,

d. Monitoring and evaluating the pa-
tient’s response to therapy, including
safety and effectiveness,

e. Performing a comprehensive medi-
cation review to identify, resolve,
and prevent medication-related
problems, including adverse drug
events,

f. Documenting the care delivered and
communicating essential information
to the patient’s other primary care
providers,

g. Providing verbal education and train-
ing designed to enhance patient un-
derstanding and appropriate use of his
or her medications,

h. Providing information, support ser-
vices, and resources designed to en-
hance patient adherence with his or
her therapeutic regimens, and

i. Coordinating and integrating medica-
tion therapy management services
within the broader health care man-
agement services being provided to the
patient.

ble for the prevention of medication-
related problems for a designated list
of medications but not for drugs in
general.

A key service not mentioned on
either list was prevention. In keeping
with their professional mission and
the goal of this legislation, pharma-
cists should, it was suggested, take a
more proactive role in preventing the
progression of chronic disease. To
emphasize pharmacy’s expanded
role in the continuity of care, the
suggestion was made to include in
the list references to services that can
be provided at specific stages in the
care process where gaps commonly
occur. One such time is at discharge
from a hospital.

While participants agreed that this
spectrum of services should be avail-
able to every eligible enrollee, each
practice setting may not provide all
services. For participating drug plan
sponsors, the goal will be to design a
system in which a patient meeting
the plan’s criteria will be ensured of
receiving appropriate services,
whether from the plan itself or
through a contract or subcontract
between the plan and another entity
or individual.

Identification of target
beneficiaries

MTM services are of potential val-
ue to every patient, but drug plan
sponsors are not required to provide
them to every beneficiary. Resource
allocation is essential. Drug plan
sponsors must develop a rationale
that establishes the criteria on which
they will determine MTM eligibility,
with the understanding that, for a va-
riety of reasons, some patients will
not receive services from which they
would otherwise benefit.

The proposed rules define eligibility
broadly, stating that MTM beneficia-
ries are enrollees who have multiple
chronic diseases, are taking multiple
Part D-covered drugs, and are likely
to incur annual drug costs that ex-
ceed a certain level.

Multiple chronic diseases. Exist-
ing data on the incidence and preva-
lence of chronic diseases in the Medi-
care population should be a prime
source that plans can use in defining
the covered disease states. Also im-
portant is the availability of treat-
ment guidelines and firm evidence
on the effectiveness of drug therapy
in those treatment protocols. The use
of evidence-based medicine and out-
come indicators should make it possi-
ble to better assess outcomes. For ex-
ample, for diseases such as congestive
heart failure and asthma, there are
indicators that clearly show better out-
comes associated with certain drugs.
When determining the conditions on
which their programs will focus, drug
plan sponsors must bear in mind these
types of considerations.

Multiple drugs. The extent of
multiple drug use among the elderly
and the wide differences in the costs
of drug products make setting this
criterion exceptionally difficult. A
patient may be taking only one drug,
but, if it is the wrong drug, this could
have far-reaching implications for that
patient’s health outcome. Rather than
establishing a cutoff definition of
drugs on the basis of numbers alone, it
might be beneficial for plans to use
additional criteria beyond “the use of
multiple medications.” These could
relate, for example, to particular
combinations of drugs, the nonuse of
indicated drugs for certain diag-
noses, or situations in which patients
stop and resume therapy with drugs
used to treat chronic diseases.

Costs. Defining eligibility on the
basis of a single financial figure is
problematic in many respects. The
desirable figure for such a determi-
nation depends on one’s perspective.
The prescription drug plan, the gov-
ernment, and taxpayers would want
a different figure, for example, than
would beneficiaries. Moreover, it is
not just the big-ticket items that con-
tribute to overall health care costs. A
patient who spends relatively little on
drugs can be at risk for high overall
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health care costs if the medications
are not used appropriately.

If a cost threshold is set, a drug
plan sponsor would probably not
want to design its plan so that an
enrollee becomes eligible for MTM
only after having reached that set
dollar amount. It would be prefera-
ble to use modeling to determine that
the enrollee was on track to meet or
exceed the amount and then initiate
MTM to prevent that cap from being
reached.

Other criteria. Patient popula-
tions other than those meeting the
statutory definition of high risk, hav-
ing multiple chronic diseases, taking
multiple medications, and incurring
high drug costs, might benefit greatly
from MTM. Among these are benefi-
ciaries who see multiple physicians
and multiple pharmacists or those
who otherwise show a lack of evi-
dence of coordination of care. Also,
Medicaid-eligible Medicare benefi-
ciaries may pose different socioeco-
nomic or lifestyle-related risks.

Participants noted that drug plan
sponsors might want to use predic-
tive modeling tools to help identify
targeted patients.

Importance of outreach
Identifying potential eligible ben-

eficiaries is only the first step in de-
livering MTM services. Once these
individuals are identified, there must
be a structured means to help them
access services. This must be multi-
faceted, using not only the plans to
identify beneficiaries but also physi-
cian and pharmacist referral.

Beneficiary participation in MTM
programs will be voluntary; thus, an
individual who meets the enrollment
criteria may be identified, informed
of the service, and refuse to partici-
pate. Some informed seniors, on the
other hand, might ask their pharma-
cists whether they can participate.
That situation will most likely not be
the norm at the onset of benefit im-
plementation. It will be necessary to
reach out to potential recipients, invite

them to participate, and then follow
up to ensure service coordination.

As pharmacists reach out to pa-
tients, they may confront a stark reali-
ty. With respect to pharmacy services,
many patients have low expectations.
In many cases, their only wish is to be
assured that they have received the
right medication. MTM gives pharma-
cists broader responsibilities and will
require a corresponding rise in patient
expectations.

Perhaps because of their greater
dependence on medications, older
Americans are often more likely than
younger persons to have established
a trusting relationship with a phar-
macist. Nonetheless, many patients
view their physician as the ultimate
authority on medication use. Teach-
ing a patient to expect these services
from his or her pharmacist will re-
quire an educational effort to benefi-
ciaries and relationship building
among pharmacists, physicians, and
others in the beneficiary’s network of
care. The drug plan sponsor must
reach out to patients and other care-
givers with information about the
program and what it can accomplish.

Outreach efforts must touch phy-
sicians as well. Physician buy-in is
essential to the success of MTM pro-
grams. When issues relating to col-
laborative patient management arise,
many physicians say they understand
the need for such relationships but
note that they are not familiar with
the pharmacists practicing in com-
munity settings. In such a situation,
physicians may be reluctant to col-
laborate with pharmacists.

Building relationships with physi-
cians is essential. Community phar-
macy residency programs may be
one small way to build interprofes-
sional trust in the community setting.
Other methods must be explored, and
MTM, by emphasizing continuity of
care, can spur their development.

Finally, outreach efforts should
include patients’ family members
and other nonprofessional caregiv-
ers. These individuals are especially

important in the provision of care to
the elderly population. Caregivers
themselves, as well as enrollees, may
need MTM services.

A strengths-based approach
MTM services will be patient spe-

cific, focused on achieving the de-
sired outcomes in an individual pa-
tient. Participating drug plans must
design their programs and configure
their services in the way that will best
ensure attainment of this goal. In
some cases, the dispensing pharma-
cist may be the pharmacist who pro-
vides all or most of a patient’s MTM
services; in others, it will not. A pa-
tient who purchases drugs through
the mail, for example, could receive
MTM services from pharmacists on
staff with the mail-order service or
from a local pharmacy provider. A pa-
tient who purchases drugs at a local
pharmacy could receive MTM ser-
vices from another MTM provider.

Meeting participants emphasized
the need for a strengths-based ap-
proach; drug plan sponsors must de-
velop a plan that capitalizes on its
strengths, defines its services, and
then lets the patient choose the plan
in which he or she wishes to enroll.

Plan sponsors are likely to base
their program on existing strengths
and capabilities and then make ar-
rangements to ensure that its enroll-
ees can secure needed additional ser-
vices elsewhere. The plan sponsor
would design an MTM program that
would identify potential enrollees at
the time they entered the plan, bring
them into the MTM program, create
the scope of services around patients’
needs, and use triage, where neces-
sary, to ensure that patients receive
necessary services. Some meeting
participants noted that a drug plan
sponsor with a mail-service (or mail-
order) pharmacy may use its clinical
pharmacy call center as a starting
point for the provision of MTM ser-
vices. A community pharmacy, or
any other setting, would use a similar
strengths-based strategy—devising
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made through MTM programs
would need to be coordinated with
the initiatives of the new Chronic
Care Improvement Program.

 Qualifications of MTM providers
The act does not set educational

or experiential criteria for pharma-
cists or other qualified providers of
MTM services. Pharmacists seem to
be seen as the primary providers of
MTM services; however, this is not
explicit. Meeting participants agreed
that drug plan sponsors would need
some flexibility to determine who
qualifies under their program and
might consider prospective providers’
training, education, and experience.

A graduate of a doctor of pharma-
cy (Pharm.D.) program should be
capable of providing core MTM ser-
vices, most group members agreed,
even though a recent graduate may
lack the in-depth experience needed
to handle the most complex cases.
Some new graduates and seasoned
practitioners may need additional
education and training in geriatrics
to meet the needs of this population.
Pharmacists with certification in cer-
tain specialties are well prepared for
providing core MTM services in
those specialty areas, although their
numbers are insufficient to limit the
provision of MTM services to these
pharmacists. Pharmacists with a
bachelor of science degree and no
certification, but with years of expe-
rience in the appropriate setting, are
also well qualified to provide MTM
services.

Meeting participants suggested
several ways of tackling these inter-
locking challenges. First, any drug
plan sponsor should ensure that its
work force is diverse and comple-
mentary in terms of experience,
skills, and knowledge. Plans can set
an educational and experiential pro-
file and use it as a reference point
when hiring new employees or con-
tracting with community-based
pharmacists or other MTM provid-
ers. Plans should offer incentives that

an MTM patient care approach
(from identification and enrollment
to actual provision of services) based
on its current strengths.

There may be service bifurcation
as plans call on their different inter-
nal strengths and rely on networks or
contracts to ensure that enrollees re-
ceive specialized services or services
that entail the collaboration needed to
offer continuity of care. MTM pro-
grams will continue to evolve to best
meet the needs of individual patients.

Referral for MTM services
A comprehensive menu of servic-

es is meaningless if it is underused.
For this reason, the manner in which
services are triggered is a major con-
cern. In preparing its proposal, the
drug plan sponsor must articulate its
criteria for determining that a patient
needs MTM services and provide op-
portunities for multiple points of re-
ferral. Ideally, anyone in the continu-
um of care should be able to make a
referral, including community phar-
macists, who are often in an ideal po-
sition to identify patients in need of
such services.

Reliance on any single source
would be too limiting. Experience
with other federally supported pro-
grams has shown that if referral is
dependent on physicians alone, for
example, it is likely that many pa-
tients will be missed and that MTM
services will be underused.

These points of referral might be
episodic and related to a particular
point in the continuum of care. For
example, they might occur when a
patient is discharged from the hospi-
tal to home or to an assisted-living
facility.

Plans must also develop a plan for
determining how they will ensure the
delivery of services. The patient
should be referred to the provider;
the drug plan sponsor would then
decide whether its model accommo-
dates the service requests.

To ensure continuity of care, it
was noted that recommendations

encourage their work force to attain
new levels of achievement.

It was suggested that the profes-
sion may need to explore new cre-
dentialing paradigms. The entry-
level Pharm.D. degree and specialty
certification have brought a new level
of excellence to the profession. Other
forms of recognition, tailored to the
needs of MTM programs, could be
developed.

One participant suggested that
CMS could eventually develop con-
ditions of participation for plans.
Given the diversity of program set-
tings and patients’ needs, defining
meaningful baseline criteria would
be difficult.

Ensuring that pharmacists are
prepared to provide high-quality
MTM services in sufficient capacity
to meet the needs of MTM programs
is ultimately a deployment issue for
the entire profession. It will require
collaboration among employers and
educational institutions. The latter
must make sure that their curricula
prepare graduates adequately to pro-
vide MTM services. Employers must
realize that pharmacists, no matter
how knowledgeable and skilled, must
practice in a professional work envi-
ronment that is conducive to provid-
ing high-quality patient care services
in order for MTM to be successful.

The proposed rule states that, in
addition to pharmacists, other health
care providers can have roles in
MTM. Who these professionals
might be and what roles they might
assume will depend on enrollee char-
acteristics, core elements, and health
care settings defined elsewhere in the
drug plan sponsor’s proposal.

Ensuring accountability
Those attending the executive ses-

sions had no doubt that CMS will hold
drug plan sponsors and those who
work for or contract with them ac-
countable for the outcomes of MTM
services. They prefaced their discus-
sions of accountability with two over-
arching thoughts. The first is that be-



SPECIAL FEATURES  Medication Therapy Management Programs

591Am J Health-Syst Pharm—Vol 62  Mar 15, 2005

ing held accountable for the outcomes
of MTM services is a landmark—
pharmacists will move beyond simply
being responsible for such services. The
second idea, expressed succinctly by
one attendee, is that good manage-
ment requires accountability mecha-
nisms: “You cannot manage what you
cannot measure.”

Although agreeing on the need for
accountability, participants had
many questions concerning how it
will be ensured under MTM. A basic
question is, who will be held ac-
countable? The plan and the provid-
er may not be the same entity. If the
drug plan sponsor is held account-
able, how will it delegate account-
ability to the provider?

Outcomes measures for an inte-
grated network will differ from those
of a freestanding plan. Although
some measures will be shared, others
will not. Issues relating to collabora-
tion and continuity of care, for ex-
ample, must be addressed by inte-
grated plans. Sponsors of such plans
are also interested in total outcomes,
expressed by such criteria as reduc-
tions in overall hospitalizations.
Standalone plans do not currently
have the medical data on which to
evaluate the role their services play in
achieving such a goal.

One solution, stimulated by
MTM, is to design plans in a manner
that will blend the population-based
focus of PBMs with the traditional
individual responsibility of the pro-
vider. MTM will require the forma-
tion of networks. To make the pro-
gram work, a means must be found
to merge pharmacy claims data with
medical data.

The need for data is an overriding
problem. National data, available
from the National Committee for
Quality Assurance’s HEDIS (Health
Employee Data and Information Set)
and Medicare’s quality improvement
organizations, can be tapped. High-
quality outcomes measures, such as
the Study of Clinically Relevant Indi-
cators for Pharmacological Therapy

(SCRIPT) measures developed by
CMS and the Medication Appropri-
ateness Index developed by the Veter-
ans Affairs Measurement Excellence
and Training Resource Information
Center, will likewise be helpful, par-
ticularly when geared specifically to
the geriatric population.

The bottom line with respect to
data, as one participant noted, is that
“you’ve got to work with what you
have.” Good work can be done in
ensuring accountability, even though
the data are not perfect or complete.
At the same time, given the impor-
tance of data sharing, information
technology will be crucial to the suc-
cess of programs from multiple
standpoints—for transferring infor-
mation among health care providers,
between plans and providers, and be-
tween providers and patients and for
capturing claims data and other in-
formation needed for measuring
outcomes and determining costs.
CMS may want to consider investing
in a means to ensure efficient data
transfer that can be used by all pro-
gram participants. Such a tool would
be invaluable in ensuring interpro-
gram consistency.

Need for MTM-specific outcome
criteria

Ultimately, CMS will most likely
be the source of the data most need-
ed by drug plan sponsors to assess
both long- and short-term outcomes
of MTM programs. If, as these pro-
grams get under way, CMS could de-
velop criteria to compare the impact
of different MTM programs on
Medicare beneficiaries’ overall health
needs, it would create a more com-
plete picture with which to measure
MTM programs’ success. CMS is de-
veloping the capacity to issue month-
ly claims feeds. It will provide these
data to the Chronic Care Improve-
ment Program participants and
could also make them available to
drug plan sponsors.

In light of the absence of direction
from CMS and access to historical

data, the profession itself should de-
velop a set of measures that drug
plan sponsors and CMS can use to
assess the success of MTM programs.
Participants from pharmacy organi-
zations suggested that they could,
through their respective founda-
tions, create a subcommittee that
could survey the literature, hold a
research-based discussion, and de-
velop such indicators.

The assumption underlying any
such effort should be that a reduction
in overall drug costs is just one crite-
rion on which to rate the success of a
program. Some aspects of MTM will
increase drug costs.

Working on this premise, partici-
pants sought to identify some cost-,
condition-, and process-specific
guidelines that could be used as crite-
ria to assess MTM services. Among
those named were adherence to the
medication regimen and decreases in
rehospitalization rates. Some criteria
can be condition-specific; however,
given that enrollees will have multi-
ple conditions and that the effects of
these conditions are more than addi-
tive, focusing on conditions alone
yields limited data. The National
Center for Health Statistics has data
on Medicare beneficiaries that may
be helpful in setting these types of
criteria.

Patient satisfaction is an outcome
measure. Plans will need to devise
ways to secure patient-satisfaction
data from enrollees themselves. If pa-
tients are not satisfied, they will
change plans. Such measurement
tools need not be overly sophisticat-
ed. Questions such as “Was your
pharmacist responsive to your
needs?” or “Did you have access to
the pharmacist?” could serve as a
starting point. Plans should likewise
survey physicians to gauge their sat-
isfaction with pharmacy services.

Valuable as discrete indicators are,
there is a danger that in focusing on
them, the overall objective of en-
hanced patient care through im-
proved medication use could be lost.
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as an opportunity to identify and test
a broad range of programs and en-
sure it gets the best outcomes for the
smallest investment. For the drug
plan sponsor, the goal will be to sub-
mit a bid that is low enough to get the
business but high enough to make
participation feasible.

With respect to economic incen-
tives, participants underscored two
important elements. First, CMS must
assess the MTM component of pro-
posals separately from drug costs and
must use consistent, well-defined cri-
teria in making these assessments.
The MTM segment of a plan’s pro-
posal should account for a specific
percentage of the overall score. If
MTM services do not receive sepa-
rate treatment, participants will lack
the incentive to perform them well.

Second, CMS must set realistic ex-
pectations. If a plan proposes to serve
3% of its Medicare enrollees, CMS
cannot demand that it serve 6%, un-
less CMS is willing to accept a corre-
sponding decrease in the breadth of
services provided to each of these indi-
viduals as well as less-desirable results.
Tradeoffs will have consequences.

Moving forward
Asked what solid take-home

points they had gained from the
meeting, meeting participants stated
that MTM was a “valuable” program
and an opportunity to “convince the
world that pharmacy has something
to offer.” They urged that the profes-
sion take advantage of the opportu-
nity CMS has made available to help
define the criteria under which the
program will operate. “We can’t
leave it to chance,” one participant
cautioned. Many applauded the pro-
gram for its potential to improve care
coordination for a group of enrollees
among whom fragmentation of ser-
vices is a long-standing problem.

Uncertainties abound—it is a
“system waiting to be defined.”
Through collaborative action, an
open-minded approach, and com-
mitment from CMS and the profes-

Plans cannot focus too much on cer-
tain indicators, no matter how infor-
mative, at the expense of others. En-
suring an appropriate balance should
be the responsibility of drug plan
sponsors.

Economic incentives for
participation

Among the many factors that sur-
round the design and implementa-
tion of MTM services, none is more
important, or less predictable, than
how many drug plan sponsors will
decide to apply to participate in the
programs, particularly at the outset.

Because MTM programs are cur-
rently so loosely defined, many uncer-
tainties exist. Noting that the program
may add financial risk, one partici-
pant suggested that participating
plans might want to insure the MTM
segment of their plans against finan-
cial loss. Yet another issue is the fun-
damental difference in care needs,
even among this identified high-risk
population. One participant praised
the program structure because, by
offering the possibility of risk adjust-
ment, it will offer plans an incentive
to manage complex patients. Previ-
ously, plans might have been reluc-
tant to accept such patients because
of a fear of adverse economic conse-
quences. Under MTM, a plan that
successfully manages patients with
diabetes, for example, may choose to
try to attract this patient group be-
cause of the risk adjustment.

Some standalone plans may see few
economic incentives, and a great deal
of work, associated with offering an
MTM program. Others may view the
program as a way to create win-win
situations for themselves and their
beneficiaries.

Participants presumed that CMS
will expect a return on its invest-
ment, although it has also made a
commitment, with MTM, to safe
drug use. The Bush administration
has placed a strong emphasis on
competition in the marketplace, and
CMS may see program applications

sion of pharmacy, the needed defini-
tions will gradually emerge. The
stakes are high. “How we adjust,”
noted one participant, “will be a
measure of our profession.”

Finally, participants concurred
that MTM programs mark an evolu-
tion, rather than a revolution, in
pharmacy services. The basic compo-
nents of MTM are in place. Success-
fully implementing MTM will chal-
lenge programs to become familiar
with the legislation, assess their
strengths, and build on those
strengths to broaden pharmacy’s role
in ensuring safe drug use, the cost-
effective use of resources, and opti-
mum health outcomes.
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