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Abstract 

 

Introduction:  For every $1 spent on prescription drugs, another $1.30 is spent to 

correct drug-related problems.  Pharmacist-delivered medication therapy 

management (MTM) services have been documented to decrease the number of 

drug-related problems; however, patient underutilization of MTM services hinders 

these programs from realizing their goals.   

Purpose:  Using a grounded theory approach, explain the process by which a 

patient decides whether to initially attend an employer-sponsored, pharmacist-

delivered MTM service by assessing the influence of social, cultural, and/or 

psychological variables on the patient’s decision. 

Methods:  Focus group participants were recruited from two large self-insured 

employer groups in Minnesota that offered MTM services as a voluntary health 

insurance benefit, but which were experiencing low beneficiary enrollment.  Study 

participants were at least 18 years old and were taking four or more prescription 

medications daily.  Participants were assigned to focus groups based on gender, 

whether they were MTM-naïve or MTM-experienced, and on number of daily 

medications.  Data regarding patient decisions to utilize healthcare services were 

collected during 12 focus group sessions.  Sessions were audio and video recorded, 

and data codified by two coders. 

Results:  Two primary determinants emerged:  A patient’s Healthcare Utilization 

Paradigm and their Value Assessment of MTM.  The resulting DECISION model 



vii 

describes specific variables that impact a patient’s evaluation of MTM:  Healthcare 

Attitudes, Healthcare Team Relationship, Medication Attitudes, Monetary Impact, 

MTM Service Expectation, Accessibility and Convenience.   Only MTM utilization 

status discriminated between patients within the model; MTM-naïve participants 

yielded twelve unique variables.    

This research contributes several new variables beyond what could be extrapolated 

from the existing Theory of Planned Behavior, Behavioral Model of Healthcare 

Utilization and AIDA marketing models:  Cost of MTM Visit, Employer-Sponsored 

Healthcare Program, Dissonance of External Review, Scope of Services, Timing of 

MTM Recruitment, Trust of Program Sponsor, Pharmacist Relationship and 

Pharmacy Practice Experience.   The latter four appear to most significantly impact a 

patient’s decision to participate in MTM. 

Conclusions:  A patient’s social network, cultural views, economic paradigm and 

previous experiences play important roles in their MTM participation decision.  The 

results of this study can enable MTM program sponsors and providers to optimize 

patient participation by increasing interest in MTM. 
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Chapter 1: Introduction 

1.1 Introduction 

The cost of private health insurance premiums has increased 142.5% from 

1990 to 2008, prompting many U.S. employers to increase employee premiums, 

reduce benefits, or drop coverage altogether.  Other employers have taken 

additional steps to curb the rising cost of healthcare and are now going on the 

offensive to combat these increases (Group, 2009; Mendes, 2010).  Although 

employers have any number of ways to address the rising costs of healthcare, one 

strategy has been to utilize new health and wellness benefits (Hess, 2010).  Many of 

these new benefits have been able to demonstrate cost savings to the employer and 

improve the quality of care for participating patients (Aldana, Merrill, Price, Hardy, 

& Hager, 2005; Naydeck, Pearson, Ozminkowski, Day, & Goetzel, 2008).   

An example of an organization offering a new “wellness” offering to address 

the rising cost of care is the City of Duluth, MN.  In March of 2008, the City of Duluth, 

in conjunction with their pharmacy benefit manager (PBM), implemented a 

Medication Therapy Management (MTM) program (Clearscript & Diedrich, 2010).  

The goal of this new benefit was to encourage participants to use the safest, most 

cost-effective medications to treat their medical conditions.  Specifically, the City 

desired an increase in the rate at which generic medications were utilized within 

their prescription drug benefit, as for every five percent increase in generic 

utilization, the City could save $280,308 annually in prescription drug costs (Seifert, 

Cernohous, & Fuchs, 2007).   Additionally, the City also desired to decrease the 
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amount of productivity lost due to poor management of medical conditions and 

poor medication adherence.  However, as with most health benefits or wellness 

programs, changes in cost or quality of care cannot be realized if the beneficiaries do 

not utilize the service.   In order to achieve the desired outcomes, it is imperative 

that patients who qualify for these new benefits enroll and participate in the service.  

MTM is a healthcare service that primarily aims to optimize the outcomes of 

a patient’s medication regimen.  Specifically, MTM has demonstrated both the ability 

to improve the quality of care patients receive, while also controlling healthcare 

costs with a positive return-on-investment (ROI) to the sponsor of between 1.29:1 

and 12:1 (de Oliveira, Brummel, & Miller, 2010; Isetts et al., 2008).  The present 

challenge within many existing MTM programs is generating adequate levels of 

utilization of this new benefit to realize the anticipated savings to the health plan, 

thereby justifying the administrative costs involved.   

The U.S. MTM market would typically be described as having three main 

segments: cash paying patients, government-sponsored MTM programs (e.g., 

Medicare Part D) and commercial MTM programs (e.g., UPlan)(Lehman & Winer, 

2001).  Each of these segments contains a set of patients who have distinct 

characteristics and, in many cases, unique needs compared to the other segments.  

As a result of the Medicare Modernization Act (MMA) of 2003, extensive research 

has been conducted with regard to government-sponsored MTM programs; 

however, only a limited amount of research has been published about commercial 

MTM programs (Hassol & Shoemaker, 2008; Services, 2010b).  Presently there is a 
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gap in the literature regarding patient recruitment and sub-segmentation within 

commercial MTM programs.  Therefore, this research project will focus specifically 

on the commercial MTM segment in order to address this gap in knowledge.   

Current utilization of the MTM benefit within the commercial marketplace 

ranges from 5%-25% of eligible beneficiaries (Clearscript & Diedrich, 2010; Stratton 

et al., 2010).  The most frequently referenced desired utilization goal is 30% of 

eligible MTM beneficiaries (Hassol & Shoemaker, 2008; Seifert & Schondelmeyer, 

2009).  Presently, there are many questions that remain unanswered regarding 

MTM; however, the two questions this research will focus on are: how should the 

commercial MTM marketplace be segmented and how should targeted MTM 

beneficiaries be approached during future recruitment attempts?  Without having a 

fundamental understanding of these two questions, beneficiary recruitment into an 

MTM program remains an exercise in trial and error.   

Preliminary focus group research about MTM programs has shown that the 

name “Medication Therapy Management” and its associated abbreviation (MTM) is 

confusing to beneficiaries; likewise, beneficiaries do not find existing marketing 

attempts to be personal in nature (i.e., they find them to be generic and non-specific 

to their needs/situation).  Beneficiaries have also recommended that any new MTM 

benefits have an organizational champion (e.g., member of senior leadership) in 

place at the time of implementation of the MTM benefit (Garcia, Snyder, McGrath, 

Smith, & McGivney, 2009).  However, subsequent marketing attempts that utilized 

combinations of recommendations such as these have failed to result in levels of 
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beneficiary participation desired by program sponsors (Stratton, et al., 2010).  

Additionally, this preliminary research has stopped short of examining the full 

extent to which a beneficiary understood the benefit, or to provide 

recommendations as to how a pharmacist MTM-practitioner or MTM plan sponsor 

could increase attendance to MTM encounters.    

In summary, many employers who provide healthcare coverage to their 

employees are looking for strategies to address the rising cost of providing this care, 

while also maximizing the productivity of each employee.  To accomplish this 

productivity maximization strategy, employers need their employees to receive 

optimal care for the conditions they presently have and work to improve the health 

of their employees over time to prevent the development of future health 

conditions.  In order to achieve this goal, employers are offering their employees a 

variety of innovative health programs as covered health benefits.  Many of these 

programs, specifically MTM, are experiencing low rates of participation which 

erodes the program’s ability to produce its desired outcome.   However, if MTM 

benefit administrators had a better way to segment a commercial MTM market and 

had specific strategies to target eligible beneficiaries it may increase the possibility 

of achieving desired program outcomes.     

1.2 Statement of Problem 

As commercial health insurers, employer-healthcare insurance sponsors and 

pharmacy benefit managers (PBMs) continue to expand clinical pharmacy benefit 
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offerings, the associated opportunity to deliver MTM services should likewise 

continue to expand.  However, as documented within the literature and in 

conversations among pharmacist-providers of MTM, the greatest struggle is not 

with coverage for the service, but rather patient recruitment into the MTM services 

(Hassol & Shoemaker, 2008).  Currently, within the University of Minnesota’s UPlan 

(the University’s self-insured health insurance program administrator) patient 

recruitment has been identified as the single greatest challenge with implementing a 

new MTM benefit to its beneficiaries (Stratton, et al., 2010).   

Prior to the University of Minnesota (UM) system-wide launch of the MTM 

benefit, UPlan administrators determined that approximately 13,000 UM 

beneficiaries were eligible for the MTM benefit and that, following a 12-month 

targeted MTM marketing campaign, 1,300 (10%) of the eligible beneficiaries should 

be enrolled within the MTM benefit (Seifert & Schondelmeyer, 2009).  Prior to the 

University launching the benefit system wide, Stratton, et al. conducted an 18-

month-long pilot of the MTM service and benefit in Duluth on a coordinate campus 

at the University of Minnesota Duluth (UMD).  At UMD, it was determined that 

approximately 900 beneficiaries were eligible for the MTM benefit; however, after 

18 months of having the benefit in place only 68 beneficiaries had enrolled despite 

repeated passive (e.g., mass UPlan member mailing brochure campaign) and active 

(e.g., targeted eligible member-mailing and telephone recruitment campaign) 

promotional attempts.  Furthermore, after expanding the benefit to the entire 

University system for 18 months, only 731 beneficiaries had successfully enrolled 
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despite the development of an extensive MTM provider network and repeated 

beneficiary communications (Balthazor, 2010).  This MTM enrollment rate equates 

to 5.3% of eligible beneficiaries opting into the program over the course of 18-36 

months.  This low beneficiary enrollment rate is not isolated only to UPlan, but is 

also being observed within other regional employers who offer an MTM benefit, 

such as General Mills (Administrator, 2010).   

In 2008, General Mills implemented an MTM benefit similar to the one 

utilized at the University of Minnesota.  Both General Mills’ and UPlan’s MTM benefit 

followed very similar structures with one noticeable exception.  General Mills’ 

benefit does not offer beneficiaries an incentive to participate in the benefit through 

the use of a prescription copay reduction, whereas UPlan offers an $8 reduction on 

all prescription medication copays for six months.  Similar to UPlan, General Mills 

has used both passive and active promotional components to their marketing plan 

and, after 24 months of having an MTM benefit in place, General Mills has recorded a 

6.4% utilization rate among eligible beneficiaries.  Both of these enrollment rates 

remain well below the MTM participation rates required to make these programs 

administratively cost beneficial (12% of MTM eligible beneficiaries are required to 

participate to justify administrative costs) or able to impact care in a way that plan 

sponsors intended to achieve at the outset (Administrator, 2010).  Therefore, it is 

critical that a mechanism to address these low MTM participation rates be 

developed to help ensure these programs become and remain financially viable.  
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Without the attainment of financial viability (cost neutrality) these benefits will 

likely be contracted to save on total healthcare costs.    

1.3  Purpose and Specific Objectives  

The primary purpose of this proposed grounded theory research-based 

project is to describe how patients decide to attend (enroll in) a pharmacist-

delivered MTM appointment (program).  Grounded theory as a research 

methodology was first developed and described by Glaser and Strauss in the 1960s 

(B. Glaser & Strauss, 1967; B. G. Glaser & Strauss, 1965).  The research method starts 

with the assumption that a theoretical framework (model) exists to explain the 

research question.  In order to generate the data-driven model (as intended by this 

research methodology) researchers should leave behind any preconceived theories 

they have regarding the area of study at the outset (Strauss & Corbin, 1998).  The 

researchers then work to systematically gather and analyze data related to the 

research question and area of study.  Following data analysis, a theory is generated 

that Glaser and Strauss describe as looking more like “reality” than a theory that is 

“derived by putting together a series of concepts based on experience or solely 

through speculation” (Strauss & Corbin, 1998).  Upon completion, grounded theory 

research-based models should offer valuable “insight” and understanding regarding 

a behavior or action.   

Grounded theory as research methodology follows a systematic approach to 

data collection and analysis by the researcher.  Within this methodology, 
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conclusions derived from the data analysis stage are to be re-presented to the 

research participants for the participants to confer or refute.  Depending on the 

participants’ responses, researchers will revise the theory and re-present it until 

agreement is achieved between the theory and the research participants.  This 

circular process of interaction between researchers and participants creates the 

rigor of grounded theory.  When discussing qualitative based research, it has been 

proposed that, instead of using the terms internal validity, external validity, 

generalizability, and objectivity, that the terms credibility, transferability, 

dependability, and conformability be used (Lincoln & Guba, 1985).  This research 

project has been designed to follow the research guidelines that have been 

established regarding the generation of a grounded theory research-based 

theoretical framework (Corbin & Strauss, 2008).     

This research project intends to incorporate the existing literature regarding 

professional health service marketing, consumer behavior and medical care 

utilization into the generation of a grounded theory regarding a patient’s 

participation in an MTM encounter. Specifically, the “Behavioral Model of Healthcare 

Utilization,” the “Attention-Interest-Desire-Action” (A-I-D-A) model, and the “Theory 

of Planned Behavior” will be used as the theoretical models to inform the question 

formation within this grounded theory approach.  One of the topical sub-questions 

in this research project is to determine, “What psycho-sociocultural factors 

influence a patient’s decision to attend an initial MTM encounter?” (Lavidge & 

Steiner, 1961).  
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The primary objective of this research plan is to generate a grounded theory 

that describes the factors that influence a patient’s decision to initially attend a 

pharmacist-delivered MTM service.  Additionally, based on the findings of this 

proposed research project, a series of recommendations will be made to help 

facilitate increased patient recruitment into MTM programs. The aims to support 

this objective are: assess whether a patient’s intent to use MTM services differs 

based on any social, cultural, and/or psychological variables, and determine if these 

factors offer explanations for differential uptake in different MTM programs. 

The proposed research project will build upon the existing health 

segmentation/health-marketing literature to provide a strategy by which 

individualized marketing plans can be developed to facilitate the recruitment of 

patients into MTM programs in the non-Medicare marketplace (Worley, 2005).  To 

date, only a limited amount of information has been generated as to how the MTM 

market should be segmented; the majority of this literature describes attempts to 

segment only Medicare Part D beneficiaries.  Without knowing if various MTM 

market segments exist and what variables may be predictive (or explanatory) of 

MTM participation, Medication Therapy Management Services (MTMS) will likely be 

continually underutilized, ultimately representing a missed opportunity to improve 

the health and quality of life of patients while controlling costs. 

The long-term interest of this researcher is to: be able to determine the 

significant commercial MTM market segments; identify individual predictors of 
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MTM program participation; and create an educational intervention that selectively 

engages eligible commercial beneficiaries to participate in MTM programs.  

1.4 Study Significance 

Upon the completion of the proposed research project, MTM providers and 

MTM plan sponsors will have a grounded theory that may be applied to strategically 

segment their patient population and individually identify the “messages” that will 

allow patients the ability to recognize their individual need for MTM.  By increasing 

patient recognition for the need for MTM, plan sponsors should see increased 

utilization of the MTM benefit, increasing the plan’s ability to control healthcare 

related costs and improve the quality of care participating patients receive. 

In 2009, approximately 194 million individuals had employer-sponsored 

health insurance (private health insurance) and nearly all of those individuals 

(99%) also had employer-sponsored prescription drug coverage (DeNavas-Walt, 

Proctor, & Smith, 2010; Kaiser, 2010).  If all of these beneficiaries were offered a 

MTM benefit program similar to that of UPlan or General Mills, it can be estimated 

that approximately 58.2 million of these beneficiaries would qualify for the MTM 

benefit (if present UPlan MTM eligibility criteria were followed) (Seifert & 

Schondelmeyer, 2009).  In 2010, the national participation rate in MTM programs 

was 8%; a 5% increase in participation to 13% would correlate to a potential total 

healthcare cost savings of $645 – $2,910 million dollars over the course of two years 

(Cranor, Bunting, & Christensen, 2003; de Oliveira, et al., 2010).  According to 
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Agency for Healthcare Research and Quality (AHRQ), this potential cost savings 

represents the annual US cost to treat all influenza-related infections (AHRQ, 2006). 

1.5 Research Question 

This study aims to compile what is known with regard to consumer behavior 

and its interaction with an established healthcare system/pharmacy patient schema.  

Specifically, this research will attempt to answer the following primary research 

question: 

How do patients decide to attend an initial pharmacist-delivered Medication Therapy 

Management appointment? 

1.6  Definitions of Terms 

1.6.1 MTM Eligible  

For the purposes of this project and all associated documentation, the term 

“MTM-eligible” denotes that a beneficiary meets all enrollment criteria for the 

specific benefit.  Within UPlan, the beneficiary is deemed eligible for the MTM 

benefit if they take four or more prescription medications for the treatment of two 

or more chronic conditions.  A UPlan patient could also be deemed eligible for the 

MTM benefit if the beneficiary can present documentation of a physician referral to 

an MTM provider/service (UPlan, 2010).  Within General Mills, a beneficiary is 

deemed eligible for the MTM benefit if they take at least two chronic medications 

that are not contraceptives or antibiotics (Administrator, 2010).  Two subsets of this 

group are MTM-naïve and MTM-experienced participants, as defined below. 
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1.6.2 MTM-Naïve Participant 

For the purposes of this project and all associated documentation, the term 

“MTM-naïve participant” is an MTM eligible participant who has not yet availed 

themselves of the service.  

1.6.3 MTM-Experienced Participant 

For the purposes of this project and all associated documentation, the term 

“MTM-experienced participant” is an MTM eligible participant who has previously 

attended an MTM encounter as a result of a current employer’s benefit offering.  

This means that an employee is required to have attended at least one MTM 

encounter with a credentialed network MTM pharmacist.  

1.6.4 Commercial Healthcare Coverage 

A commercial health plan is most often purchased by an employer to provide 

health insurance (medical and/or prescription) coverage to its employees and 

associated dependents of employees.  A commercial plan typically insures 

individuals between the ages of birth and 65 years of age, although some employers 

provide health insurance to retired employees who are greater than 65 years of age.  

Currently, 45.5% of all Americans receive healthcare benefits from an employer-

sponsored healthcare plan (Mendes, 2010).  A commercial plan may include 

individuals greater than age 65 and retirees if an employer has an established 

pension health insurance fund (this type of fund typically will continue to provide 
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health coverage to individuals who would otherwise be migrated to Medicare-

sponsored programs). 

1.6.5 Government-Sponsored Healthcare Coverage  

An example of government sponsored healthcare coverage is Medicare or 

Medicaid.  For the purposes of this project, individuals who are enrolled in a 

government-sponsored health plan will not be studied. 

1.6.6 Cash-Paying Patients 

An example of a cash-paying patient is an individual who lacks insurance 

coverage for a service being rendered; therefore, the patient will be required to pay 

for 100% of the cost of the service out of their own pocket.  Oftentimes, cash-paying 

patients are less than 65 years of age and have incomes greater than the maximum 

threshold (100-275% of federal poverty level) allowed by Medicaid to be eligible for 

Medicaid coverage; additionally, these patients typically lack employer-sponsored 

health insurance.    

1.6.7 Current Procedural Terminology (CPT) code  

Current Procedural Terminology (CPT) is a method developed by the 

American Medical Association in connection with the Healthcare Financing 

Administration Common Procedure Coding System to describe a medical service by 

use of a numeric code.   There are currently three pharmacy-specific CPT codes:  

99605, 99606, and 99607 (American Medicial Association, 2010).   
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99605:  Medication therapy management service(s) provided by a 

pharmacist, individual, face-to-face with patient, initial 15 minutes, with 

assessment, and intervention if provided; initial 15 minutes, new patient  

99606:  initial 15 minutes, established patient 

99607:  each additional 15 minutes (List separately in addition to code 

for the primary service) 

1.6.8 Opt-Out Benefit  

In an opt-out benefit design, beneficiaries are automatically enrolled in a 

program or service (e.g., MTM benefit).  If a beneficiary does not wish to be enrolled 

in the program the beneficiary must contact the plan administrator to disenroll from 

the program.  Opt-out benefit designs frequently result in higher program 

enrollment as compared to opt-in designs, as the program’s default is to enroll all 

eligible participants without having to contact participants (Hassol & Shoemaker, 

2008).   

1.6.9 Opt-In Benefit 

In an opt-in benefit design, beneficiaries must contact program 

administrators to enroll in a program or service (e.g., MTM benefit).  If a beneficiary 

does not wish to be enrolled in the program, the beneficiary need not complete any 

additional steps.  Opt-in benefit designs frequently result in lower program 

enrollment as compared to opt-out designs for a variety of reasons such as:  lack of 
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program knowledge, the member forgets to enroll, miscommunication about the 

steps required to enroll, general inertia, or the inability for members to complete all 

enrollment steps. 

1.6.10  Chronic Medication 

The definition of a chronic medication is any medication requiring use for 

greater than 90 days of treatment (Adams, Lucas, & Barnes, 2008). 

1.6.11  Medication Misadventure 

A medication misadventure is defined by the American Society of Health-

System Pharmacist (ASHP) as:  “An iatrogenic hazard or incident that is an inherent 

risk when medication therapy is indicated, that is created through either omission 

or commission by the administration of a medicine or medicines during which a 

patient may be harmed, with effects ranging from mild discomfort to fatality, whose 

outcome may or may not be independent of the preexisting pathology or disease 

process, that may be attributable to error (human or system, or both), immunologic 

response, or idiosyncratic response, and that is always unexpected or undesirable to 

the patient and health professional” ("Suggested definitions and relationships 

among medication misadventures, medication errors, adverse drug events, and 

adverse drug reactions," 1998). 
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1.6.12 Medication Therapy Management Services  

On July 27, 2004, eleven national pharmacy organizations in the U.S. 

approved the following consensus statement defining MTM services (Bluml, 2005): 

“Medication Therapy Management is a distinct service or group of services that 
optimize therapeutic outcomes for individual patients.  Medication Therapy 
Management services are independent of, but can occur in conjunction with, 
the provision of a medication product. 
 
Medication Therapy Management encompasses a broad range of professional 
activities and responsibilities within the licensed pharmacist’s, or other 
qualified health care provider’s, scope of practice. These services include but 
are not limited to the following, according to the individual needs of the patient: 

A. Performing or obtaining necessary assessments 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 patient’s response to therapy, including 

safety and effectiveness 
E. Performing a comprehensive medication 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 training designed to enhance patient 
understanding and appropriate use of his/her medications 

H. Providing information, support services, and resources designed to 
enhance patient adherence with his/her therapeutic regimens 

I. Coordinating and integrating medication therapy management services 
within the broader health care management services being provided to 
the patient 

 
A program that provides coverage for Medication Therapy Management 
services shall include: 

A. Patient-specific and individualized services or sets of services 
provided directly by a pharmacist to the patient. These services are 
distinct from formulary development and use, generalized patient 
education and information activities, and other population-focused 
quality assurance measures for medication use. 

B. Face-to-face interaction between the patient and the pharmacist as the 
preferred method of delivery. When patient-specific barriers to face-
to-face communication exist, patients shall have equal access to 
appropriate alternative delivery methods. Medication Therapy 
Management programs shall include structures supporting the 
establishment and maintenance of the patient–pharmacist 
relationship. 

C. Opportunities for pharmacists and other qualified health care 
providers to identify patients who should receive Medication Therapy 
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Management services. 
D. Payment for Medication Therapy Management services consistent 

with contemporary provider payment rates that are based on the time, 
clinical intensity, and resources required to provide services (e.g., 
Medicare Part A and/or Part B for Current Procedural Terminology 
[CPT] and Resource-Based Relative Value Scale [RBRVS]). 

E. Processes to improve continuity of care, outcomes, and outcome 
measures.” 
 

1.6.13 Medication Therapy Management Programs  

The Centers for Medicare and Medicaid Services (CMS) require each 

Medicare Part D sponsor to incorporate and submit a plan regarding their use of 

MTM programs within their plan’s benefit structure.  CMS requires all plans to 

submit an annual description of their MTM program during the subsequent year’s 

bidding process.  Under 423.153(d), a Part D plan must have a MTM program with 

the following elements (Services, 2010a):  

 Ensures optimum therapeutic outcomes for targeted beneficiaries through improved 
medication use 

 Reduces the risk of adverse events 
 Is developed in cooperation with licensed and practicing pharmacists and physicians 
 Describes the resources and time required to implement the program if using outside 

personnel and establishes the fees for pharmacists or others 
 May be furnished by pharmacists or other qualified providers 
 May distinguish between services in ambulatory and institutional settings 
 Is coordinated with any care management plan established for a targeted individual under a 

chronic care improvement program (CCIP) 

1.7 Scope and Delimitations of Proposed Research 

In light of the aforementioned research question, this project will limit the 

scope of its research to the practice of Pharmaceutical Care (Medication Therapy 

Management is a service offering within the practice of Pharmaceutical Care) and 

organizations that are self-insured with regard to their healthcare benefit offering.  
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Additionally, this project will specifically focus on beneficiaries within organizations 

that offer MTM as a part of their broader healthcare benefit.   

This restricted research scope will minimize the level of confounding that 

would result from mixing a commercial health insurance population and a Medicare 

population.  Additionally, as of August 2010 employer-based health coverage 

accounted for 45.5 percent of the total health insurance coverage, whereas 

government sponsored programs (Medicare, Medicaid, military/veterans’ benefits) 

accounted for 25.4 percent (Mendes, 2010).  Therefore, since the majority of 

Americans still retain healthcare coverage through an employer and due to the lack 

of literature regarding patient recruitment into commercial MTM programs, it was 

determined to focus the proposed research on this specific population. 

This research project will also seek to identify any psychological, social or 

cultural variables that explain attendance to an initial MTM encounter.  Previous 

research has been conducted on the predictive nature of some demographic 

variables of MTM-eligible beneficiaries (e.g., number of prescription medications an 

individual takes, number of therapeutic categories of prescription medication an 

individual takes) (Sjogern, Vo, Cooper, Flottemesch, & Petterrson, 2008).  However, 

to-date, the literature has not identified any robust predictive variables or theories 

that explain participation in MTM based on patient demographic information 

related to prescription drug claims data.   
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Many of the previous studies that aimed to identify factors that are predictive 

of MTM participation did not employ a theoretical model within their research.  

Presently, there is no evidence within the literature that an existing theory is 

adequate to explain a patient’s decision to attend an MTM appointment.  There are, 

however, several models that may offer insight into how a patient chooses to 

participate in an MTM program and may be adaptable to this decision-making 

process.  Therefore, this project will utilize a combination of models that have 

previously demonstrated their ability to explain a specific consumer 

decision/utilization outcome.  

The Behavioral Model of Healthcare Utilization fits the needs of this present 

research project as it has previously demonstrated its ability to both predict and 

explain individual utilization of healthcare resources within varying patient 

populations. Due to the strength of the Behavioral Model and its associated 

variables (which encompass an individual’s psychological, social and cultural 

characteristics a sub-question of this research project) it will be used to help 

generate questions within this study’s data collection phase. 

Additionally, this research project will follow a hierarchy of effects model 

(the AIDA model) to help generate questions within this study’s data collection 

phase.  The AIDA model offers an explanation as to how consumers progress 

through the decision-making process during a product appeal (Lavidge & Steiner, 

1961).   The AIDA model within this research plan will again aid in the design of 

focus group questions and the structure of focus group sessions.   



 20 

Lastly, this study will also incorporate the Theory of Planned Behavior (TPB) 

to aid in the design of focus group questions.  The TPB offers explanations as to how 

an individual’s own beliefs and evaluation of a specific action influence that 

individual’s attitude about the action.  The TPB model also offers explanations about 

how an individual’s reference groups and that individual’s desired place within 

those reference groups may impact their intent to perform an action like 

participating in MTM (Ajzen, 1991).   

Therefore, by using these three models in conjunction with a grounded 

theory approach, this study will be able to generate informed questions that will 

facilitate the formation of a theory which describes how an individual decides to 

attend an MTM encounter.   Additionally, it may be determined that any one of these 

three models may be adaptable into a grounded theory which addresses the 

primary research question.   
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Chapter 2: Literature Review 

2.1 Medication Therapy Management (MTM) 

 2.1.1 Practice 

Mikeal and colleagues first described the conceptual idea of pharmaceutical 

care in 1975 by adapting the American Public Health Association’s definition of 

medical care into an analogous definition relating to the use of pharmaceutical 

products and called it “pharmaceutical care.”  They defined pharmaceutical care as:  

“The provision of any personal health service involving the decision whether to use, 
the use and the evaluation of the use of drugs, including the range of services from 
prevention, diagnosis and treatment, to rehabilitation provided by physicians, 
dentists, nurses, pharmacists and other health personnel.  Pharmaceutical care 
includes the complex of personal relationships and organized arrangements through 
which these health services of a personal nature are made available to the 
population.”(Mikeal, Brown, Lazarus, & Vinson, 1975) 

 

  The Mikeal definition, however, failed to delineate how pharmaceutical care 

was to be provided within the healthcare system.  In 1989, the concept of 

pharmaceutical care was further developed and described by Helper and Strand as a 

“philosophy of practice” which required an “organizational structure that facilitates 

the provision of care” which is called the pharmaceutical-care system (Hepler & 

Strand, 1989).  Hepler and Strand (1989) went on to define both the philosophy and 

delivery of pharmaceutical care.  These researchers defined pharmaceutical care as 

“a patient-centered practice in which the practitioner assumes responsibility for a 

patient’s drug-related needs and is held accountable for this commitment” (R. J. 

Cipolle, Strand, & Morely, 1998).  Within the practice of pharmaceutical care, the 



 22 

practitioner, who is most commonly a pharmacist, meets with the patient and 

reviews all of the medications the patient takes.   

During the pharmaceutical care session, the practitioner completes a 

systematic assessment of each medication the patient takes.  Each medication is 

evaluated on the basis of the following criteria: indication, effectiveness, safety and 

convenience to take the medication.  Throughout this systematic review process, the 

pharmacist identifies drug therapy problems within the patient’s medication 

regimen.  A drug therapy problem is defined as “any aspect of a patient’s drug 

therapy that is interfering with a desired, positive patient (therapeutic outcome)” 

(R. J. Cipolle, et al., 1998).  The patient and practitioner work collaboratively using 

guidelines, evidence within the literature, and patient specific preferences (goals) to 

develop a mutually agreeable pharmaceutical care plan and resolve any identified 

drug therapy problems.  The pharmaceutical care plan is then communicated in 

writing to the patient and other providers on that patient’s healthcare team.   

The pharmaceutical care plan includes not only the mutually-developed plan 

to optimize the patient’s drug therapy, but also includes a comprehensive list of the 

medications that the patient is taking as well as any other pertinent information 

necessary to execute the care plan.  Following implementation of the plan, the 

pharmacist-practitioner and patient follow-up as necessary to continually evaluate 

the pharmaceutical needs of the patient.  The value of this encounter is multifaceted, 

in that it has been demonstrated that a participating patient’s health status will 
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improve, the patient will experience fewer medication misadventures, and the 

patient’s total healthcare costs will decrease (Isetts, et al., 2008).   

During the early 2000s, the philosophy of pharmaceutical care was 

operationalized into a service offering called Medication Therapy Management 

(MTM).   During this time, multiple professional pharmacy associations and 

pharmacy stakeholders debated what components are required within the MTM 

service offering.  The culmination of these debates was the adoption of a consensus 

statement for medication therapy management services (MTMS) (Bluml, 2005).  

Although a consensus definition had been reached, divisions within pharmacy still 

remained as to what the necessary components of MTMS really are and who can 

provide the service.   

In 2003, the Medicare Prescription Drug, Improvement, and Modernization 

Act of 2003 (MMA) was passed and implemented which created the first federal 

healthcare initiative to recognize MTM as a covered health service (Law, Okamoto, & 

Brock, 2008).   However, the MMA lacked clearly defined standards for the 

implementation of Medicare Part D Medication Therapy Management Programs, 

which resulted in great variation in MTM programs that were delivered across the 

U.S. in 2006 (Although MMA was passed in 2003, the Part D benefit was not 

implemented until 2006).  This lack of standardization of the service may be 

partially responsible for the initiation of a federally-sponsored research project to 

define MTM best practices and opportunities to improve the MTM service offering 

(Hassol & Shoemaker, 2008).  Additionally, low utilization of MTM programs led the 
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Center for Medicaid and Medicare Services (CMS) to establish new program 

requirements for Medicare Part D MTM programs and also called for further 

research in selected areas of interest related to MTM programs.  Specifically, the 

following areas were targeted as having the greatest need for further research: 

patient access to MTM programs, patient satisfaction with MTM programs; defining 

appropriate eligibility criteria; determining the effectiveness of MTM programs 

versus a control group; patient recruitment modalities to increase the uptake of 

MTM programs, determine the most cost-effective practitioners to provide MTM, 

and assess optimal reimbursement strategies for services rendered by the 

practitioner (Brooks, Klepser, Urmie, Farris, & Doucette, 2007; Curtiss, 2005). 

The passage of MMA represented the first federal recognition of MTM; 

however, prior to MMA, some state Medicaid programs had already implemented 

MTM as a covered health benefit.  In 2005, the state of Minnesota joined several 

other states (e.g., Iowa, Florida, North Carolina, Ohio, and Missouri) and commercial 

insurers who offered MTM services to their beneficiaries.  Specifically, the state of 

Minnesota covered MTM for Minnesota Medicaid beneficiaries who met eligibility 

criteria.  The Minnesota Medicaid legislation stated that only pharmacists can 

provide MTM and that pharmacists must have specific qualifications to provide 

MTM and those credentialed providers must follow the process of care originally 

defined by R. J. Cipolle, et al., (1998).   The Minnesota Medicaid legislation regarding 

the provision of MTM stands in stark contrast to the CMS regulations governing the 

implementation of the Medicare Part D MTM programs with regard to practice 
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standards and obligations of the pharmacist-practitioner.  The ensuing discussions 

that resulted from having two differently defined service requirements for MTM 

(Part D MTM services versus MN Medicaid MTM) has created confusion for patients, 

prescribers and pharmacists.  

2.1.2 MTM as a Covered Benefit 

  Based on the available literature, MTM programs have established their value 

in preventing and mitigating the effects of medication misadventures (Schneitman-

McIntire, Farnen, Gordon, Chan, & Toy, 1996).  As a result of the successes of these 

programs, many medical insurers and pharmacy benefit administrators have 

expanded their use of MTM services to both selected and general patient 

populations.  Additionally, many healthcare organizations have recognized this 

expanding geographic need for MTM practitioners and have added additional 

capacity to address this need (e.g., Essentia Health, SuperValu Pharmacies).  

Although an expansion of the MTM benefit has occurred, many health plan-sponsors 

have not observed the level of program utilization necessary to achieve the clinical 

and economic impact of MTM that was initially anticipated (Administrator, 2010; 

Seifert & Schondelmeyer, 2009). 

 As of August 2010, the University of Minnesota’s UPlan MTM benefit had 146 

MTM service sites with 98 pharmacists contracted to administer the service across 

the network of sites (Balthazor, 2010).  In order for a pharmacist to become a 
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credentialed MTM-provider within the UPlan network, they had to meet the 

following requirements (Seifert & Schondelmeyer, 2009): 

o Be licensed in the state where the service is delivered 

o Have graduated from an ACPE-accredited pharmacy program after 1996, or 

have received equivalent training for providing MTM 

o Practice in a pharmacy or in an ambulatory care setting 

o Use an electronic documentation system that is designed to help the 

pharmacist, patient and physician improve the outcomes of the members’ 

medications 

o Have the ability to electronically submit an MTM CPT-coded claim to a 

patient’s health plan administrator  

The above requirements are not used or mandated within every MTM benefit, but 

are generally representative of pharmacist-provider standards for commercial MTM 

benefit offerings.  

In an effort to determine the optimal MTM benefit design to be implemented 

by Medicare Part D plans and optimal MTM practice standards, CMS commissioned 

a report on existing MTM programs in 2007.  The specific aims of this report were to 

identify MTM best practices and to any identify potential gaps in knowledge and/or 

practice.  Published in July of 2008, the report identified several fundamental issues 

of which patient enrollment was prominently featured as a limitation in all of the 

programs (Hassol & Shoemaker, 2008).  Study findings suggested that an opt-out 
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benefit approach (rather than an opt-in) could increase patient enrollment; 

however, the report fell short of providing recommendations as to how plan 

sponsors could work to actively engage eligible patients.  This is significant because 

enrollment within any health or wellness program does not constitute utilization of 

the benefit, and ultimately it is only through utilization of the MTM service that the 

clinical and economic benefits can be realized (Cranor, et al., 2003).  MTM plan 

sponsors need to have a plan available to them that will allow potential MTM 

patients to self-identify that they need the service and encourage patients to follow 

through with attendance to an MTM encounter. 

 2.1.3 The MTM Market 

As previously described, MTM programs have been able to repeatedly 

produce return-on-investments (ROIs) ranging from 1.29:1 to 12:1 (de Oliveira, et 

al., 2010; Isetts, et al., 2008).  Additionally, these same programs have also 

demonstrated improvements in quality of care and the percent of patients achieving 

nationally-recognized goals for therapeutic outcomes (Fera, Bluml, & Ellis, 2009).  

Although some of the MTM programs described within the peer-reviewed literature 

target improvements in specific disease states, other MTM program reviews have 

evaluated the health-outcomes and program ROI obtained within a general patient 

population, where the pharmacist holistically manages a patient, such as described 

by de Oliveira et al (2010).  The significance of a holistic MTM service is its 

repeatable, demonstrable, ability to more broadly improve chronic health 
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conditions, compared to a targeted chronic disease statement management program 

(e.g., hypertension, diabetes, congestive heart failure).  

Recently, a large integrated healthcare system published their experience 

with providing MTM for the past 10 years, and evaluated the economic return for 

the care provided.  The organization documented more than 33,000 individual face-

to-face patient encounters with more than 9,000 patients during this period.  They 

found that 85% of patients had at least one drug therapy problem (DTP) identified 

by a pharmacist, with greater than 50% of the DTPs identifying patients who 

required additional medication or a dosage increase to achieve their therapeutic 

goals (de Oliveira, et al., 2010).  This study clearly demonstrates the magnitude of 

need for medication management even within a general healthcare population.  

Given the degree of need to improve the quality of healthcare that patients receive 

and the desire to control healthcare costs, both commercial health plans and 

government sponsored plans have begun to add MTM to some specific insurance 

offerings.  Medication therapy management services are also available to patients 

who do not have insurance or if MTM is a non-covered benefit; however, the patient 

will have to pay for 100% of the cost of service out of their own pocket. 

 2.1.4 MTM Benefit Enrollment Rates 

 There is currently limited availability of information regarding patient 

enrollment within commercial MTM plans and/or populations.  As previously 

mentioned, plans can use multiple benefit design structures to encourage 
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enrollment within a benefit (opt-in design, opt-out design).  The term enrollment 

within health administration literature generally only denotes that an individual 

signed-up for a benefit or service and does not specify if that member actually 

participated in the benefit or service offering.  MTM enrollment rates within 

commercial plans range from 6-10% (Table 1).  One Medicare Part D plan and one 

hybrid plan (shown in table 1 below) were able to obtain enrollment rates of 25.5% 

and 28%, respectfully, which are the result of differing participant recruitment 

approaches and service deployment strategies.  Each of the commercial plans listed 

in the table are opt-in plans and require face-to-fact visits, whereas, the Medicare 

and hybrid plan allowed for phone-based program delivery and mandatory  

Table 1 – Percent of MTM Eligible Members Enrolled in an MTMP by Plan Type 

 
Notes: Iowa Priority Prescription Savings Program (IP), *Medicare Part D Plan Sources: 1. (Farris et al., 2004); 2. 
(Isetts, et al., 2008); 3. (Stratton, et al., 2010) 4. (Balthazor, 2010); 5. (Sjogern, et al., 2008); 6. (Administrator, 
2010); 7. (Clearscript & Diedrich, 2010); *Personal communication with Mary Beth Reinke, Drug Utilization 
Review Coordinator, MN DHS November 2009; 8. (Steig, 2010) 

Plan Type  
(e.g., Commercial, 

Government-
Sponsored)  

Name of Plan 
MTM 

Eligible 
Beneficiaries 

Total 
Participants 

Enrolled 

Percent of MTM 
Eligible 

Members 
Enrolled in an 

MTMP  
Commercial UPlan4 13,168 723 5.4% 
Commercial General Mills6 4,591 292 6.4% 
Government Minnesota Medicaid* 15,000 1,200 8% 
Commercial UMD Pilot3 813 68 8.4% 

Research BCBS of MN2 2,834 285 10% 
Commercial NDPERS8 2,871 346 12% 
Government IP1 24,825 3,198 13% 
Government HealthPartners – D5 5,503 920 16.7% 
Government *Part D Plan A6 40,477 6,884 17% 
Commercial-

Hybrid 
City of Duluth, MN7 647 165 25.5% 

Government *Part D Plan B6 2,533 710 28% 
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beneficiary confirmation of program opt-out (the plan continues outreach to the 

beneficiary until enrollment decision is confirmed with the beneficiary).  It is for 

these reasons as well as several others (e.g. availability of time for visit, age of 

population, beneficiary relationship to plan sponsor) that the enrollment results 

have not be obtained within commercial patient populations, despite utilizing 

similar recruitment strategies.  Table 1 was generated with both published and 

unpublished literature available and all plan designs were an opt-in enrollment 

design.   

The enrollment rate goal desired for most commercial plans ranges from 20-

30% of eligible beneficiaries (Seifert & Schondelmeyer, 2009).  This correlates into a 

10-25 percentage-point increase in beneficiary enrollment within existing 

commercial MTM benefits. 

 

 2.1.5 MTM Benefit Utilization Rates 

To the knowledge of this author, there is currently no published literature 

describing utilization rates or patterns of MTM utilization within commercial MTM 

plans and/or populations.  The term utilization within health administration 

literature generally refers to the patterns of use of a service or benefit.  Utilization is 

considered to be an accurate surrogate measure of program participation.  

Presently, many commercial plans that offer MTM use their MTM enrollment rates 

as a measure of utilization of the benefit even though this link has not been 

established.  A review of the published literature reveals no research on the 
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accuracy of using program enrollment as a surrogate for “participation” in the 

program.  The second challenge in generating an accurate picture of MTM program 

participation is the selected patient populations on which enrollment data are 

published.  The vast majority of published MTM enrollment rates are for Medicare 

Part D programs and not for commercial MTM programs.  Table 1 provides a review 

of the MTM enrollment rates based on plan type (commercial versus government 

sponsored health plans). 

2.1.6 Marketing Overview 

 Prior to discussing the specific MTM media approaches used to recruit 

patients, a brief overview of a marketing plan will be described.  This overview will 

allow for a common understanding of a traditional marketing approach for a 

product or service.  When a marketing plan is initially developed, a firm or the plan 

developer will spend a considerable amount of time in determining the optimal way 

to engage a consumer.  Three general steps guide the process by which optimal 

consumer engagement is achieved: segmentation, targeting, and positioning (STP).  

STP as a process starts by determining the potential segments (the S in STP) 

that comprises a product’s potential market (the term product will generically stand 

for the marketing of any good or service).  The definition of market segmentation is 

usually defined as “dividing the market into groups of consumers with different 

needs, wants, or characteristics” (Grewal & Levy, 2008).  The second step in 

developing a marketing plan is to evaluate each of the market segments identified 
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during the segmentation phase.  The marketer aims to determine which segment is 

most attractive for the product, this process is generally referred to as targeting (T).  

The final step in the STP process is to determine the optimal positioning of the 

product for the target market identified in step two (P).  The positioning of a 

product is determined by four interrelated decisions called the marketing mix or 

4Ps (Grewal & Levy, 2008).  The 4Ps stand for: product, price, place, and promotion 

(Vanwaterschoot & Vandenbulte, 1992). 

Within the context of MTM, the traditional STP approach to developing a 

marketing plan was not undertaken prior to the development of the care delivery 

model and the national launch of the service, therefore, the target population was 

largely approached as an undifferentiated market.  Although there may be many 

reasons why this process was not undertaken, initially it has been stated that 

pharmaceutical care was not created as a service to be sold to customers, but rather 

pharmaceutical care was created to provide pharmacists a systematic approach to 

applying their drug therapy knowledge to the betterment of patients (Hepler & 

Strand, 1989).  The outcome of pharmaceutical care was also the development of a 

process by which to deliver pharmaceutical care to patients.  This process, which 

was discussed in section 2.1, is to complete an assessment of a patient, determine 

the patient’s medication-related needs, develop a care plan to achieve the needs of 

the patient and to follow-up with the patient as necessary to maintain optimal use of 

their medication regimen.   
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Therefore, at this time there is no widely accepted method by which the 

entire MTM market should be segmented, who should be targeted for the service or 

the optimal way to position the service.  Research has been conducted related to 

selected groups of consumers and specific steps within the STP process; however, 

further research is required prior to the development of a complete marketing plan 

for MTM.  The following sections (2.1.7 - 2.1.8) will present what research has been 

completed to date with regard to segmentation and positioning.   

2.1.7 Segmentation of the MTM Market 

Only one article has been identified that suggests an approach for 

segmenting the MTM market.  This article primarily focuses on the segmentation of 

the market of adults greater than 65 years of age who qualify for Medicare benefits 

(Worley, 2005).  The author proposes that within this select population there are 

three patient segments:  mid beliefs-low abilities, low beliefs-high abilities, and high 

beliefs-high abilities.  Within the context of this research, “beliefs” are defined as a 

patient’s expectation about the outcome from using a medication and “abilities” are 

defined as a patient’s perceived ability to self-manage their medication regimen.  

The author suggests that pharmacists should focus their efforts on individuals who 

have mid beliefs-low abilities, as they are in the greatest need for advice about their 

medications compared to individuals with low beliefs-high abilities, or individuals 

with high beliefs-high abilities.  This article makes a significant contribution to the 

literature on the segmentation of the MTM marketplace; however, the broad 

application of this study’s findings is limited due to the sample population used for 
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the study.  Additionally, the metrics used to establish the segments by Worley 

(2005) are of limited use to a MTM plan sponsor who desires to selectively target 

individual patients, as these metrics (beliefs and abilities) are rarely captured within 

a commercially-available consumer database. 

Traditional market research would suggest that the MTM market could 

initially be divided into three main segments: cash paying patients, government-

sponsored MTM program (e.g., Medicare Part D) and commercial MTM programs 

(e.g., UPlan)(Lehman & Winer, 2001).  From this initial segmentation, each segment 

can be further sub-segmented, and for the purposes of this research project, the 

following sub-segments will be used: number of chronic medications, MTM 

participation status, and gender.  Each of these sub-segments and their justification 

for use will be detailed later in this document.  

A gap in the literature also remains regarding the motivations for a patient to 

meet with or not meet with an MTM pharmacist, irrespective of segmentation.  

Without understanding why a patient decides to meet with an MTM pharmacist, the 

strategy as to how the MTM market should be segmented will remain a game of 

chance, thus hindering a practitioner’s ability to determine the optimal market 

segmentation and messaging strategy to increase MTM utilization.   

Following the identification of the primary MTM market segments, plan 

sponsors and healthcare providers will have the ability to generate educational 

interventions that resonate with these target audiences.  If an optimal recruitment 
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plan can be developed that accurately communicates the MTM benefit design to an 

individual plan member, generates an interest for the service in that beneficiary, 

and prompts the member to action, plan sponsors should realize gains in their MTM 

program participation rates.  The correlated outcomes resulting from increased 

member participation in an MTM program is that plan sponsors will be more likely 

to realize the fiscal benefits and the quality of care improvements that MTM 

program promise to deliver if utilized.  

2.1.8 Preliminary MTM Research 

In both published and unpublished reports of MTM programs, plan sponsors 

have stated that their greatest challenge is their inability to convince patients to 

initially meet with an MTM pharmacist (Balthazor, 2010; Hassol & Shoemaker, 

2008).  Many of these same reports reference the use of direct member mailings,  

Table 2 – Promotional Media Used for MTM Marketing 

Promotional MTM Media Approaches used within UPlan and General Mills 

MTM marketing brochures Member specific MTM letter mailing campaign 
Use of patient testimonials Dedicated MTM service and benefit phone line 
Mass emails specific to MTM program 
distributed by Office of Human 
Resources  

Member level messaging to retail pharmacies 
regarding MTM eligibility at the time of 
prescription claim adjudication 

Targeted phone marketing campaign to 
eligible members  

Online presentation presenting the MTM 
benefit and the service  

New employee orientation presentation MTM benefit and service webinars  
Departmental meeting presentations MTM briefing podcasts 
Presence at weekly UMD farmers market  Onsite MTM benefit expert 
Presence at annual benefits fair  MTM benefit and service specific website 
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targeted group mailings, targeted phone call marketing plans, and patient education 

sessions (to name a few).  Table 2 (above) describes the promotional materials used 

by UPlan and General Mills pursuant to the MTM program recruitment.   

All of these attempts aim to increase patient awareness and utilization of the 

service; however, these strategies have only demonstrated minimal effect (1-5% 

change in patient utilization of program) (Balthazor, 2010; Stratton, et al., 2010).  

Consumer research suggests that when a mass marketing approach fails to 

generate the level of knowledge necessary to create consumer demand and desired 

utilization, that an individualized marketing approach is recommended (Berkowitz, 

2006; Loken, Ahluwalia, & Houston, 2010).  As a result of the low member 

participation being experienced at both the University of Minnesota Duluth and at 

the University of Pittsburg, two independent researchers conducted several focus 

groups to help inform researchers and administrators about what MTM eligible 

beneficiaries thought of the present marketing approaches (Cernohous, 2008; 

Garcia, et al., 2009).  A total of 34 university employees participated in one of four 

focus groups at the two universities (UMD and Pittsburg).  These focus groups were 

conducted to help gain a better understanding of what employees thought of the 

current MTM marketing strategies (of which they were the target audience) and 

how they would prefer to be marketed to in the future. 

The primary focus of UMD’s focus group was to generate discussion and 

feedback about UPlan’s recent use of a targeted MTM phone marketing campaign. 
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The targeted campaign, which the participants were asked about, started in 

September of 2008, targeting only MTM eligible UMD beneficiaries.  UPlan’s 

pharmacy benefit manager (PBM) RxAmerica® generated a list of eligible 

beneficiaries who were taking four or more chronic medications for two or more 

conditions based on prescription claims data.  Using the eligible member list, the 

PBM began sending targeted MTM program enrollment letters to 100-200 people 

every 2-3 weeks.  The PBM placed a follow-up phone call to the members who had 

been mailed a letter approximately 3-5 days after the member should have received 

the initial invitation to participate letter.   The individuals who placed the follow-up 

phone calls had been provided with an enrollment script generated by the UPlan 

and a regional health plan.  If the member was not contacted during the initial call, 

they were called two additional times (if no answer) and sent an additional follow-

up letter two weeks after the last phone call was placed.   

The UMD focus group participants highlighted several key problems with the 

targeted phone marketing campaign.  The first problem identified was at the 

beginning of the phone script, the group emphasized that the caller had to quickly 

establish a connection between the beneficiary and the university’s health plan 

(UPlan).  They stated that, in their opinions, as the script currently existed, this 

relationship was not discussed until the caller had gotten halfway through the 

script.  The group also wanted the caller to discuss the cost-savings opportunity 

before asking the beneficiary if they were interested in learning more about the 

program.  Overall, the group did not feel the phone script did an adequate job at 
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communicating the purpose or need for the MTM benefit (see Appendix A for 

complete “UPlan Outbound Phone Script”).  Additionally, the group stated that the 

timing of the calls was poorly managed as the calls were being placed during the 

weeks and months leading up to the Presidential elections of 2008.  They felt that 

the timing of the calls made the targeted beneficiaries even less willing to listen to 

the caller and disadvantaged the phone script further (Cernohous, 2008).  

In contrast to UMD’s specific focus group question, the researchers at the 

University of Pittsburgh allowed the focus group participants to broadly discuss the 

ways in which they desired to be marketed.  The researchers specifically viewed 

these sessions as exploratory in nature.  A total of 26 university employees who 

were taking at least one medication for a chronic condition participated in the 

research.  The researchers were able to categorize the participants’ responses into 

four general categories (Garcia, et al., 2009): 

1. Consider alternative ways to describe the MTM service 
2. Use marketing materials that feel “personal” or related to something they know 
3. Consider using employer-based wellness “champions” to assist in marketing 
4. Patients may at first be unsure about using the service or recommending it to peers 

The findings from these two pieces of research demonstrate that there is currently a 

mismatch between the way that MTM benefits have traditionally been marketed and 

the way consumers of the service desire to be marketed.  Additionally, the findings 

have provided a starting point from which further market research and knowledge 

of consumer preferences can be built. 
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2.2 Professional Service Marketing 

As the profession of pharmacy seeks to understand how to recruit patients 

into MTM practices, the profession needs to look to other healthcare providers’ 

experiences to learn from their attempts.   Specifically, two professions that have 

recently attempted to change their practices or enter into a new market are 

chiropractic care and cardiac rehabilitation.  Sections 2.2.1 and 2.2.2 will discuss 

how these two professional practice models have approached the process of change 

in a way to not only retain their current patient base, but also to recruit new 

patients into their new service offerings. 

Additionally, the remaining sub-sections will describe the effects that gender 

and professional relationships play in the advertising of healthcare services.  By 

gaining a better understanding of the role each of these characteristics have in 

professional marketing, pharmacy and MTM practices may be more well equipped 

to generate patient-level recruitment plans.  These individualized recruitment-plans 

will ideally resonate with patients, thereby increasing patient enrollment within 

MTM programs who utilize this knowledge.  

 2.2.1 Chiropractic Care  

Over the past 5-10 years chiropractic care has increasingly been challenged 

with decreasing insurance reimbursements and declining patient visits.  Based on 

their education model where chiropractic students are taught to be primary care 

providers (PCP), licensed chiropractors have pushed for reimbursement and 
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recognition as primary care providers.  With the Institute of Medicine’s (IOM) 

establishment of the standards required to provide primary care services in 1996, 

chiropractors across the U.S. further clamored for the full practice ability to provide 

primary care services (PCS) to their patients (Donaldson MS, 1996).   

A review of all the state chiropractic practice acts in 2002 determined that 30 

states had expanded the scope of practice for chiropractors such that they legally 

had the authority to deliver PCS.  Of the states whose practice acts did not fully 

achieve all of the standards set by the IOM, 23 states provided chiropractors with 

the ability to provide between 6-8 of the nine IOM standards (Duenas, 2002).  Since 

the time that the 30 states granted authorization to provide the IOM’s PCP 

standards, chiropractors have worked to recruit patients into their practices for 

PCS.  Many of these practices have encountered challenges in recruiting patients for 

the service (aside for reimbursement for the PCS).  Several studies have examined 

why patients rarely use chiropractors for PCS services despite having a state law 

that authorizes chiropractors to do so.  Table 3 highlights what researchers have 

identified as reasons why patients do not use chiropractors for PCS. 

Researchers concluded that a consumer’s lack of knowledge about the level 

of chiropractic training and their associated competencies are the greatest barrier to 

implementation.  Furthermore, the researchers found that based on the 

aforementioned perceptions and health system limitations, the total potential 

market for chiropractor delivered PCS is 4.2% of U.S. adults (Gaumer, et al., 2002).  
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Research within the field of changing consumer perception and marketing of 

chiropractic services continues to date. 

Table 3 – Reasons for Non-use of Chiropractor Delivered Primary Care Services (PCS) 

Health System 
Related Factors 

 Presently has an established relationship with a PCP 
 Lack of reimbursement for the service 

Perceptions of 
Chiropractic Care 
Factors 

 Patients do not believe PCS is within the chiropractor’s 
scope of practice 

 Patients do not know what level of education 
chiropractors with DC credentials have 

Personal Factors  Patients utilize chiropractors predominately on a self-
referral basis (can individually identify skeletal-
muscular problem) 

 High-involvement patients are the primary users of 
chiropractic services  

 Type of health insurance coverage 
 Use of preventative health services/habits 

Source: (Gaumer & Gemmen, 2006; Gaumer, Koren, & Gemmen, 2002) 

Although pharmacy is not pursuing primary care provider status at this time, 

pharmacy needs to consider the barriers that chiropractic faced while changing 

their practice model.  Many of the identified barriers to broader adoption of 

chiropractic delivered PCS services were brought about by patients - not state law 

or other healthcare professionals.  This research project will draw from the 

aforementioned chiropractor barriers when generating focus group questions 

regarding patient perceptions of MTM. 

 2.2.2 Cardiac Rehabilitation  

In 2007, the leading cause of death in the U.S. was cardiovascular disease, but 

research has demonstrated that if patients survive the immediate acute event, their 

prognosis for survival can be quite high if diet and lifestyle recommendations are 
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implemented quickly (Xu, Kochanek, Murphy, & Tejada-Vera, 2010).  Phase II 

cardiac rehabilitation programs have demonstrated the ability to improve a broad 

range of physical metrics, and also improve a patient’s quality of life by teaching 

patients how to make and implement the aforementioned recommendations (Mosca 

et al., 1997; Thomas et al., 2010).  As such, it has been recommended that all 

patients with primary or secondary cardiac disease participate in a Phase II cardiac 

rehabilitation program (Mosca, et al., 1997).  However, even with national and 

international recommendations regarding the use cardiac rehabilitation services in 

place, the patient utilization (attendance to appointments) of this service has ranged 

from 10.3-47% of patients (Bunker, McBurney, Cox, & Jelinek, 1999; McGee & 

Horgan, 1992). 

In an effort to increase the uptake and attendance to Phase II cardiac 

rehabilitation services, researchers have attempted to determine the variables that 

predict utilization of the service.  Table 4 (below) summarizes what factors have 

been found to be predictive of attendance to cardiac rehabilitation programs. 

As presented in Table 4, many personal factors influencing attendance to 

cardiac rehabilitation programs have been identified in the literature.  One theme 

repeatedly appeared: the relevance of program goals to the individual’s personal 

goals.  After an acute cardiac event, patients are immediately faced with the decision 

as to whether they want to participate in an inpatient cardiac rehabilitation 

program.  Those same patients are then approached a second time regarding their 

desire to participate in outpatient Phase II cardiac rehabilitation services.  In both 
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recruitment attempts, the recruiters/program schedulers discuss the benefits of the 

service, but typically do not address the patient’s individual consideration to use the 

service. 

As a result of this misalignment of goals, researchers developed an intervention to 

address this lack of goal congruity.  The intervention used lay volunteers who had 

previously experienced cardiac rehabilitation services in the outpatient setting.  The 

intervention had the lay volunteers go into the homes of recent cardiac survivors 

and discuss cardiac rehabilitation services with the patients.  The lay volunteers 

were able to highlight both the program’s benefits as well as address the patient’s 

individual health related goals.   

Table 4 – Predictors of Attendance to Cardiac Rehabilitation Programs 

Health System Related 
Factors 

 Presence [absence] of physician 
recommendation to attend service 

 Hours of service 
Demographic Factors  Advancing age 

 Female gender (lowest use of services)* 
 Level of education 
 Economic status (income) 
 Presence of comorbidities  
 Employment status (self-employed) 

Personal Factors  Self-efficacy 
 Congruency of goals (program versus personal) 
 Depressive symptomatology 
 Anxiety 

Non-Predictive Factors  Social support 
 

Notes: * statistical significance only found in American samples    
Source: (Beswick et al., 2005; Grace et al., 2002; Hagan, Botti, & Watts, 2007) 

An individual’s health related goals are the goals that a specific patient has 

related to their own health care (e.g., to not take a cholesterol lowering medication, 
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not attend physical therapy) and cardiac goals are encompassed within an 

individual’s overall health related goals.  The intervention was found to significantly 

increase uptake and attendance to the cardiac rehabilitation service (Osika, 2001).  

Based on the large body of literature regarding patient enrollment into cardiac 

rehabilitation and the similarity (i.e. newness of the services, ability to improve 

health outcomes, and a recent change in provider roles) between cardiac 

rehabilitation services and MTM, this research project will evaluate the need for 

personal and program goal congruity as well as the other aforementioned predictor 

variables within the context of MTM patient recruitment.   

 2.2.3 Gender Effects  

Gender differences in premature mortality exist across the U.S. and across 

racial and ethnic groups.  Research has demonstrated that the age-adjusted risk of 

premature death is at least 1.5 times higher for men than women.  This gender 

difference persists among African and Asian Americans, Hispanics, Native 

Americans and European Americans (Collins, Hall, & Neuhaus, 1999).  This broad 

and consistent difference in premature mortality begs the question as to why this 

difference exists and how researchers can change the increased risk faced by men.  

It is believed that the gender differences in premature mortality are not a 

consequence of simply being male or female, but rather is attributable to gender 

roles.  Overall, research suggests that males perceive a decreased ability to control 

their future health outcomes and, therefore, downplay the potential effect of their 

personal actions on their health (Furnham & Kirkcaldy, 1997).    
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A diminished sense of self-control over health among males impacts how 

health messaging appeals to men.  When males personify the masculine male 

stereotype, they display more control over their emotions, which increasingly 

diminishes the odds that they will access available healthcare resources.  The 

overall effect of the masculine male role is that males require different types of 

emotional and cognitive appeals in order to induce a behavior change (Moynihan, 

Bliss, Davidson, Burchell, & Horwich, 1998).  In the case of cancer, research has 

found that males with prostate cancer value information and advocacy the greatest, 

in contrast to females with breast cancer who prefer the ability to express their 

emotions (to a partner or within a support group) and friendship when faced with a 

serious illness (Gray, Fitch, Davis, & Phillips, 1996). 

In contrast to the perceived socially-acceptable male roles, females display 

the desire for emotional connections and advice of others for health-related 

concerns.  Women have repeatedly been found to have high levels of dissatisfaction 

with physicians who do not display an emotional concern for the patient and have 

low levels of communication with the patient (Marcuccio, Loving, Bennett, & Hayes, 

2003).  The overall findings of gender effects on health messaging are that men and 

women respond differently to various health appeals and value healthcare services 

differently.  Additionally, it has been demonstrated in several longitudinal studies 

that gender is an independent predictor of health service utilization (Green & Pope, 

1999; Mackenzie, Gekoski, & Knox, 2006).     
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2.3 Patient-Pharmacy Experience 

 2.3.1 Medication-taking Experience/Medication Misadventures 

Every day, all individuals wake up to a world filled with millions of choices 

regarding consumption.  Some consumption choices can be the most simple in 

nature like what to eat for breakfast to the more complex choices like what car they 

should buy.  Each decision made, whether large or small, is influenced at least in 

part by past decisions and experiences.  Consumer behaviorists call this process of 

decision-making the “Consumer Information Processing Model.”  Simply put, this 

model states that when a consumer consumes a product or service they have: 

identified a need, searched for information, evaluated alternatives, made a choice, 

and evaluated the choice following the consumption decision (Babin & Harris, 

2011).  When this model of consumption is applied to a patient’s decision to take 

medications, it is usually called the “medication-taking experience (MTE)”.   The 

medication-taking experience is defined as  “the sum of all the events a patient has 

in his/her lifetime that involve drug therapy” (R. Cipolle, et al., 2004).   

Patients can describe their medication-taking experience in a variety of ways 

with some patients describing their experiences as very positive, and others as very 

negative.  It is impossible to generalize why a patient may have a negative 

medication-taking experience; however, it may likely be the result of an adverse 

drug reaction or a medication misadventure in their past.  A patient’s MTE is 

thought to play a role in relation to a patient’s level of adherence to a medication 
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regimen and to their overall desire to use healthcare services (Chen, Wu, Yen, & 

Chen, 2007).  Presently, to the knowledge of this author, there is no scale or metric 

available to quantify a patient’s MTE; however, in place of an MTE metric, 

researchers can look to the components of MTE as a way to categorize similar MTEs.   

A component of MTE is the presence (or absence) of an adverse drug event 

(ADE).  Most commonly, if a patient has had an ADE, the likelihood of having a 

negative MTE is greater.  The literature has demonstrated that when patients take 

five or more medications, they have double the risk (OR 1.90-3.37) of experiencing 

an ADE and if they take eight or more medications they have four-times the risk (OR 

3.3-4.07) of experiencing an ADE (Field et al., 2001; Gallagher, Barry, Ryan, 

Hartigan, & O'Mahony, 2008; Onder et al., 2010).  Therefore, for the purposes of this 

research, project participants will be stratified based on the number of chronic 

medications they take.  This stratification will maximize the odds of generating 

homogenous patient populations within each focus group session.    

2.4 Theoretical Models to be Incorporated in this Research Project  

 This research project will take a grounded theory approach to addressing the 

question of “how patients decide to attend an MTM encounter.”  In an effort to 

create the most meaningful questions (maximal information generating potential) 

for this methodology, three theoretical models have been selected to guide the 

question development process.  These three models are the: Behavioral Model of 

Healthcare Utilization (BMHU), Theory of Planned Behavior (TPB) and the 
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Awareness-Interest-Desire-Action (AIDA) model.  Each of these models has been 

successful in explaining or predicting behaviors (actions) within a variety of settings 

and each model contributes a unique perspective to this study’s design and data 

collection strategy.   

 The remaining sections of chapter two will describe the primary elements of 

each model and their place within this grounded theory approach; however, initially 

the linkage of the models will be described.  The first model to be described is the 

BMHU model that examines how healthcare utilization occurs from a macro level, 

incorporating demographic considerations, enabling characteristics and societal 

norms among other variables into a holistic perspective from the role of a 

healthcare provider/care deliverer/insurer.  The second model to be described is 

the TPB, which is a general decision making model (not specific to any one product 

or service) that evaluates the various considerations a consumer goes through when 

making a consumption related decision.  The third model to be incorporated is the 

AIDA model, which is a communication model that evaluates consumption related 

decisions from a marketing perspective and how best to reach consumers to 

increase their likelihood of consumption.   

 The composite result of these three models is the ability to evaluate how 

individuals evaluate an MTM benefit from the perspective of an individual, 

healthcare provider/healthcare sponsor, and service promoter (marketer).  By 

incorporating these three models into the design, generation of purposeful 

questions and execution of a grounded theory based study, the study authors are 
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well positioned to account for a wide variety of variables that may influence an 

individual’s decision to participate in an MTM program.   

 2.4.1 Behavioral Model of Healthcare Utilization 

The Behavioral Model of Healthcare Utilization will serve as one of the 

theoretical frameworks for this research project (Andersen, 1995; Anderson & 

Bartkus, 1973).  The Behavioral Model was first developed in the late 1960s in an 

effort to understand why families used healthcare services.  Shortly after its initial 

development, the unit of analysis was changed from families to the individual due to 

significant variability within and between family units.  Since the Behavioral Model’s 

initial development, the model has repeatedly been adapted to allow for the 

explanation of healthcare utilization within selected patient populations and health 

services (e.g., vulnerable populations, homeless individuals, oral care, and long-term 

care utilization) (Baker, 2009; Bradley et al., 2002; Gelberg, Andersen, & Leake, 

2000; Katerndahl & Parchman, 2002; Lemming & Calsyn, 2006; Stein, Andersen, & 

Gelberg, 2007).  The model has been used primarily as an explanatory model in 

order to describe the utilization of health services; however, the model has also 

been adapted to serve as a predictive model (Baker, 2009).   Due to its extensive use 

and ability to be adapted to specific patient populations, the Behavioral Model was 

chosen as one of the models to help generate patient specific questions within this 

research project.   
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The Behavioral Model has five broad domains that operate in a linear system 

and it also contains a feedback mechanism, which can be seen below in Figure 1 (the 

original representation of the model and some selected adapted versions of the 

model can be found in Appendix B).  Each domain of the model (latent constructs) 

contains variables (measured variables) that exert influence on the overall outcome 

of interest.  Measuring each variable can collectively explain and/or predict the 

degree to which a patient or group of patients may utilize a specific health service.  

The model has four principle domains: predisposing characteristics, enabling 

characteristics, need for the service, and individual health behaviors.  Each domain 

of the model contributes to the model’s overall ability to explain or predict the 

outcome of interest and evaluate the level of satisfaction a patient has related to that 

specific health outcome (outcome is the fifth domain within the model).  The 

original Behavioral Model and adapted versions attempt to describe a process by 

which the health outcome and the patient’s satisfaction related to the process of 

Figure 1 - Behavioral Model of Healthcare Utilization  
Source: Adapted based on (Andersen, 1995) 
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care is able to feedback into each of the preceding domains, thereby influencing a 

subsequent health behavior.   

Each domain of the model is evaluated sequentially to determine the amount 

of variation it can explain with regards to the outcome of interest; additionally, each 

domain should avoid the use of measurable characteristics that loads on more than 

one domain (latent variable).  In order to minimize the chance of creating a 

measured variable that loads on multiple latent variables (domains) an 

understanding of each domain’s purpose is required.   

A predisposing characteristic is predominantly a factor that individuals have 

prior to, or regardless of, the illness or service being measured (e.g., age, gender, 

education).  With regard to an MTM service, these factors might include the number 

of chronic medications a patient takes or a patient’s self-efficacy belief about 

consuming medications.  An enabling characteristic is defined as the availability of 

resources to patients, communication regarding the use of those resources for 

patients and access to the resource.  When adapted to MTM, this might include: 

MTM benefit design elements, MTM provider network, and communication of the 

service to beneficiaries.  The need characteristic (third Behavioral Model domain) is 

defined as both the patient’s perceived need for the service and the evaluated need 

for the service.  Within the context of MTM, the need domain will primarily focus on 

an individual’s ability to identify need for the MTM service.  An expert commonly 

completes the evaluation of need; however, for the purposes of this proposed 

research project, a patient’s need for the service will be evaluated by MTM program 
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eligibility criteria and will not be explicitly evaluated by an expert.   The last domain 

consists of health behavior factors demonstrated by a patient.  Examples of health 

behavior factors are: smoking status, exercise, diet, and other personal health 

factors.  The health behavior domain could be adapted to the following factors 

within the context of MTM: documented enrollment within an MTM benefit and 

scheduling of an MTM encounter, as these two factors are the immediate precursors 

to a patient attending an MTM encounter.  

Within the context of this research project, several domains will help to 

inform the initial development of patient-specific questions.  Specifically the 

domains of predisposing, enabling and need will be focused on when developing 

questions.  An example of how the enabling domain may influence question 

development is knowing that an individual’s social support network influences 

health utilization, a question may be developed to ask the following:  How have your 

friends or family members influenced your decision to participate (or not) in MTM?  

In this same way, each domain and that domain’s specific measurable variables will 

be assessed and potentially adapted to an MTM participation context. 

 2.4.2 Theory of Planned Behavior (TPB)  

 The Theory of Planned Behavior (TPB) is an extension and adaptation of the 

Theory of Reasoned Action (TRA) which was originally developed by Ajzen and 

Fishbein (Ajzen, 1991).  The TRA was originally developed to offer an explanation 

and prediction as to how an individual made decisions regarding a specific behavior 
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and their likelihood of conducting such behavior.  As is shown in figure 2 (below) an 

individual’s behavioral intention is the antecedent to their actual behavior and the 

behavior intention is a composite of an individual’s attitude toward the behavior 

and their subjective norm of the behavior (i.e., an individual’s beliefs about what 

their referent group might think about performing the behavior and the behavior 

itself).  An individual’s attitude toward a behavior is formed by that individual’s 

belief about the behavior and their evaluation of the behavior in question.  An 

example of this could be where an attribute towards a smoking cessation plan 

consists, among other things, of their belief about whether the plan includes 

personal counseling and their evaluation of whether that is a good or bad 

component for smoking cessation plans to have.  Likewise, an individual’s subjective 

norm about a behavior is a composite of how that individual’s believes their referent 

group views the behavior and that individual’s motivation to comply with their 

referent group.   An example of this evaluation is how an individual’s peer group 

Figure 2: Theory of Reasoned Action (adapted)  

Actual 
Behavior

Behavioral 
Intention

Attitude toward 
Behavior
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•Motivation to 
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views enrollment in a smoking cessation plan and that individual’s desire to be 

accepted by and/or emulate the peer group.   

 The difference between the Theory of Reasoned Actions (TRA) and the 

Theory of Planned Behavior (TPB) is that the TPB model has extended on the work 

of the TRA model by including an individual’s perceived level of behavioral control 

into the TPB.  The perceived level of behavioral control is an individual’s 

representation of that “person’s perception of the ease or difficulty of performing 

the behavior of interest” (Ajzen, 1991).  The concept of perceived behavioral control 

is analogous to the concept of self-efficacy developed by Bandura (Bandura, 1977).  

Both self-efficacy and 

perceived behavioral 

control address the 

idea that if two 

individuals have the 

same evaluation 

about a behavior 

(enrolling in a 

smoking cessation 

plan), but one of the individuals believes they can achieve the goal and the other 

does not believe they have the ability to actually enroll, will favor the individual who 

believes they can do so (because of the positive belief).  The addition of perceived 

control has been demonstrated to be a meaningful addition to the TPB as compared 

Source: (Ajzen, 1991) 

Figure 3: Theory of Planned Behavior  
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to the TRA model (Ajzen, 1991).  The theoretical model for the TPB in its original 

form as presented by Ajzen is shown in figure 3; within the presented model the 

feedback effects on the antecedents are not shown.  Similar to the Behavioral Model 

of Healthcare Utilization, the TPB will be used to inform the focus group question 

development process.  An example of a question that may be developed following 

the TPB model is: “Describe the effect that you believe you would (will) experience 

as a result of participating in an MTM encounter?” 

2.4.3 AIDA Model 

The final explicit model that will be used to help generate focus group 

questions and the structure of the focus groups is the awareness-interest-desire-

action (AIDA) model.  The development of the AIDA model is credited to E. St. Elmo 

Lewis in 1898; however, it was E. K. Strong who operationalized the model within 

the context of persuasion in selling (Belch & Belch, 2009; Vakratsas & Ambler, 

1999).  The AIDA model, as the name suggests, has three components that are the 

antecedents of the action (action is the fourth component).   

The first component is awareness; the role that awareness plays in 

persuasion is that a consumer must first become aware of a product or service 

before they can progress towards the desired action.  Awareness of a product is 

often not sufficient to induce a consumer into purchasing a product (complete the 

desired action); from the awareness phase it often becomes the salesperson job to 

generate interest (the I in the AIDA model).  The “interest” component of the AIDA 
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model is generally operationalized by marketers in creating a message that is salient 

to the market audience (consumer).  If an individual does not interpret the message 

as being salient to their needs they will likely devote their cognitive resources to 

other more salient messages and dismiss the product at that time.  If a consumer is 

aware of a product, and has interest in the product the final step prior to purchase 

(action) is creating a desire for the product.  The job of the marketer or salesperson 

in creating a “desire” is to move the consumer from the “I like it” stage to the “I want 

it” stage (Grewal & Levy, 2008).  If a marketer is successful at facilitating the 

consumer’s transition through the A-I-D stages there is a strong likelihood that the 

consumer will then want to purchase the product to satisfy their desire for it - thus 

completing the AIDA model.  

With regard to MTM, a patient may or may not be aware of MTM as a service 

and, even if they are aware of the service, they may not have an interest in the 

service.  Within the context of this research project, it needs to be remembered that 

the AIDA model is a marketing approach to selling and should be used to help 

facilitate the stages through which a patient will progress when attempting to make 

a consumption decision.  Therefore, if a consumer is in fact aware of the service but 

does not have an interest in the service, the lack of interest could be driven by a 

perceived low behavioral control; it could also be that a patient’s referent group has 

a negative evaluation of meeting with a pharmacist for MTM.  The AIDA model does 

not tell a marketer what to say but it does help to identify where a consumer may be 

within the decision-making process.  In this same way, within the context of this 
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research, the AIDA model will not be used to generate patient questions but will 

rather inform the flow of focus group sessions.  

The previous chapter has attempted to describe both the published and 

unpublished literature that is related to this research project.  The research 

methodology that will be discussed in chapter 3 will build upon the literature 

presented in this chapter and work to incorporate the literature into this project’s 

research design.  An example of this integration is the role of gender in health 

marketing.  The literature demonstrates that men and women perceive health and 

health-related communications differently; therefore, as a result of this difference 

men and women will be stratified into different focus group sessions.  This 

segregation of genders will allow for focus group participants to discuss and build 

ideas with individuals who have a shared experience compared to the other gender.  

The linkage of research design to literature may not always be explicitly stated; 

however, the goal is to achieve congruity between the literature presented and the 

research method used in this project. 
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Chapter 3: Methodology 

3.1 Research Design  

 3.1.1 Research Overview 

This grounded theory research-based project presents a distinctly different 

path to addressing a patient’s intent to use MTM services than can presently be 

found within the literature.  As previously discussed, the 

traditional approach to marketing MTM programs has 

been to develop different promotional attempts related to 

MTM.  These different MTM media promotions did little to 

determine the optimal MTM segment to target or to 

determine what that specific target audience requires to 

induce participation in MTM.  As demonstrated by the 

limited uptake of the programs, these approaches were 

unable to effectively communicate the optimal message to 

the right individual(s) in order to induce the recognition 

of need by the individuals who could benefit from MTM 

services, thereby increasing program participation 

(Stratton, et al., 2010).   

This research project will generate a theoretical 

model that explains how patients decide to participate in 

an MTM program or not.  This theoretical model will allow 

Overview of Research 
Plan to Establish 

Patient Level 
Predictor Variables 

Identify and Select  
Commercial Insurance 

Sample Population

Recruit Participants for a 
Series of Statewide Focus 

Groups

Stratify Participants by:
• Medication Utilization

• MTM Participation Status
• Gender

Analyze Focus Group Data 
Identifying 

Themes/Categorizations

Propose Theoretrical Model 
Governing MTM Patient 

Enrollment Decision

Figure 4: Overview of 
Research Plan 
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for the development of recommendations regarding different patient segments 

should they exist, different patient needs, and strategies to communicate effectively 

with patients.  Subsequent to the completion of this research project, the various 

model elements will be able to be further researched with respect to the commercial 

MTM patient population (the model may be adaptable to non-commercial 

populations; however, further research would be required).  The overall intent of 

this research will be to establish the foundational framework as to how patients 

decide to participate in MTM services.  This research project initially had a 12-18 

month timeline for completion; however, due to delay in data analysis, the full 

project duration was 6 years.  Appendices C-E provide a detailed description of this 

study’s budget, participant sampling scheme, participant stratification plan and 

timeline. 

3.1.2 Focus Groups 

This research project utilized a grounded theory research-based technique in 

order to achieve its objective of establishing a theoretical model to guide strategic 

patient enrollment leading to attendance at an MTM encounter.  The first phase of 

the research initially planned on conducting 8 focus group sessions, assessing for 

response saturation; ultimately, a total of 12 sessions were required to achieve 

saturation and develop a thematic understanding of how patients decide to attend 

or not attend a first MTM encounter.   
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During each of the focus group sessions, participants were asked a variety of 

questions that followed the AIDA model of decision-making (questions will be 

presented elsewhere in this manuscript).  The theoretical frameworks used to 

develop the structured questions and interviewer guide were the Behavioral of 

Healthcare Utilization model (Andersen, 1995; Anderson & Bartkus, 1973) and the 

Theory of Planned Behavior (Ajzen, 1991; Anderson & Bartkus, 1973; Fishbein & 

Ajzen, 1975).  Based on the results of each session, the study authors and focus 

group moderator made slight adjustments to the focus group questions in an effort 

to enhance the theory generation process. 

Attempts were made to duplicate each focus group in an effort to minimize 

the possibility of obtaining a session response that is non-representative of the 

population; however, two high-use medication groups (greater than 8 daily 

medications) were not able to run in duplicate due to limitations in patient 

recruitment.  Focus group methodology suggests that sessions be repeated until 

response saturation occurs and the literature also suggests that, in a grounded 

theory approach, it will take 20-30 one-on-one interviews to achieve saturation 

(Creswell, 1998).   Given that this project is conducting focus groups instead of 1:1 

interviews, it was initially hypothesized that 12-16 in-person focus group sessions 

(with 6-12 individuals per session) would be adequate to produce response 

saturation.  Response saturation is commonly defined as the point in time when 

respondents repeatedly generate duplicative responses as compared to previous 

focus group sessions (Kreuger & Casey, 2000).  As previously described, the 
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principal investigator and focus group moderator determined that response 

saturation occurred following the 10th focus group session; however, a total of 12 

sessions were conducted as patient enrollment had already been completed for 

sessions 11 and 12.  Appendix F provides a schematic approach to how participants 

were stratified within the focus group sessions. 

The study author desired to conduct a second round of focus group sessions 

to complete a theory verification process; however, due to resource limitations, the 

second round of focus group sessions did not occur.  The theory verification process 

is described in detail in section 3.5.1 and, for this verification process, a new sample 

of participants was initially desired.  This new sample is commonly referred to as a 

discriminate sample (Creswell, 1998; Strauss & Corbin, 1998).  The purpose of a 

theoretical sample (which was intended to be comprised of participants recruited 

during the initial focus group sessions) is for the study authors to present the 

categories and theory that has been generated based on the initial data analysis 

(analysis from phase one focus groups) back to a group of participants involved in 

the phase one of the research.  Participants that comprise the theoretical sample will 

support or refute the conclusions drawn by the researchers.  The process of 

presenting and refining the newly generated theory continues until participants 

support the conclusions made by the researchers.  The moderator of the second 

phase of focus groups was initially intended to be the principal investigator of the 

research.  Due to the lack of funding and the timeframe from data collection to initial 

model development (5 years), the study author was not able to complete the 
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theoretical sampling process.  This deviation in methods from the original proposal 

will be described further within the limitations portion of this manuscript.       

 3.1.3 Stratification of Research Participants 

This research project stratified research participants into different focus 

groups in an effort to create homogenous sessions.  The literature recommends that 

in a grounded theory research-based project participants should be stratified in 

order to create a shared experience among participants and to minimize domination 

between genders.  Therefore, for the purpose of creating the most homogenous 

focus group sessions, consenting participants were segmented into various 

categories.  The categories to be implemented in the proposed research project 

were selected based on their perceived importance (as determined by key opinion 

leaders within MTM) and based on recommendations from the literature regarding 

the design and implementation of focus group research.  Therefore, the following 

categories were used to minimize the heterogeneity of focus group participants 

within a given session: number of chronic medications utilized, MTM participant 

status, gender, and location of employment (Kreuger & Casey, 2000; Stewart, 

Shamdasani, & Rook, 2007).   

Research has demonstrated that as the number of medications a patient 

takes increases, their risk of suffering an adverse drug reaction increases 

proportionally; therefore, it was determined to segment the MTM market based on a 

patient’s utilization of chronic medications (Field, et al., 2001; Gallagher, et al., 2008; 
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Onder, et al., 2010).  Patients were stratified into one of three utilization segments: 

the use of 0-3 chronic medications, the use of 4-8 chronic medications, and greater 

than 8 chronic medications.  For the purposes of this research project, the utilization 

segment of 0-3 medications were not included.  The reason for this exclusion is that, 

at this time, the focus of MTM recruitment is on UPlan beneficiaries who are MTM-

eligible.  As previously discussed, the most commonly-accepted MTM benefit design 

structure is that patients are eligible if they use four or more chronic medications to 

treat two or more chronic conditions, or if they obtain a referral from their primary 

care provider (Seifert & Schondelmeyer, 2009).  Therefore, UPlan beneficiaries 

taking 0-3 medications are generally not eligible for the service and thus were not 

included in this study.  The definition of a chronic medication is any medication 

requiring use for greater than 90 days of treatment (Centers for Medicare & 

Medicaid Services, 2009).   

The two secondary market segments, gender and use of an MTM benefit 

(MTM participant versus MTM-eligible non-participant), further stratified the focus 

group sessions.  The reason for stratifying participants who have experienced MTM 

from naïve patients is several fold.  The primary reason is that participants who 

have already participated in the service have been able to self-identify a need for 

MTM services based on existing promotional media.  However, patients who have 

not yet accessed MTM services (assuming a MTM benefit exists) were assumed to 

have not been engaged to the point that they undertook the desired behavior.  This 

research project desired to address the question of how patients decide to 
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participate in MTM services.  It was predicted apriori that mixing patients who have 

experienced the service with MTM-naïve patients could contaminate a research 

participant’s response.  This contamination could likely result from the theory of 

social proof (wanting to conform with others within the existing group) or that 

participants (depending on the mix of experienced to naïve MTM patients within a 

given session) would change/temper their reasons for choosing an action based on 

the responses of others.  For these reasons, all focus group sessions had a secondary 

stratification based on MTM service experience (primary stratification was based on 

the number of chronic medications used by a participant).   

Additionally, participants were stratified by gender to ensure that if there are 

gender-specific variations, one gender did not dominate the other during the 

sessions.  Additionally, as previously mentioned, there is significant evidence within 

the literature that a male’s perception of healthcare marketing attempts and 

perceived need for individual healthcare services differs significantly compared to 

females (Galdas, Cheater, & Marshall, 2005; Korcuska & Thombs, 2003; Mackenzie, 

et al., 2006; Markert, 1987).  One focus group session indeed contained a mix of 

female and male participants, and occurred as a result of inadequate participant 

sample size to justify conducting separate sessions.  Results from this blended focus 

group session were similar to prior sessions and will be described elsewhere in this 

manuscript. 
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3.1.4 Inclusion and Exclusion Criteria 

 The inclusion criteria to participate in this research project were the 

following:  

o English speaking 
o Be at least 18 years of age 
o Taking four or more chronic medications (OTC or legend medication) 
o Be able to independently make their own healthcare decisions  
o Participant must be an employee or beneficiary of the UPlan or General 

Mills medical benefit 
 

This study excludes participants who are currently enrolled in a Medicare 

Part D plan work for a college of pharmacy, or are a practicing licensed pharmacist.  

The reason for these exclusions are because Medicare Part D recipients are believed 

to represent a distinct segment of patients different from patients who have 

commercial health insurance; likewise, pharmacists and individuals who are 

employed by a College of Pharmacy will likely have a unique knowledge related to 

MTM, thus reducing the homogenous nature each session. 

3.2 Study Sites 

 3.2.1 Standardization of Settings  

Each focus group sessions was conducted onsite or immediately adjacent to 

participating organization’s campus to minimize potential barriers to participation.  

Setup of each room followed the layout described in Appendix G.   Attempts were 

made to schedule two focus groups sessions at each location daily with the first 
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session occurring from 12-1:30 pm and a second session being run from 4:30-6 pm.   

Table 5 (below) provides the details of each focus group session. 

Table 5: Focus Group Schedule 

 
Note: Motel Minneapolis was the former University Radisson 

 

FG 
Number 

Focus Group Description  Focus Group Schedule 

#1 
Focus Group A - MTM-Naïve 8 or 
More Medications - Female 

August 8 from 12 - 1:30 PM in 
Room:  CRC2-15 

#2 
Focus Group B - MTM-Naïve 4-8 
Chronic Medications - Female 

August 22nd from 12 - 1:30 PM in 
Room: CRM3-50 

#3 
Focus Group C - MTM-Naïve 4-8 
Chronic Medications - Male 

August 22 from 4:30 - 6:00 PM in 
Room: CRN3-42 

#4 
Focus Group D - MTM-Experienced 
4-8 Chronic Medications - Male 

August 25 from Noon - 1:30 PM in 
Room:  CRN3- 48 

#5 
Focus Group E - MTM-Experienced 
4-8 Chronic Medications - Female 

August 25 from 4:30 - 6:00 PM in 
Room: CRN3-48 

#6 
Focus Group F - MTM-Experienced 
- Female - 

November 7th from 12 - 1:30 PM 
in Duluth Technology Village 

#7 
Focus Group G - MTM-Experienced 
- Male 

November 7th from 4:30-6 PM in 
Duluth Technology Village 

#8 
Focus Group H - MTM-Naïve 4-8 
Chronic Medications - Female 

November 8th from 12 - 1:30 PM 
at Hotel Minneapolis 

#9 
Focus Group I - MTM-Naïve 4-8 
Chronic Medications - Male 

November 8th from 4:30-6 PM at 
Hotel Minneapolis 

#10 
Focus Group J - MTM-Experienced - 
Female 

November 15th from 12 - 1:30 PM 
in Motel Minneapolis 

#11 
Focus Group K - MTM-Experienced 
- Male 

November 15th from 4:30-6 PM in 
Motel Minneapolis 

#12 
Focus Group L - MTM Naive – Male 
and Female 

January 11th from 12 - 1:30 PM in  
Kirby Heller Hall 302 
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Participants were provided light beverages and box lunches during both 

lunch session and evening sessions.  Scheduling and recruitment attempts were 

made to allow each stratified focus group to have alternating session times 

available.  In an effort to minimize the possibility of creating response bias, focus 

group session times were varied to accommodate varying work schedules of 

potential study participants. 

By alternating the times in which sessions are conducted, equality of member 

recruitment was attempted helping to minimize work time response bias.  A single 

moderator was chosen through a request for application (RFA) process prior to IRB 

submission to moderate all focus group sessions.  The principal investigator was the 

video camera operator at each session to allow for the determination of response 

saturation while avoiding contamination of participant responses.  The focus group 

moderator worked with the study author to develop a semi-structured moderator’s 

guide and probing questions to follow throughout each focus group session. 

3.3 Human Subjects 

Focus group patient recruitment included the planned participation of 

women and minorities (Appendix H).  The study included both of these groups, as 

the objective of this research was to develop an understanding as to why or why not 

a patient would decide to attend an MTM appointment with a pharmacist.  The MTM 

benefit does not exclude individuals based on gender, ethnicity or race.  Not 

including these individuals within the study would only widen the healthcare 
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quality gap that currently exists, resulting from not creating a model that is 

representative of a commercial health plan population (Dorothy D. Dunlop, 2002).   

This study excludes the participation of individuals less than 18 years of age 

due to the current MTM eligibility criteria previously referenced.  The majority of 

individuals less than 18 years of age fail to qualify for the benefit on the basis of 

lacking the number of health conditions and medications required to qualify for the 

MTM benefit.  Additionally, in order to minimize the heterogeneity of session 

participants, a minimum of four additional focus groups would have had to be 

conducted to control for the age variable.  The cost versus benefit ratio (the cost for 

additional focus groups compared to the potential patient enrollment) was 

considered to be too high to justify including minors within this study.   

As outlined within the research stratification section, participants were 

segregated based on gender.  This segregation helped to minimize the potential of 

experiencing personal emotional distress and domination that could result from 

mixed gender focus group sessions. 

Prior to stratification of participants during the initial enrollment process, 

participants were verbally informed of the risks and benefits of participation.  The 

University of Minnesota Institutional Review Board (IRB) approved the verbal 

consent form shown in Appendix I.  On the day of participation, all participants were 

asked to complete a written informed consent form for this study (shown in 

Appendix J).  By signing the informed consent documents, participants 
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acknowledged that their questions regarding the study had been answered to their 

satisfaction and that they understood they were free to withdraw from the study at 

any point if a personal concern arose.  The risks to participants were identified to be 

minimal and included the following: emotional harm from discussing past 

encounters with a pharmacist; compromised personal information from fellow 

study participants, or other study participants; breach of privacy by study 

investigators; loss of personal time; and cost of travel to and from focus group 

sessions.  The benefits that a participant could obtain are the following: nominal 

compensation for participation, and knowledge gained regarding a new healthcare 

program (MTM).  A participation incentive of $50 was deemed appropriate as to 

offer enough compensation to account for travel and time commitments to 

participate, while mitigating the possibility of coercion to participate.  Study 

volunteers were recruited through the use of a direct mailer sent to MTM eligible 

employees from the employer’s pharmacy benefit manager (PBM).  Appendix K 

contains a representative recruitment letter that was sent to potential patients.  

Study volunteers that responded to the recruitment letter and verbally enrolled in 

the study were sent a follow-up reminder postcard one week prior to their 

scheduled session (a representative sample reminder postcard is shown in 

Appendix L).     

Following the completion of informed consent, the focus group sessions were 

convened and conducted as described within section 3.2.1.  To ensure the safety and 

privacy of all information, at the beginning of each session, the session moderator 
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read a confidentiality statement.  This stated that all information shared during the 

session will remain confidential for study purposes and participants should not 

repeat any personal information presented during the session after the completion 

of the session.  All study records will be transcribed in a non-identifiable manner 

and all informed consent documentation will be securely stored in the principal 

investigator’s office for a minimum period of five years following study completion.   

A participant safety analysis was completed following the completion of each 

session with the session moderator.  This analysis consisted of a systematic review 

of each session’s recordings to ensure that participants were not encountering any 

distress as a result of study questions.  Furthermore, study participants were 

provided with the University of Minnesota’s hotline number that they could freely 

access to report a violation or to file a study-related complaint if needed.  This study 

did not collect any biological samples and did not present a physical health risk to 

participants. 

3.4 Data Collection 

 3.4.1 Moderator Interview Guide 

A moderator interview guide was developed following the selection of a 

focus group moderator and was developed in conjunction with the moderator and 

informed by the previously identified behavioral models.  Appendix I contains an 

initial list of questions that were used to help inform the moderator’s guide.  

Additionally, Figure 5 shown below was developed based on the previously 
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described behavioral and marketing models to help ensure the moderator’s guide 

contained questions that addressed the salient components of the models.   The net 

result of the initial question list and the hypothetical model (shown in Figure 5) was 

a final semi-structured moderator’s guide as shown in Appendix M.   

At the conclusion of each focus group session, participants were asked to 

complete a DECISION Study exit survey, designed to collect demographic and 

preference-based data from study participants (Appendix N: DECISION Study Exit 

Survey).  Each survey contained a unique survey identifier in the top left hand 

Figure 5:  Hypothesized Model based on Literature Based Behavioral Models 



 72 

corner that matched the survey to the participant’s placard placed in front of them 

during the focus group session.        

Since each focus group session was audio and video recorded, the video 

allowed each participant’s responses to be coded uniquely to their identifier, also 

allowing for the matching of individual survey responses to focus group session 

responses.  Each session was assigned letter indicating the focus group session (e.g., 

A, B, C, D as shown in Table 5, and each participant was numbered sequentially 

1,2,3,4, etc.).  The linkage and resulting analysis of focus group responses to survey 

response will be described elsewhere in this manuscript.  

 3.4.2 Transcription of Focus Group Sessions 

Each focus group session was audio recorded and transcribed to allow for 

complete analysis.  In addition to identifying the variables that affect a patient’s 

decision to attend an MTM appointment, the researcher also collected focus group 

participant socio-demographic information through the completion of a brief survey 

form that participants completed at the conclusion of each session.  On the survey 

form participants also indicated if they were willing to participate in the second set 

of focus group sessions.  This grounded theory-based mixed-methods research 

design allowed for sampling a broader range of patient beliefs and perceptions than 

would be possible from a purely quantitative design (e.g., survey).  Throughout the 

focus groups, a single moderator and moderator guide were used in an attempt to 
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minimize moderator variability and bias from session to session (Kreuger & Casey, 

2000).  

 Following the completion of all focus group sessions, all audio recordings 

were transcribed and the transcription of these recordings were subsequently 

analyzed.  Data were analyzed using NVivo, a qualitative research software package 

which allows researchers to quickly and accurately identify themes within whole-

language data.  Additionally, at the conclusion of each focus group participants were 

asked to provide de-identified demographic and healthcare utilization information 

to allow the researchers to compare patterns of utilization between the duplicated 

focus groups.    

3.5 Data Analysis 

 3.5.1 Overview of Analysis 

 A prospectively determined data analysis plan was created to ensure that 

data collection and coding would enable a predetermined plan to be implemented.  

The remainder of this section will detail that prospective plan with the actual 

analysis process described in Section 4.2.   

The principal investigator and one additional research assistant initially read 

all focus group transcripts for understanding and overall content analysis.  

Following the thorough reading and understanding of all study transcripts, the 

researchers began to develop broad categories of information from the transcripts 

(open-coding process).  This initial open-coding process has the potential to identify 
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any number of categories depending on the size of the database; however, the 

literature recommends limiting the number of categories to 5 or 6 if possible 

(Corbin & Strauss, 2008).  An excessively large number of open-coding categories 

may indicate that categorical definitions are too broad or that a large number of 

variables are present in the data.   

After all transcripts underwent the independent open-coding process, the 

researchers then jointly met to discuss the codes they each identified and to 

determine if it was possible to combine common codes to one single category that 

they believed to be the central phenomenon from the data.  This process of 

reviewing codes and combining similar codes continued until all of the focus group 

transcripts had been reviewed.   

The next phase of coding is the axial-coding process; axial coding is the 

process by which interconnected categories are identified and tagged to the central 

phenomenon.  During the axial-coding process, the researchers work to create a 

coding paradigm that describes the antecedents and consequences of the central 

phenomenon.  The last step in the initial coding process is to selectively code the 

data in an effort to create a “story” from the data (Anselm & Juliet, 1990; Strauss & 

Corbin, 1998).   

The two coders met to discuss coding disagreements and any themes 

recognized following the open- and axial-coding processes.  NVivo sentences and 

phrases from the transcript were labeled using the appropriate codes.  Sub-codes 
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were developed and applied following initial coding as deemed necessary.  

Following the coding process established by Strauss & Corbin (1998) the researcher 

should then present the newly created theory back to a group of selected 

participants.  Based on the feedback generated from the review of the model with 

the selected participants, the model should be revised to address any concerns or 

misinterpretation that may have been coding during the open and axial coding 

process.  The process of participant review and model revision should continue until 

parity is achieved between the model and study participant feedback.   

Due to delays in the transcription and coding process, the study authors were 

not able to convene any follow-up focus group sessions to review the model with 

study participants.  The length of the delay was such that participants from the 

initial focus group sessions were no longer available to participate in a follow-up 

session.  The limitation of not obtaining the participant critique of the model limits 

the credibility for the study’s conclusions and would support the need to validate 

study findings through further research.  

Strauss and Corbin (1998) propose seven criterion by which to judge the 

quality of a grounded theory study (Creswell, 1998): 

1. How was the original sample selected? 

2. What major categories emerged? 

3. What were some of the events, incidents, actions that point to these major 

categories? 
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4. On the basis of what categories did theoretical sampling proceed? Was it 

representative of the category? 

5. What were some of the hypotheses pertaining to conceptual relations and 

on what grounds were they formulated and tested? 

6. Were there instances when hypotheses did not hold up against what was 

actually seen?  How were these discrepancies accounted for? 

7. How and why was the core category selected?  On what grounds?    

Addressing these seven questions and following the process recommendations 

made within the literature, a grounded theory-based research model was developed 

from this research.    

 3.5.2 Software for Data Analysis 

 NVivo 11 Pro was used to code focus group data, analyze transcript codings, 

search transcripts for un-coded sequences and to store study related data.  SPSS 

version 17 was used to generate descriptive statistics for each session and 

individual participant demographics (Edhlund, 2008). 
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Chapter 4: Results 

 The results of this project are arranged in the following manner.  First, a 

description of the sample demographic is provided.  Secondly, study findings are 

presented based on the two primary domains that emerged from the focus group 

session: Healthcare Utilization Paradigm and Value Assessment.  Third, the 

grounded-based theoretical model that emerged based on the hierarchical findings 

of the two primary domains is presented.  This theoretical model describes the 

cognitive processes that an individual works through as they consider the decision 

as whether or not to schedule a Medication Therapy Management (MTM) encounter.        

4.1 Sample Description 

 In this section of chapter 4, a description of the study sample will be 

provided.  The study sample’s characteristics provide the context under which the 

results can be interpreted.  The gender distribution of the study sample was 58.3% 

female and the majority of individuals were in their sixth decade of life or beyond 

(45.8%); however, a broad age representation was obtained from individuals in 

their third decade of life to participants in their sixth decade of life (see Table 6: 

General Characteristics of Subjects).     

At the conclusion of each focus group session, participants were asked to 

respond via an exit survey their use of healthcare services, medications and to 

provide a self-reported assessment of their overall health.  Study participants on 

average reported having between two and four chronic health conditions (68.1%) 
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and self-reported their health status as very good or excellent 52.7% of the time.    

The health status reported within this study is comparable to the 2011 CDC findings 

that 8.8% of the Midwest region self-reported their health status as fair or poor, 

which compares to a 7% rate found within this study population (National Center 

for Health Statistics. Health, United States, 2012).   

Table 6: General Characteristics of Subjects 

 

Additionally, participants of this study reported that 100% of participants 

self-reported having seen at least one healthcare provider within the past 12 

months, with the majority of participants having seen between 3-4 unique providers 

during that time.  This measure of healthcare utilization (presence of a provider visit  

Characteristics 
MTM-

Experienced 

Ex 

MTM-
Naïve 

Total 
(N=72) 

(%) 

     
Gender     

Male 17 13 30 41.7 
Female 17 25 42 58.3 

     
Age     

30 - 39 0 4 4 5.6 
40 - 49 3 10 13 18.1 
50 - 59 13 9 22 30.6 
60 + 18 15 33 45.8 

     
Ethnicity     

White 32 35 67 93.1 
African American 0 1 1 1.3 
Latino 1 1 2 2.8 
Asian 1 1 2 2.8 
Other 0 0 0 0 
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Table 7: Health Characteristics of Subjects 

Health Characteristics (N=72) (%) 

   

Number of Health Conditions   

1 9 12.6 

2 18 25.3 

3 16 22.5 

4 15 20.8 

5 4 5.6 

6-9 4 5.6 

10+ 5 7 

Range 1 – 12  

Mean 3.54  

Standard Deviation 2.42  

Median 3  

   

Healthcare Providers Seen in Past 12 Months (N=71) (%) 

1 8 11.3 

2 

 

15 21.1 

3-4 26 36.6 

5-6 11 15.5 

7+ 11 15.5 

Range 1 – 20  

Mean 4.23  

Standard Deviation 3.32  

Median 3  

   

Overall Health Rating (N=72) (%) 

   Poor 1 1.4 

   Fair 4 5.6 

   Good 29 40.3 

   Very Good 31 43.1 

   Excellent 7 9.7 
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within the prior 12 months), is indicative of robust healthcare service utilization 

given that the number of unique providers seen per year is an underrepresentation 

of actual outpatient visit utilization.  The underrepresentation is expected because 

the exit survey assessed for the presence of a visit, and not the total number of 

unique outpatient office visits during a 12-month period (e.g., a patient may see only 

one prescriber in a 12-month period, but have a total of 4 visits with that prescriber 

during the measurement period). 

In 2011, the national average for outpatient provider visits within the 

privately insured patient population is 39 visits per 100 persons per year, yielding a 

rate of 0.39 visits per person per year, which is significantly lower than the 

minimum utilization rate of 100% found within this population 

(http://www.cdc.gov/nchs/data/ahcd/nhamcs_outpatient/2011_opd_web_tables.p

df).   

This study also aimed to quantify the medication utilization trends of study 

participants through the use of the exit survey.  Participants were asked to report 

the number of chronic medications taken on a daily basis, number of chronic 

medications including as needed medications and total daily doses of medications.  

Based on the survey results list in Table 8 a total of five participants reported using 

fewer than 4 medications on a daily basis, which indicates a discrepancy between 

the study recruitment data obtained during the verbal consent process and the self-

reported utilization collected pursuant to the exit survey.  Study inclusion criteria 

http://www.cdc.gov/nchs/data/ahcd/nhamcs_outpatient/2011_opd_web_tables.pdf
http://www.cdc.gov/nchs/data/ahcd/nhamcs_outpatient/2011_opd_web_tables.pdf
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required participants to be taking four or more medication on a daily basis, based 

on the reason both participating employer groups required beneficiaries to be 

taking four or more medications for two or more health conditions to qualify for the 

MTM program.  Therefore, in order to most accurately determine predictors of 

service utilization, it was desired to have 100% of study participants also be MTM 

benefit eligible.   

Figure 6: Chronic Daily Medication Use in Study Participants 

 

Analysis of initial study screening data (verbal consent process) 

demonstrated a self-reported daily medication use of 7.38 medications per screened 

participant with a range of 4-25 medications.  It cannot be determined by this 

research the reason for this discrepancy and whether it is the result of 

misinterpretation, change in medication use, or other unknown reasons.  Since 

initial participant recruitment efforts were based on pharmacy claims data supplied 

by the Pharmacy Benefit Managers (PBMs) representing the two employer groups, 
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triangulation of the data would suggest that study participants were all eligible for 

the MTM benefit and were therefore appropriately included in the study.        

Table 8: Medication Taking Characteristics of Subjects 

Medication Taking Characteristics (N=72) (%) 

   

Number of Daily Medications   

1 1 1.3 

2 2 2.7 

3 2 2.7 

4 10 13.8 

5 6 8.3 

6 11 15.3 

7 5 6.9 

8 6 8.3 

9 2 2.7 

10 10 13.8 

11-15 13 18.1 

16+ 4 5.5 

Range 1 – 25  

Mean 8.25  

Standard Deviation 4.64  

Median 7  

   

Medication Utilization (N=72) Std. Dev. 

Number of Daily Medications 8.25 4.64 

Number of Daily Medications including as needed 
Medications  

9.07 6.04 

Number of Total Daily Doses 9.72 5.98 

4.2 Data Processing: Focus Group Sessions  

Following the research methodology described in Section 3, a series of 12 

focus group sessions were conducting at a total of four locations: University of 
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Minnesota Duluth Campus (UMD), University of Minnesota - Center for Economic 

Development (Duluth), General Mills Corporate Campus, and Hotel Minneapolis on 

the University of Minnesota Twin Cities Campus (TC).  Each focus group session 

lasted approximately 90-minutes and was audio and video recorded.  Subsequent to 

the completion of the 12 focus group sessions, a copy of the audio recordings were 

submitted to Tybee Types LLC., an audio transcription firm based in Savannah, GA.  

The audio files were transcribed to text, identifying participant and moderator 

responses through the use of Microsoft Heading 2 Styles (see sample text below). 

 Mod: 

I’ve been asking about pharmacists. What about just pharmacy overall, what does that term mean to 

you, “pharmacy”? 

Participant: 

I would say drugstore. I think of Walgreens because that’s where I would go before Medco, to 

Walgreens and go back to the pharmacy at the back of the drugstore and pick up my prescriptions.” 

 Once all of the audio files were transcribed to text, the study author and a 

University of Minnesota Social and Administrative Pharmacy (SAPh) graduate 

student translated the transcripts, identifying each unique participant within the 

text.  The process to identify a unique participant followed the method outlined in 

Section 3.4.1 in that the study translators watched the video file from each focus 

session concurrent to editing the transcript of the session.  Contained within the 

video files were the study participants, seated around a conference room table with 

a unique placard in front of them.  The placards stated position and group number; 
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for example, “Participant 1A” indicates that the participant was seated in the 

number one position of the “A” focus group session.  Each focus group session was 

assigned a unique alpha code A through L following Table 9 shown below.  

Table 9: Focus Group Demographics 

Focus 
Group 

Number 

Assigned 
Alpha 
Code 

Number of 
Focus Group 
Participants 

(n=72) 

Description of Focus Group 

1 A 5 
General Mills, Female, MTM-Naïve, 
Greater than 8 medications 

2 B 11 
General Mills, Female, MTM-Naïve, 4 
to 8 medications 

3 C 6 
General Mills, Male, MTM-Naïve, 4 to 8 
medications 

4 D 4 
General Mills, Male, MTM-Experienced, 
4 to 8 medications 

5 E 6 
General Mills, Female, MTM-
Experienced, 4 to 8 medications 

6 F 2 
UPlan, Female, MTM-Experienced, 
Duluth 

7 G 6 
UPlan, Male, MTM-Experienced, 
Duluth 

8 H 7 
UPlan, Female, MTM-Naïve, TC, 4 to 8 
medications 

9 I 4 
UPlan, Male, MTM-Naïve, TC, 4 to 8 
medications 

10 J 9 UPlan, Female, MTM-Experienced, TC 

11 K 7 UPlan, Male, MTM-Experienced, TC 

12 L 5 
UPlan, Female and Male, MTM-Naïve, 
UMD 

 

Therefore, by watching the focus group video, the translators were able to 

identify which participant was talking, their unique identifier, and amend the focus 
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group session transcript as such, indicating which participant provided which 

response.    

This process was repeated for each focus group session and, in the event that 

a participant could not to be identified from the video, the text response remained a 

general, uncategorized response listed as “Participant”.  Following the translation of 

a focus group session the text files appeared in the following format:    

Mod: 

I’ve been asking about pharmacists. What about just pharmacy overall, what does that term mean to 

you, “pharmacy”? 

6C: 

I would say drugstore. I think of Walgreens because that’s where I would go before Medco, to 

Walgreens and go back to the pharmacy at the back of the drugstore and pick up my prescriptions.” 

 It was discovered during the translation process that the video file for focus 

group session K was corrupt and translation would not be possible.  Multiple efforts 

were made to restore the file; however, the processes were unsuccessful and the 

transcript had to be left in its general participant format.  Copies of both the audio 

files, video files, and raw focus group scripts have been archived in the event that 

the validity of any file would need to be verified.   

4.3 Data Coding within NVivo  

Subsequent to the successful translation of each focus group session, the 

session transcripts were imported into NVivo Pro Version 11 as internal source 
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documents as well as the exit survey dataset.  Each exit survey administered to a 

research participant contained a unique code that corresponded to the participant’s 

placard used to translate the focus group transcripts.  Once both the exit survey and 

focus group transcripts were imported into NVivo, the two data elements were 

linked together utilizing the “analyze” toolset within NVivo.  The result of this 

linkage allowed the study author to analyze the data based on the demographic 

characteristic collected as part of the focus group exit survey.   

Following the successful import and linkage of survey results to focus group 

transcripts, the author and the second coder (University of Minnesota SAPh 

graduate student) began to code each transcript, starting with focus group A.  The 

coders followed the technical process described in NVivo 11, Creswell and Newman 

(1998), in that each focus group transcript was read independently and coded for 

the themes identified as most salient to the coder based on the research question.   

The process to code a passage required the coder to highlight the series of 

text that represented the theme or content they desired to retain, allowing the coder 

to code the selection at an existing node or at a new node.  Each coder coded 

independently and following the creation of a node the coder would create within 

the node a description of the node, describing the node in their own terms as shown 

in Figure 7.   

After Focus Group “A” had been coded by both coders, the two versions of the 

project data would be merged together within NVivo, creating one master project 
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dataset.  Once the new master dataset was created, a coding meeting would be held 

between the two coders to review the coding process of the transcript and compare 

study nodes.  If during the review process two nodes were identified as codifying 

the same theme, the nodes would be combined into one common node.  Codes 

incapable of being combined were discussed by the coders in order to determine if 

they were antecedents to descendants of previously-identified codes.   

 

This process of reviewing and revising codes allowed for the optimal 

alignment and hierarchy of codes, while also facilitating a discussion that creates the 

dependability and credibility within the qualitative coding process.  At the 

conclusion of the coding review session of Focus Group A, a total of 60 codes and 

sub-codes had been identified.  Based on Corbin & Strauss (2008), the optimal 

Figure 7: Example of a Node Description within NVivo 11 
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number of primary codes within a qualitative grounded-based research project is 

12-14; however, the coders allowed the 60 codes to remain and allowed the coding 

process to continue.  Based on consultation with a qualitative research advisor, the 

60 codes were allowed to remain due to the nature of the research question and 

length of focus group sessions as revision of the codes would occur during the 

remainder of the coding process.  Remaining focus group sessions were coded and 

reviewed in a manner consistent with the process described for Focus Group 

Session A.   

  Table 10: Focus Group Session Durations and Transcript Length 

Focus 
Group 

Number 

Duration 
of Focus 
Group 

(minutes) 

Pages of Focus 
Group 

Transcripts 

FG 1 92:11 85 
FG 2 85:40 67 
FG 3 80:23 55 
FG 4 93:50 63 
FG 5 88:32 64 
FG 6 86:23 43 
FG 7 75:10 48 
FG 8 89:39 44 
FG 9 123:25 55 

FG 10 94:16 59 
FG 11 87:42 41 
FG 12 85:56 53 
Total 1083:07 677 

 

As described above, the process of independent coding and conducting 

coding review sessions continued until all 12 focus group sessions were dually 

coded and agreement was obtained between the coders with regard to identified 
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nodes (codes).  NVivo defines any uniquely coded theme as a “node” within the 

application; therefore, for the purposes of this research, the terms “code” and “node” 

are interchangeable.  At the conclusion of the coding process, 171 unique nodes had 

been identified by the two coders, representing the synthesis of 18 hours of focus 

group sessions and 677 pages of transcripts as shown in Table 10.  Of the 171 nodes 

identified at the conclusion of the coding work, there were 13 primary nodes, 73 

secondary nodes, and 85 tertiary nodes, which aligns with the coding 

recommendations of Corbin & Strauss (2008).      

4.4 Analysis of Codes  

 Following the codification of study transcripts, the author used NVivo to 

parse out the codes specifically identified by the various research segmentations:  

MTM-naïve, MTM-experienced, gender, age, and number of medications.  Coding 

analysis was reviewed for each segmentation and combinations of the segments 

(e.g., MTM-naïve and male, MTM-naïve and female).  The results of coding analysis 

determined that only MTM participant status (i.e., MTM-experienced or MTM-naïve) 

revealed consistent, meaningful differences in identified codes.  The meaningfulness 

of the codes was determined based on the following: frequency of coding responses, 

prevalence of codes across all sources (i.e., focus group transcripts), and specificity 

of codes.   

 Based on this analysis, Table 11 describes the codes that were identified as 

the primary codes aligning to the two MTM statuses.  The cells shaded in gray at the 
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bottom of Table 11 are codes unique to MTM status listed in the header and were 

not identified as a primary code for the opposing treatment group.  

Table 11: Primary Codes by MTM Status 

MTM-Experienced MTM Naive 
MTM Service MTM Service 
Healthcare Utilization Healthcare Utilization 
Pharmacist Role Expectation Pharmacist Role Expectation 
Health and Medication 
Attitudes 

Health and Medication 
Attitudes 

Communication Communication 
Pharmacy Practice Setting Pharmacy Practice Setting 
Trust Trust 
Relationship Relationship 
Incentive  Incentive  
Time Privacy 
Savings Accessibility and Convenience  
 Cost 

Note: Cells shaded in grapy represent unique codes for the MTM status listed in 
the header (i.e. MTM-experienced and MTM-Naïve) 

The primary codes identified in Table 11 represented the most highly 

abstracted codes within the dataset; therefore, based on the MTM status 

segmentation the author conducted an analysis of the secondary codes underlying 

the primary codes.  The results of this analysis demonstrated a linkage between a 

number of the codes that resulted in the creation of new antecedent codes that are 

the composition of multiple primary codes.  Many of the primary codes also mapped 

back to descendent codes that more fully describe the participant’s pragmatic 

description of the code.  Tables 12 and 13 highlight this mapping process for MTM-

naïve and MTM-experienced participants respectively.    
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Table 12: MTM Naive - Primary and Secondary Codes 

MTM-Naïve Primary 
Codes 

Mapped to following  
antecedent codes: 

Maps to the following 
descendent descriptive codes: 

MTM Service MTM Service Expectation Awareness of MTM Service 
Pharmacy Experience 
Pharmacist Role Expectations 

Healthcare Utilization Healthcare Utilization 
Paradigm  

Healthcare Attitudes 
Medication Attitudes 
Healthcare Team 
Relationship 

Pharmacist Role 
Expectation 

MTM Service Expectation Knowledge of Pharmacist 
Training 
Pharmacist Relationship 
Medication Regimen 
Management  
Personal Understanding of 
Healthcare Team 

Health and 
Medication Attitudes 

Healthcare Attitudes Disease Symptomatology 

Self-Management  
Peer Group Influence 
Role of Employer Sponsored 
Health Program(s) 
Age 
Gender 
Dissonance of External 
Review 

Medication Attitudes Medication Experience 
Role of Pharmaceuticals 
Medication Marketing 
Adverse Drug Reaction 
Concerns 

Communication Healthcare Team 
Relationship 

Healthcare Team 
Communication 

Pharmacy Practice 
Setting 

MTM Service Expectation Pharmacy Practice 
Experience  

Trust Healthcare Team 
Relationship 

Paternalistic Physician 
Orientation 

Monetary Impact Trust Program Sponsor 
Healthcare Attitudes Role of Employer Sponsored 

Health Program(s) 
Relationship Healthcare Team 

Relationship 
Paternalistic Physician 
Orientation 

MTM Service Expectation Pharmacist Role Expectations 
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Incentive  Monetary Impact Program Incentive 
Privacy Healthcare Attitudes Role of Employer Sponsored 

Health Program(s) 
Accessibility and 
Convenience  

Accessibility and 
Convenience 

Time to Complete Visit 
Hours  
Location 

Cost Monetary Impact Potential Patient Savings 
Cost of MTM Visit 

Note: Cells shaded in grapy represent unique codes for the MTM-Naïve participants as compared to the codes 
identified for MTM-Experienced participants. 

Table 13: MTM-Experienced - Primary and Secondary Codes 

MTM-Experienced 
Primary Codes 

Mapped to following  
antecedent codes: 

Maps to the following 
descendent descriptive codes: 

MTM Service MTM Service Awareness of MTM Service 
Pharmacy Experience 
Pharmacist Role Expectations 
Scope of Service 

Healthcare Utilization Healthcare Utilization 
Paradigm  

Healthcare Attitudes 
Medication Attitudes 
Healthcare Team 
Relationship 

Pharmacist Role 
Expectation 

MTM Service Knowledge of Pharmacist 
Training 
Pharmacist Relationship 
Medication Regimen 
Management  

Health and 
Medication Attitudes 

Healthcare Attitudes Disease Symptomatology 

Self-Management  
Peer Group Influence 
Role of Employer Sponsored 
Health Program(s) 

Medication Attitudes Medication Experience 
Role of Pharmaceuticals 

Communication Healthcare Team 
Relationship 

Healthcare Team 
Communication 

Pharmacy Practice 
Setting 

MTM Service Pharmacy Practice 
Experience  

Trust Monetary Impact Trust Program Sponsor 
Healthcare Attitudes Role of Employer Sponsored 

Health Program(s) 
Relationship Healthcare Team 

Relationship 
Healthcare Team 
Communication 
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MTM Service  Pharmacist Role Expectations 
Incentive  Monetary Impact Program Incentive 
Time  Accessibility and 

Convenience 
Time to Complete Visit 

Savings Monetary Impact Potential Patient Savings 
  

The codes defined as antecedent codes in Tables 12 and 13 with the 

exception of “Healthcare Utilization Paradigm” represent the primary subdomains 

that explain how participants decide to schedule an MTM appointment following an 

appeal to do so.  Three of the antecedent subdomains shown in the tables (Monetary 

Impact, MTM Service/MTM Expectation, and Accessibility and Convenience) were 

identified as aligning to a common domain of “Value Assessment” domain.  Based on 

this analysis it was determined that two primary domains can quantify the six 

subdomains that are common to both MTM-experienced and MTM-naïve 

participants, “Healthcare Utilization Paradigm” and “Value Assessment.”   

Figure 8:  Primary Hierarchy of DECISION Model 

 

The definition of these two domains, their associated subdomains, and 

descendent themes will be further defined in section 4.5 and 4.6 and Figure 7  
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Table 14: DECISION Study Themes 

MTM-Naïve Participant Model MTM-Experienced Participant Model 
Healthcare Utilization Paradigm (Domain) 

Subdomains: Theme: Subdomains: Theme: 

Healthcare 
Attitudes 

Disease 
Symptomatology 

Healthcare 
Attitudes 

Disease 
Symptomatology 

Self-Management Self-Management 
Peer Group Influence Peer Group Influence 

Role of Employer 
Sponsored Health 

Program(s) Role of Employer 
Sponsored Health 

Program(s) 
Age 

Gender 
Dissonance of External 

Review 

Medication 
Attitudes 

Medication Experience 

Medication 
Attitudes 

Medication 
Experience 

Role of 
Pharmaceuticals 

Medication Marketing 
Role of 

Pharmaceuticals 
Adverse Drug Reaction 

Concerns 

Healthcare 
Team 

Relationship 

Healthcare Team 
Communication 

Healthcare 
Team 

Relationship 

Healthcare Team 
Communication Paternalistic Physician 

Orientation 
Value Assessment (Domain) 

Monetary 
Impact 

Trust Program Sponsor 

Monetary 
Impact 

Trust Program 
Sponsor 

Potential Patient 
Savings 

Potential Patient 
Savings 

Program Incentive 
Program Incentive 

Cost of Visit 

MTM Service 
Expectation 

Awareness of MTM 
Service 

MTM Service 
Expectation 

Awareness of MTM 
Service 

Pharmacy Experience Pharmacy Experience 

Pharmacist Role 
Expectation 

Pharmacist Role 
Expectation 

Scope of Service 

Accessibility 
and 

Convenience 

Time to Complete Visit Accessibility 
and 

Convenience 

Time to Complete 
Visit 

Hours 
Location 
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graphically demonstrates the relative hierarchical relationship of these domains and 

subdomains.  

In addition to the codes described in Tables 12 and 13, several new codes 

emerged from the data that provide further support and explanation of the 

subdomains already presented.  These new codes were contained within the 

primary dataset and were only excluded from the list of most meaningful codes due 

to the result of not achieving one or more of the previously described conditions 

required to be defined as a meaningful code.  However, following the 

methodological approach of grounded-based theory development any given code is 

not required to obtain a pre-specified quantitative condition.  Therefore, based on 

the relevance of a code to an identified domain or subdomain the author included 

the themes presented in Table 14 to the model, and for the purposes of this research 

the hierarchy of codes will be described using hierarchical schema shown in Figure 

9.  

Figure 9:  Hierarchy and Nomenclature of DECISION Model 

 

Note: The symbols and shading shown in this figure indicate the coding hierarchy of the DECISION Model.  The 
symbology used will allow for consistent positional recognition of the domains, subdomains, themes, variables, 
sub-variable and attributes within the model.  

The final component of the coding analysis is defining the hierarchy of codes 

and determining how they will be applied to the remainder of study, thereby 

supporting the evolving theoretical model.  For the purposes of the current 

research, the hierarchy of codes will be described using schema shown in Figure 9, 
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utilizing both spatial representations and font size characteristics.  As previously 

mentioned, Sections 4.5 and 4.6 of this report will describe the attributes of each 

domain, subdomain, and theme based on the findings of the focus group discussion 

and the associated transcripts.  Section 4.7 will then present the complete model 

and the differential attributes of MTM-naïve versus MTM-experienced study 

participants. 

4.5 Healthcare Utilization Paradigm 

As described in Section 4.4, analysis of focus group transcripts determined 

that when MTM-eligible patients are confronted with the option of scheduling an 

MTM encounter, part of their personal evaluation as whether to schedule the 

encounter or not is dictated by their personal healthcare utilization paradigm.  For 

the purposes of this research, the domain of “Healthcare Utilization Paradigm” is 

broadly defined as an individual’s personal view of how traditionally recognized 

outpatient, non-critical care, healthcare services (e.g., use of clinic, urgent care, 

pharmacy, physical therapy services) should be used within their own personal life.  

Healthcare Utilization Paradigm (HUP) is further defined as the composition of both 

an individual’s aspirational beliefs regarding healthcare utilization and their actual 

experiences, which incorporate past behaviors and the perceived beliefs of others.   

The principal domain of HUP has one degree of freedom, positive or negative, 

meaning that if this domain is positively oriented it would provide an influence to 

use or access healthcare services, whereas a negative orientation would discourage 
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or inhibit a patient from seeking healthcare services.  Globally, within the context of 

this research, demographic analysis would suggest that there is a trend toward 

higher utilization of healthcare resources within the MTM-experienced segment as 

compared to the MTM-naïve segment (Table 15).  However, this demographic-based 

utilization trend does not affect the ability of this study to compare the conditions 

that exist within the HUP between MTM-naïve and MTM-experienced participants.  

The reason for the durability of comparison is that participants within this research 

are discussing their beliefs and attitudes regarding healthcare utilization; therefore, 

the magnitude of utilization is of little consequence to the value of each identified 

category.  Future studies that aim to determine the effect size of each category will 

need to ensure that utilization characteristics are comparable between segments. 

Table 15: MTM Status - Participant Characteristics 

Characteristics MTM-Naïve 
MTM-

Experienced 

 N=38  N=34 
Overall Health Rating   

Poor 0 1 (2.9%) 
Fair 1 (2.6%) 3 (8.8%) 
Good 16 (42.2%) 13 (38.2%) 
Very Good 17 (44.7%) 14 (41.2%) 
Excellent   4 (10.5%) 3 (8.8%) 

   
Healthcare Utilization   

Number of Daily Medications 6.6 10.2 
Number of Total Daily Doses 7.2 11.4 
Number of Daily Medications including PRN 7.6 12.3 
Number of Healthcare Conditions 3.1 4 
Healthcare Providers Seen in Past 12-months 3.6 4.9 
   

Note: As needed medications are abbreviated as PRN 
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  Therefore, based on demographic similarities and the similar sample sizes 

of the two primary study segments, MTM status (naïve or experienced) will be used 

as the primary categorical discriminator between focus group participants for the 

remainder of this study.  Underlying the principal domain of HUP are three 

subdomains: Healthcare Attitudes, Medication Attitudes, and Healthcare Team 

Relationship.  Each of these subdomains contributes to an individual’s HUP and 

themselves are comprised of themes that differ between MTM-experienced and 

MTM-naïve participants.  

The remainder of this section will describe and define the subdomains, 

themes and, if applicable, the variables that ultimately define the significance of HUP 

on an individual’s decision to schedule an MTM encounter.  The term “category” will 

be used to generically describe any variable that is held below the two primary 

domains.   Due to the methodological approach employed in this research 

(grounded-based theory), it is not possible to determine the relative significance of 

any one subdomain, theme or variable compared to another; therefore, the primary 

purpose of the following sections is to demonstrate the credibility of each category 

and the segmentation to which it applies. 

4.5.1 Healthcare Attitudes    

 The first subdomain that appeared within HUP was the concept of Healthcare 

Attitudes.  Within the context of this research, healthcare attitude(s) are defined as: 

a participant’s perceived need to access healthcare resources as well any 
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environmental or personal characteristics that influence an individual’s decision to 

utilize healthcare resources.   

 It was hypothesized during the design of this study that an individual’s 

perception of health would influence their use or resources.  Therefore, based on 

this hypothesis, a series of questions were developed to explore this topic.  

Operationally, these questions were defined as the following within the moderator’s 

semi-structured interview guide: 

1. By a show of hands, how many of you have a specific 

doctor(s) that you see? 

2. What are your views about annual medical check-ups? 

3. Outside of check-ups, what are the factors which would 

cause you to make an appointment with your doctor?  

a. Is there a difference in your decision to see the doctor if 

your condition is chronic (on-going) versus acute 

(short-term)? 

4. How would you feel about an annual medication check-up? 

 The results of this line of inquiry revealed insights into the participants’ 

perceptions of health and healthcare attitudes.  Additionally, responses from 

throughout the focus group sessions expanded on this topic area and helped to 

provide a more comprehensive picture of what variables influence the formation of 

an individual’s own healthcare attitude(s).  A total of eight themes were identified 
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that most meaningfully define the influence that a participant’s healthcare attitude 

will have on their use of healthcare service.   

 Of the eight identified themes, five are common between both naïve and 

experienced participants:  Role of the Medical Healthcare Benefit, Disease 

Symptomatology, Self-Management Abilities, Peer Group Influence, and the Role of 

Employer-Sponsored Health Program(s).  Three of the eight themes were only 

identified among the MTM-naïve participants as meaningfully influential themes: 

Age, Gender and Dissonance of External Review.  The remainder of this section will 

define each of these themes, provide the evidence supporting their validity as a 

theme and the appropriateness of any thematic segmentation, should it exist.  

4.5.1.1 Disease Symptomatology 

 The first theme of Healthcare Attitudes that emerged from this research is 

the concept of Disease Symptomatology.  Within the context of this research, disease 

symptomatology is defined as: an individual’s perceived level of function or feeling 

change from their perceived “normal” experience.  Participants stated that this 

concept has two primary dependent characteristics: severity and duration of impact.  

Participants stated that a departure from their “normal” state is not sufficient to 

alter their healthcare attitude.  Likewise, the length of departure from their 

“normal” state would not independently alter healthcare attitudes, but rather it is 

the combination of severity and length.  Table 16 below demonstrates how this 

concept could subjectively manifested. 
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Table 16:  Disease Symptomatology Impact on Healthcare Attitudes 

S
y

m
p

to
m

 S
e

v
e

ri
ty

 Duration of Symptoms 
 Short-term Midterm Long-term 
Mild 

No Change No Change 
Behavior Change 

Possible 
Moderate  

No Change 
Behavior Change 

Possible 
Behavior Change 

Probable 
Severe Behavior Change 

Possible 
Behavior Change 

Probable 
Behavior Change 

Likely 
 A representative example of how this concept could manifest itself based on 

these research findings would be: an individual that is experiencing moderate sinus 

pain and pressure compared to their “normal” state for two days would likely not 

impact their healthcare attitude; however, if that same individual’s symptoms lasted 

for a period of three weeks it would likely induce a change to their healthcare 

attitude.  Participants discussed that every person has a different personal 

definition of what short-term, midterm and long-term symptoms are, but based on 

responses, it appears that categorically this is a common attribute across study 

participants.   The following are several representative cases that embody 

components of this theme: 

“How you feel and if I have something coming up, I’ll just wait until the next 
appointment. And being a guy, sometimes it just goes away by the time you get the 
appointment.” – MTM-Experienced Male 

“That reminds me – if I have to be out sick from work, one day is fine, two days is fine, 
but if it goes to a third day then I’ll go see a doctor, so that’ll make me go.” – MTM-
Experienced Female 

“If I can’t go to work. If I feel like I can’t function at work, I have to go to the doctor.” – 
MTM-Naïve Female. 

 The theme of disease symptomatology was present within each research 

group and based on respondents’ attitudes, appears to play a significant role in 
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shaping an individual’s healthcare attitudes.  As described in Table 16, the more 

significant a health symptom is, the more likely a patient is to consider using 

healthcare resources.  Within the MTM-experienced groups, several participants 

provided specific examples regarding the fact that their decision to attend an MTM 

visit was directly correlated to the disease symptoms they were experiencing when 

they received the recruitment materials.   

“…I grabbed all my medicines because I didn’t know if it was a reaction to medicines...I 
fantasize that I’m the only person that’s read all of their… Probably that might be 
more common than I think, but in any case, one of them said facial swelling; like I want 
to know about this. Then that email came out and I said, yeah, I’ll do it, plus the 
incentive.” – MTM-Experienced Male 
 
 Based on this research, it would appear that patients who are experiencing 

moderate to severe health symptoms are conditionally primed to more readily 

consider the use of a healthcare service like MTM compared to a patient that is 

experiencing no significant health symptoms.    

4.5.1.2 Self-Management  

 The second theme of Healthcare Attitudes that emerged from this research is 

the concept being described as Self-Management.  Within the context of this 

research, self-management is defined as: a participant’s belief about how they desire 

to manage their health, their medication regimen or their own ability to manage 

conditions that afflict them.  This theme has an additional component, in that a 

third-party (e.g., friend, relative, or spouse) makes an external evaluation regarding 

the abilities of an individual to independently self-manage a condition.  The 
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following is an example of this condition: a daughter deciding that her father is no 

longer able to independently manage his own health and requires outside 

assistance.  Within this theme, two predominant levels of management strategies 

emerged: low self-management abilities and high self-management abilities.   

 Participants within the research described individuals with low self-

management abilities as frequently having a high number of health conditions and a 

high number of medications and/or complex medication regimens.  They described 

these individuals as typically exhibiting difficulty in one or more of the following 

areas: adhering to their medication regimen, minimizing interactions, minimizing 

side effects of their medications, coordinating their medication regimen between 

prescribers, or identifying the outcomes produced from consuming a medication.  

The following are some representative cases of these scenarios: 

“It [MTM] would be fabulous for my grandfather who has dementia. He’s got like 37 
pills. Lord knows, he’s not taking them right. If he just mapped them out correctly, 
because at that point, if you have that many pills, if you’re not taking them right it 
could kill you. Mine, it’s not going to kill me.” – MTM-Naïve Female A 

“[I] had a potential problem on my hands with trying to manage my medications 
myself, that lack of communication of all these different doctors and keeping track of 
things myself.” – MTM-Experienced Female A 

 “I would think if somebody ends up in a situation like she and I were talking about, 
where you’re taking multiple medications for multiple conditions and something 
happens, that really brings to your attention that, wow, nobody on my vast medical 
team is talking to each other. I’m not an expert, so I don’t know.” – MTM-Experienced 
Female B 
 
“[I]f you’re all over your meds and you manage them well and you know what you’re 
doing, then I agree with her; it was intrusive. But if you don’t or if you just were 
diagnosed and you’re like, ‘oh my god, I’ve got 20 pills I’ve got to take now every day; 
how am I going to do this?’” – MTM-Naïve Female B 
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 The other level of management strategy (high self-management) is defined as 

individuals that seek to fully understand the need and impact of taking a new 

medication and how to monitor their condition to determine the outcome of 

consuming the medication.  These types of individuals typically desire to have more 

control over their medication regimens and seek to ensure all parties are working in 

concert with one another towards a common goal.  The following are some 

scenarios describing this management style: 

“It really comes down to us, I think, equipping ourselves. It’s the only safeguard you 
really have, unfortunately, because nobody else…” – MTM-Naïve Female A 

“Mostly I’m getting the idea we all have good little boy syndrome; we take what they 
tell us to take here. You learn as you grow older, I think, to ask questions and know 
more about what you are taking.” MTM-Experienced Male 

“I look at [NAME OF PHARMACIST] as another one of my health partners. My model 
for my health is not the doctor who thinks he or she is God telling me what it is I have 
to do or what I have to know. My model for my health is I have health partners…I work 
with [partners] who work with me to help me achieve my health goals.”  - MTM -
Experienced Female B 

 The research participants also described the desire of individuals within this 

cohort to allow a health condition time to resolve independently.  Many participants 

discussed the desire to independently manage the health condition and that only if 

the condition became more serious or complex would they then seek additional 

healthcare assistance. 

“In general, I’m kind of leery of medications. Even if I’m sick I’d rather deal with the 
sickness than take something. I kind of would want to first try to manage my health, 
see if there’s a way… Or my lifestyle, see if there’s a way that I could avoid taking the 
medication before just giving in to the doctor saying, ‘here, you have to take this.’ I’m 
going to see if I can do something else.” MTM-Naïve Female 
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 The Self-Management theme of Healthcare Attitudes appeared in all research 

categories (i.e., male, female, MTM-naïve and MTM-experienced).  The impact that 

this theme has on Healthcare Attitudes appears to be multi-factorial, and based on 

the results of this research it cannot be determined what the direct impact self-

management has on overall healthcare utilization.  Further research is required to 

determine the prevailing forces behind self-management.  Table 17 summarizes the 

hypothesized impact of this theme on healthcare utilization and MTM utilization:  

Table 17: Hypothesized Impact of Self-Management on Healthcare Attitudes 

Self-Management 
Abilities 

Impact of Healthcare Attitudes 
Value Proposition for 

MTM 

Low 

Positive: Seek assistance from 
others to help manage health 

High Value – Optimize 
medication regimen 

use 
Negative: Avoid services due to 

perceived lack of ability to manage  
Neutral Neutral Neutral 

High 

Positive: Seek team-based care to 
maximize information and 

solutions 
High Value – 
Information 

providing  Negative: Can independently 
manage health conditions  

 
4.5.1.3 Peer Group Influence: 

 A third theme that influences an individual’s Healthcare Attitudes that 

emerged from the research is the role of Peer Influence.  The concept of peer group 

influence was proposed within the theoretical model, is supported within the peer-

reviewed literature and is a central component of the theory of planned behavior, 

being defined there as a ‘subjective norm.’  As such, a targeted question of, “If a 

friend or peer recommended that you participate in MTM, would that influence your 
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decision to attend?” was developed and incorporated into the semi-structured 

moderator guide.  This question was targeted at MTM -naïve patients; however, a 

similar question was asked to the MTM-experienced group to help ascertain why 

participants decided to enroll.   

 The results of these two questions were not identical, in that, the MTM-

experienced participants provided more frequent and specific responses compared 

to MTM-naïve participants.  The MTM-naïve participants typically replied with very 

short responses that offered little additional insight into what influence their peer 

group has related to MTM utilization.  Despite the lack of specificity to MTM, if the 

responses of both experienced and naïve participants were abstracted out one level 

- “what is the role of peer group on healthcare related attitudes” - consistent themes 

began to emerge regarding the potential influence of peer groups.   

 The most frequent response suggests that there is alignment between this 

theme and gender effect.  The majority of MTM male participants, experienced and 

naïve, stated that they queried their spouses regarding utilization of MTM before 

scheduling an appointment and that a similar practice exists for other healthcare 

services too. 

 “First of all, I’d talk about it with my wife. [Laughter] That’s the number one thing I’ve 
always done and she’s always said, ‘talk to the guy. Make an appointment, talk to him. 
Talk to him on the phone or whatever.’…” – MTM-naïve Male A 

“I talked it over with my wife and I said, ‘do you think this is a good idea?’ I had lost my 
job to an accident, so she goes, ‘why don’t you go in there because of that.’ I was on so 
many pills it was like, should I be taking all these pills, and that’s the main reason I 
went in, to let them look at what I was taking.” – MTM-Experienced Male A 
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“Make sure you send it home. Let the spouse see, as well as the employee. Your wife will 
send you before you’ll go.” – MTM-Experienced Male B 

 Although, the first category of this theme emanated primarily from male 

participants, a second category of responses was shared by both male and female 

participants.  This second category represents the role that friends and family 

(outside of spousal relationships) have on modulating the use of healthcare 

resources.  Research participants from each categorical segment described the 

influence that friends and family have in affirmation that healthcare services are 

required.   

 Within the role that friends and family have on the peer group influence 

theme, there is a significant influence imparted from a parental recommendation 

regarding healthcare services.  A frequent response among participants (all 

categorical groups) was that parents are often consulted regarding the 

contemplation of using healthcare resources and once a recommendation is 

provided, children appear to typically follow the recommendation.  This effect 

appeared to endure irrespective of the age of either adult or child.  Two examples of 

this scenario are the following:    

“Yes, well, probably just because she’s my mom and she’s retired, but she was a nurse, 
so, yup. I always call my mom.” – MTM-naïve Female 
 
 “My mother saying, oh Billy, you’ve got to have that looked at. That has sent me there 
a few times over the years.” – MTM-Naïve Male 

 The last peer group having a meaningful influence on healthcare utilization is 

friends.  Responses from study participants suggest that while friends of both 
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genders have the ability to influence the use of healthcare resources, different 

conditions exist between genders regarding how a peer’s recommendation is 

viewed.  The nuance that emerged from the data is that for male participants the 

presence of a recommendation from any friend can be sufficient to induce a change 

in healthcare utilization.  For female participants, they described that a friend’s 

recommendation needed to go a step further than what is required for their male 

counterparts, in that they require the friend’s recommendation to contain specifics 

as to why the service was or is beneficial.  They stated that, without this additional 

piece of information, an action may not occur.   A representative example of this 

discussion is below:    

“If the friend was able to tell the benefit, not just, ‘I had a good experience.’ ‘Because of 
this I was able to reduce my expenses.’ Or, ‘because of this I was able to do something…’ 
the benefit part.” – MTM-Naïve Female 

 As previously mentioned, this condition of specificity did not appear as 

prevalently within male respondents; they more commonly described that the 

presence of a positive peer referral could induce a reaction:  

  “Like anything else, you buy a car from a guy, he might be the worst salesman in the 
world, but if your neighbor’s happy with the guy you bought the car from, to go see 
John down at the Chevrolet dealer, and, boy, you are down there in a jump. And, hey, 
John, Bill just bought a car from you, says you’re great.” – MTM-Naïve Male 
 
 Overall, it appears that spouses, family and friends have the ability to impact 

the use of healthcare services in all participant categories, whether those services 

are MTM or medical in nature.  The research also suggests that different conditions 

exist that influence how a peer group response will be incorporated into healthcare 
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service utilization decisions.  The data would suggest that the most significant effect 

is produced from a positive recommendation from spouses, first-degree family 

members and, lastly, friends.     

4.5.1.4 Role of Employer-Sponsored Health Program(s): 

 The fourth determinant of Healthcare Attitudes that emerged from this 

research is the role of Employer-Sponsored Health Programs.  Within the context of 

this research, the role of employer-sponsored health program(s) (ESHP) is defined 

as an individual’s composite attitude regarding the use of ESHP.  The attitude is 

comprised of two main components, an individual’s opinion of the health program 

being offered (e.g., smoking cessation program, MTM, weight loss program), and 

their attitude regarding the employer’s motivation for offering the program.   

 Research participants from all four research categories described this theme.  

The focus groups spent a considerable amount of time discussing varying aspects of 

an ESHP (e.g., timing of calls, who administers the program, value of information 

from the program); however, they spent the majority of their time discussing who 

they believe is the main benefactor in an ESHP, and, in general, they perceived the 

benefits of ESHPs to be weighted toward the program sponsor.  They discussed that 

this inherent “tilt” of a program’s benefit is not a problem for most patients, and that 

typically concerns arise when the depth of personal information required to 

complete the program extends beyond basic health related information.  Several 

participants described it in the following way:       



 110 

“We had the option to have DNA testing at the JFB and a lot of people opted out 
because they said, ‘well, with the way they’re getting rid of people,’ at least when I was 
there, they said no.” – MTM-Experienced D 
 
 Some of the research participants described that the MTM program is an 

example where the depth of medical information about the employee that is 

required raises concerns about its use.  Specifically, they were concerned about 

their privacy and use of the data that is collected and documented pursuant to the 

ESHP of MTM.  The prevailing concern from the participants that expressed this 

viewpoint was that, in their opinion, the true intent of the program was not 

designed for the patient, but rather to work on behalf of the insurance company and 

program sponsor.  Many participants believed that the ultimate goal of the program 

was to transition patients off of high-cost medication onto lower cost generics and 

to obtain information that could justify benefit changes:    

“Well, there’s a trust issue…. I do think some people, one, don’t trust the fact that it’s 
employer sponsored. I think about that when I take part in the wellness stuff and I still 
trust it. I think that some people… There are some things that happen in MTM, is one, if 
I don’t follow the advice is it going to go back to my insurance company and then are 
they going to stop paying for my stuff?” – MTM-Experienced Female E 
 
 “I got the same feeling that it was really about them saving money, which is what 
made me… They tried to say I could save money, but I was very suspicious of it.” – 
MTM-Naïve Female A 
 
 This viewpoint was shared in each research category, when it was expressed 

within the MTM-experienced groups it was always described in the context of a 

third party.  MTM-experienced research participants didn’t affirm this belief 

personally, but rather they expressed the views or the perceived views of others 

who elected not to use the service.  The primary concern of the participants was 
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data privacy and how this information has the potential of being accessed by the 

sponsor.  As previously described, the MTM programs offered to the research 

participants by their respective employers were very similar in their design with 

one exception.  The difference as shown in Table 18 was that General Mills 

contracted-out services for the MTM program irrespective of service location, 

whereas the U of M utilized internally-employed pharmacists to provide MTM 

services on their main campuses and contract pharmacists for services that were 

provided off-site.     

Table 18: Source of MTM Service Providers 

Employer Group Onsite MTM Services Off-site MTM Services  
General Mills Contracted pharmacy vendor Contracted MTM network 
University of 
Minnesota 

University hired pharmacists Contracted MTM network  

 

 Research participants did not identify the distinction of contracted 

pharmacist versus directly-employed pharmacist within their discussions, which 

would suggest that they associate the privacy concern with the program, not the 

service provider.  Similarly, research participants did not express any privacy 

concerns when considering their use of an annual physical (i.e., medical benefit 

utilization), compared to the significant concerns expressed about ESPHs.  

Therefore, it could be hypothesized that participants view ESHPs differently 

compared to a service that is provided by their medical provider and is covered as 

part of their medical benefit, despite potentially being identical programs.   



 112 

[Discussing MTM program] “I’m going to trust this person’s recommendations for a 
less expensive drug that might do the same thing. I guess I’m making an assumption 
that since these folks are working for the insurer that there must be some benefit to 
the insurer.” – MTM-Experienced Female J 
 
 The implications of this scenario are significant for employers as they look to 

increasingly use ESHPs to improve the health of their employees, in an effort to 

control healthcare costs.  Based on responses from this research, it would appear 

that MTM-experienced participants have a higher degree of trust with ESHP 

compared to MTM-naïve participants:   

 “I didn’t even think twice about it, but in general, I think some people might feel like 
somehow the company will find out or coworkers will find out.” – MTM-Experienced 
Female C 
 
[Responding to a statement regarding privacy of MTM data] “I guess I can see people 
thinking like that, but from my point of view, I guess I’ve always thought if the 
company wants to know what medications I’m on, they’ve already got all that 
information and I didn’t feel like my talking with this pharmacist made that in any 
way more likely or not likely.” – MTM-Experienced Female E 
 
 It cannot be determined from this research if the views of MTM-experienced 

participants regarding ESHP and the associated privacy concerns changed as a 

result of utilizing the MTM program or if these viewpoints were constant pre- and 

post-service utilization.  Similarly, it cannot be determined from this research why 

participants view an employer sponsored MTM program differently than if it were 

recommended by their medical provider. 

4.5.1.5 Role of Gender 

 The fifth theme of Healthcare Attitudes that was identified within this 

research is the role of Patient Gender.  The role of a gender influence on healthcare 
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utilization is a relatively well-established and well-supported concept within 

healthcare literature (C. S. MacKenzie, 2006; Furnham, 1997).  The gender 

differences are so well established that it played a central role in the design of this 

research project.  As described within Chapter 3.1.3 of this report, it was determined 

that a gender-segregated research model would be preferred to help minimize the 

chance of introducing an undue influence on the non-majority gender (majority 

determined by the number of male to female research participants within a focus 

group session).   

 The literature-based hypothesis of a gender effect is supported by the results 

of this research.  The findings suggest several interesting characteristics, the most 

notable being that, although present within all research groups (MTM-experienced 

and naïve, as well as male and female groups), the majority of discussions emanated 

from MTM-experienced males, regarding healthcare utilization of male patients.  

The theme supported by this research is that although a gender effect appears to be 

present in all groups, the most significant impact is an underutilization trend of 

healthcare resources in males. 

“If you want everybody else to take care of themselves, but not himself, and especially 
with guys, we’re predisposed to kind of pooh-pooh things…” – Male MTM-Experienced 
–John Doe 1 

“I think I might have that tendency not to go to the doctor, and I did read a study once, 
or hear of a study, that men who had women who “nagged,” wives who “nagged” were 
healthier.” – Male MTM-Experienced – John Doe 2 
 
 Male MTM focus group participants tended to discuss the practice of waiting 

longer to schedule a healthcare appointment(s), a reluctance to discuss medical 
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symptoms that are occurring and, frequently, the need for an external force 

prompting them to schedule an appointment before completing the task.  These 

three key features would typically result in lower healthcare utilization compared to 

a female counterpart and a hypothesized markedly lower utilization of a new 

healthcare service such as MTM.      

 “I could speak for my husband who hates to go to the doctor, period, even if he needs 
to go to the doctor. I can’t see him voluntarily submitting to another appointment with 
somebody medically. He would say no.” – Female Experienced 
 
“One thing that I’m suggested to literally all my friends, who pretty much always 
rejected if because I don’t think they are comfortable talking to somebody…” – Male 
MTM-Experienced  

 Although the findings of this research revealed the most significant insight 

into the potential male gender effects on healthcare utilization, it cannot be inferred 

that a similar effect does not exist among females.  Further research would be 

required to rule out a gender effect in females; however, based on the results of this 

research the primary impact of gender effect on healthcare utilization decisions 

manifests itself among male patients.     

4.5.1.6 Role of Age   

 The sixth theme of Healthcare Attitudes that was identified within this 

research is the impact of Patient Age on the perceived need for healthcare services 

and was identified as a general theme, but was also most prominently discussed 

within the MTM-naïve cohort.  The role of a patient’s age on their perceived need for 

healthcare services is, based on this research, the younger an individual is, the less 
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likely they are to complete health maintenance or health prevention activities, such 

as annual physicals and an MTM program.  Participants described aging as a process 

by which they mature and begin taking their healthcare and healthcare treatment 

more seriously.  The practical implications is that a younger patient (30-50 year-

olds) might not schedule or complete a physical on an annual basis (as 

recommended), whereas patients greater than 50 years of age place a higher 

importance on completing an annual physical.       

“It’s a question of penetrating people who, otherwise, are of the mindset. My wife is 46; 
it’s hard for me to get her to go get a physical because she thinks she’s going to live… 
And 46 isn’t that young.” – MTM-Experienced Male 
 
 Participants discussed differences between preventative services and 

chronic disease management activities related to healthcare services.  The nature of 

the conversation was that if patients of different ages have similar healthcare 

conditions the younger patients will minimize the disease impact and management 

need compared to the older cohort.  The belief was that younger participants likely 

were not utilizing MTM due to the absence of health conditions; however, based on 

medication claim data from both General Mills and UPlan, it can be determined that 

MTM utilization practices vary despite the presence of comparable disease 

frequency and comparable program qualifications for MTM.    

“Well, we’re all on at least the required number of medications; we’re all of a certain 
age. The younger employees may not feel a need or a pressure to do that.” – MTM-
Experienced Female – B 
 
“But I think we’re all really sophisticated when it comes to dealing with doctors and 
medications. I wonder how people 20 years younger are doing with it. [Male A] …..Oh, 
not very good. No, not at all.”  – MTM-Experienced Male B 
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 The research participants tried to hypothesize what drives the perceived 

need and importance of healthcare utilization across age groups, but no consistent 

themes emerged.  Participants described a maturing process, an increased time to 

recover from illness and an incremental increase in health related needs that 

contributes to this evolution:  

“Then when you age, you all of a sudden have those prescriptions. So the younger you 
are the more you don’t have to worry about… You had to have at least four or 
something like that.” – MTM-Experienced Female - A 
 
Further research is required to fully understand the variables that influence this 

changing age effect and what relationship it might have to a gender effects variable. 

4.5.1.7 Dissonance of External Review 

 The seventh and final theme of Healthcare Attitudes identified as a result of 

this research is: Dissonance of External Review.  This theme describes the concept 

that some proportion of patients try to avoid situations that would present them 

with undesirable health-related information or validate such information that they 

personally suspect or knew to be true.  This information could include feedback on 

their personal lifestyles decisions, disease-state related information, or new disease 

diagnoses.   

 This theme was identified throughout the research and within each 

categorical segment (i.e., male, female, MTM-experienced and naïve).  The following 

quote from a MTM-naïve group is a representative example where a participant 
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knows certain health related information to be true, and desires to avoid the 

external validation of this information. 

“I think it’s interesting for me. I don’t mind going when I know I’m in good health. 
When I’m 10 pounds heavier I’m like, I don’t really want to go.” – MTM-Naïve Female A 
 
 The foundation for this theme is that patients have a personally-held view of 

their health and health-related status.  These personal beliefs are built over time 

and, for individuals that this theme applies to, they seek to preserve their belief.  

One strategy described by participants to preserve these beliefs is through the 

avoidance of external review (e.g., completing an annual physical).  The following is 

an example of this strategy: 

 “It’s like the friend that only goes to the doctor every fifteen years. In fact, my brother-
in-law has commented that ‘I don’t go to doctors because they like to tell me things I 
don’t want to hear.’” – MTM-Experienced Male A 
 
 Many of the focus groups discussed that the management of health is a 

matter of self-regulation and self-control.  This means that as patients consume 

health-related information, whether it comes from physicians, nurses, pharmacists 

or any member of the healthcare team, they need to incorporate that information 

into their own lives.  In some cases, patients saw their inability to implement this 

information or execute the assigned plan of care as a personal failing.  Therefore, in 

an effort to minimize this negative self-critique, avoidance of external review was 

the most effective self-preservation strategy.  The following are two examples of 

how participants described this condition in their own words:      

“It’s a sign of weakness. It’s a perceived sign of weakness.” MTM-Experienced Male B 
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Context: Participants are discussing what a physician knows about you.  “You gained a 
little weight; your blood pressure is up a little bit; you haven’t been eating good, have 
you? No. So you look him in the eye and he looks you in the eye and you go, like 
ahh…this guy…” – MTM-Naïve Male B  

 The last condition that emerged from this theme was the desire for some 

patients to deliberately not learn or expose themselves to information that would 

challenge their current lifestyle.  An example of this condition could be an individual 

that enjoys and desires to consume fried bacon on a daily basis.  In this model 

example, the individual knows that bacon is high in cholesterol and triglycerides 

and that this habit could lead to high cholesterol; however, if they avoid having their 

cholesterol measured they also avoid the need to address the resulting information.  

An example of this type of scenario is described as the following: 

“I think some people don’t want to know. My parents, both are long diseased; they did 
not go to doctors. They did eventually, but they were not doctor-going people.” – MTM-
Naïve Male A 

 The theme of dissonance of external review appeared repeatedly throughout 

this research and appears to be a significant contributor to how patients inform 

their healthcare attitudes.  It could be hypothesized that the impact of this theme on 

the utilization of MTM could potentially be stronger its impact on medical related 

visits.  The support of this concept stems from the fact that most patients have been 

acculturated to medical practices early on in life and utilization of these services 

would broadly be viewed as a societal norm.  In contrast, MTM is a relatively new 

healthcare service, and utilization of this service would likely not be considered a 

societal norm; therefore, patients may have an enhanced incentive to avoid the 

service as the outcome of the review is largely unknown.  A patient’s unfamiliarity 
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with the outcome and the prospect of incrementally new negative health-related 

information that could further diminish the ability to self-manage, could result in 

downward utilization. Further research is required to fully understand which 

patients most significantly identify with this theme and its overall impact on 

healthcare attitudes. 

4.5.1.8 Healthcare Attitudes Model 

As described in Section 4.5.1.1, the subdomain of ‘Healthcare Attitudes’ is a 

composition of themes that serve to inform and influence how patients form their 

opinions regarding the use of healthcare services.  The essence of this subdomain is 

that participants have a variety of factors that influence their decision on whether to 

access services, when to access services, who to go to for healthcare services and  

Note:  The theme of “Age” shown in this figure includes a spotted background and blue coloration, denoting that 
particular theme as only applying to MTM-naive participants. 

Figure 10: Healthcare Attitudes Subdomain 
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how the decision to do so could impact their life.  As shown in Figure 10, a total of 

seven themes were identified through this research that ultimately inform a 

participant’s healthcare attitudes, and all but one theme (shown as blue dots) were 

relevant for both MTM-experienced and MTM-naïve participants. 

The model that emerges for this subdomain is one that describes how 

participants create their own internal model of healthcare utilization.  Many of the 

identified themes have the ability to positively impact a participant’s view of 

healthcare utilization or work to suppress the use of healthcare resources and, 

although six of the themes were found to be general themes, their impact could 

disproportionality affect one group compared to another.  An example of this 

situation could be patients who require a high disease burden before they seek out 

healthcare services could cluster more commonly within an MTM-naïve cohort.   

 Within the ‘healthcare attitude’ model, one theme was unique to the MTM-

naïve cohort - ‘dissonance of external review’ which as previously described is the 

condition in which patients avoid encountering information that interferes with 

their current lifestyle or validates patient concerns.  This theme is influential in that 

participants in both cohorts described this situation, and that this theme only 

aligned to MTM-naïve patients and low utilizers of healthcare resources.  The reason 

that this theme is significant on the broader model is that it represents an area to 

target because it would be anticipated that for patients for whom this theme applies, 

additional services like MTM could prove to be highly beneficial, resulting in 



 121 

significant healthcare outcome improvements assuming the avoided condition be 

effectively managed.   

 This research did not engage participants regarding the impact varying levels 

of a healthcare benefit has on healthcare attitudes or the broader HUP domain.  Due 

to the variable financial conditions that exist for patients and due to the presence of 

a consistent healthcare benefit for all focus group participants, the economic 

consequences were not assessed as it relates to a patient’s general healthcare 

utilization paradigm.  Further research is required to determine the extent to which 

each theme contributes to the composite Healthcare Attitude subdomain and the 

corresponding impact on a patient’s overall healthcare utilization paradigm.   

  4.5.2 Healthcare Team Relationship  

The second subdomain of the HUP is Healthcare Team Relationship, defined 

as a patient’s assessment of what they expect from their healthcare team and what 

healthcare providers comprise a patient’s healthcare team.  A patient’s assessment 

process takes into account which providers the patient accesses when healthcare 

service(s) are required, who a patient obtains treatment plans from, who guides a 

patient’s healthcare utilization and who the patient views as part of their team.  For 

the purposes of this research, healthcare providers can be any of the following 

professionals (not an exhaustive list): physician (MD, DO), advance practice clinician 

(APC) (physician assistant or nurse practitioner), clinical medical assistant (CMA or 
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LPN), registered nurse (RN), clinical pharmacist (PharmD), social worker, certified 

diabetes educator (CDE), or chiropractor (DC).   

The directional orientation of this subdomain (positive or negative influence 

on utilization) varies, based on a patient’s personal belief on how they desire 

healthcare services to be delivered and by whom.  In addition to this subdomain’s 

directionality, this subdomain was also found to have two principal themes: 

healthcare team communication and paternalistic physician orientation, both of 

which will be defined in the following two sections.  

4.5.2.1 Healthcare Team Communication   

The fist theme of Healthcare Team Relationship that was identified within 

this research is Healthcare Team Communication.  This theme is defined as a 

patient’s subjective assessment and desires regarding how well the members of a 

patient’s healthcare team transfer information between professionals and how well 

the patient’s overall care is coordinated.  This theme was present for both MTM-

experienced and MTM-naïve participants and for participants that had positive 

opinions regarding healthcare team communication who also tended to more fully 

embrace an interprofessional model of team-based care.    

An example of how this subdomain was further described within the 

research was that participants who spoke about highly successful team 

communication also described placing a higher value on integrated services, 

accessing alternative medical information, accessing services from a variety of 
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health-related disciplines and then expecting care coordination at the highest level 

(e.g., such as the care provided at the Mayo Clinic).  

The perceived success of a team-based approach to care is largely dependent 

on a patient’s perception of care coordination and communication within the team.  

If a patient believes that the flow of information is incomplete they will gravitate 

back towards a physician-based model of care; however, if care is coordinated 

optimally and communication within the team is positive, the patient will seek 

further use of team-based services.  An example of this type of patient is exemplified 

by the following statement: 

“I look at [PHARMACIST’S NAME] as another one of my health partners. My model for 
my health is not the doctor who thinks he or she is God telling me what it is I have to do 
or what I have to know. My model for my health is I have health partners. I have a 
variety of doctors and pharmacists and at times a physical therapist or whatever, and 
these are people who I work with and who work with me to help me achieve my health 
goals.” – Female MTM-Experienced A 

“I probably would never have gone to [the pharmacist] if I weren’t so frightened about 
the meds I was taking and how they were interacting. It was really concerning me 
because I practically had a nervous breakdown trying to get my specialists to talk to 
each other,” – Female MTM-Experienced B 
 
4.5.2.2 Paternalistic Physician Orientation   

The second theme of Healthcare Team Relationship that was identified 

within this research is Paternalistic Physician Orientation.  This theme is defined 

within this research as a patient’s desire to delegate their healthcare utilization 

decisions to the physician(s) that comprise their team.  Participants described this 

theme in the following way: a patient that desires a physician-orientated model of 
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care will typically view and prefer the physician to be the authority and will look to 

them to determine what services should be used and on what prescribed timeline.   

In this relationship, a physician could positively modulate healthcare 

utilization of MTM services by requesting that the patient complete a MTM 

encounter once per year; conversely, the physician could negatively modulate the 

service by dismissing the service as unnecessary for the patient.  A patient that 

desires this type of relationship would be anticipated to place lower value on team-

based care services and will tend to avoid non-physician healthcare services, unless 

expressly ordered by the physician.  Participants described that this theme does not 

delegate all healthcare related decision-making to the physician, but rather just the 

utilization of services.  This theme was only identified within the MTM-naïve 

cohorts.  The following is a representative example of this theme from the research:  

“It was. I thought, well, this is kind of personal. I go, why do I need another arm coming 
in at me when I’m already at the doctor? I go, if this is between myself and the doctor, 
why do I need another tangent in here?  I’ve got the doctor, I’ve got the pharmacist and 
I go, how come I need something else in here?” Female MTM-naïve  

“Who makes the decisions? Who helps guide them in their answer to you? Like I said, I 
trust my doctor. If my doctor says I think you should take this and this and this, or this 
and this and this, it’s like OK, I believe you because you are my doctor. With MTM, I 
don’t know who is providing that advice. I presume they have some kind of medical 
training, but are they doctors? Are they pharmacists? What are they? Do they say? I 
didn’t even know.” Male MTM-Experienced 6C 
 
 The practical implications of this type of care is that if a physician advances 

the use of clinical pharmacy services like MTM, patients will be more likely to access 

the service; whereas, if the physician does not see a value in the service, the patient 

will be dissuaded from using the service.  Both of these orientations offer a unique 
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but different opportunity to target increased utilization of healthcare resources if a 

patient-level preference is understood, and the messaging and authority is 

leveraged correctly.  The relative absence of the paternalistic physician orientation 

variable for MTM-experienced patients suggests that there may be a natural 

selection bias of team-based oriented patients for MTM within the study population.  

Therefore, patients that orient more toward a physician-based model may 

experience more of a neutral or negative influence toward self-selection into an 

MTM practice due to provider acceptance concerns. 

4.5.2.3 Healthcare Team Relationship Model 

 As described in section 4.5.2.1, the subdomain of ‘Healthcare Team 

Relationship’ is the composition of a participant’s attitudes regarding how they 

believe their healthcare team should work and their opinion regarding how it is 

currently working.  As shown in Figure 11 only two themes were identified within 

this research that impact a participant’s relationship with their healthcare team, 

with one theme being unique to MTM-naïve participants.  This subdomain is of 

significant importance to the broader domain of healthcare utilization paradigm, 

because underpinning the Healthcare Relationship Team model is that patients 

desire to have control of which healthcare providers comprise their team and that 

their team functions at the highest level providing comprehensive, coordinated care.   

Based on the findings of this research, participants who typically desire a 

broader-based healthcare team were more likely to have utilized an MTM service.   
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Figure 11: Healthcare Team Relationship Subdomain 

 
Note:  The theme of “Paternalistic Physician Orientation” shown in this figure includes a spotted background and 
blue coloration, denoting that particular theme as only applying to MTM-naïve participants.  
 Several MTM-experienced participants described situations where they felt 

that an MTM pharmacist with whom they had met overstepped their boundaries by 

contacting other members of the patient’s healthcare team following their MTM 

encounter.  The participants described this action as an undesirable intrusion within 

their healthcare team, stating that they would have preferred that their normal 

pharmacist be part of their team.  Despite being consensual, participants described 

this invasion as an act that frequently resulted in patient frustration, gaps in 

communication and dissatisfaction with service.   Therefore, the condition of 

desiring team-based care does not preclude the need for patient permission as this 

is vital to the development of a positive relationship.   

 Some participants within the MTM-naïve cohort, desired to have a more 

singular point of contact for their healthcare services.  They preferred that this, 

primarily be, a physician.  Individuals that desired this type of relationship were less 

likely to access an MTM service because it conflicted with their own desired 

personal healthcare paradigm of having a physician coordinating the care.  It was 

stated by participants who held this notion that if their physician recommended the 

MTM service to them directly they would likely use it, as this request would be 

congruent with their preferred physician-driven care model.  Therefore, with 



 127 

broader exposure of MTM to physicians, utilization of MTM service could be 

hypothesized to increase as a result of this effect.    

A predominant theme underlying the Healthcare Team Relationship 

subdomain that emerged from the data was that if a patient has an orientation 

toward team-based care and they feel their team excels at communication, the 

findings of this research would suggest that those patients would be more likely to 

utilize a clinical pharmacist as part of their healthcare team.  The converse is that, if 

a patient feels their healthcare team has poor communication, they will be more 

concerned about the pharmacist fragmenting care or not adding value and they will 

be more likely to avoid the service.  For patients who orient toward a paternalistic 

physician-driven model of care, utilization will be largely driven by provider 

requests and provider-based care plans. 

4.5.3 Medication Attitudes 

 The third subdomain that directly influences the Healthcare Utilization 

Paradigm is medication attitudes.  “Medication attitudes” within the context of this 

research are defined as a patient’s subjective belief system and their experiences 

regarding the use of medications.  This subdomain can be further characterized by 

four themes: Medication Experience, Role of Pharmaceuticals, Medication Marketing 

and Adverse Drug Reaction Concerns.  All four of these themes are observable 

among MTM-naïve patients, whereas, only two of the four are present in the MTM-

experienced cohort: medication experience and role of pharmaceuticals.  The 
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relative absence of medication marketing and adverse drug reaction concerns 

within the MTM-experienced cohorts does not indicate that these variables do not 

exist for a MTM-experienced participants; more likely, it suggests that these 

variables have been adequately addressed among these patients and are not an 

active area of influence on the subdomain for them.   

4.5.3.1 Medication Experience 

 Medication Experience is the first theme to be described within the 

Medication Attitude subdomain and has been previously defined by Shoemaker and 

Oliveria (2008) as: 

A practice concept that serves to understand patients’ experiences and to 
understand an individual patient’s medication experience and medication-
taking behaviors in order to meet his or her medication-related needs.  
 

 This widely recognized and characterized patient attribute represents a 

patient’s subjective view of medications based on their own experiences (perceived 

and actual) as well as the assimilation of their peer group experiences with 

medications.  Although medication experience has been widely characterized, many 

of the individuals within the focus groups operationalized the theme within their 

own context and experiences.  One participant described their medication 

experience as the following: 

“When we were talking about the cholesterol ones…I would say that if I was told that 
my numbers were high, that they want to put me on this prescription I would say, ‘no, I 
don’t want to be on that prescription.’ I don’t want to be on any extra prescriptions 
because I don’t always think they’re healthy for you.” MTM-Experienced Female   
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 Participants discussed their past experiences with medications and, in most 

cases, if those experiences were negative, they were more skeptical to access a 

service like MTM or use a healthcare system that relies heavily on the use of 

pharmaceuticals for the treatment of disease.  Within the MTM-experienced group 

many participants described an adverse historical experience with medications, but 

also an understanding regarding the need for the prescribed medications.  In these 

situations, after participating in an MTM visit where their concerns could be 

addressed, they described a higher confidence in the appropriate use of 

medications.   

 Participants within both groups also described concerns that they have 

regarding the prescribing process, the haste in which decisions are made, a lack in 

confidence of prescriber knowledge regarding the prescribed medication(s), the 

lack of follow-up from the prescriber regarding the medication and the cost of 

medications.  The significance and influence that a patient’s medication experience 

has on a patient’s overall medication attitude cannot be understated.  According to 

the CDC, in 2010 48.5% of the U.S. population had taken a prescription medication 

within the past 30 days (Statistics, 2014).  Given this broad use of pharmaceuticals 

in the United States, it would be anticipated that only a small percentage of patients 

could be expected to have a neutral medication experience due to the lack of 

medication use in their lifetime.  Further research is required to quantify the impact 

and directionality of this theme as it relates to MTM utilization. 
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4.5.3.2 Role of Pharmaceuticals 

 The second theme underlying Medication Attitudes was the role that 

pharmaceuticals have in healthcare utilization.  This theme was present in both 

MTM-experienced and naïve cohorts and is defined as a patient’s perception of the 

prescribing process including product selection, product discontinuation, conflicts 

of interest in prescribing, and when pharmaceuticals should be used to treat illness.  

The two most common trends that emerged for this theme was that 

pharmaceuticals represent a significant advancement in the treatment of disease, 

and the counter belief that pharmaceuticals are overprescribed and are medicalizing 

the normal human experience.  The first theme that participants discussed was that 

as a result of modern day pharmaceuticals, society is better able to treat illness and 

mitigate the effects of lifestyle decisions:    

“Not me; write the script. Great. Better living through chemistry – whatever. I don’t 
distrust… Distrust may come in from the drug companies themselves who are 
marketing the drug and then convince people that you need it. But if I go in and my 
doctor says, ‘oh my god, your vitamin D is nothing. Here, take this; it’s just one.’ Yeah, 
sure, whatever. I don’t even ask her a question.” 
 
 Additionally, participants described an enhanced, more supportive role for 

pharmaceuticals when they are able to observe a measurable improvement in their 

health after using a medication.  Participants that identify positively with the use of 

pharmaceuticals, similar to the patient below appeared to be more likely to have a 

positive medication attitude and positive view of healthcare utilization: 

“I have Type II diabetes—so the only medications I take are specifically for that. So 
when I first went to the doctor and my blood sugar was whatever it was, 335, and it 
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was, here, take both of these twice a day. So three days I think, oh, 117; OK, well, they 
work…So for me it’s just strictly these things work to control the blood sugar, and so I 
keep taking them…” 
 
 The opposing view regarding the use of pharmaceuticals is that prescribers 

and the healthcare systems are too quick to prescribe medications and should in 

many cases allow the normal disease process to run its course.  The following is a 

quote from a patient regarding the use of an onsite wellness center and the 

prescribing trends that occur within the health center: 

“I know people who call the health center the candy store because we have the doctor, 
which is to handle acute things, I would say, where things pop up, but everybody who 
goes in there comes out with some type of prescription or something.” 
 
 The dichotomous participant viewpoint to “better living through chemistry” 

is the idea that pharmaceuticals are best reserved for situations where lifestyle 

changes have been attempted first and only through lack of optimal results should 

medication(s) then be utilized:   

“In general, I’m kind of leery of medications. Even if I’m sick I’d rather deal with the 
sickness than take something. I kind of would want to first try to manage my health, 
see if there’s a way… Or my lifestyle, see if there’s a way that I could avoid taking the 
medication before just giving in to the doctor saying, ‘here, you have to take this.’ I’m 
going to see if I can do something else.” 

 The effect of a neutral or negative view regarding the role of pharmaceuticals 

is not fully understood.  As demonstrated by the aforementioned patient quotes, 

patients have concerns about the overuse of pharmaceuticals; however, it is not 

known if these beliefs translate into patient behaviors.  In the event that they don’t 

translate, it can be hypothesized that patients who hold these views will have some 

level of interest to validate the appropriateness of these agents and the effects of 
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their use.  Therefore, further research is necessary to understand the impact that 

negative views of pharmaceuticals will have on overall healthcare utilization.  It can 

be assumed that a negative view of the role of pharmaceuticals will translate into a 

diminished medication attitude, but the resulting impact on HC utilization is 

unknown. 

4.5.3.3 Medication Marketing 

 The third Medication Attitude theme that was identifiable only within the 

MTM-naïve groups was the role of medication marketing.  This topic was 

hypothesized as being an influencing factor based on the literature, and as such 

during the design of study a series of questions were developed to assess its 

relevance within the semi-structured moderator guide.  Specifically, the question 

asked of all groups was the following:  “How do you form your opinions about 

prescription medications?” 

 Based on responses to this question, participants within the naïve cohort 

described a strong perceived influence that pharmaceutical marketing has on the 

prescribing and medication use process within healthcare.  They frequently 

referenced their recall of internet and television-based marketing efforts.  The 

majority of participants described the negative attributes of marketing efforts, 

which led them to be skeptical of some pharmaceutical products that are heavily 

advertised.  They perceive there to be a conflict of interest in many cases between 

the pharmaceutical industry and prescribers themselves:      
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“Yes, I think they also have salesmen of pharmaceutical companies that come and sell 
stuff to them and offer money so that they could do research and maybe use patients as 
part of these studies. I happen to read about quite a few pharmaceutical companies 
that, I’m not saying they are unethical, but they are publishing their own research, 
using their own physicians, using their own pharmaceuticals to make themselves look 
good and push the physicians to publish, to make it look like it’s something valuable, 
where it really isn’t. Maybe marijuana would work better for a chemo patient than 
synthetic marijuana or…” MTM-Naïve Female 

 The naïve participants described the influence of sales representatives and 

felt that in some cases prescribers themselves are not an objective source of 

information regarding the use of pharmaceuticals:   

“It’s the sales people. My god, every single woman on The Bachelor is a 
pharmaceutical sales rep, every single one, and they are not ugly.” MTM-Naïve Female 

“Well, I’m just saying that there are a lot of politics involved, and so I don’t know if you 
would trust a physician that much. I’m just saying there are a lot of reasons why we 
are being pushed to a certain medication.” MTM-Naïve Male 

 MTM-naïve participants’ underlying distrust of the prescribing process also 

touched on a distrust of pharmacy and pharmacists.  Participants described 

pharmacies as wanting to sell high cost medications and a perception that 

pharmacists have a bias toward not aggressively managing a patient’s medication, 

thereby, allowing patients to stay on potentially unnecessary medications due to 

pharmacists’ financial interest in the matter.  Although not a component of this 

variable, it can be hypothesized that patients who have a distrust of the prescribing 

process and who also view pharmacists as complicit in furthering the use of 

pharmaceutical agents, may be less likely to opt-in to the use of MTM services.      

 Within the MTM-experienced cohort, participants were much more neutral 

with regard to the marketing of pharmaceuticals and their source for information 
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typically was the pharmacist (MTM pharmacist or retail pharmacist).  The concept 

of information-seeking plays a dual role both for “Medication Marketing” and in 

“Pharmacist Role Expectation” to be described in section 4.6.2.3.  One MTM-

experienced participant described their information-gathering process as the 

following:  

“Without My Meds Management, I don’t know who I would trust.  I don’t know 
anybody who has that breadth of knowledge.”  Male MTM-Experienced  

 Based on responses from MTM-experienced patients, it can be inferred that 

they rely on their relationship with their MTM pharmacist to inform their opinions 

of prescription medications.  Further research is required to understand if the 

source of pharmaceutical information shifted in the MTM cohort pre- to post-service 

utilization. 

4.5.3.4 Adverse Drug Reaction Concerns 

 The fourth Medication Attitude theme that emerged from the research is 

Adverse Drug Reaction Concern.  This theme was identified as only producing an 

impact on medication attitudes within the MTM-naïve cohort.  The theme is defined 

as a participant’s subjective belief system regarding their risk of experiencing an 

adverse drug reaction from taking a medication. This participant-specific risk can be 

focused on an individual medication or can be generalized to all medications and is 

informed by their historical experiences with medications, the experiences of their 

peer group, as well as marketing materials for pharmaceuticals.  Participants that 
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this theme applied to described this theme as the circumstances, events and 

information they are presented with when considering the use of new medication.   

Many participants described information provided by the prescribers, but 

the most common situation was when the patient received the medication package 

insert from the pharmacy and read the information. Two participants described it as 

the following: 

“It scares the hell out of me sometimes. Why would anyone want to take that?!” – 
MTM-Naïve female 
 
“It would also be nice to talk about side effects, whether there might be some 
replacement for certain medicine with less side effects sometimes.” – MTM-Naïve 
female 
 
 MTM-naïve patients expressed several times that they avoid reading a 

medication’s printed literature due to the fear that they might convince themselves 

that by taking the medication the side effect might would be worse than any benefit 

of taking the medication.  In contrast, when the MTM-experienced group discussed 

adverse reactions concerns, many referenced the reassurance they received 

regarding the appropriateness and relative safety of their medication regimen:   

“Having had those positive experiences now, I feel more inclined to want to review my 
meds with her again in the future. It’s something that I want to feel I have in my 
pocket, sort of a protection. That includes vitamins, actually, because when I reviewed 
with her my arsenal of vitamins, I felt like she was able to give me real balanced advice 
about some of these being, yeah, these are good to take.” Female MTM-Experienced  

 A critical element of this reassurance was the need for trust between the 

pharmacist and the patient.  One MTM-experienced patient described their desire to 

have MTM provided by their own pharmacist, an individual that they had known for 
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a long time.  This was a theme that emerged several times throughout the research 

and aligns with the Healthcare Team Relationship domain previously discussed:   

“The person that I got was a nice young lady, but she just didn’t seem to have the 
knowledge that I needed, for somebody with as complex as my situation is. I take many 
drugs; I wish I didn’t. I take a lot of supplements, again, but I’ve felt much more 
comfortable in dealing with the pharmacists at my pharmacy.” Female MTM-
Experienced  
 
 The role of patient perception on medication side effect and adverse drug 

reactions concerns has the possibility of negatively influencing a patient’s desire to 

utilize medications; thereby, likely lowering the use of healthcare utilization if not 

countered.  This inhibiting medication attitude variable also has the potential to be 

modulated through the utilization of MTM.  It can be hypothesized that if a patient is 

open to discussion and being presented with medication safety and outcome data, 

MTM may be able to improve a patient’s medication attitude.  The critical aspect of 

this variable is to determine the degree of discomfort a patient has with the 

possibility of experiencing an adverse medication reaction.  The following is an 

example patient that is looking for answers but has not achieved a level of 

awareness regarding services like MTM that aim to address the described concerns: 

“So does this medication, being that I’m mixing it with this pill and this pill and this 
pill, because I take 10 different medications, are they compatible? Do they work? Does 
this make this do this or what? So yeah, I’m just kind of crazy about it.” – Female MTM-
Naïve 

4.5.3.5 Medication Attitude Model 

 As described in section 4.5.3.1, a participant’s attitude towards medication 

comprises a diverse set of subjective assessments and experiences that ultimately 
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shape how and if a patient will utilize medication for the treatment of illness.  As 

shown in Figure 12 a total of four themes work to explain a participant’s medication 

attitude, and of those four, two are unique themes to just MTM-naïve participants.  

In evaluating the Medication Attitude model, it is of particular importance to define 

the difference between the themes that apply to both MTM cohorts and a theme that 

applies to only one cohort (e.g., MTM-naïve).   

Figure 12: Medication Attitude Model 

Note:  The themes of Medication Marketing and Adverse Drug Reaction Concerns shown in this figure include a 
spotted background and blue coloration denoting that the particular themes only applying to MTM-naive 
participants.  

 Within the context of this research, a cohort-specific theme does not indicate 

that only the specified cohort described the theme within the focus group session or 

that they are the only cohort to ever express the theme.  The MTM specific 

designation (graphically shown in Figure 12 as green or blue boxes with dots), only 

indicates that the condition in question applies to that specific cohort at that 

moment in time.   

 Applying the above standards with regard to the theme of Adverse Drug 

Reaction Concern the following situation resulted.  Participants within the MTM-
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experienced cohort could have experienced this same concern, however, during the 

time of the focus group session the MTM-experienced cohort did not demonstrate 

an active concern regarding the risk of experiencing an adverse drug reaction like 

the MTM-naïve cohort did.  This difference can therefore result in a null effect for 

that condition in that patient population.  MTM-experienced participants may still 

be able to identify with the condition (theme), but at the time of the focus group the 

specific theme was not a salient influencer for their decision-making process. 

    The Medication Attitude subdomain is a composite of themes that explain a 

patient’s medication attitude and how that attitude may impact their healthcare 

utilization paradigm.  Some of the themes are present in all patients and define a 

patient’s opinions regarding how medications should be used to treat illness and 

what their prior experiences have been with medications.  However, there are some 

themes that are expressed only by participants who have not utilized an MTM 

program, and their medication attitudes will be further impacted by their opinions 

about the accuracy of prescribing and what they believe to be the risks of using a 

medication.   

 The net impact of each of the four themes and the composite medication 

attitude subdomain on healthcare utilization cannot be determined as a result of 

this research.  A multitude of permutations exist regarding the interaction between 

themes and the degree to which they are expressed within any given individual.  It 

could be hypothesized that a patient with a positive view of pharmaceuticals, a 

positive medication experience and no concerns regarding medication marketing 
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and adverse drug reactions would likely have a net positive medication attitude, 

thereby, increasing the likelihood of using healthcare resources and potentially 

utilizing a clinical service like MTM.  However, to understand if a hypothesis such as 

described above is accurate, each theme will need to be isolated and tested for 

variability and significance within the overall subdomain.  Therefore, the model (as 

shown in Figure 12) is the best representation to date regarding the influencing 

factors of medication attitude on healthcare utilization paradigm.  

4.6 Value Assessment 

 As described in section 4.5, the results of the DECISION study found that 

there are two primary domains that dictate whether a patient will schedule a 

medication therapy management (MTM) appointment: Healthcare Utilization 

Paradigm and Value Assessment.  Section 4.5 describes the domain of healthcare 

utilization paradigm, its subdomains and themes; likewise, section 4.6 will follow 

the same process to describe the factors that define value assessment.   

 Within the context of the DECISION study, its described methodology and the 

participant codification, Value Assessment is defined as the influencing factors that 

modulate a patient’s qualitative calculation as to whether the benefits of 

participating in an MTM encounter outweigh the potential costs of participating.  

This subjective assessment, completed by each potential patient, will yield a net cost 

or net benefit regarding the use of the service to the patient.  If a patient deems the 

service to be beneficial, the likelihood increases that they will agree to schedule an 
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appointment; if they determine service to have a net cost, the likelihood of 

participating is anticipated to decrease.   

 The Value Assessment domain calculation is comprised of three primary 

subdomains that account for both direct and indirect costs.  The Monetary Impact 

subdomain encapsulates variables that have the potential to result in a direct cost 

(or benefit) to participants: trust of program sponsor, program incentive, costs for 

the visit, savings to participant and savings to the healthcare system.  The Value 

Assessment subdomains of MTM Service and Accessibility and Convenience 

encapsulate the variables that have the potential to produce indirect costs or 

benefits at the patient level.  The remainder of section 4.6 will present the origin of 

each subdomain and the associated variables and their relationship to MTM-

experienced participants compared to MTM-naïve participants.    

 4.6.1 Monetary Impact (Patient Level) 

 The first subdomain of value assessment that emerged from the research was 

the concept that by participating in an MTM encounter, a patient will likely 

experience a monetary impact as a result.  The monetary impact has the potential to 

be positive or negative for the patient, of which a total of three monetary conditions 

are possible: the patient could make money (program incentive), save money 

(reduced copays or premiums or incur an expense (cost of visit).  However, patients 

are not the only stakeholder that could be financially impacted as a result of 

program utilization and, as such, within the model both employers and health 
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insurers could realize a monetary impact pursuant to a patient utilizing an MTM 

program.  The remainder of this section will describe the four themes that emerged 

from the data that are predicted to dictate the direction and degree of direct 

financial impact participating in the service will have.  

 4.6.1.1 Trust of Program Sponsor 

 The first monetary impact variable that emerged from this research is Trust 

of Program Sponsor.  Within the context of this research this theme is defined as a 

patient’s subjective assessment of how much they trust the perceived end payor for 

the service and the patient’s perception as to why the payor would want to incur the 

new cost of an MTM benefit.  This theme is similar to the theme of Role of Employer 

Sponsored Health Programs that was described within the subdomain of Healthcare 

Attitudes in that the impact of both variables are dictated by the level of trust that 

an employee has for an employer or plan sponsor.  The distinction between the two 

is that if trust is diminished under the Healthcare Attitude condition, potential 

utilization of services will decrease, whereas if trust is diminished or absent within 

Monetary Impact, potential program participants may negatively alter their value 

equation for participating in an MTM program.   

 The theme of Trust of Program Sponsor in its broad interpretation was 

present in all four research cohorts and, as described above, represents the 

subjective assessment as to why the program sponsor is funding the MTM benefit.  

Within each cohort, participants described their belief that the program sponsor 
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was funding the benefit in an effort to help improve the health of their employees 

and that if this benefit produces the intended outcomes, it will yield a positive 

return-on-investment for the funding entity.  The following are two representative 

descriptions of this scenario: 

“I think General Mills wants their employees to be healthy because if you’re healthy, 
you’re productive and it saves them money.” MTM-Naïve Female 4 

“I think they’re making business decisions because healthcare costs are going up so 
much. In my mind, they’re trying to do what they can to keep it affordable for us, for 
them, so they can keep offering what they do and, ultimately, have the company still 
making money so we can all still have jobs. It’s kind of all-encompassing.”  MTM-Naïve 
Female 8B 

 The aforementioned scenarios represent a potential direct monetary impact 

to the program sponsors in the form of reduced presenteeism and absenteeism.  

Participants discussed that if they are healthier, they are able to create higher value 

outputs and consume fewer sick days.  For the employer, these situations will allow 

for reduced labor costs and improved production from their teams.   

 The other scenario that was described as it relates to Trust of Program 

Sponsor was the misuse of program data.  Participants discussed their significant 

concern that an employer could make future employment decisions based on the 

health status of their employees which could lead to missed promotions, layoff 

decisions or termination of positions.  This variable was discussed in each cohort; 

however, responses positioned this opinion as a personal belief held only within the 

MTM-naïve cohorts.  Within the MTM-experienced cohorts, it was described as a 

potential variable that is preventing MTM-naïve patients from utilizing the service.  
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The following are several examples of these discussions:  

 “I think some people would perceive it as this is General Mills just wanting to know if 
I’m healthy enough. If you take it to the extreme and if there’s layoffs, then, let’s get rid 
of the person who’s on 15 meds.” – MTM-Naïve Female 3A 

“Or your director or your immediate superior, they might have a thing. What if you 
developed AIDS naturally and, all of a sudden, they find out about it? Well, we’re going 
to get rid of her because we don’t want her, that kind of thing.” MTM-Experienced 
Female 1E  

“I think your concept of intrusion [for others] – not wanting others to know how 
healthy you are. If people don’t know I’m really unhealthy, I’ve got 10 drugs I’m taking, 
they may not promote me.” – MTM-Experienced Male 4G 

 Based on research participant responses, the theme of Trust of Program 

Sponsor can yield two states: small potential positive benefit or significant negative 

patient cost (e.g., termination of employment).  The directional relationship of this 

variable could be predicted to change from employee group to employee group 

based on their relationship to the employer.  Additionally, based on the downside 

risk potential, it may be advisable to minimize employer promotion of an MTM 

benefit if a high level of distrust exists between employees and the program 

sponsor. 

4.6.1.2 Potential Patient Savings 

 The second Monetary Impact theme that emerged from this research was 

Potential Patient Savings resulting from program participation.  Within the context 

of this research, this theme is defined as a patient’s subjective assessment of the 

potential monetary impact (savings) that could result from directly participating in 
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an MTM program or cost savings the sponsoring organization could realize as a 

result of program participation.   

 Research participants within each cohort described the predicted savings the 

program could produce and, in some cases, the actual savings that could result to 

them from participating in the program.  Two predominant types of savings 

emerged from study participants: reduced medication costs and reduced healthcare 

premiums.  The first savings opportunity of reduced medications cost was present 

for both groups (experienced and naïve).  Participants within the MTM-naïve group 

hypothesized when prompted with the question of “What are the [potential] 

benefits of participating in MTM?” that they believed by an overwhelming majority 

that many patients would be able to switch to a more cost effective medication, such 

as a generic alternative:   

“Similarly, if I’m taking the right meds and I’m taking them appropriately, absolutely 
it’s saving money and maybe it’s saving me money, too, where they say, ‘you should 
switch to a generic; that’s the exact same thing. You’re paying too much.’ I’m paying 
too much, but probably General Mills is paying $20 and they could be paying $10.” – 
MTM-Naïve Female 3 

 They also discussed that the program might be able to help them optimize 

their medication regimen, which could mean discontinuing the use of some 

medication(s), starting a new medication(s), or adjusting their medication dose.  

While the naïve patients were able to hypothesize the potential savings, many of the 

MTM-experienced patients commented based on first-hand experience of the cost 

savings that resulted from MTM participation and the optimization of their 

medication regimen:   
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“So she saved me some money, she had me stop taking things that she thought just had 
no value.”  MTM-Experienced Male 4D 

“Oh, no, I totally agree. That’s what I’m saying. Some of these work out extremely well. 
This, for example, would work out extremely well if they got me on the right meds and I 
felt better and, hell, if they can save me $10 and them $10, fabulous, so yeah, I totally 
agree with that.”- MTM-Naïve Female 3A 

 The second savings opportunity that emerged from only the MTM-naïve 

participants focused on the potential reduction in healthcare premiums.  

Participants frequently were quick to identify that, in their opinion, some of the 

most significant savings that could result from the program would be a total 

reduction in healthcare costs, which would have an impact on the insurer and 

potentially the employer or benefit sponsor (e.g., General Mills).  The participants 

felt that if the savings were significant enough it could impact their annual 

healthcare premiums and that it would also help improve the company’s bottom-

line:   

“Well, you brought in the insurance company being part of this program, saying that if 
I move you to a generic, I might be saving $100 a year on you, and I multiply that by a 
thousand people and that’s a substantial savings on our part of having to…” MTM-
Naïve Male 6I 

 

“No because I think in the big picture you are feeling better because maybe the 
medication instead of fighting each other will love each other, and with the cost factor 
it’s a win/win for pocketbook and everybody all the way down the line. – MTM-Naïve 
Male 2I 

 The relative absence of MTM-experienced discussions regarding the 

anticipated cost savings to the medical benefit (payor) is significant in that there are 

no clear indications why MTM-experienced patients did not address this potential 

benefit.  It could be hypothesized that it is because MTM-experienced patients may 



 146 

have placed a higher value on the actual cost reductions they received through 

reduced medication costs; however, there is no clear indication from the research.   

The data did suggest that MTM-experienced patients perceive a cost benefit for the 

healthcare system and the potential impact on the total cost of care; however, they 

did not express any correlation between reduced health plan costs and a monetary 

benefit for themselves. 

4.6.1.3 Program Incentive 

 The third Monetary Impact theme that emerged from this research is the role 

of a Program Incentive.  Within the context of this research this theme is defined as 

an additional benefit offered to program-eligible beneficiaries that has the potential 

to induce the desired behavior change of enrollment into an MTM program.  As 

previously described, this research study solicited participants from two 

commercially-insured employer groups: University of Minnesota and General Mills.  

Although these two groups had very similar employee populations and healthcare 

benefit designs (including the MTM benefit) one very notable distinction existed: 

patient incentivizes.   

 The University of Minnesota offered as a component of their MTM benefit a 

6-month copay reduction that reduced generic copays to $2 and branded copays to 

$12, which for a patient taking four chronic medications would generate an average 

savings of over $240 for the 6-month incentive period.  General Mills did not offer a 

patient incentive for participating in the MTM benefit; however, similar to the 
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University of Minnesota, General Mills participants did not incur any visit costs from 

attending an MTM encounter.   

 Participants within each research cohort and across employer groups 

discussed the value of incentivizes in encouraging desired behaviors, whether those 

behaviors involved improving health, improving personal savings, or attending 

meetings.  Many of the MTM-experienced participants described that it was the 

program incentive that prompted them to schedule an appointment.  The following 

are several examples of patient responses:  

“The co-pay, the cost reduction, plus it seems like you can’t really lose here. You can get 
some advice, and I’m taking four or five different meds, so…” MTM-Experienced Male K 

“Incentive got me into it and the benefit kept you in.” MTM-Experienced Female 8J 

“Oh yeah, it was a very significant reduction in co-pay, and that was my main reason 
for checking it out.” MTM-Experienced Male 1K 

 Within the General Mills focus groups, the importance of incentives were 

discussed, not within the context of MTM participation, but rather regarding 

attendance at employee events and attendance at optional events, such as meetings 

like the DECISION study focus group:  

“They want us to be informed, so they throw you with the pizza because they’re like, I 
don’t even care if you just came for the pizza. Now you’re going to listen to a 
representative.”  MTM-Naïve Female 3A 

 Participants discussed that in order to properly motivate, incentives need to 

be tangible to the beneficiary, time bound, and requirements for attainment must be 

straightforward.  An example provided was the incentive to participate in this 

research project, in that participants understood their time commitment, the 



 148 

incentive ($50 gift card) and that this was a limited-time offer.  Some MTM-

experienced participants from the University of Minnesota expressed frustration 

with the 6-month copay reduction time limit, but acknowledged that they now 

appreciate the other benefits of the program and will continue with the program for 

those reasons:     

“They had an incentive for you, reduction on your copays, and that got me going 
because it was like a time limited thing.  Otherwise, I would have put it in a pile and 
said, yeah, I’m going to get to this sometime.” MTM-Experienced Female 4J 

4.6.1.4 Cost of Visit 

 The fourth Monetary Impact theme that emerged from this research is the 

perceived cost to attend an MTM encounter.  Within the context of this research this 

theme is defined solely as the direct cost resulting to a patient for attending a visit 

(e.g. office copay, coinsurance, or full visit cost).  As described within the program 

incentive theme, both groups represented within this research project had a no-cost 

MTM benefit structure, meaning that their medical benefit covered 100% of the 

MTM visit costs.  Despite the presence of this condition, participants expressed 

concerns that they could still incur a bill for attending an MTM encounter:      

“They’re afraid there’s going to be a charge for it, so they don’t want to pay for it right 
out.” – MTM-Experienced Female 10J 

“I just assumed there would be an additional cost to the patient. That as another 
disincentive.” – MTM-Naïve Female 5I 

 The visit attendance cost concern was discussed within both MTM-

experienced and MTM-naïve groups; however, MTM-experienced participants 

described it in the context of a hypothetical barrier inhibiting MTM-naïve, eligible 
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patients from enrolling.  No MTM-experienced respondents expressed the direct 

visit costs as a concern and when asked what their perception of costs were prior to 

using the service, they were unsure but believed they understood it to be a no-cost 

service.  Based on responses, it appeared that a potential gap existed for MTM-naïve 

participants with regard to the MTM benefit design.   

 Within the context of the Value Assessment domain, this potential 

misunderstanding could result in a dramatic change in the value assessment 

determination.  It cannot be determined definitively from this research if there is a 

segmentation effect present or a communication gap; therefore, further research is 

required to fully quantify the role of this variable on population segmentation. 

4.6.1.5 Monetary Impact Model 

 The model that emerged from the research regarding the patient-level 

monetary impact of participating in an MTM program has several key distinctions 

between MTM-naïve and MTM-experienced participants, as well as providing some 

indication as the most significant themes affecting MTM utilization.  When 

considering the model as shown in Figure 13, one principal difference that emerged 

within this subdomain is that MTM-naïve participants appear to focus their 

attention more heavily toward the risks of participating in an MTM program as 

compared to their MTM-experienced counterparts.  The risk effect is most visible 

with the concern that by participating their employment status could be impacted, 

and if a patient holds this belief regarding the use of an employer-sponsored 
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program, it can by hypothesized that program benefits would have to be dramatic to 

counterbalance this risk.   

Figure 13: Monetary Impact Model 

Note:  The themes of Cost of MTM Visit shown in this figure includes a spotted background and blue coloration, 
denoting that particular theme as only applying to MTM-naive participants.  The two variables, sub-variable and 
attribute also colored in blue with a spotted background align only to the MTM-naïve participants. 

MTM-naïve participants also appeared to have general lack of awareness regarding 

the MTM benefit design for their organization.  The nuance to this condition is that 

although participants had concerns regarding program costs, they appeared to be 

knowledgeable about relative presence or absence of a program incentive.   

 The reason for this disconnect could not be determined based in the data 

from the research; however, a potential hypothesis for this situation could be that 

patients who are skeptical of the service and/or their employer could 

subconsciously believe the program offering is too good to be true and that there 

must be a catch.  Alternatively, MTM-naïve patients may have assimilated attending 

an MTM appointment into the same paradigm as attending a physician office visit, 

which is most commonly associated with a visit copay.  In order to determine the 
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validity of the aforementioned hypothesis, additional research is required to 

conclusively address this situation. 

 Based on the responses from research participants, the data would suggest 

that the Monetary Impact model appears to be the most significant patient 

influencer on utilization of MTM.  Participants repeatedly focused their attention on 

the costs and benefits of program participation, based on how they viewed them 

during the recruitment process.  Of the potential monetary impacts that participants 

described, the effect that the program incentive had on their participation appeared 

to be the most significant.  Though, it should be noted that, as previously described, 

concerns were expressed regarding the program incentive and its ability to induce 

the desired action.  Following the concerns expressed by the participants, it is 

recommendable that program sponsors test program incentives within their unique 

populations prior to implementation.  Resources are limited within most 

organizations; therefore, alignment of resource allocations to yield the greatest 

benefits is critical to driving the desired results. 

4.6.2 MTM Service 

 The second subdomain of Value Assessment that emerged from the research 

was the programmatic expectations that participants have regarding the Medication 

Therapy Management Service (MTM Service).  The subdomain of MTM Service is 

defined as a participant’s composite beliefs and expectations regarding what they 

believe occurs pursuant to the MTM service, which includes some or all of the 
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following: who provides the service, what happens during a visit, and what happens 

as a result of the service.  Stratification exists within this subdomain in that MTM-

naïve participant responses reflect their assumptions of what occurs during the 

service, whereas, MTM-experienced responses reflect their actual experiences with 

the service.   

 The significance of this stratification (experience effect) is that the research 

was not able to determine what beliefs MTM-experienced participants had prior to 

enrolling in the service.  Attempts were made within the semi-structured moderator 

guide to have respondents share what they recalled of their beliefs pre-utilization; 

however, due to the lag time of the study in relation to the MTM service recruitment 

period (up to 2 years prior) and the knowledge change they received as a result of 

the experience, responses were limited for pre-utilization MTM service 

expectations, within the MTM-experienced cohort.  Participants within the MTM-

experienced cohort discussed the challenge to recall what they believed the service 

would encompass prior to participating in the service.  The result of this difficulty 

was that MTM- experienced participants consistently discussed what their current 

conceptualization of the service is rather than what their pre-service expectations 

were.  The implications of participants describing their current beliefs as opposed to 

their prospective beliefs is that MTM-naïve participant feedback is prospective 

(expectations of the MTM service), and MTM-experienced participants are 

describing the actual service, as a result of their own experiences. 
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 Consideration was given to creating an MTM Service Expectation subdomain, 

followed immediately by an MTM Service theme, thereby accounting for this 

significant distinction between expectations and actual experience.  However, after 

extensive model analysis, the study authors believed the most accurate subdomain 

was one that aligned directly to the MTM Service domain and that an 

acknowledgement of the stratification would be denoted within the report of this 

research.  The Therefore, the remainder of this section will describe the themes and 

variables that comprise the MTM Service subdomain based on the direct responses 

received during study focus group sessions.   

 Within the ‘MTM Service’ subdomain, four themes emerged from the 

research participants that influence how patients would subjectively define the 

value of MTM (perceived or actual).  The term “value” within this subdomain is 

defined as the totality of any potential benefits and risk surrounding the use of the 

MTM program.  The four themes that comprise this subdomain are: Awareness of 

MTM Service, Pharmacy Experience, Pharmacist Role Expectations and Scope of 

Service.   

4.6.2.1 Awareness of MTM Service 

 The first ‘MTM Service’ theme that emerged from this research was: 

Awareness of MTM Service.  Within the context of this research, this theme is 

defined as knowledge of the following attributes of the MTM service by MTM eligible 

beneficiaries: MTM benefit design, program goals, program eligibility, service 
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locations and program assumptions based on the naming convention.  The theme 

‘Awareness of MTM service,’ will be referred to as ‘Awareness’ for the remainder of 

this section.   

 During the early development of this research project, a hypothesis was 

advanced that MTM-eligible beneficiaries likely had inadequate information and 

knowledge regarding the MTM service and that this lack of information resulted in 

low program participation.  This hypothesis was further supported by the AIDA 

marketing model (as described in section 2.4.3) for an individual to take action on a 

service or idea they must first progress through the first three stages of the model: 

Awareness, Interest and Desire. Only then can ‘Action’ (AIDA) result.  Therefore, the 

concept of awareness was introduced into the preliminary hypothetical model 

(Figure 5) that guided the development of the semi-structured moderator guide, 

which was then operationalized into the following participant questions: 

“How did you first learn about MTM and what materials and information do 
you recall receiving regarding the program?” 

“Were the materials effective in describing MTM and what do you recall 
about the communication?” 

“What do you think of the concept in general? What are the risks and benefits 
of the program?” 

 Based on this line of questioning and discussions throughout the research, 

four key variables emerged from the data that serve to address what level of 

awareness MTM-eligible beneficiaries had regarding the service.  The variables fell 

into one of two groups, two variables which were expressed within all four research 

cohorts, or two other variables that were only expressed by MTM-experienced 
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participants.  The two common variables are Connotation of Service Name and 

Marketed Outcome Expectation. The two MTM-experienced-only variables were 

Timing of Recruitment and Recall of Salient MTM Recruitment Messages.  

Additionally, during this line of inquiry and throughout the research, participants 

provided valuable insight on how they would approach MTM marketing.  This will 

be shared in the discussion portion of this report. 

4.6.2.1.1 Connotation of Service Name 

Within the context of this research, the two employer groups that constituted 

the study population used two different naming conventions to market the MTM 

service. The University of Minnesota, marketed the program as “Medication Therapy 

Management” (https://humanresources.umn.edu/pharmacy-program/medication-

therapy-management), whereas, 

the General Mills-contracted 

vendor branded the program as 

“My Meds Management,” but also 

used the description of medication 

therapy management within 

marketing materials.  Figure 14 

highlights a sample of each 

program’s description of the 

service. 

Figure 14: MTM Recruitment Materials 

https://humanresources.umn.edu/pharmacy-program/medication-therapy-management
https://humanresources.umn.edu/pharmacy-program/medication-therapy-management
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 Research participants in all four cohorts reacted similarly when they 

considered the naming of the service and the connotation that MTM represented to 

them.  The most common responses that emerged were regarding the use of 

“therapy” and “management” within the service name itself.  Participants frequently 

stated they felt that therapy is more indicative of a medical process or is associated 

with an emotional condition. One participant responded in the following way:   

“The therapy, I think can confuse a lot of people because most people do not see taking 
blood pressure medication as therapy, even though it is. That’s not what they consider 
it to be.” MTM-Naïve Female 4B  

 Likewise, patients felt that by using the word ‘management’ they were being 

instructed what to do, instead of representing the service as a collaborative, patient-

centered experience.  MTM-experienced patients felt that the name misrepresented 

their experiences and that, in their opinion, would have the potential to dissuade 

potential patients. The following are several responses that were received during 

the sessions: 

“Well, management to me always sort of has a connotation of being told how to do 
something or what to do, and this there is more mutuality.” MTM-Experienced Male K 

“I hate somebody feeling like they can manage me better than I can.” MTM-Naïve 
Female 10B 

“I think when you look at it, you want to know what you’re going to get from it…In 
medication therapy management, I’m not sure what I’m going to get from that.” 
Experienced Female 4J 

 Additionally, patients described the name as “vague” and “intrusive;” for 

several participants their initial reaction to the name prevented them from 

considering the service any further.  Participants described a lack of clarity 
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regarding who would be providing the service and what its purpose was based on 

its name; describing it as the following: 

“Because I keep forgetting [the name] MTM I’m looking under the pharmacy 
[directory] and it doesn’t exist…” MTM-Experienced Female 4J 

“I think if you want people to know what it is, it would have to be something like Drug 
Management, something simple. I thought that Drug Management was actually like 
you sit with an RN or some nurse that knew about pharmacies but knew her medical 
background, had some medical background. That is what I was thinking, not so much 
a pharmacist.” – MTM-Experienced Male J 

 Participant responses indicate a broad discontent and misunderstanding 

based on the naming convention of Medication Therapy Management, MTM, and 

“MyMedsManagment.”  The responses received from both MTM-naïve and MTM-

experienced participants regarding their personal connotation of the name would 

suggest awareness of the service and its potential attributes are not enhanced by the 

current names and that this misalignment creates a significant barrier to marketing 

the service to a broader population base. 

4.6.2.1.2 Marketed Patient Outcome Expectation  

 As described in the Connotation of Service Name theme, participants quickly 

formed opinions regarding the purpose, outcome and value of the service based 

solely on its naming convention.  Following the semi-structured interview guide, the 

focus groups transitioned their outcome expectation discussions from focusing 

solely on the service name (MTM) to their expectations of the service based on the 

service recruitment approach that applied to them.  The MTM-experienced groups 

attempted to discuss what they recalled their expectations being prior to using the 



 158 

service, whereas the MTM-naïve groups based their expectation on previously 

received marketing materials, free association, intergroup discussions and any 

relatable experiences or knowledge.     

 The resulting discussions regarding the outcome expectations of the service 

presented a narrow expectation of potential service deliverables.  The predominant 

outcomes discussed by the MTM-naïve cohort were drug-drug interaction checking, 

optimizing dose timing of medications (e.g., take with food, take in the morning), 

and switching to generic alternatives.  MTM-naïve participants rarely recalled the 

exact content or medium via which they received information regarding the 

program, and the majority of their expectations aligned to what a patient would 

typically experience when receiving medication counseling from a community 

pharmacist pursuant to a new prescription order.  Medication counseling standards 

within outpatient pharmacies are stipulated in OBRA-90 standards 

(https://www.ssa.gov/OP_Home/comp2/F101-508.html accessed on 12/4/2016), 

with some of the most common counseling standards including: name of the 

medication, route of administration, typical use of the medication, common side 

effects, potential drug-drug interactions, monitoring for effectiveness, and proper 

storage (this list is not all-inclusive from the OBRA-90 standards).  The following are 

several responses that demonstrate confusion with the intent of the MTM program 

or align it with OBRA-90 pharmacy counseling standards: 

“What do they manage? What’s actually their job? Is it managing the interactions…?” 
MTM-Naïve Female 5A 

https://www.ssa.gov/OP_Home/comp2/F101-508.html
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“You’re taking a multivitamin at noon; is that the best time to take it, things like that. 
And I think managing the interactions goes to your point…It’s more managing the 
interactions, I would think. At the same time, if somebody said, you’re on these things. 
You’re on thyroid meds or you’re on something half the world is on, ‘this one might be 
a better option. Do you get these side effects from it because this one…’” MTM-Naïve 
Female 3A 

“I got the feeling that it was really about them saving money, which is what made me… 
They tried to say I could save money, but I was very suspicious of it.” MTM-Naïve 
Female 2H 

 Within the MTM-experienced cohort, participants were asked to recall their 

expectations based on materials they received prior to their first MTM visit.  

Responses from these participants were remarkably similar to those received from 

the MTM-naïve cohort.  The experienced groups discussed they believed the service 

would provide them with an opportunity to meet with a professional (oftentimes 

they did not know exactly who this would be) to review their medications and 

determine if any opportunities existed to improve their medication regimen.  One 

difference that emerged from the MTM-experienced groups repeatedly express was 

that despite not having a solid understanding of the program, the MTM-experienced 

participants had a general curiosity to participate and a desire to see what the 

associated outcome(s) would be.  The following are several representative examples 

from their discussions:   

“I thought they were going to review my meds and then talk about interactions. I 
thought that I was going to leave thinking all these supplements, I don’t need all of 
them, so I’m going to take less.”  MTM-Experienced Female 1J 

“Basically, the pharmacist would go over any problem that he or she was seeing with 
your medication regimen and see if there were any generics that could be offered.” 
MTM-Experienced Male 1K 

“I just remember about being able to meet with a pharmacist, who would review your 
medication history and kind of help you to better understand what your situation is 
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and if there’s changes you could make or whatever and I thought that would kind of 
interesting because it was here onsite…I thought that was a great opportunity to just 
have a better understanding of what things are going on.” MTM-Experienced Male 2D 

 Based on the responses that were provided by all of the research cohorts, it is 

evident that a gap exists between the expectations of patients and the intended 

deliverables from the program sponsor.  Marketing materials from both program 

sponsors desire to accomplish the following: “assure your medications are safe, 

working properly and convenient for your lifestyle;” however, the research data 

does not support that this message was broadly retained by MTM eligible 

beneficiaries.  

 It cannot be determined from this research why this misalignment of 

program goals exists and it can only be hypothesized that if MTM-naïve participants 

perceive the benefits of MTM program to be same outcomes that they receive from a 

community pharmacist pursuant to a new prescription medication, their utilization 

would be predicted to be low.  Furthermore, this misalignment of MTM service 

deliverables and patient expectations could result in program dissatisfaction for 

patients who do utilize the service, due to non-congruency of expectations and 

permissions.  Several MTM-experienced participants expressed dissatisfaction with 

the service, describing it as “too personal” and it is possible that the participants 

desired to replace the loss of their previous community pharmacy based service but 

instead received a more detailed comprehensive service (the loss of community 

pharmacy services was described within the General Mills population due a benefit 

change requiring the use of a prescription mail-order benefit).   
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4.6.2.1.3 Timing of Recruitment 

 The third variable that emerged from the MTM-experienced cohort as it 

relates to ‘Awareness’ is the concept of timing of the recruitment effort.  When the 

MTM-experienced participants were asked what motivated them to enroll in the 

service, many described a health-related event that prompted questions or 

challenged them to improve their health.  One such participant described it in the 

following way:   

“I kind of got primed for wanting to do this. I had a late reaction to almonds and 
everything closed but the airway, thank goodness. …I want to know [more] about this. 
Then that email came out and I said, yeah, I’ll do it, plus the incentive.”  MTM-
Experienced Male 2G 

 This variable is supported by the AIDA model, in that the “I” of AIDA stands 

for “Interest.”  This model indicates that a consumer must be interested in a good or 

service before they could desire it or act on the good or service.  The application of 

this variable as it relates to MTM awareness is that in order for patients to 

internalize messages that serve to increase program awareness, a salience needs to 

exist within the message itself.  Several of the MTM-naïve participants discussed 

that when they received the materials there was not a compelling reason for them to 

personally enquire further or act:  

“I didn’t really pay any attention to it because it wasn’t something that I feel that I 
need right now.” MTM-Naïve Female 1A 

The implication of this variable is that in order for awareness of an MTM 

service to be solidified, there needs to be an anchor tied to the appeal.  Potential 

anchors could include a recent hospital admission, a clinic appointment or similar 
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medical event.  This variable would also suggest that even if participants have 

previously declined the use of the service during a general awareness campaign, 

after a significant health event, a second service appeal could yield positive 

enrollment results.    

4.6.2.1.4 Recall Salient MTM Recruitment Messages 

The fourth and final variable that emerged from the MTM-experienced 

cohorts as it relates to Awareness is Recall of Salient Recruitment Messaging.  The 

preceding two ‘awareness’ variables presented the beliefs that participants had 

regarding the service and how the timing of those messages in part impact a 

patient’s evaluation of the MTM service.  This final variable describes the messaging 

that MTM-experienced participants recalled and what they believe to be the most 

influential.  The findings of this variable indicate that MTM-experienced participants 

can recall very few specifics of the marketing materials they received.  The 

participants in general recalled receiving letters and emails; however, the specifics 

of those materials were vague:   

“I think I did too. It was either a letter or an email.” MTM-Experienced Female 3D 

 Research participants identified two forms of recruitment efforts as being 

more salient to patients; however, their use was also controversial.  The first 

approach was the use of a phone-based recruitment program.  This method was 

broadly discussed by the participants and generated significant differences within 

the groups.  One cohort of participants found this method to be very beneficial in 
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that it allowed the beneficiary an opportunity to ask questions regarding the service 

and make an informed decision:   

“Being that I’m retired, so I got the letter and, actually, they did call me and ask if I was 
interested in the service and I said yes after they answered my questions.” MTM-
Experienced Female 1E 

 A second cohort, though, felt that this tactic invaded their personal privacy.  

Their feeling was that they had not authorized their employer to query their medical 

information, which resulted in the targeted recruitment approach.  The feeling of 

personal privacy invasion aligns with the previously-described concern and 

operational differences between employer-funded and employer-sponsored 

functions.   

 As discussed in Section 4.5.1.5, when participants consider the role of an 

ESHP compared to their employer-funded medical benefit they view the medical 

benefit favorably and as operating independent of their employer’s influence.  In 

contrast, participants expressed significant concerns regarding employer-sponsored 

programs, with data privacy and program intent being core to the themes.  

Therefore, based on the views held by participants regarding isolating the medical 

benefit away from the employer’s control, there is a congruency with why 

participants would express concerns regarding the use of medical claims data.  

 Participants felt that, in lieu of having the insurer or contracted firm contact 

them, the program should be connected to their regular healthcare provider.  

Specifically, they commented that it should be “their pharmacy” or “their physician’s 
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office” calling them in regard to the program.  They felt that is would have been 

appropriate, but that a generic recruiter did not have their permission to cold call 

them regarding the enrollment opportunity.  Some of the comments are as follows:  

“I have to wonder why are you mucking around in my medical records to know that 
I’m eligible.” MTM-Experienced Female 2F 

“[I]nterpersonal, too, like you say, on a phone call you are talking to someone who’s 
talked to 50 other people today and said the same thing, did you go to your doctor, and 
he says, come on, you haven’t been doing your exercises.”  MTM-Experienced Female 2E  

 The second scenario that yielded mixed results was the use of in-person 

recruitment on an employer’s campus.  This form of recruitment was not as 

controversial for participants as compared to the phone-based recruitment because 

the majority of participants felt they had control over the situation, and they were 

allowed to decide if they wanted to engage with the recruiter or not.  Many of the 

MTM-experienced participants described this tactic positively and that, along with 

the incentive, it had the greatest impact on their enrollment: 

“Oh yeah, it was a very significant reduction in co-pay, and that was my main reason 
for checking it out.”  MTM-Experienced Male 1K 

“I remember now. The email didn’t really motivate me one way or another, but I 
remember now stopping at a table when they had an event down by the cafeteria and I 
spoke to someone. They explained to me that they could help me make sure that my 
meds weren’t interacting. That sounded really good.” MTM-Experienced Female 5E 

 The findings of this variable suggest that previous marketing materials had a 

minimal impact on participant engagement and in generating broad interest in the 

service.  The participants described the most memorable situations as being times 

when they could enquire more deeply about the service with the potential service 

provider and understand more fully how the incentives would be administered.  It 
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appeared that, when properly paired together, these two tactics are successful in 

generating program participation.  The challenge that program administrators need 

to be cognizant of is beneficiary permission and source credibility.   Eligible patients’ 

desire to control access to their data and for what reasons and a breach of this 

covenant yields distrust in the employer for certain patients.  These beneficiary 

characteristics will likely vary from employer group to employer group.     

4.6.2.2 Pharmacy Experience 

 The second ‘MTM Service’ theme that emerged from the research was the 

impact of a participant’s ‘prior pharmacy experience.’  Within the context of this 

research, this theme is defined as the sum of all encounters that participants have 

had with the practice of pharmacy throughout their life.  This definition includes a 

broad arrange of encounters, from interactions with front-line staff at community 

pharmacies through their personal experiences following the consumption of 

pharmaceuticals. 

 Additionally, these encounters do not have to be the result of first-hand 

experience, but rather can be the experiences that individuals have shared and the 

participant has assimilated into their holistic view of pharmacy.  Participants in all 

four research cohorts described two key variables that influence their pharmacy 

view: Medication Experience and Pharmacy Practice Experience.        

4.6.2.2.1 Medication Experience 

 The theme of medication experience was previously described in section 
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4.5.3.1, as a component of the Healthcare Utilization Paradigm as an influencing 

condition on a patient’s medication-taking attitude.  The definition of medication 

experience is consistent within this research and the following operational 

definition is consistent as well:  a patient’s subjective view of medications, based on 

their own experiences (perceived and actual), as well as their assimilation of their 

peer group’s experiences with medications.   

 The purpose for the dual use of this variable is that participants consistently 

described that their prior experiences with medication(s) impacted their opinions 

regarding the role of healthcare services, which had a direct impact on the 

Healthcare Utilization Paradigm domain.  However, medication experience was also 

determined to play a central role in how participants evaluate the value of a service 

that seeks to optimize a patient’s medication regimen.  Within the context of the 

Value Assessment domain, a participant’s prior experience with medications has the 

direct ability to enhance or diminish their evaluation of the MTM service.  A patient 

described it in the following way: 

“I just picked up a medicine that an endocrinologist prescribed to improve my bone 
density. They gave me a big pitch about it, the doctor, and I read this long package 
insert and I said, oh… I called up the doctor and said, ‘I’m not taking this. Can you 
suggest something different?’ She said, ‘I’ll see you in January.’ It seems to me that a 
pharmacist could help me.” MTM-Naïve 2H 

 In this particular case, the patient stated they were not receiving their 

desired level of service from their physician regarding their medication; as such, 

they had identified the pharmacist as a possible solution.  The implication of this as 

it relates to the medication experience is that if a patient perceives that a gap in care 
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exists and they also believe that the MTM service would be able to address this gap, 

they would assign a higher evaluation to the MTM service.  However, if a patient 

seeks to avoid the use of pharmaceuticals or they perceive all of their medication 

related needs are being fulfilled by their current healthcare team, it would be 

anticipated that a lower MTM service evaluation would result. 

4.6.2.2.2 Pharmacy Practice Experience (Commodity) 

 The second variable that emerged from the ‘Pharmacy Experience’ theme is 

the concept of a participant’s prior experience with pharmacy practice.  At the 

outset of each focus group session, the moderator asked each group the following 

two questions: 

“When you think of a pharmacist, what comes to mind?” 

“Describe to me your perceptions of “pharmacy” and what does it mean to 

you?” 

 What emerged from these two questions was a description of the evolution 

of pharmacy practice over the past 20-40 years.  Participant experiences were 

categorized into four broad classifications: community pharmacy historic, 

community pharmacy present, retail pharmacy present, and mail-order pharmacy 

present.  In each of the research cohorts, participants described in significant detail, 

with a sense of nostalgia, the historic community pharmacy they experienced 

growing up.  Most frequently, the pharmacy was in their hometown; typically, the 
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pharmacist was male; and that pharmacist knew most all of their patients by name 

as well as the medications they were taking.   

 The description of the historic community pharmacy was followed by one of 

three scenarios for the present state: community, retail or mail-order.  The 

distinction between these three scenarios was that community pharmacy was 

described in a similar fashion to the historic pharmacy, with the exception that 

participants perceived them as harder and harder to find and that they are largely 

unable to survive in today’s economy.  They describe the community pharmacy as a 

place of high customer service and knowledge, but also a place of lower convenience 

and higher cost:   

“I’ve done Walgreens, I’ve done Costco, but then I stumbled into a real, live small town 
pharmacist, who had his doctorate in pharmacy, and you actually have a relationship 
with these people. I can call him up and he says this is [PHARMACIST’S NAME] and I 
say it’s [PATIENT’S NAME] and he knows who I am. So that I’ve discovered I much 
prefer to the strictly never see anyone Medco mail-in option, versus the big store 
option, so I’m really happy to have found this guy. And you can get any information.” 
MTM-Naïve Male 3C 

 The vast majority of participants described their pharmacy experiences of 

today as “retail” which involved visiting large big-box retailer or grocery stores.  

They discussed their experiences as being commercial and profit driven in nature - 

situations where they rarely knew the pharmacy staff and the pharmacy staff rarely 

knew them.  One participant described it as similar to ordering fast food: 

“They are just fulfilling a role. It’s like going to the McDonald’s and saying I want a 
cheese burger, they are just giving it back, whatever you have asked them for.” MTM-
Naïve male 1C 
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 As such, they described a perceived lack of privacy at the pharmacies, largely 

inhibiting them from engaging in personal dialogue regarding any medication 

questions they might have.  Participants discussed a potential distinction within 

retail pharmacy between the national pharmacy chains and retailers that contain 

pharmacies; however, a lack of consensus within the two primary research cohorts 

limited the ability to further segment the retail pharmacy experience: 

“I’ll be totally frank, if it’s reasonably personal I don’t want to discuss it [at the 
pharmacy], I’m in line and you’re standing right there, so I’m going to be like what, ‘is 
this going to affect XYZ?’ I don’t really want you to know, which is part of the reason 
when I had to do that once I went to Walgreens because I know it will be empty…” 
MTM-Naïve Female 3A 

 The last scenario discussed was the use of mail-order pharmacy, and within 

this scenario participants frequently described consistent but divergent opinions 

regarding the use of mail-order pharmacy.  The pharmacy experience that most 

participants described was an efficient, product-based transaction, that, when 

properly executed, eliminated the need for any human interaction:     

“It’s excellent. They have a system where I just call and it’s automated. I don’t speak to 
a person unless I have an issue with something. All I have to do is provide my birth date 
and the prescription number. Within a week, usually, it’s at my house.” MTM-Naïve 
Female 5L 

“No, I don’t use a pharmacist anymore. General Mills has Medco, so all of my 
prescriptions I order online through Medco. I never see any pharmacist and they just 
work off of the prescription given by my doctor.” MTM-Naïve Male 6C 

 The general sentiment of the participants regarding the use of mail-order 

pharmacies and retail pharmacy is that as a result of how the service has been 

commoditized that it is typically easier and cheaper to procure their chronic 
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medications through a mail-order based pharmacy service.  One participant 

described it in the following way:    

“Right, and I feel like I would never get the same person all the time, so there’s no point 
in kind of touching a human because that human might change all the time. That’s 
why I do Medco.” MTM-Naïve Female 7B 

 Based on scenarios identified and described above, a patient’s evaluation of 

their overall pharmacy experience will be impacted by their pharmacy practice 

experiences.  This is to say, if participants perceive the total value of the pharmacy 

profession and its associated practices to be based on a product-based consumption 

experience, it would be predicted that their evaluation would be influenced by the 

practice scenario they patronize.  Therefore, a patient’s pharmacy practice 

experience would have a direct impact on their evaluation of the MTM service, as 

that is their most frequent and well-assimilated application of the value of 

pharmacy.   

4.6.2.3 Pharmacist Role Expectations 

 The third ‘MTM Service’ theme that emerged from the research was 

Pharmacists’ Role Expectation.  Within the context of this research, this theme is 

defined as the internal construct that patients have regarding what they believe the 

roles and responsibilities of a pharmacist to be.  These beliefs may have been 

informed through past experiences with pharmacists at pharmacies or could be the 

result of a broader perceived societal expectation or norm.  The moderator’s semi-
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structured interview guide prompted some of the dialogue surrounding the role of 

the pharmacist by asking the following two questions: 

  “When you think of a pharmacist, what comes to mind?” 

  “What are the things you would go to the pharmacist for?” 

 Follow-up question(s): “What does a pharmacist do? What 
is their role?” 

 Based on the responses from these questions and the discussion throughout 

the research, four variables emerged regarding patient perceptions regarding the 

role of a pharmacist within the healthcare system.  Three of the four variables were 

common across all research cohorts: Knowledge of Pharmacist Training, Pharmacist 

Relationship and Medication Regimen Management.  The fourth variable of Personal 

Understanding of Healthcare Team only had a demonstrable role for MTM-naïve 

participants.   

4.6.2.3.1 Knowledge of Pharmacist Training 

 The first variable identified pursuant to Pharmacist Role Expectation was the 

Knowledge of Pharmacist Training.  The definition of this variable based on the 

research findings is the lay public’s perceived level of education and experiential 

training that pharmacists must complete prior to being licensable to practice 

pharmacy in the United States.  Participants in all four research cohorts struggled to 

define the role of the pharmacist and what their associated training is.  They 

discussed concepts such as, “they must know a lot about chemistry and biology” and 

“they must be trained in interpersonal communication” and “drug interactions,” but 
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few could fully describe what training pharmacists receive.  A few examples of their 

descriptions are the following:              

“Hopefully, they know about drug interactions. Hopefully, they know what medications 
will treat what condition and they’re somebody you can go to as a source of advice and 
consult, but in the way that medicine is dispensed these days, that’s not what happens.” 
MTM-Naïve Female 1H 

“I don’t know if they said what their background, what the qualifications of that 
individual would be.”  MTM-Naïve Female 4A 

 The participants also appeared to struggle to respond to, “What is the role of 

the pharmacist?”  Through further discussion, participants described their 

relationship to pharmacies and their interaction with pharmacists, and it was 

through this process that participants began to refine their beliefs of what training a 

pharmacist might have.  It was clear that for most participants, their most 

prominent frame of reference to answer these questions was based on prior 

interactions with “retail” pharmacists.  A frequent response regarding the ‘role of 

the pharmacist’ was the perception that they are supervisors of technicians, they 

count out medications, and they check medication interactions.  A few responded in 

the following way: 

“Yeah, so I do wonder [about their education]. Obviously, they have to have advanced 
degrees and knowledge of medication, but when I see people back there that I assume 
are pharmacists, I just get the impression they’re counting out pills and putting them 
in a bottle and that’s it.” MTM-Experienced Female 2J 

“When I think of a retail pharmacy now, the first thing I think is I really have to be on 
the ball because the pharmacists there, there’s maybe two pharmacists and eight 
teenagers running the place. The pharmacists are so busy that they never even get to 
look up from whatever it is they’re doing back there”  MTM-Experienced Female 5E 
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 MTM-experienced participants described retail pharmacists similar to their 

MTM-naïve counterparts; however, the MTM-experienced participants described 

the distinction(s) they viewed their MTM provider as having compared to a “retail” 

pharmacist:   

“I think their education is pretty extensive [for MTM Pharmacists]. Is there something 
like a PharmD, like a PhD in pharmacology or something like that? But for the general 
pharmacist, like where I go to Walgreens or Wal-Mart or whatever, I still think their 
level of knowledge tends to be, in the pharmaceutical field, and pretty high.” MTM-
Experienced Male 2D 

 The predominant theme regarding the perceived education and training of 

pharmacists is a broad underrepresentation of a pharmacist’s actual training.  

Research participants viewed the pharmacist as a coordinator of medication 

distribution and a resource for medication interactions and over-the-counter 

medication questions.  They believed that pharmacists are well equipped to answer 

medication related questions, but that the prescriber was the ultimate decision 

maker.   

 These responses would indicate that the majority of research participants 

are not aware of pharmacist training and the abilities that are being taught pursuant 

to the Doctor of Pharmacy (PharmD) curriculum.  The discrepancy between the 

capabilities of pharmacists and the actual experience of patients could result in 

pharmacist-patient conflict because as pharmacists look to maximize and expand 

their scope of practice, patients could reject the service citing concerns regarding 

knowledge and aptitudes.   
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 Likewise, if patients perceive a pharmacist’s role to only be associated with 

the medication dispensing process, it will take time, changes to the patient 

experience and messaging to transition the perception of a pharmacist away from 

the medication dispensing process and toward the medication management process. 

This variable would suggest that, for patients whose pharmacist construct is 

founded on a traditional retail pharmacy experience, they would likely not readily 

view pharmacists are part of their core healthcare team. 

4.6.2.3.2 Pharmacist Relationship  

 The second variable identified that influences the Role Expectations of 

Pharmacists is the relative presence or absence of a ‘personal relationship’ the 

research participants felt they had with a pharmacist.  Participants in all four 

research cohorts were asked by the moderator if they felt they had a “relationship” 

with a pharmacist.  Similar to responses generated regarding pharmacist 

knowledge, the majority of participants described their relationship as only relating 

to a “retail” pharmacist and that this relationship was minimal and applied more to 

the pharmacy but not to a specific pharmacist.  In contrast to the experience that 

was common with the historic community pharmacist, participants’ today state that 

it is rare to find a pharmacist that offers a similar experience and works to develop a 

positive collaborative relationship with their patients.  One participant described 

this in the following way: 

“I used to have a good relationship with a pharmacist, but now I’ve started doing mail-
order because you do that three months ahead and it’s the price of two for a three. It’s 
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kind of nice when you just walked up to the pharmacist counter and he just pulls the 
drugs out.  Now he doesn’t even have to go to work anymore.” MTM-Experienced Male 
1K 

 With further discussion, participants began to highlight some additional 

reasons as to why they believe very few patient-pharmacist relationships exist 

today.  The themes of these conversations focused on the ownership of the 

pharmacy, the need for profitability of the pharmacy, and the desire to quickly move 

patients through the pharmacy.   

 One of the distinctions highlighted by MTM-experienced participants was the 

difference between “general” pharmacists and “their” MTM pharmacist.  

Experienced participants consistently described the feeling of connectedness to the 

MTM pharmacist and that they believed the MTM pharmacist desired to take time to 

talk with them about their medication, as compared to the “general” pharmacist 

experience that was much more hurried and forced: 

“Now I do it all mail order, all the regular recurring things I just order online mail 
order. So if I had a question, I guess I would go to the medication therapy management 
guy.” MTM-Experienced Female 8J 

 The MTM-experienced participants described viewing their pharmacist as a 

teacher and coach within their healthcare team and that they augment their “retail” 

pharmacy experiences with their MTM pharmacist:   

“I think the nature of my relationship is different because when I see [PHARMACIST’S 
NAME], it’s set up to be a personal relationship. That’s what it’s meant to be. She’s 
teaching and listening and I’m listening and learning and telling. If I speak with a 
pharmacist at my pharmacy I have a specific question. I may or may not ever see him 
or her again.” MTM-Experienced Female 2F 
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 Each of the four cohorts described in varying degrees their desire to have a 

resource who could answer their medication related questions.  It was only the 

MTM-experienced patients though, who broadly felt they had a consistent 

relationship with a specific pharmacist, who they could reach out to for assistance at 

any time.  The implications of this theme is that patients appear to value true 

meaningful relationships with the members of their healthcare team and given the 

current void that many patients feel from their current retail pharmacy experience, 

an MTM service has an opportunity to fill that role.   

4.6.2.3.3 Medication Regimen Management 

 The third variable identified that influences the Role Expectations of 

Pharmacists is Medication Regimen Management, which is defined as a patient’s 

perception regarding the responsibility that a pharmacist has for managing their 

medication regimen and their ability to do so successfully.  The operational 

definition of this variable is a patient’s perception of the knowledge that a 

pharmacist possesses and the type of medication management (recommendation or 

actions) that they are comfortable having a pharmacist make.   

 The genesis of this variable was that when participants were asked, “What 

are the things you would go to the pharmacist for?” the overwhelming majority cited 

pharmacists as drug information experts.  Specifically, participants described the 

pharmacist as a great resource for questions regarding: OTC medications, 

medication interactions, medication allergies, and generic medications.  Most 
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participants thought of the pharmacist as being more knowledgeable than a 

physician regarding medications and described that if they had a medication-related 

question, they would be more likely to ask a pharmacist as compared to their 

physician:    

“I would go if I needed some kind of over-the-counter type medication and say, ‘oh, by 
the way, I’m taking all this prescription stuff; is there a problem?’” MTM-Naïve Female 
1H 

“Yeah, not so much as a resource, mostly somebody who fills my prescriptions. 
Supposedly they’re making sure that I’m not taking pills that don’t react well 
together.” MTM-Naïve Female 4B 

 The nuance to this variable, though, is that although participants identified 

the pharmacist as an important drug information resource, this preference did not 

consistently hold true with regard to who should manage the patient’s medication 

therapy regimen.  Some participants within both cohorts (naïve and experienced) 

would express the opinion that they identify the pharmacist as the healthcare 

professional most well positioned to manage medication regimens, while other 

participants would disagree.  The following are examples of both of these 

conditions:  

“I just picked up a medicine that an endocrinologist prescribed to improve my bone 
density. I took it home. They gave me a big pitch about it, the doctor, and I read this 
long package insert and I said, oh… I called up the doctor and said, ‘I’m not taking this. 
Can you suggest something different?’ She said, ‘I’ll see you in January.’ It seems to me 
that a pharmacist who was experienced could deal with those questions and help me.” 
– MTM-Naïve Female 2H 

“They’re dispensing the drugs; they’re not prescribing them. They don’t know why, 
truly, you went to the doctor to take them, so to me, I wouldn’t want them to have 
manage things… I have a good relationship with mine [physician], and she’s in a huge 
thing at [NAME OF HEALTH SYSTEM], but I call her and she calls me back.” – MTM-
Naïve Female 9B 
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Responses to this variable appear to suggest a difference between MTM-

naïve and MTM-experienced participants, in that the experienced patients most 

frequently viewed the pharmacist as being well positioned to manage a medication 

regimen.  In contrast, some participants from the MTM-naïve cohort discussed a lack 

of trust and faith in the pharmacist.  This lack of trust was fueled by an uncertainty 

of pharmacist knowledge and their intended role.  The implications of this variable 

is that if a patient does not see the pharmacist as an individual well-positioned to 

manage medications and the pharmacist is the provider for the MTM service, the 

patient would be predicted to have a lower evaluation of the service.  One MTM-

naïve patient described his opinion in the following way:  

 [Participants are discussing what a pharmacist might be consulted about] “You 
shouldn’t be taking this much of this or something. I’m not actually run into that 
myself. But I think it’s probably overall a big mystery what the pharmacist does 
because it does appear as though they are counting pills out of a big bottle and putting 
them in a smaller bottle, but I do know there are occasions when they are actually 
doing the conjuring. But probably enough people out in the world don’t know exactly 
what they do.” MTM-Naïve Male 2C 

 Although no consistent pattern was identified, a disproportionately higher 

share of MTM-experienced participants, as compared to MTM-naïve participants, 

identified that their clinical pharmacist as well positioned to manage this role.  A 

MTM-experienced patient described it as the following: 

“My opinion has changed since participating in this program. I guess I never really 
would have thought about asking a pharmacist questions before because, like I said, 
whoever I’m talking to at Target is probably not a pharmacist, for one thing. I just 
never really thought about that, but the first couple of times I spoke with the 
pharmacist in this program, one thing I just remembered is she identified side effects 
that I was having, which was something I just thought I had to live with, but it turned 
out it was something I didn’t have to live with. A different medication didn’t have 
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certain side effects.  Having had those positive experiences now, I feel more inclined to 
want to review my meds with her again in the future…” MTM-Experienced Female 5E 

 Therefore, it can be inferred that prior pharmacist experiences likely play a 

significant role in determining if a patient perceives the pharmacist capable of 

managing their own medication regimen.  The implications of this variable is that 

MTM service providers will need to consider ways to augment an MTM-naïve 

patient’s understanding of pharmacist training and their abilities that mirrors the 

knowledge what would be gained through experiencing an MTM encounter 

firsthand.   

4.6.2.3.4 Personal Construct of Healthcare Team 

 The fourth variable identified that influences the Role Expectations of 

Pharmacists is a patient’s Personal Construct of Their Healthcare Team.  This 

variable is defined as a patient’s personal beliefs regarding which health 

professionals support their health-related needs.  Throughout the research, 

participants from each cohort described varying understandings and perceptions of 

the different healthcare team models that exist and the impact of these various 

practice models on a patient’s health.   

 It was during these conversations that a trend emerged from respondents, 

indicating that a participant’s personal construct on how healthcare service should 

be delivered also impacted their perception as to whether a pharmacist is necessary 

to be on their healthcare team.  Drawing from similar attributes of the ‘healthcare 

provider relationship’ subdomain within the ‘healthcare utilization paradigm’ 
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participants described their conceptualization of who are the members of ‘their’ 

healthcare team.    

 Throughout the study, each of the four cohorts discussed what their 

healthcare team constructs were, and a distinction emerged from the MTM-naïve 

cohort.  The MTM-naïve cohort described their team as being primarily comprised 

of a physician and nurse, notably excluding APCs, pharmacists and allied healthcare 

professionals.  When participants discussed whether there would be a value to 

meeting with a healthcare professional to help them manage their medications, they 

described a lack of need for that kind of service, as this is a function currently 

completed by the physician.  One participant described it in the following way: 

“I have a physician that I go to, a couple of regular physicians. Every time I go, they 
print out my whole list of medications, over-the-counter as well as prescriptions, ask 
me if it’s changed; have I added anything, dropped anything. So I don’t see me using it.” 
MTM-Naïve Female 4B 

 Additionally, some MTM-naïve participants expressed concern that a 

program such as MTM appeared to be a duplication of a service already being 

provided and, as a result of the program being sponsored by an employer, there 

must be ulterior motivations:   

“I think the distrust comes from a concern that insurance companies and major 
pharmacy chains are really in the business of making money and that all they care 
about is saving themselves money, not helping us. So I’d have to be really comfortable 
that this really was a personal benefit for me and that it would really make a positive 
impact on my health.” MTM-Naïve Female 2H 

 Many of the focus groups discussed the changes occurring within healthcare 

and that a component of those changes is the providers they see for their healthcare 
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needs.  The discussions regarding their healthcare team was that, despite the 

participants recognizing the team is changing, many of the MTM-naïve participants 

preferred the more traditional model of healthcare, having one exclusive provider 

on their team, with that individual being a physician:   

“My father was referred, through his internist to a Medication Therapy Management 
pharmacist, and he will not go back. He referred to the pharmacist as ‘the pharmacist 
who wants to play doctor.’” MTM-Naïve Male 2K 

 The practical implications of this variable is that if a patient resists the use of 

a broader healthcare team (including pharmacists), it would be anticipated that they 

would also place a lower value on MTM services‘ viewing it as a duplication of 

services.  Conversely, if a patient supports a more team-based model of healthcare, 

allowing all members of the team to practice at the top of their licenses and 

contributing their unique knowledge to the overall care plan, the patient would 

likely assign a higher value to pharmacist participants and an MTM service.  It 

cannot be determined by this research if MTM-experienced patients held a more 

team-based healthcare model preference pre-MTM exposure or if their preferences 

changed based on their experiences.   

4.6.2.4 Scope of Service  

 The fourth MTM Service theme that emerged from the research was the 

concept of Scope of Service.  Within the context of this research, this theme is 

defined as the most salient patient-level aspect of the MTM program.  Throughout 

the course of the focus group sessions, participants discussed their thoughts 
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regarding what they knew of medication therapy management, a program that each 

participant was eligible for and had received varying degrees of information 

regarding the program.  Participants were asked to discuss what the potential 

benefits of the program were as well as what qualities they viewed as important as 

it related to their own healthcare needs.   

 Two qualities of healthcare needs emerged as being important to 

participants within all four research cohorts: Individualized Care and Holistic Care.  

Participants described their ideal healthcare services as being tailored to their 

specific needs and for someone to be looking at the whole picture.  Many 

participants explained that these attributes do not currently exist in their healthcare 

experience, they believe information is frequently missed between teams and that 

care coordination is largely left to them to manage.  One participant described it in 

the following way:      

“It’s kind of like we all would love to use the Mayo, where you go and see a bunch of 
doctors and they all get together, it’s so consolidated. It doesn’t quite work that way 
here.” MTM-Naïve Female 7H 

 As previously mentioned, participants within each cohort described similar 

desires of their healthcare; however, it was only the MTM-experienced participants 

that described MTM as possessing these two qualities.  Participants felt that a 

significant value of the MTM program came from having one team member 

reviewing all of their medications and providing a comprehensive safety analysis as 

well as management techniques back to the team and the patient.  Several 

participants described it in the following way: 
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“I think that the [MTM] pharmacist is going to have the macro view, where the doctor 
is going to have the 50,000 foot kind of thing, because he’ll put everyone on Celebrex or 
whatever it is, because that’s his. He’s had good luck with it. He’s not going to give you 
five, where [PHARMACIST’S NAME] will say, ‘Here’s the five things; here’s what’s 
different about them.’” MTM-Experienced Male 4D 

“It was more comprehensive than I thought it would be. It was focused on the 
medications, of course. We talked about lifestyle; we talked about stress management. 
It was very much a holistic sort of approach to medications and it was more 
comprehensive than I thought and I was pleased. I have been nothing but pleased.” 
MTM-Experienced Female 2F 

 Based on the broad discussions within each research cohort, it was observed 

that similarities exist regarding the desired healthcare experience of patients, but 

that not all of the participants were equally well-positioned to identify the existence 

of these qualities within the MTM program.  It was evident from the discussions that 

MTM-experienced participants conferred a positive evaluation on the program 

based on these attributes and that their prior experience allowed them to do so.  

However, a similar evaluation did not occur within the MTM-naïve cohort due to the 

absence of this experience; therefore, a differential evaluation of the MTM service 

would likely result between MTM-experienced and MTM-naïve participants.   

4.6.2.5 MTM Service Model 

 The MTM Service Model that emerged from the research demonstrates the 

factors that a patient will prospectively evaluate when determining if the value 

(benefit) of an MTM program and whether that value is significant enough to result 

in program participation.  When considering the model as shown in Figure 15, 

several key distinctions exist between MTM-naïve and MTM-experienced 

participants, as well as also providing an indication as to the information-processing 
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sequence that patients go through when evaluating the attributes of the service 

itself.   

The themes within the MTM Service model follow an order similar to the 

sequencing within the AIDA model.  The MTM Service model themes are arranged 

presented according to the anticipated processing order that a patient would follow 

when evaluating the potential value of participating in MTM.  That is to say, a patient 

first has to be aware of the service before they can form an opinion of the service; 

secondly to help inform their initial judgment, they will consider any prior relatable 

experiences, which for the MTM service will likely be prior pharmacy experiences.  

Thirdly, they will consider any experiences they have had with a pharmacist and 

how those experiences could map forward to predict outcome expectations from a 

pharmacist delivered service (assuming they perceive a pharmacist to provide the 

service).  Lastly, for patients that have experienced the service, their value 

assessment will be influenced by their experience with the actual service, and the 

attributes that were most salient and valuable based on their healthcare needs.   

The stepwise progress of this model offers an important insight into the 

information-processing framework of patients and if addressed by future ESHPs, 

should result in higher program enrollment among MTM-eligible patients.   

In addition to the information-processing flow, this model also compares and 

contrasts the differences between the various research cohorts.  Similar to previous 

models, no gender effect was found within the MTM-evaluation process.  The only 
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Figure 15: MTM Service Model 

 

Note:  The theme of Personal Construct of Healthcare Team shown in this figure includes a spotted background 
and blue coloration, denoting that particular theme as only applying to MTM-naive participants.  The theme of 
Scope of Service and variables of: Timing of Recruitment, Recall Salient MTM Recruitment Messages, Holistic 
Care and Individualize care contain a red crosshatched pattern symbolically indicating they only align to the 
MTM-experienced participants.    

consistent characteristic that differentiated responses was a participant’s 

experience with the MTM service.  A total of five differences were determined as a 

result of data analysis with four of the five being attributes only observable within 

the MTM-experienced cohort.  The themes of Timing of Recruitment, Recall of 

Salient MTM Messaging, Holistic Care, and Individualized Care were only observable 

within the MTM-experienced cohort, with two of the themes representing value-
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added attributes of the service and two providing insight into recruitment 

optimization considerations.  In contrast to other previously-described segmented 

variables (described in other sub-models), the four MTM-experienced-only themes 

in this model are transferrable to MTM-naïve participants and can enhance program 

evaluations and program enrollments if messaged effectively.   

 In contrast to the aforementioned four themes, the one MTM-naïve only 

theme found within this model may represent a unique patient segmentation 

attribute.  The Personal Construct of Healthcare Team theme found that a higher 

proportion of MTM-naïve patients outwardly expressed a desire for a smaller, more 

traditional healthcare team model as compared to the MTM-experienced cohort.  

The implications of this theme, should it be determined to not be an experiential 

based attribute, would potentially allow MTM programs to adapt their recruitment 

strategy by increasing aligning program recruitment strategies to come from 

medical providers opposed to direct to consumer strategies.  More importantly 

though, MTM programs and MTM providers should adapt their care processes 

allowing the beneficial elements of MTM to penetrate into a patient’s care without 

having to alter a patient’s healthcare team construct.  Further research is required 

to determine if this effect is an actual segmentation effect or if it is modulated by use 

of an MTM program.  

4.6.3 Accessibility and Convenience 

 The third subdomain of value assessment that emerged from the research 
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was the Role of Accessibility and Convenience.  This subdomain is defined as a 

patient’s perceived ability to get to a location that offers an MTM service covered by 

their MTM benefit and that the service provider is also available in a manner that 

matches patient’s personal schedule.  Three main themes emerged that influence 

the contribution of this subdomain to the overall value assessment of the MTM 

service: Time to Complete the Visit, Hours of Service and Location of Network 

Provider.  The remainder of this section will describe these themes in greater detail 

as well as present the data supporting the themes. 

4.6.3.1 Time for Complete Visit 

 The first Accessibility and Convenience theme that emerged from this 

research was the additional personal expenditure of time to complete an MTM 

encounter (i.e., Time to Complete Visit).  This theme emerged from discussions 

within each of the research cohorts and was expressed by many as the most 

significant risk associated with participating in the MTM program.  Participants 

discussed how challenging it is for them to find time to attend their ‘normal’ 

appointments.  They went on to describe how disruptive healthcare appointments 

are to their daily work and that adding an additional appointment would be even 

more difficult.  Several MTM-naïve patients described it in the following way:   

“Yeah. Betty would never… Not that you ever will meet her, but she would never sign 
up to go and make an extra appointment -- no way Jose.” MTM-Naïve Female 4 

“The risk would be it could be a waste of time for me.” MTM-Naïve Female 2 



 188 

 This theme was persistent across both MTM-naïve and experienced 

participants and both groups offered a similar solution to help mitigate the effects of 

this concern.  The proposed solution was to allow participants to attend an MTM 

appointment during normal business hours without having to take paid-time off 

(PTO) for the visit.  Participants discussed that this program likely has a financial 

benefit to the employer, so in their view, the employer should allow attendance 

without it financially impacting the employee: 

“I would argue that our university should not…that is you are doing something to help 
your health, they should not ask you to pay with your vacation days.” MTM-Naïve Male 
2I 

 Several MTM-experienced participants described arrangements that they 

had made within their work units and/or work location that allowed them to 

complete the visit during a break or over lunch: 

“I think it was the fact that basically if you work here that you can do it during 
working hours or during a break or whatever or even after hours. I’m feeling good 
about it. It’s a win/win situation.” MTM-Experienced Male 1D 

4.6.3.2 Hours and Location 

 The second and third Accessibility and Convenience themes that emerged 

only from the MTM-naïve cohorts were hours of operation (Hours) and available 

locations to receive the service (Location).  Similar to the previous theme of 

Additional Time, participants discussed the access barriers that limited, in part, 

their desire to use the service.  Specifically, the MTM-naïve cohorts discussed in 

detail their desire to use healthcare services that are convenient and easily 

accessible.  Many described that is how they choose their healthcare services to-
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date, based on the presence or absence of these attributes, stating requirements 

such as the following: 

“Yeah, and the proximity to your house, also. I like it combined, also, but I don’t want to 
travel real far.” MTM-Naïve Female 5A  

“As far as when you’re trying to reach them, they’re not open. I’m not sure if this would 
be a 24/7 or from 8-5. If I have to carve out time during my day to call them, if they’re 
just open until 5:00.” MTM-Naïve Female 7B 

 Although the majority of Accessibility and Convenience responses emerged 

from MTM-naïve cohorts, MTM-experienced participants also discussed their desire 

to have pharmacy services that were both accessible and convenient.  The difference 

between the two groups was the perceived impact those preference characteristics 

would have on the use of MTM services.  The MTM-experienced group only 

referenced these preference characteristics with regard to pharmacy selection, but 

not to the election of use regarding the MTM service as a whole.  The responses 

below are representative of the MTM-naïve cohort; whereas, there was no evidence 

from the MTM-experienced cohort these themes: 

“Another big reason would be time, another one would be distance. Where are you 
going to meet the person? I’m from White Bear Lake. I’m not going to drive to the U. to 
meet this person” MTM-Naïve Male 5I 

“For me it would be helpful if somebody at my pharmacy that I go to that’s permitted 
by the plan, rather than a pharmacist from some other pharmacy was being the MTM 
person.” MTM-Naïve 8H 

 It cannot be determined from this research why there is a discrepancy in 

perceived access and convenience between MTM-naïve and MTM-experienced 

participants.  Both cohorts expressed similar desires with regard to pharmacy 

demographics (i.e., hours and location) and what retail pharmacy they chose to 



 190 

patronize; however, those similarities did not carry over into perceived access and 

convenience of the MTM service.   

4.6.3.3 Accessibility and Convenience Model 

The Accessibility and Convenience Model that emerged from the research 

demonstrated that, beyond the conceptual program attributes and monetary impact, 

potential MTM participants are also influenced by structural and logistical 

limitations surrounding the utilization of an MTM program.  The first theme that 

was identified within the model (as shown in Figure 16) was a nearly universal 

concern among participants regarding the incremental personal time commitment 

that is required to attend a visit.  Participants described this condition as barrier 

that could be overcome; should the value of the service be significant enough, 

utilization could still occur.  Participants described the desire to have program  

 

Note:  The themes of Location and Hours shown in this figure includes a spotted background and blue 
coloration, denoting that particular themes only apply to MTM-naive participants.  

Figure 16:  Accessibility and Convenience Model 
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sponsors create avenues to access an MTM service without having to incur personal 

time losses.  These responses would suggest that this theme is a personal barrier as 

compared to a system barrier.  Further research is required to determine the effect 

size of this theme and if program sponsors could expect to yield a sufficient increase 

in program enrollment should they cover the additional administrative costs 

necessary to eliminate this obstacle. 

 The model’s remaining two themes (Hours and Location) were present only 

within the MTM-naïve cohorts.  Based on the two employer populations solicited for 

this research and the similarities between MTM-naïve and experienced cohorts, the 

presence of these themes would suggest that they are personal barriers, as 

compared to structural barriers of the broader MTM programs.  For the purposes of 

this research, a structural barrier is any program characteristics that would impede 

a patient’s participation in successfully completing a visit.  The significance that 

MTM-experienced participants did not identify these themes within their MTM 

service valuation process does not indicate that these elements are not salient to an 

MTM-experienced participant.  The absence of the themes would indicate that, for 

MTM-experienced participants, the condition of service hours and location 

convenience were fulfilled, thereby, yielding a null condition within their cohort.   

 It cannot be conclusively determined by this research that a structural 

barrier does not exist for the MTM-naïve cohort of participants within this research 

project; therefore, future research studies should be designed to allow for location-

based analysis of MTM eligible participants and available MTM network providers.  
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Similarly, workforce demographics (e.g., primary shift worked) should be collected 

for MTM eligible participants and be compared to service availability with regard to 

hours of operation.  Following the validation and net impact determination that 

‘accessibility and convenience model’ has on the overall MTM program evaluation, 

access strategies could be developed to address the themes presented within this 

model.   

4.7 DECISION Model 

Throughout sections 4.5 and 4.6, the study author presented the domains, 

subdomains, themes and variables that were determined to be of most influential 

elements regarding a participant’s decisions to enroll in an MTM program based on 

the results of the DECISION focus group sessions.  At the conclusion of each 

subdomain section, a model was proposed, including the sequence of events within 

the subdomain as well as an explanation of differences between participant 

segmentations that may have been present within the domain.  The remainder of 

this section will describe how each subdomain fits together into the context of a 

broader model that offers a comprehensive view of the variables that influence the 

utilization patterns of an MTM program. 

Demographic analysis described in section 4.1 demonstrated that although 

participant age and medication utilization tended to be higher within the MTM-

experienced cohort, overall demographic characteristics were remarkably similar 

between the two cohorts.  Similar cohort demographics enabled between-group 
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comparisons to be conducted and helped establish credibility within the analysis.  

As described in the section 4.3, all focus group transcripts were independently 

coded by two researchers, with themes being identified based on the salience, 

frequency and congruency of responses allowing for a proposed theoretical 

framework to be developed.  

The theoretical model that evolved from the data describes how 

commercially insured adult patients decide to schedule a medication therapy 

management (MTM) visit.  The model as shown in Figure 17 shows two principal 

domains: Healthcare Utilization Paradigm and Value Assessment.  Each principal 

domain represents a uniquely distinct set of conditions that inform the respective 

domain and offers insight into the conditions that could be modulated to optimize 

the utilization of an MTM program.  

When considering the use of a new adjunctive healthcare service like 

Medication Therapy Management (MTM), a patient first considers their own 

conceptual model regarding healthcare utilization.  Therefore, the first objective of 

the DECISION model was to propose the elements that govern this paradigm for 

patients.  Based on the research findings, it was determined that the Healthcare 

Utilization Paradigm contained three main components.   

 The first component (subdomain) describes the factors that influence a 

patient to use healthcare services.  These factors include items such as what 

physical attributes of an illness must exist for a patient to identify it as abnormal 
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compared to the normal human experience; does the patient believe they can 

influence the course of the illness; and lastly, what do friends and family member of 

the patient say regarding management of the illness?  Based on the patient’s 

response to these factors and several others as shown in the model, a patient will 

form a general belief or conceptualization regarding the appropriateness of using 

the adjunctive healthcare service to manage the condition(s) in question.   

One differentiating characteristic between MTM-naïve and MTM-experienced 

patients within the first subdomain that might indicate lower utilization of MTM 

service for patients who are actively avoiding external evaluation of a condition is 

the variable Dissonance of External Review.  Patients who exhibit this attribute tend 

to avoid healthcare services to a greater degree compared to patients who don’t 

display this attribute.   

The second component of the model describes the conditions in which a patient 

wants to be treated and who they want involved in their healthcare.  This second 

component focuses in on the concept that, similarly to how patients have differing 

beliefs regarding when to access healthcare services, patients also have differing 

beliefs regarding how their care should be delivered.  The model adapts this broad 

concept into several specific components, the first of which being the impact that 

relationships have on healthcare utilization.  This aspect of the model supports two 

conceptualizations of the healthcare team, one in which the physician manages the 

use of healthcare services and a second where a team of health professionals 

collaborate with the patient to guide the management of illness.  Although both of 
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these practice models are distinctly different, the success of either model is largely 

dependent on the relationship that the patient has with their team - whether the 

team is a physician and nurse or with a broader healthcare team including APCs and 

pharmacists.   

The model hypothesizes that patients who use a team-based healthcare 

model and have a positive relationship with that team would be more likely to 

utilize MTM as compared to a patient who utilizes a more unidimensional team (e.g., 

physician and nurse).  However, a significant consideration of this second 

component is that the aforementioned condition could be inversed should the broad 

healthcare team not communicate well with each other, the patient, or if they fail to 

form a strong patient-team relationship.  Under these conditions, a patient could 

reject the team-based model, thereby altering their broader conceptualization of 

healthcare utilization.  Similarly, if a physician recommends to a physician-based 

patient to use a service like MTM, utilization would be expected to increase despite 

the misalignment of patient preferences.   

The third and final component of the healthcare utilization model addresses 

the preferences of patients regarding their treatments options and how their 

treatment preferences feed back into the use of healthcare services.  This 

component of the model determined that all patients have a belief regarding the role 

of pharmacotherapy to treat illness.  This belief and a patient’s associated 

experience with medications will influence a patient’s selection of their team as well 

as their use of healthcare services.  If a patient believes in the use of  
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pharmacotherapy to treat illness, utilization of medications can be predicted to only 

occur following a qualifying encounter with a healthcare prescriber. 

Therefore, the model would predict that should a patient support the use of 

pharmaceuticals, they would be more predisposed to access healthcare services 

through which they can access pharmacotherapy.  However, within this component 

of the model, two distinguishing attributes exist that if present will negatively 

impact the patient’s attitudes regarding the use of pharmaceuticals.  The two 

attributes are: a patient’s belief regarding the risks of using medications due to the 

adverse event potential, and the overuse of pharmaceuticals as a result of 

medication marketing.  A patient’s overarching medication attitude will be 

determined based on the interaction between the enabling and dissuading 

medication attributes, and if the result is determined to be positive, a correlated 

positive affect on overall healthcare utilization can be inferred.   

Table 19: Predicted Utilization by HUP and VA 

 

The net result of a patient’s Healthcare Attitude, Healthcare Team 

Relationship and Medication Attitude is a model that will indicate the likelihood of a 

patient to consider the use of a MTM service.  This component of the model does not 

 
Low 

Value Assessment (VA) 
High 

Value Assessment (VA) 
Low – Healthcare 

Utilization Paradigm 
(HUP) 

Low Probability of MTM 
Service Use 

Variable Use Trend of 
MTM Service 

High – Healthcare 
Utilization Paradigm 

(HUP) 

Variable Use Trend of 
MTM Service 

High Probability of MTM 
Service Use 
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address any attribute of the MTM service itself, but rather is developed only to 

determine the level of “willingness” that a patient has to consider the use of MTM.   

As shown in Table 19, if a patient has a low willingness (HUP) to access services, it 

would be hypothesized that a patient would require a high MTM service evaluation 

(VA) to overcome this hurdle; likewise, if a patient has a high willingness to access 

services, participation in the service could result even if a low MTM service 

evaluation results.   

The second consideration that a patient faces when considering the use of 

Medication Therapy Management (MTM) is that: By participating in the services, 

what outcome is expected to result?  Therefore, the second component of the 

DECISION model is to define the outcomes that are expected by patients as a result 

of participating and the associated value of any resulting outcomes.  This research 

demonstrated that three main areas contribute to the overall patient evaluation of 

an MTM program: Monetary Impact, MTM Service Characteristics and Accessibility 

of the Service.   

The first area of value determination for an MTM program is formally defined 

as monetary impact to the patient.  This area is the composition of all the direct 

attributes of the program that could result in a net cost or monetary gain for a 

patient.  When a patient is considering the use of an MTM program, their first 

consideration will be to determine the direct program costs.  In the case of an MTM 

program, some of the costs will be dictated by the predetermined benefit design 

decisions.  Within the context of this research and the associated programs, patients 
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incurred no direct cost for participating in a visit; however, it was determined that 

despite having a no-cost benefit in place for the research participants, not all 

participants understood or were aware that this benefit design existed.   

A second consideration for patients as it relates to direct value assessment is 

the secondary financial impacts that could result due to participation.  The 

DECISION model suggests that there are two secondary impacts:  risks to 

employment status and potential healthcare cost savings.  Similar to the previous 

attribute, the consideration regarding risk to employment will be impacted by 

design consideration of the program.  The primary design consideration is that MTM 

programs can be administered through a medical benefit, healthcare system or 

sponsored by an employer, and each of these administrative channels would be 

anticipated to yield different patient value considerations.  Based on the findings of 

this research, potentially the most detrimental design is sponsorship of the program 

directly by an employer.  The impact of this sponsorship is predicted to be that 

patients will attribute both risks and benefits onto the MTM program based on this 

sponsorship, whereas if a health-system were to administer the benefit, the risks 

would be predicted to be lower.  One area of risk that could be perceived by patients 

resulting from an employer-based program sponsorship is that employers might use 

the information gathered as a result of an MTM program to the detriment of an 

employee’s employment status.  Therefore, if a patient has concerns regarding 

employer trust or intent, they will attribute a higher cost to program participation.   

Conversely, if a patient trusts the program sponsor they will be more likely to 
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identify additional secondary employer cost savings that could result from program 

participation; cost savings that could ultimately impact the participant in the form of 

reduced premium, improved employer performance, wage improvement or reduced 

medication costs.   

The final consideration regarding the direct financial impact of MTM 

participation is through the obtainment of a program incentive.  Program incentives, 

while not universal, are common for employer wellness programs, MTM programs, 

and other services that are mutually beneficial to program sponsors and patients.  If 

a patient is eligible for a program incentive following their participation in the MTM 

service, the incentive will be weighed against the preceding financial impact 

calculations, and depending on benefit design considerations, has the potential to 

yield a financial gain for the participants.  Should a patient be eligible for a no-cost 

MTM benefit that is sponsored by an employer they trust and a program incentive is 

generated as result of participation, the monetary impact component of the model 

would suggest that MTM utilization will occur. 

The second area of value determination is based the attributes of the MTM 

service as a whole.  Within this second area of the Value Assessment model, a 

patient will prospectively consider the attributes of the service based on their own 

independent research, program marketing efforts and the experiences of others 

within their peer group.  The model demonstrates that this evaluation will initially 

start with the patient’s connotation of the service name and then to secondarily 

assign a value to the marketed outcomes of the service.  The evaluations of these 



 201 

first two service attributes are also impacted by the timing of the service appeal 

itself.  In order to maximize the initial value assessment, MTM service providers 

should attempt to time the appeal to a salient healthcare event that allows for 

patients to more readily identify a need for the service and form a more 

comprehensive picture of the service itself. 

The MTM service evaluation model is designed to be linear and compounding 

in nature, in that each potential patient’s evaluation of the MTM service will follow 

the same stepwise process as shown in Figures 15 and 17.  As a patient works 

through the service evaluation and they encounter a service element that would 

yield a negative evaluation of the service they could discontinue the evaluation 

process, whereby assigning a negative value assessment to the service.  An example 

of this evaluation process could be if a patient has an extremely negative evaluation 

of pharmacy practice as a result of prior experience - so much so that they avoid 

interactions with pharmacists.  Therefore, if they learn that a pharmacist will be 

providing the MTM service, their prior pharmacy practice evaluation could 

terminate any further consideration of the MTM service.  A negative evaluation of 

any one attribute of the MTM service does not guarantee an overall negative 

program evaluation, but rather it is the magnitude of the negative attribute that will 

determine if an individual will continue to consider the service or discontinue the 

evaluation as a result of negative attribute (i.e. to significant personal risk to 

participate).                 



 202 

The second and third service value assessment that a patient will consider is 

based on their prior experiences with pharmacy practice and what role they believe 

the pharmacist should and will have within their healthcare team.  Therefore, if a 

patient understands the MTM service provider to be a pharmacist, they will 

consider their pharmacy experiences to date and attribute a proportion of their 

evaluation based on their current experience.  The assigned value attribution model 

is a direct result of the newness of MTM programs, where patients most commonly 

do not have prior preconceived evaluations or expectations for the service.  

Therefore, their evaluation of an MTM program will be formed through attribution 

of value for services from similar providers (i.e., pharmacists) with which they have 

had prior experience.   

In an example provided above, when a patient is considering how to evaluate 

their own pharmacy practice experience, they will draw from their prior 

experiences with medications and their default evaluation of pharmacy practice.  

Based on this research, the default scenario for most patients is prior experience 

with “retail” pharmacies.  If a patient has a positive evaluation regarding the use of 

pharmaceuticals (medication experience) and they derive value from their 

interactions with a pharmacy, that evaluation is predicted to translate into a more 

favorable evaluation of the MTM service.  However, if a patient identifies “retail” 

pharmacies as a place to simply pick-up a commodity (i.e., medication) and no 

additional value is imparted into that experience by the pharmacy, this low or 
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negative service evaluation will also be predicted to be translated on the MTM 

service evaluation. 

Beyond the evaluation of the pharmacy experience a patient will also 

consider their evaluation of pharmacists and to the value that a pharmacist does or 

can contribute to the patient’s health care.  Similarly to the previously described 

state, this condition applies only if a patient assumes that MTM is a pharmacist-

based service or if they know from marketing materials who the service provider is.  

The model assumes though that if the patient knows MTM is provided by 

pharmacists, they will attribute an incremental value (positive or negative) to the 

MTM service evaluation based on their beliefs of a pharmacist’s abilities.  The model 

hypothesizes that this evaluation of abilities is formed by four unique components: a 

patient’s beliefs regarding a pharmacist’s training, the presence or absence of a 

relationship with a pharmacist, a patient’s belief regarding a pharmacist’s ability to 

comprehensively manage a medication regimen (i.e., both over-the-counter (OTC) 

medication(s) and prescription medications) and lastly if the patient desires to have 

a pharmacist as part of their healthcare team.  With each of these four components, 

a patient is predicted to draw from prior experiences that their peer group or they 

themselves have had with pharmacists.  Each component represents an opportunity 

to maximize or minimize a patient’s evaluation of a pharmacist’s ability to provide 

MTM.   

The last area that contributes to a patient’s evaluation of the MTM service is 

the patient’s perceived scope of the service.  The model suggests that, based on the 
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research findings, patients who have never utilized the MTM service perceived its 

scope to be narrow, nonspecific and general in nature.  Therefore, as patients 

evaluate the service they will consider the scope and focus of the service and, if not 

comprehensively understood, are predicted to understate the service scope, thereby 

also reducing their evaluation of the service.   

The overarching theme to the value assessment component of the MTM 

service is that in that absence of complete program information and if lacking a 

salient program appeal, patients will project the value from prior experiences onto 

the MTM service.  The risk of this extrapolated value is due to the current variability 

within pharmacy practice and pharmacist experiences; MTM service sponsors risk 

having potential patients make inconsistent evaluations and under-evaluations of an 

MTM program they have not yet experienced, which are not reflective of the actual 

service offering.   

The third and final area of value determination of MTM is based on a 

patient’s evaluation of the program’s attributed convenience and accessibility as it 

relates to their own life circumstances.  The model demonstrates two primary 

considerations which have the potential to generate indirect costs for a patient: time 

to complete an MTM appointment and ability to access the services (including any 

associated travel costs).  The first area that patients are expected to evaluate is their 

time-cost for attending an MTM visit and required time away from work, time to 

locate child care, or arrange care-giver services for dependents.  The consideration 

of time to complete the visit is a concern that was expressed by a majority of 



 205 

patients within the research and represents a cost across a broad cross-section of 

patients.  The second indirect cost consideration within this final value assessment 

is the ability to locate and access MTM network providers.  This service 

consideration will have varying degrees of applicability based on MTM benefit 

design considerations and MTM network availability.  Within the context of the two 

employer groups that participated within this research, both provided an onsite 

clinic that offered MTM services along with varying abilities to access the service 

without taking time away from work.  The model suggests that accessibility (i.e., 

MTM service hours and location) was of greater significance to naïve participants 

compared to experienced participants.  Therefore, MTM program sponsors will 

want to consider strategies to mitigate the indirect costs associated with the 

physical act of attending an MTM appointment.   

The net result of a patient’s evaluation of the monetary impact resulting from 

MTM program participation, their overarching evaluation of the MTM service, and 

the presence of any indirect costs associated with accessing an MTM program is a 

patient-specific composite value assessment for an MTM program.  This component 

of the DECISION model aims to determine a patient’s assessment as to whether the 

outcomes resulting from participation in an MTM program are worth the required 

personal inputs.  If a patient determines that the relative value of MTM program 

participating is positive, the model would predict an increase in utilization, whereas 

if a patient perceives the risks to outweigh the possible gains, MTM utilization will 

likely decrease or not occur.   
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Ultimately, the overarching DECISION model aggregates the results of both 

the Healthcare Utilization Paradigm and Value Assessment components to yield a 

composite score that is predictive of a patient participating in an MTM program.  

Based on the contribution of each component of the model to the composite score, 

MTM program sponsors will be able to create program changes and recruitment 

approaches that seek to optimize attributes of the model that detract from program 

participation. 

4.8 Confirmation of Methodological Rigor 

 As stated in section 4.3, the rigor, credibility, and dependability of this 

research study was created by utilizing a validated methodological approach for 

data collection, codification and transferability that is supported by the literature 

and content experts involved in this research. 

 The primary author of this study is a licensed pharmacist who has provided 

MTM services within an employer-based setting and previously attempted to recruit 

patients into an MTM program.  These author-based characteristics can add to 

credibility to the research findings, however, it also has the potential to bias 

research results.  In an effort to mitigate the introduction of bias into this research, 

significant efforts were employed throughout this research to accomplish this goal, 

including the following strategies during the study design process.  The primary 

researcher worked with expert faculty external to the University of Minnesota’s 

College of Pharmacy to create the focus group moderator guide, working to avoid 
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the use of any leading questions within the guide.  An independent focus group 

moderator from CJ Olson Market Research, Inc. was contracted to conduct all study 

focus group sessions.  Lastly, efforts were taken to shield research participants from 

knowing which exact research unit at the University of Minnesota was conducting 

the research.  This included recruiting participants through their pharmacy benefit 

manager and MTM program administrators, with only recruitment and logistical 

support provided from the primary researcher.   

 Each focus group was conducted in a neutral location, external to the College 

of Pharmacy and each session was video and audio recorded and stored on a 

password-protected University of Minnesota-issued computer in accordance with 

UM Institutional Review Board (IRB) standards.  During the initial introduction of 

each session, the contracted focus group moderator would disclose his affiliation to 

the research and the absence of any conflicts of interest related to the research.  The 

moderator would disclose that he was not an expert in the subject matter being 

discussed and that participants should respond to questions to the best of their 

ability.  Following the completion of the focus group sessions, each session’s audio 

files were transcribed by Tybee Types, a contracted, external data transcription 

service with no documented conflicts of interest related to the results of this 

research.   

 Following data transcription of each focus group session, each transcript was 

independently coded by two researchers with expert oversight provided by faculty 

from the University of Minnesota - School of Medicine.  Review of the codification 
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and thematic operationalization were discussed and reviewed with faculty advisors, 

including the opportunity for feedback and on study analysis and model 

development.  The transferability of this research is determined by the population of 

focus of future researchers and interest in following a similar research process and 

methodology.   

4.9 Participant-based Marketing Recommendations 

 Throughout the course of this research project, participants engaged in rich 

conversations with their peers regarding topics ranging from how patients decide 

when to access the healthcare system to their opinions regarding the use of 

pharmaceuticals.  These conversations allowed the participants to explore topics in 

a way that would be difficult if done independently, and the result of some of these 

conversations were strategies to improve communication and ways to position 

programs like MTM to potential patients.  The following are some of the more 

seminal ideas that participants shared.  This section of the research does not have a 

specific impact on the research model previously described; however, the findings 

will contribute to the practical implementation of the model and recommendations 

based on research findings. 

 Following the detailed analysis of study transcripts a number of common 

ideas emerged across many of the research cohorts.  The following list should not be 

construed as all-encompassing, but rather as ideas that appeared to be feasible 
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given current technology (as of the creation of this manuscript), privacy regulations 

and logistical implementation considerations. 

1. Rebrand the service, positioning the program strengths more prominently 

a. Link the name of the service to pharmacy practice 

b. Avoid the use of “therapy” or “management” within the name   

2. Employ the use of distance-based technology such as Skype or FaceTime to 

deploy the service 

3. Use of longitudinal recruitment approach, mapping appeals to salient claim-

based events 

4. Create a prominent call to action and need recognition for eligible patients 

5. Pair the program with a patient’s established medical or pharmacy provider  

6. Clarify the expected outcomes of the service and work to differentiate the 

service from current practice standards, including medication list reviews by 

prescriber  

7. Clarify and positively position the role of the clinical pharmacist in the 

program  

8. Include specialization credentials of pharmacists such as Board Certified 

Ambulatory Care Pharmacist (BCACP) that are within the MTM network, 

allowing MTM eligible patients to select a specialist if appropriate 

9. Present patient-level and MTM program-level statistics regarding program 

outcomes (clinical and economic). 
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 The following two quotes resulted from on MTM-naïve focus group session 

that was extended beyond the scheduled quitting time due to particularly high 

participant engagement.  At the conclusion of these two extended sessions, the 

session moderators described to the participants what the MTM program was and 

who the MTM service provider was.  The following two quotations encapsulate 

some of the more significant concerns that patients described regarding the 

program and the anticipated benefits.    

 “If you did ask the question ‘what would catch your attention to make you think about 
this?’ they would have to offer me two things. They would have to sort of convince me 
that there’s enough risk in the variety of medications I take that somebody needs to 
make sure that I have taken the package that was OK to take. And, I’ve always said I 
have a lot of faith in my internist, and I think a lot of medicine is an act of faith.” MTM-
Naïve Male 4I 

“If people grab onto this is the insurance company trying to save money, but there’s 
nothing in it for me. I think what you want to do is make sure that people say there’s 
something in it for everybody. [T]here’s better health, reduced cost, and for the 
insurance system there could be reduced cost. I think you have to grab all of those. I 
don’t think you can do that just with the name, but to me that is what you’ve got to 
think about.” MTM-Naïve Male 2I 

 The significance that the above quotes were generated by MTM-naïve 

participants indicates that if potential patients are provided with adequate 

information regarding the service and are primed to process the information, they 

will be well-positioned to make a comprehensive determination regarding the value 

proposition of the service. 
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Chapter 5:  Discussion, Conclusions and Recommendations 

 This study was designed to expand the understanding of how patients decide 

to participate in a pharmacist delivered Medication Therapy Management (MTM) 

service.  Specifically, this study aimed to develop a model to identify the 

considerations that influence a patient’s willingness or reluctance to participate in 

an employer-sponsored MTM program within a commercially-insured population.  

This study used the qualitative research methodology of grounded theory to 

investigate and propose a theory by which participation in an MTM program occurs. 

A purposeful sampling technique was utilized to ensure that the sample 

population had been exposed to the MTM program recruitment and were eligible to 

receive MTM as a covered service.  As a result of the study design and study 

population (i.e., General Mills and University of Minnesota employees), it was not 

possible to achieve a study population as diverse as the state of Minnesota 

demographics.  The study was successful in achieving all inclusion criteria, which 

included all participants being greater than 18 years of age, non-Medicare Part D 

participating and non-affiliated status with the University of Minnesota, College of 

Pharmacy or being a registered pharmacist.   

The results of this study support the concept that the decision to use 

healthcare resources is complex and involves an array of beliefs and personal value 

attributions.  The grounded-based theoretical approach to this research allowed for 

exploration into the beliefs of both MTM-experienced and naïve patients.  The result 
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of this exploration and codification of experiences is the determination of functional 

domains that influence a patient’s decision-making process.  The application of this 

research within pharmacy is two-fold, the first being to allow pharmacists, both 

MTM specific providers and community-based pharmacists, to more fully 

understand the values that patients are using to evaluate their practices and more 

broadly the profession of pharmacy.  The second implication of this research is that 

future researchers have a model to test within varying patient populations to 

determine the impact each variable has within its listed domain and to quantify the 

interactions that occur between variables within the DECISION Model.  Based on the 

results of these future research studies, MTM program sponsors will be able to 

identify patient level characteristics (variables) that are most impactful to a 

patient’s evaluation of an MTM program.   

Additionally should evaluate the actual enrollment outcomes achieved based 

on DECISION study variable a predictive model of utilization could be formed.  A 

predictive model would allow program sponsors the ability to evaluate the 

attributes of their program and characteristics of their target populations, to form a 

predictive utilization assumption for the offered plan.  An example of this could be 

stated as the following: 75% of eligible MTM beneficiaries have a 90% likelihood of 

enrolling in the offered MTM program.  By understanding the evaluations of a 

programs attributes and how beneficiaries evaluate their decision to use healthcare 

services, and the historical pharmacy practice experience, program sponsors would 

be able to tailor program benefit designs optimize the recruitment processes to 
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maximize program utilization. 

 This research was conducted by recruiting study participants from two large 

Minnesota-based employers located in at least two geographically-dispersed 

locations within the state (Minneapolis and Duluth, MN).  The data collection of this 

research was comprised of 12, 90-minute long focus group sessions conducted at or 

near the participants’ locations of employment.  The study included a total of 72 

individuals including both male and female participants who comprised a 

purposeful sample and were of diverse ages, medication use and health condition 

statuses.  They study population was 58% female and 45.8% of participants were 

greater than 60 years of age, averaging 8.2 medications and 3.5 conditions per 

participant, respectively.  Study participants were offered a $50 gift card to a 

merchant of their choosing for their participation in the focus group session, and no 

participants withdrew from a focus group session. 

 Focus group sessions were run in a segregated fashion with participants 

being stratified based on gender and MTM-experienced status and medication 

utilization (greater than 8 medication when possible).  Additionally, focus groups 

alternated between MTM-naïve and MTM-experienced to minimize the risk of 

introducing conceptual bias into the focus group moderator process due to the 

longitudinal nature of the research.  It was determined that saturation of responses 

was achieved following the tenth focus group session; however, an additional two 

session were run due to prior scheduling and completeness of research data.     
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 5.1 Summary of Results 

This research project was designed to address the question of:  how do 

patients decide to attend (enroll) a pharmacist-delivered MTM appointment 

(program).  A grounded theory research-based methodology was employed to 

develop a descriptive model to answer the primary research question.   

 

Note:  The fields shaded in blue and contained a spotted background denote MTM-naïve participant variables, 
and the red cross-hatched fields denote MTM-experienced only variables.  The subdomain fields and fields that 
do not contain a pattern and are shown in green represent variables that are common to both cohorts 
(experienced and naïve). 

Figure 18: Healthcare Utilization Paradigm Model 
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As previously described, the study was conducted with research participants from 

two Minnesota based regional employers that offered a Medication Therapy 

Management benefit for their employees.  Based on the data that was collected, 

study analysis determined that commercially insured, MTM eligible beneficiaries 

have two primary drivers influencing their decision to participate in an MTM 

program: healthcare utilization paradigm and value assessment.   

Underlying each of the primary domains influencing a patient’s decision to 

participate in MTM are a range of variables that are summative to form a composite 

enabling or inhibiting force on the behavior.  Within the healthcare utilization 

paradigm domain, these variables were influenced by three subdomains: healthcare 

attitudes, healthcare team relationship and medication attitudes. 

 The context of these subdomains and the underlying variables is that 

patients have personal beliefs regarding the use of healthcare services and 

medications, and it is these beliefs that will influence a patient’s decision to access a 

clinical service that aims to optimize the use of medication therapy regimen.  

Additionally, once a patient decides to access a healthcare resource they have 

expectations regarding how information should flow between team members and as 

well as having a role expectation for each of the team members.  These opinions of 

the team, as well as a patient’s desire or lack thereof to have a team of professionals 

involved in their care, will again influence their decision regarding the use of a 

clinical pharmacist to manage their medications.   
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 It was determined within this research that all patients utilize remarkably 

similar variables to create their own personal healthcare utilization paradigm and 

that there are only four characteristics aligned only to MTM-naïve patients 

(indicated by blue color with dots in Figure 18).  The four variables that were 

displayed only by MTM-naïve participants (Dissonance of External Review, 

Medication Marketing, Adverse Drug Reaction Concerns and Paternalistic Physician 

Orientation) all align toward suggesting lower utilization of healthcare resources, 

which is consistent with the externally-displayed behaviors.  The variables included 

within the Healthcare Utilization Paradigm subdomain are not intended to be an all-

inclusive list of the factors that influence this specific preference related subdomain, 

but rather they were determined by the research to be the most influential factors 

regarding the decision-making process for MTM program utilization. 

 The second primary domain of Value Assessment is the composite evaluation 

of three subdomains; monetary impact, MTM service and accessibility/convenience.  

The context of this primary domain and the underlying subdomains, and variables is 

that, irrespective of a patient’s preferences regarding the utilization of healthcare 

resources, they will make a personal value determination regarding the 

participation in an MTM program.   

The value determination is the summation of any direct or indirect costs they 

could incur as a result of their participation within the program.  Similar to the 

variables found within the healthcare utilization paradigm, it was found that the 

majority of research participants used similar variables to assess the value of an 
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MTM program; however, there  was also a larger number of variables found to be 

unique to just MTM-naïve participants.  Of the variables determined to be unique to 

MTM-naïve participants (Cost of MTM Visit, Impact on Employment, Reduced 

Healthcare Premiums, Personal Construct of Healthcare Team, Location of Service, 

and Hours of Operation) the majority could be described as ‘personal cost’ variables, 

compared to ‘value creating’ variables which were held more broadly by all research 

participants.  The model (shown in Figure 19) demonstrates that participants create  

 
Note:  The fields shaded in blue and contained a spotted background denote MTM-naïve participant variables, 
and the red crosshatched fields denote MTM-experienced only variables.  The subdomain fields and fields that 
do not contain a pattern and are shown in green represent variables that are common to both cohorts 
(experienced and naïve).  

Figure 19: Value Assessment Model 
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unique buckets (subdomains) to quantify the costs and benefits of an MTM program, 

and that the evaluation of each bucket is determined by both initial reactions and by 

longitudinal experiences.  Within the MTM Service subdomain, participants make 

initial determinations of value based on connotation of the service name (MTM), as 

well as longitudinal value determinations based on their prior experiences with 

pharmacists and the broader profession of pharmacy.   

 The resulting impact of these variable time-based evaluations is that a 

patient’s value assessment of the overall MTM program can only be partially 

impacted by changes to the initial presentation of the service.  The value assessment 

domain of the model also demonstrates that participants who have utilized the 

service are more readily able to recall materials they received regarding the 

program as well as viewing the program as a comprehensive service as compared to 

MTM-naïve participants who viewed the service more narrowly.  The resulting 

impact of the value assessment domain is that when MTM-eligible participants are 

presented with the option to participate in an MTM program, they will quickly 

evaluate the direct costs they expect to incur as result of their participation; what 

their holistic evaluation of the MTM program is, given information they have 

received about the program and their prior experience with pharmacists; and lastly, 

evaluate what the indirect costs will be to physically access the service.   

 Ultimately, any patient considering the use of MTM services will then 

amalgamate their MTM value assessment with their healthcare utilization 

preference, resulting in a program participation decision.  The research would 
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suggest that each variable within the model is dynamic - possessing the ability to 

change over time depending on durability of the preference.  Therefore, MTM 

participation decisions would be expected to change as participant’s age and life 

circumstances and personal experiences evolve.         

5.2 Discussion of Results  

 This study found that a patient’s decision to enroll in an MTM program 

contains dimensions both inside and outside of what would be predicted based on 

previously established models such as the Theory of Planned Behavior (TPB) and 

AIDA.  Additionally, the DECISION model presents a novel approach as to how 

patients operationalize and quantify their healthcare-related preferences, thereby 

resulting in a decision regarding MTM program participation.   Overall, this study 

suggests that when patients are evaluating a new healthcare service like MTM, two 

primary determinants influence a patient’s final decision regarding program 

participation: their Healthcare Utilization Paradigm and their Value Assessment of 

the service.  At the outset of this research, the study’s author desired to develop a 

model that describes a patient’s decision-making process to participate in an MTM 

program, because the conventional models alone did not yield the enrollment 

results desired by MTM program sponsors.  Therefore, this research sought to 

identify the patient and program-level attributes that could be altered to enhance 

voluntary participation in MTM programs.   

 The DECISION model that evolved from this research describes the variables 
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that impact a patient’s evaluation of a new healthcare service, which in this specific 

research was MTM.  The DECISION model aligns with the AIDA and TPB in many 

ways with some of the most notable similarities being the role of social norms on 

healthcare utilization, the need for awareness of a service, and the role an 

individual’s attitude has on driving a behavior (action).  These similarities and the 

similarities of many other theory-supported variables within the DECISION model 

support the consistency of the evaluative process across research cohorts within the 

current study.  The DECISION study participants, however, also described several 

new considerations that influence their decisions regarding healthcare program 

participation, allowing for greater insight into their decision-making process.  The 

remainder of this section will consider those variables in the DECISION model that 

broadly deviate from the decision-making variables that one might infer from the 

literature and from the models described above.   

One of the more significant concepts that emerged from this research is the 

role of employer-sponsored health programs (ESHPs) and how participants view 

ESHPs differently compared to employer-sponsored medical benefits.  Within this 

specific theme, participants described a demarcation of influence between the two 

programs despite the common sponsor. That demarcation is that patients saw the 

ESHP as lacking a firewall between their personal data (both health related and non-

health related) and the employer.  As public concern continues to grow regarding 

privacy of personal data and the maximization of business productivity, program 

sponsors will have to develop new business practices to demonstrate to 
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beneficiaries how their private health information is being protected and that no 

unintended employment-related consequences from program utilization will occur 

(https://www.truste.com/resources/privacy-research/us-consumer-confidence-

index-2015/ accessed on 12/4/2016).   

 A second significant difference of the DECISION model is the incorporation of 

the role of the healthcare team into a patient’s healthcare utilization paradigm.  This 

theme repeatedly emerged among study participants and highlights the change in 

generational preferences as well as changes occurring within the United States 

healthcare system.  Increasingly, healthcare systems, healthcare insurers and 

medical providers are transitioning to and requiring the use of team-based models 

of care as a way to address physician shortages, address increases in healthcare 

costs for providing care, improve patient outcomes, and address changes in patient 

preferences (e.g., online healthcare visits, walk-in urgent care services, and low-cost 

medical alternatives).  Some patients embrace these new models of care and value 

the outcomes that they produce when the team works effectively; however, results 

from this research suggest that not all patients favor this approach to care delivery 

and that many examples still remain where care is perceived to be fragmented 

within the team.  As such, health-systems and providers of MTM need to work to 

address the concerns of patients who prefer a more traditional physician-centric 

model of care by leveraging the physician referral, providing targeted patient 

education or through the use of more subtle assimilation practices that allow new 

healthcare practitioners to add to a patient’s overall care. 

https://www.truste.com/resources/privacy-research/us-consumer-confidence-index-2015/
https://www.truste.com/resources/privacy-research/us-consumer-confidence-index-2015/
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 The DECISION model also contributes to the broader understanding of 

healthcare utilization by describing the role that program incentives have on MTM 

participation.  Program incentives are a well-established mechanism to induce 

behavior change that otherwise may not have occurred due to the absence of a 

preceding attitude or preference. For this reason, program incentives were used to 

improve MTM program participation rates.  However, offering participation 

incentives among the two employer groups evaluated in this study demonstrated no 

improvement in overall participation rates as compared to MTM programs that did 

not offer an incentive to participate.   

 The findings from the current study still indicate that program incentives 

play a significant role in influencing a behavior to occur; many research participants 

indicated that program incentives were the trigger for them to enroll in the 

program.  The difference from earlier research on incentives is that participants in 

the current study also discussed a number of other program attributes that 

influenced their evaluation of the program and ultimately their participation 

decision.  Therefore, the innovation arising from the current study is that MTM 

program sponsors need to consider the longitudinal experiences of their target 

demographic, and work to understand what evaluative components that target 

demographic will use when determining their own value assessment for the service.  

The program sponsors need to adapt their program recruitment strategies, 

depending on the culture of targeted beneficiaries and the experiences of those 

beneficiaries, in order to maximize the recruitment rate of the target population.  
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The DECISION model would suggest that should a program sponsor not be in a 

favorable position with regard to the aforementioned qualities, they would likely 

not be able to achieve desired participation rates by offering a program incentive 

alone.   

 Throughout the focus group discussions, research participants raised 

concerns they had regarding the role of the program sponsor and how the program 

sponsor might have ulterior motivations to increase participation in the program, 

outside of improving the health of beneficiaries.  Participants discussed the 

possibility of receiving a bill for the service despite it being marketed as a no-cost 

service, concerns about who will benefit the most from potential program savings 

(employer versus patient), as well as the motivation of the sponsor to fund a “new” 

healthcare program in a time of increased patient cost sharing.  The combination of 

these attributes and others that did not rise to the level of being deemed a stand-

alone “theme” (e.g., the program’s intention to change patients from brand name 

medications to generic medications), led research participants to be skeptical of the 

service.  This cynical view of a program sponsor’s altruism was not addressed by 

any marketing efforts in either of the two programs pursuant to this research.  

Therefore, program sponsors and MTM service providers should consider 

employing strategies to counteract this skepticism.  Several examples of how this 

could be accomplished are the following (examples contain hypothetical statistics 

and health outcomes): 
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1. “Patients with Diabetes save $30 per month in 
medication costs and reduce their A1C on average by 
2% by participating in MTM.” 
  

2.  “MTM programs benefit both the UPlan and 
participants by reducing costs and improving care 
coordination.” 
 

3. “In 2015, 899 UPlan Beneficiaries used the MTM 
program for free, saving themselves over $200,000 
while also saving the University over $1 Million 
hospitalization and ER visits.”  
 

Counter-messaging efforts could also be made by MTM program providers to 

help dispel concerns about who the “true” consumer is within an MTM program.  As 

such when MTM providers are contacting patients about program participation they 

could develop scripting describing the MTM provider’s care process.  An example 

could be following:   

Hi [patient name], I am calling on behalf of [health-system 
name] to talk with you about meeting with our pharmacist 
who provides a service called “MTM or Pharmaceutical Care.” 
This is a service that your employer covers for you at no cost, 
but at [health-system name] we customize the program to 
you and your situation.  We work with your doctor and 
healthcare team to improve your health, help coordinate 
your care and make sure you know and are comfortable with 
all of your healthcare costs.   

The following is an example statement that could be incorporated into an MTM 

Program brochure: 

“[Health-System name] where we work for YOU not the 
insurance company, to make the best use of YOUR 
medications and your TIME.  In 2015, 98% of OUR patients’ 
stated they would pay for their MTM visit even if the 
insurance company did not!”  
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Each of the previous examples incorporate both concerns that MTM-naïve 

patients expressed and benefits of program participation that MTM-experienced 

participants identified.  In the absence of a well-designed and well-described 

communication plan, patients will continue to be skeptical of the service, preventing 

it from being homogenized into the commonly accepted healthcare service 

expectations. 

 Results of this research also suggest that the timing of a recruitment appeal 

to participate in an MTM program is important for acceptance of the appeal.  

Participants repeatedly described that the recruitment into the program came at 

“just the right time” or conversely that they saw little need for the service as 

everything was working well.  Based on this theme MTM program sponsors and/or 

MTM service providers could expect improved program recruitment rates should 

the appeal be timed as to create a linkage to a healthcare event.  As previously 

described, a healthcare event could be a hospitalization, new medical diagnosis or 

an adverse drug reaction.   

 An MTM program sponsor could most easily leverage this theme by 

monitoring a beneficiary’s medical or pharmacy claims data to trigger a program 

recruitment effort.  A beneficiary’s medical claim data could reveal a new medical 

diagnosis or the utilization of a healthcare service such as a recent hospitalization; 

however, medical claims-based data can be delayed in filling and receipt by up to 

one year.  Therefore, if an MTM program sponsor has concerns regarding the 

timeliness of medical claims, pharmacy claims may be able to serve as a surrogate.  
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An example of this approach could be to monitor pharmacy claims for the 

adjudication of a targeted medication like metformin which is commonly used to 

treat diabetes and pre-diabetes.  If an MTM program sponsor desired to optimize 

the treatment of diabetes, the presence of this claim could indicate a new diagnosis, 

triggering an outreach to a patient with a message regarding diabetes and how an 

MTM program can help patients manage this condition. 

 As an alternative approach to monitoring claim-based data, an MTM program 

sponsor could contract with an accountable care organization (ACO) or health-

system to recruit patients into their MTM program on behalf of the MTM program 

sponsor.  By contracting with an ACO or health-system that has an integrated 

electronic medical record (EMR), the MTM program sponsor could reduce the 

turnaround time to disseminate an MTM recruitment approach to a targeted 

beneficiary.  The ACO and health-system would be able to monitor in real-time the 

EMR for a targeted diagnosis, presence of a transition of care (e.g. admittance into 

hospital visit and corresponding discharge) or the ordering of a new medication.  

Based on the desires of the MTM program sponsor, the care delivery system could 

internally contact the patient and recruit the patient into the health-system’s MTM 

program, providing for a coordinated, seamless service experience.     

 In addition to being able to help MTM program sponsors in providing a 

coordinated, integrated MTM program, health-systems are also well positioned to 

help address two additional themes within the DECISION model: Scope of Service 

and Dissonance of External Review.  Regarding the first variable of scope of MTM 
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service, MTM-experienced participants described their experience with the service 

and how it was both individualized to their situation as well as being holistic and 

comprehensive in nature.  These characterizations of the service were not fully 

realized by the participants until they had experienced the service first-hand; 

however, they were also identified as two of the most significant attributes of the 

service.   

Currently, when a MTM recruitment effort is made by an MTM program 

sponsor or an organization external to a patient’s self-identified care team, the 

patient has a strong likelihood of viewing this approach as non-integrative and 

potentially contradictory to the plan of care established by their own healthcare 

team because the service was not solicited by the patient.  Based on comments from 

focus group participants, both of these concerns would be expected to reduce a 

patient’s desire to enroll in an external MTM program as well as reduce their overall 

evaluation of an MTM service.  However, if a health-system were to contact a 

patient, describing that health-system’s MTM program and how their healthcare 

teams (MDs, DOs, NPs, PAs, RNs, CMAs, PharmDs, etc.) utilize the service to better 

care for their patients, the patient being recruited would be anticipated to have a 

more positive evaluation of the program and believe in the communicated benefits.  

The health-system would be able to provide information to the patient such as the 

following: 
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 Ability to meet with a healthcare team member best able to 
address their needs and questions.  For example, they 
would meet with a physician for complex disease diagnosis, 
a nurse practitioner for acute disease management and 
routine follow-up, a registered nurse for disease 
monitoring and self-care management, and a pharmacist 
for medication optimization. 
 

 Ability to meet with a clinical pharmacist that has time to 
discuss all of their medications, address any medication 
questions or concerns they might have and to spend the 
time that the patient needs beyond the time that a 
physician might have. 
 

 Ability to keep all of a patient’s medical information in one 
location and maximize the accuracy of medical information.  
Avoiding the possibility of missing critical information an 
external healthcare provider might miss, such as a recent 
laboratory result. 
 

The second theme a health-system would be able to help address is: 

Dissonance of External Review.  As previously described, this theme is the condition 

where a patient avoids situations that could present them with undesirable health-

related information or validate information they personally suspect or know to be 

true.  An example of this condition is a patient who experiences an abnormal glucose 

level during an annual physical, which may be indicative of pre-diabetes, who then 

avoids having their glucose rechecked due to the concern of being diagnosed with 

pre-diabetes.  Given this type of situation an MTM program sponsor would desire to 

have the patient follow-up with a provider to allow for a complete diagnosis to be 

made and if necessary for treatment to be initiated.  However, the MTM program 

sponsor likely has no information available to them that would indicate an 

incomplete diagnosis exists or that this patient is potentially avoiding the use of 
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healthcare services due to this partial diagnosis as this information is not shared on 

medical claims data.  In this situation that health-system holds the information 

necessary to identify the initial critical result; however, the health-system may not 

know if the patient has accessed care elsewhere for the treatment of their condition.  

By partnering together the two vested parties could share the necessary 

information to flag the patient and recruit them for follow-up care.  The health-

system would then be able to contact the patient for follow-up services, thereby 

completing the diagnosis process. 

Each of the aforementioned themes and variables represent areas that based 

on the results of this research have been determined to influence an individual’s 

decision-making process to schedule an MTM appointment.  The last two variables 

to be discussed are unique to the DECISION model and are predicted to significantly 

impact a patient’s decision making process: Pharmacy Practice Experience and 

Pharmacist Relationship.  These variables describe the influence that a patient’s 

experience with pharmacy(ies) and pharmacists have on their evaluation of an MTM 

program.  It can be postulated that these two variables contribute most significantly 

to a patient’s evaluation of the service given that a pharmacist most commonly 

provides MTM and that a patient’s prior experience(s) with the practice of 

pharmacy will shape their evaluation of pharmacy services in the future, including a 

MTM program.   

Findings from this research would suggest that for MTM-naïve participants, a 

linkage exists between how they evaluate the relationship they have with their 
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pharmacist and their experience with the practice of pharmacy.  This is to say that 

the more positive a patient is about their pharmacist relationship, the more likely 

they are to have an overall positive evaluation of their pharmacy experiences.  Table 

20 is a hypothetical representation of the interaction that is predicted to occur 

between how patients rate their relationship with a pharmacist and their rating of 

pharmacy practice.  The percentages contained within the table represent the 

overall “pharmacy sentiment” (i.e. positivity toward the cognitive aspect of the 

practice of pharmacy, which could be akin to a pharmacist-delivered clinical 

service) that a patient could be expected to have given their independent evaluation 

of their pharmacist-relationship and evaluation of past pharmacy experiences.   

Based on discussion from both MTM-naïve and MTM-experienced 

participants it appeared that the patient-pharmacist relationship is the primary 

driver of this composite measure, whereas the patient-pharmacy relationship is 

secondary.  Patients would frequently describe situations where their pharmacist 

would transition to a new pharmacy and they would transition their prescriptions 

to that new pharmacy as well so as to stay with their pharmacist.  This situation was 

contrasted by patient situations where in the absence of a relationship with a 

pharmacist at “their” pharmacy, the patient would describe their evaluation of 

pharmacy as being based on their service from the pharmacy itself.  As a result of 

this circumstance the overall sentiment rating shown in table 20, is more heavily 

weighted toward the patient-pharmacist relationship as compared to the pharmacy 

experience rating.         
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Table 20: Hypothetical Pharmacy Sentiment Rating based on Pharmacist-Relationship and Pharmacy 
Experience 

  Positivity Rating of Pharmacist Relationship (Primary) 

  1 (low) 2 3 4 5 (high) 

Positivity 
Rating of 

Pharmacy 
Practice 

Experience 
(Secondary) 

1 (low) 25% 37.5% 50% 62.5% 75% 

2 31.25% 43.75% 56.25% 68.75% 82.25% 

3 37.5% 50% 62.5% 75% 88.5% 

4 43.75% 56.25% 68.75% 81.25% 94.75% 

5 (high) 50% 62.5% 75% 87.5% 100% 
Note: The table shown above is a hypothetical scoring of a patient’s overall sentiment of pharmacy based on an 
evaluation of their own pharmacist-patient relationship and their historical experience with pharmacy, scored 
on a 5-point Likert scale.  Scores do not go to zero in the 1:1 scenario, because it is hypothesized that should that 
evaluation exist a patient may still have a positive evaluation of an MTM service based on other variables within 
the DECISION model. 
  

 An example of how Table 20 would be predicted to work is that if a patient 

has a strong pharmacist relationship (rating of a 5) and a strong evaluation of their 

past pharmacy experiences (rating of a 5) they would be predicted to have a strong 

overall sentiment rating of pharmacy practice (100%), whereby increasing the 

likelihood of positively evaluating an MTM program.  It would be predicted to be an 

unlikely scenario for an MTM-naïve patient to have dichotomous evaluation of the 

two variables, such as a strong positive pharmacist-relationship and a negative 

evaluation of pharmacy practice.  More commonly, the two variables would be 

predicted to trend together for MTM-naïve participants; positive pharmacist-

relationship and positive pharmacy practice experience, or neutral pharmacist-

relationship and neutral pharmacy practice experience.   

The difference that emerged from the MTM-experienced cohort was such 

that experienced patients expressed significant loyalty to their MTM pharmacist and 

the development of a strong patient-pharmacist relationship.  Participants 

described circumstances where they had no relationship with their dispensing 
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pharmacist but a strong relationship with their MTM-pharmacist.  The practice 

implication of this entire interaction between pharmacist-relationships and 

pharmacy practice is that “dispensing” pharmacists will only be able to start 

recruiting large numbers of patients into MTM programs if they strive to create 

meaningful, strong patient relationships that demonstrate clinical competency and a 

patient-first focus.  In the absence of these relationships, patients will continue to 

see their medical healthcare team (MD, NP, RN) as the professionals to address and 

manage their medication related needs.  Colleges of Pharmacy, professional 

pharmacy organization and most importantly practicing pharmacists need to 

recognize that in order for patients to view pharmacists as clinically competent, 

patient care providers, pharmacists need to act as such in all aspects of the 

profession.              

 In summary, a patient’s decision to enroll in an MTM program is complex and 

dynamic, with many deeply-held beliefs (influencing variables) impacting their 

decision as well as variables that change over time as a patient’s own life 

experiences change.  Patients draw heavily from their prior experiences with 

pharmacists, pharmacies, their employers, and the broader healthcare delivery 

systems when considering whether to enroll in an MTM program or not.  This study 

helps to provide a more complete understanding of the role that the most seminal 

variables can have on these decisions as well as ways to optimize patient enrollment 

in MTM programs. 
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5.3 Scientific Contribution of Research 

 These findings are important to the discipline of Social and Administrative 

Pharmacy (SAPh), with particular interest to researchers in the domains of 

consumer behavior and health behavior modification.  The findings should also yield 

interest from healthcare policy researchers, as the results offer insight into the 

behavioral and evaluative process for a new health related service.  The findings of 

this research would allow health insurers and benefit managers (commercial or 

public) to integrate variables identified pursuant to this research within future 

benefit design strategies as well as recruitment approaches.   

 Additionally, in November of 2015, the Centers for Medicare and Medicaid 

Services (CMS) announced a program titled “Part D Enhanced Medication Therapy 

Management Model” that aims to determine whether providing Part D sponsors 

with increased program flexibility and additional payments can stimulate 

improvements to MTM programs 

(https://innovation.cms.gov/initiatives/enhancedmtm/ accessed on 9/6/2016).  

The findings of this research could be of interest to Part D sponsors within the pilot 

program, which is slated to begin on January 1, 2017, and will run for a period of 

five years as they work to improve program participation rates and engagement of 

beneficiaries.  Part D sponsors will have the opportunities to evaluate the results of 

their MTM programs to programs run across five of CMS’s Part D regions to 

determine the impact of tactics employed that seek to address program limitations 

identified within the DECISION model.   

https://innovation.cms.gov/initiatives/enhancedmtm/
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 This research also contributes to what is understood regarding the public’s 

perception of pharmacy practice.  Results of this study show that participants of this 

research largely have positive historical views of pharmacy and pharmacists; 

however, the views of participants are changing as they encounter pharmacists who 

are not centered exclusively on a product-based service.  The findings of this 

research validate the expansion of the definition of pharmacy practice that is 

occurring.  The findings from this study also suggest that Universities and 

professional organizations are accomplishing their aims of transitioning pharmacy 

practice into a service-based profession.  These same institutions should also draw 

from this research, working against the categorization of pharmacists by patients 

into one homogenous practice and, instead, advancing a model that allows patients 

to categorize a pharmacist based on their unique qualifications. 

 Finally, this research found that well-established marketing and healthcare 

utilization models could only partially describe the process by which patients 

decided to participate in a MTM program.  The resulting model, however, offers vital 

insight into the factual variables and summative processes for aggregating the 

variables into a health-related decision.  A couple of the most significant examples of 

the insight gained at a depth of knowledge beyond what is offered by the models 

previously presented (AIDA, BMHU, TPB) are: Pharmacy Practice Experience, Trust 

of Program Sponsor and Healthcare Team Relationship.  Alignment can be found 

between each of these three variables and a domain within the TPB and AIDA 

models; however, they are unique domains that are not found within the BMHU.  A 
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practical example based on the Trust of Program Sponsor variable is that the TPB 

and AIDA models would suggest that patients form an attitude or interest for 

participating in an MTM program by evaluating the merits of the MTM program 

itself.  However, based on the findings of the DECISION Model this variable (Trust of 

Program Sponsor) a patient would also incorporate non-program related 

information (i.e. their evaluation of the program sponsor) into their 

attitude/interest, which could have an impact on their resulting action.  MTM 

providers should be made aware of these approaches to program evaluation and the 

role that historical experiences have on participation decisions, thereby allowing 

these providers to optimally align their practice to maximize patient enrollment, 

patient health outcomes and patient satisfaction with the program.   

5.4 Implication for Pharmacy Practice 

 The application of this research, which describes how patients decide to 

participate in an MTM program, has implications for both clinical pharmacy 

practices as well as dispensing practices.  Starting first with the implications for 

dispensing practices, the findings of this research offer insight into how patients 

view dispensing practices and what is occurring within a pharmacy pursuant to that 

process.  In general, patients had little insight into the knowledge and training that a 

pharmacist must complete to gain licensure to practice.  This knowledge gap then 

carried forward into a perception that pharmacists are predominately supervisors 

of pharmacy technicians that are preparing a commodity-based product, a product 

that by definition is homogenous across all sources.   
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 The consequence of this knowledge gap is that as the pharmacy profession 

continues to work toward advancing the practice of pharmacy, patient expectations 

are misaligned with the desires of the pharmacy profession.  This misalignment 

makes it inherently more difficult to have broad adoption of a new service if the 

customer (patient) does not identify that the provider of the service is the most 

eminently qualified to provide the service.  Therefore, dispensing pharmacy 

practices should work to equip patients with an understanding of the knowledge-

based aspects that accompany a dispensing role.   

 Several possibilities could include documentation of the discrete steps 

pursuant to preparing a prescription medication, demonstration of interactions with 

other members of the healthcare team, robust education surrounding the use of a 

medication, patient outreach to optimize the outcomes of pharmacotherapy use, and 

the demonstration of longitudinal knowledge accumulation, continuing education 

and specialization.  By employing these strategies and many others that address 

current knowledge gaps, the profession of pharmacy will be increasingly be viewed 

as an indispensable member of the healthcare team and a service that drives 

significant value into the patient care process.   

 The second area that will benefit from these research findings are clinical 

pharmacy programs (e.g., MTM) and the associated clinical providers.  The 

implications for clinical practice are an understanding and recognition that a 

patient’s decision to participate in a clinical program is complex and incentivization 

alone will not induce broad voluntary program adoption.  As such, program 
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managers and pharmacy practitioners should consider the unique characteristics of 

their target populations and design both the benefit and recruitment strategies to 

address the specific use case.   

 A sample strategy could be, for patients who have robust patient-physician 

or patient-healthcare system relationships, a program sponsor would be well-suited 

to collaborate with the physician or care delivery system to recruit patients into a 

clinical pharmacy program as compared to implementing a non-affiliated service 

provider.  Another example to which a clinical pharmacist should be attuned is the 

historical pharmacy experience of patients.  Based on these experiences, the 

pharmacist should work with the patient to progressively create a congruent 

“pharmacy” experience for the patient.  The consequence of non-congruity is that if 

a patient does not view the pharmacist as being a credible source of pharmaceutical 

information and/or pharmaceutical recommendations, and the clinical pharmacist 

does not accommodate these concerns within the visit, the patient is likely to 

perceive an overreach of scope, resulting in dissatisfaction with and disenrollment 

from the service.  Therefore, based on the findings of this research, the clinical 

pharmacist should consider developing a patient assessment process to quantify the 

patient’s pharmacy experience and then employ strategies to optimize both the 

patient experience and care process to optimize the outcomes resulting from the 

clinical encounter. 
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5.5 Study Limitations 

 The findings of this research should only be considered following the 

acknowledgement and recognition of both the theoretical and methodological study 

limitation pursuant to this research.  The DECISION study was structured to follow a 

grounded theory research-based approach to data collection and data validation as 

initially presented by Morrow and Smith (1995).  This methodology includes an 

initial data collection and analysis process, and an iterative presentation and 

revision of the model (data codification results) with the research participants.  By 

following this methodology, researchers are able to reduce the potential of 

miscoding participant responses, which may result in developing an erroneous 

model for descriptive process.   

 Consequently, the most significant methodological limitation of the 

DECISION study was the absence of this secondary presentation and review with the 

research participants.  The implications of process deviation is that, should the 

study author, secondary coder or research participant responses have been 

misinterpreted, exaggerated, or accidentally omitted, any associated model 

components could be erroneously represented within the model.  The impact of this 

limitation can be reduced through further research that determines the effect of 

each variable on the overarching predictive model.      

 Several other aspects of the methodology used in this research have the 

ability to limit the validity of the findings, including the potentiality of introducing 
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recall bias into participant responses.  The foundation of this study was for 

participants to recall the factors that influenced prior decisions they have made 

regarding healthcare utilization, pharmacy experiences, and MTM program 

recruitment.  The potential to introduce further recall bias into the study was 

exacerbated in that each participant within the study had varying periods of time 

from their initial program recruitment date until the date of data collection for this 

research.  While the exact time range is not known, approximate timelines would 

suggest that patients recruited at initial program launch were separated by greater 

than three years until the data of collection.  Therefore, the ability for participants to 

recall exact events could be subject to recall bias (Granovetter, 1982).  The effect of 

this bias cannot be determined based on this initial research; however, the intent of 

this research was to determine how patients decide to participate in an MTM 

program and, as such, if responses that were received three years post recruitment 

are accurate, the durability of response would be expected to high.   

 Another potential bias possibly introduced into the findings of this research 

is the presence of research bias.  The primary author of this research as well as the 

second data coder are both licensed pharmacists and have an interest in expanding 

the role and scope of pharmacist practice.  Efforts were made to mitigate the effect 

of introducing this bias into the research by shielding all research participants from 

the research funding organization (Peters Institute of Pharmaceutical Care within 

the University of Minnesota - College of Pharmacy), the primary author’s profession 

(pharmacy) or providing any information about an MTM program during the focus 
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group session.  Additionally, an external profession market research firm was 

contracted (CJ Olson Market Research Inc.) to provide a focus group moderator to 

conduct the 12 scheduled sessions.  The moderator utilized a semi-structured 

interview guide to help ensure consistency between sessions and minimize the 

introduction of program-related information back to participants.   

 The primary author and secondary coder consulted with a University of 

Minnesota School of Medicine faculty member to help oversee the data codification 

process and identify perceived areas of bias introduction.  Any introduction of 

researcher bias into the data analysis would be predicted to have had minimal 

impact given that the intent of the research question was to develop a theoretical 

model on a patient’s decision to participate in an MTM program.       

 During the data translation phase of this research, which included the re-

coding of audio transcripts to include the unique participant identification code, it 

was determined that 57 minutes of video recording file was corrupt.  Numerous 

efforts were made to rebuild and recover the missing video footage; however, all 

attempts were unsuccessful.  The implication of this data loss was that participant 

responses within focus group 11 (K) were not analyzed for demographic 

considerations.  The overall resulting impact was determined to be minimal given 

that program participation (i.e., naïve or experienced) was found to be the only 

meaningful segmentation characteristic.   

 The overall transferability of this study was determined to be a limitation.  
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Research participants were recruited from two regional employers that offer robust 

healthcare insurance coverage within two large urban areas in Minnesota.  

Additionally, participants self-selected to participate in this research and were 

offered a $50 gift card for their participation.  Both of these characteristics are not 

representative of all commercially-insured groups and have the potential to have 

introduced selection bias into research participants.  The resulting study population, 

therefore, is not representative of a target Medicare or Medicaid population and as 

such, the transferability of results could be limited.  It was also determined during 

data analysis of participant demographics that the MTM-experienced participants 

tended to be older and have a higher daily pill burden (MTM-naïve 6.6 pills per day 

vs. MTM-experienced 10.2 pills per day) compared to their counterparts.  The 

implications of this participant age trend and medication utilization are not known. 

 The final limitation identified pursuant to this research is the timeliness of 

data analysis and data collection.  The data collection for this research occurred 

between August 8th 2011 and January 11th 2012, with the data analysis and result 

dissemination occurring between March 2015 and September 2016.  The 

implications of this gap between data collection and data analysis is that subtleties 

of the research progress were lost if not recorded and that, during the interceding 

period, societal progression has continued.  The study author took great lengths to 

record as many aspects of the data collection, data analysis and model development 

as reasonably possible working to maximize the validity, accuracy and value of this 

research.  Although it is believed that this research is not generalizable to the entire 
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U.S. population, future researchers will be able to transfer the methodology and 

results of this research to other patient populations and geographic areas of 

interest.    

5.6 Recommendations for Future Research 

 The results of the DECISION study provide a valuable new view into how 

patients decide to participate in an MTM program.  A patient’s determination of 

their healthcare utilization paradigm and the interaction that it has with their value 

assessment of an MTM program provide a foundation for future research into 

quantifying the impact of the variables that comprise each domain within the model.  

The initial DECISION model is a qualitative model that describes the interaction of 

patient preferences at a macro level; however, to fully leverage the use of the model 

each domain, subdomain, theme, variable, sub-variable and attribute must be 

isolated, quantified and operationalized back into the a comprehensive model.   

Once the individual characteristics are quantified, researchers can begin to examine 

the interactions that occur between characteristics and the implications within 

populations of interest.    

 Two interactions of particular interest based on participant responses would 

be the impact that employer trust has on a patient’s desire to participate to help 

reduce over healthcare cost/healthcare premiums.  The second interaction is to 

quantify if an individual’s place of employment or the physical location of their 

housing has an impact on their assessment of convenience of the service.  Both of 
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these specific scenarios were demonstrated to be unique to MTM-naïve participants; 

however, explanations for why they were expressed only among MTM-naïve 

participants are unknown.  Through the quantification of these two scenarios, 

greater insight could be gained as to whether assessments of these variables are 

consistent across the segment     

 This study also provides objective support that the predominant naming 

convention for this service - Medication Therapy Management or MTM - elicits a 

negative reaction from patients.  Therefore, future research and exploration should 

be considered to determine the impact that a name transition would have on 

program utilization and what patient perception would of a non-branded generic 

name for the service would be.  For example, what would patient attitudes be if the 

service’s name was transitioned to align with traditional medical nomenclature, 

such as clinical pharmacy, pharmacology, pharmaceutical care or pharmaceutist.   

 Future research should also be conducted to replicate this study within 

Medicare and Medicaid populations.  The extension of this research into these two 

areas would offer clinicians, policy makers, care delivery systems and program 

managers the ability to further understand what segmentation exists between 

populations.  Based on the findings of the current study, combined with future 

understanding of Medicare and Medicaid populations, researchers will be able 

design new care delivery processes based on these theoretical models (e.g., 

interviewing techniques and documentation standards), thereby working to 

optimize the patient’s MTM-experienced and patient outcomes resulting from the 



 244 

MTM service.       

 Lastly, the findings of this research offered insight into the role that a 

patient’s pharmacy experience has on their anticipated evaluation of this clinical 

program and the perception of the appropriateness of a pharmacist rendering this 

care.  To the knowledge of this author, no research has been conducted to date that 

addresses if or how a patient’s prior pharmacy experiences influence the patient’s 

desire to seek out future pharmacy services.  Research into this domain could have 

broad implications throughout pharmacy, influencing patient recruitment into 

clinical pharmacy programs, steering patients towards high-value pharmacy 

networks within a pharmacy benefit, or developing public awareness campaigns 

regarding the role of pharmacy in patient care.   

 In conclusion, the previously mentioned recommendations for future 

research could provide valuable insights into how other patient populations make 

evaluative decisions regarding the use of MTM programs.   It would also contribute 

to the research domain of pharmacy practice, allowing pharmacy clinicians to 

maximize their impact within the healthcare system and on patient health 

outcomes.  Further understanding into a patient’s decision-making process 

regarding participation in novel health programs has the potential to allow for 

future healthcare providers to join a patient’s existing healthcare team, working at 

the top of their scope of practice to optimize the patient’s health outcomes while 

also providing a congruent, positive patient experience.       
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7. Appendix 

APPENDIX A: UPlan MTM Outbound Call Script  

UPlan MTM Outbound Calls 
 

May I please speak with First Name / Last Name_________________________? 

Hello, this is __________________ calling from RxAmerica.  I’m calling today to 
follow up on a letter we recently sent you about the free UPlan Medication 
Therapy Management Program offered to UMD members through the RxAmerica 
prescription drug program.  

Is this a good time for you to hear more about the program?  

If answer is NO… not a good time for them to talk, please ask: 

 When would be a good time to call again? 

 Is there another phone number that they would prefer we use? 
Thank them for their time. 

If the answer is YES: 

Thank you. As explained in that letter, the UPlan, along with RxAmerica 
would like to help you better understand the medications you take to ensure 
the safety, effectiveness, and convenience of your medications.  

This program is available to UPlan members who currently take four or more 
medications for chronic conditions. There aren’t any additional costs for you 
to participate. In fact, you’ll actually SAVE money – when you participate, an 
$8 discount will be applied to all of your formulary approved prescriptions for 
a minimum of one year initially and longer if you elect to continue to 
participate.   

Through this program, you will meet one-on-one with a clinical pharmacist 
who will look at your medications. Using this review, the clinical pharmacist 
will work with you and your physician to develop a care plan tailored to your 
treatment goals.   

Do you think you might be interested in this program? Your participation in the 
program is absolutely free. 

If YES: 

“Great. I can help you can make your appointment today with the 
Medication Therapy Management Clinic.  

Please use the available timeslots to schedule an appointment if applicable 
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If NO…ask if they have questions and answer them.  

May I help answer some questions about the program? 

If still NO:   

Thank you for your time today. If at a later date you have any questions 
about this program please call ___________???.”   

    

If member asks that we speak to another family member, REPEAT 
INTRODUCTION, then say:   

We want to make sure you received the letter explaining the program. Did you 
receive the letter? 

If NO on letter receipt, say: 

 I’m sorry, I’m glad we called. I will make sure a letter is mailed to you within 
seven days.      Confirm mailing address.  (See below for follow up) 

If YES on letter receipt, then ask: 

Have you had an opportunity to review the materials? 

If YES, then say:   

May I help answer some questions about the program? 

If YES, answer questions, and then say:   

Are you interested in signing up for the program today? Your 
participation in the program is absolutely free. 

If YES:  

Great. I can help you make your appointment today with the 
Medication Therapy Management Clinic.  

Please use the available timeslots to schedule an appointment if 
applicable. 

If NO on letter receipt or review, say: 

May I tell you about this money saving program now?   

If YES, say:   
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Great. As explained in that letter, the UPlan, along with RxAmerica 
would like to help you better understand the medications you take to 
ensure the safety, effectiveness, and convenience of your medications.  

This program is available to UPlan members, both employees and 
covered dependents, who currently take four or more medications for 
chronic conditions. There aren’t any additional costs to participate. In 
fact, you’ll actually SAVE money – when you participate, an $8 
discount will be applied to all of your formulary approved prescriptions 
for a minimum of one year initially and longer if you elect to continue to 
participate.   

Through this program, you will meet one-on-one with a clinical 
pharmacist who will look at your medications. Using this review, the 
clinical pharmacist will work with you and your physician to develop a 
care plan tailored to your treatment goals.   

 

Do you think you might be interested in this program? Your 
participation in the program is absolutely free. 

Great. I can help you make your appointment today with the 
Medication Therapy Management Clinic.  

Please use the available timeslots to schedule an appointment if 
applicable 

Thank you for scheduling your Medication Therapy Management appointment.  
The pharmacist will meet you at the MTM office, which is at 103 Kirby Student 
Center, in the Employee Health and Wellness Center.   

If NO, say,  

Thank you for your time today. If at a later date you have any 
questions about this program please call ____________???.”      

  

If you get the person’s voicemail, please leave the following message: 

 

Hello, my name is __________. I’m calling on behalf of the UPlan and 
RxAmerica for (first and last name).   

 

 We recently sent you a letter to let you know that you are eligible to 
participate in a free medication therapy management program. If you 
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participate in this program, you will save $8 on all of your formulary approved 
prescriptions for a minimum of one year initially and longer if you elect to 
continue to participate. 

 

Please give me a call at XXX-XXX-XXX to discuss this money saving 
program. If you prefer that we call you at a different phone number, please let 
me know.  Thank you! 

 

 



 256 

APPENDIX B:  Behavioral Model of Healthcare Utilization 

Figure 1 is the representation of the Behavior Model from the Andersen’s original 
work (Andersen, 1995). 

 

 

 

 

Figure 7 is the emerging model of the Behavior Model (Andersen, 1995). 
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APPENDIX C: Research Project Budget 

 

Budget Justification 

Equipment/Analytics Software:  

In order to record the focus group sessions two USB microphones are 

required to obtain optimal sound quality, which will decrease the cost of 

transcribing services (poor sound replication increases the amount of time required 

to transcribe each session).  NVivo and XSight are two qualitative analytic software 

Description of Expenditure Unit Cost 
Units 

Needed 
Project 

Cost 

Blue Microphone – Model: Snowflake $80 2 $160 

Conference Rooms for Focus Groups $150 16 $2,400 

Beverages and light snacks $100 16 $1,600 

Transcription Services (Tybee Types) Note: 
4 hours of transcribing time for every hour 
of Focus Group content 

$225 16 $3,600 

Subject Participation/Incentive/Gratuity $30 160 $4,800 

Moderator for all Focus Group Sessions 
(unit cost per session) 

$1,500 16 $24,000 

NVivo Software License (12 month license) $199 1 $199 

Xsight Software License (12 month license) $180 1 $180 

Miscellaneous (postage, supplies, color 
toner, mock-ups of new and existing 
marketing materials) 

$850 1 $850 

Graduate Student Assistantship – 50% 
Summer 2011 

$5,893.44 1 $5,893.44 

Travel to Focus Group locations $165 12 $1,980 

Total Project Cost (for 12 months starting January 1st 2011) $45662.44 

Price with no GRA time $39,769 

Price when only using facilities 50% of the time $38,209 
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programs.  These programs allow the researcher to quickly and more accurately 

identify themes from qualitative data (ex. transcribed focus group discussions) 

compared to manual researcher analyzed data.   Video recording equipment will be 

rented from UMD A/V services to digitally record all focus group sessions. 

Consultant Services:   

A single highly experienced focus group moderator will be hired to conduct 

all focus group sessions.  By utilizing an outside moderator, the potential for the 

introduction of researcher bias will be minimized.  BMD consulting will likely be 

used as the moderator due to their extensive training (Ph.D.-trained qualitative 

researcher) and experience with market research endeavors.   Following the 

completion of all focus group sessions all audio recordings will be transcribed to 

allow for accurate representation and analysis of study data.  Tybee Types will be 

used to complete the transcription process.  Transcription of focus group audio 

recordings takes 3-4 hours of transcription time for every one hour of focus group 

discussion.  

Recruitment Costs/Participant Incentivization:   

Participants that consent to research will receive a $30 gift card for 

participation.  Due to the anticipated length of each focus group (2-3 hours), a $30 

incentive was felt to be appropriate without inducing coercion to participate.  

Research Assistant:  

This research plan is expected to take 12 months to complete.  A 50% 

graduate research assistant support is required to complete the facilities planning, 

patient recruitment, transcription analysis and publication of study findings.  

Graduate research assistantship rates are determined by the University of 

Minnesota and do not include fringe benefits; however, due to the time of this 

research (summer semester) fringe benefits are not required. 
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Travel/Facility Expense:   

Each focus group session will be held at a conveniently located hotel 

conference center (or similar) that will allow for a private, intimate, and quite 

experience.  Each facility will comfortably seat 8-10 participants and allow 

participants to sit in a U-shaped arrangement.  During each focus group session light 

snacks and refreshments will be provide to participants.  The principal investigator 

(PI) will travel to each session to ensure proper room setup and to ensure the 

quality of the moderator and focus group discussion.  The PI will use Univ. of MN - 

College of Pharmacy vehicles to travel to the focus group locations.     

Materials, Supplies, Printing:   

Materials used during past marketing approaches will be replicated to help 

facilitate group discussions, which will require reprinting.  Additionally, materials 

and supplies will be required to help facilitate focus group participant recruitment.  

Lastly, at the completion of Phase I new educational materials will be developed 

based study findings and printing/development assistance will be required. 
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APPENDIX D: Theoretical Sampling and Participant Stratification Plan 
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APPENDIX E: Focus Group Room Layout 
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APPENDIX F – Targeted/Planned Enrollment Table 

  
Study 
Title: 

A Grounded-Theory Approach to Determining a Patient’s Decision to 
use Medication Therapy Management 

Total Planned Enrollment: 160 focus group participants (maximum) 
 

TARGETED/PLANNED ENROLLMENT: Number of Subjects 

Ethnic Category Sex/Gender 
Females Males Total 

Hispanic or Latino 3 3 6 (4%) 

Not Hispanic or Latino 77 77 154 (96%) 

Ethnic Category: Total of All Subjects * 80 80 160 (100%) 

Racial Categories  

American Indian/Alaska Native 2 2 4 (1%) 

Asian 3 3 6 (4%) 

Native Hawaiian or Other Pacific 
Islander  

0 0 0 (0.1%) 

Black or African American  4 4 8 (5%) 

White 71 71 142 (89%) 

Racial Categories: Total of All Subjects * 80 80 160 (100%) 

* The “Ethnic Category: Total of All Subjects” must be equal to the “Racial Categories: Total of All 
Subjects.” 

  

The planned participant enrollment table was compiled using 2008 US Census 
Bureau data regarding the state of Minnesota.  Females represented 50.2% of the 
population in the state of Minnesota; therefore, a 50%:50% gender distribution was 
utilized.  Racial categories were rounded to the nearest whole increment to ensure 
the fairest racial representation as delineated by census data.   

Source: US Census Bureau Statistics for the State of Minnesota accessed at 
http://quickfacts.census.gov/qfd/states/27000.html on 5/5/2010  

 

 

http://quickfacts.census.gov/qfd/states/27000.html
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APPENDIX G – List of Initial Research Questions 

Broad level questions: 
 
Patient Perceptions of Pharmacy 
Patient Perceptions of Pharmacists 
What is a patient’s perceived belief of pharmacists: training, knowledge, value to 
healthcare system 
A patient’s rating of their PCP’s: medication knowledge, desire/ability to listen to 
their needs,  
What has been your experience with employer sponsored health benefits?  
(Positive, negative, reluctant to use due to “big brother”,  
 
Male Question: Is this an issue of normative beliefs, in that you believe you are the 
only individual who is experiencing these issues/problems and that makes you self-
conscious about attending the visit? 
 
Specific Questions: 

 
1. I ask a pharmacist for advice when selecting OTC medications? 
2. I ask a pharmacist for advice when selecting/starting vitamins or 

supplementation? 
3. A pharmacist has counseled me every time I receive a new prescription 

medication. 
4. I have spoken with the pharmacist at my primary pharmacy regarding my 

medication regimen.  
5. I obtain my medications from one pharmacy location 90% of the time? 
6. When I think about a pharmacist the first thing that comes to mind is______? 
7. When I think about a pharmacy the first thing that comes to mind is _______? 
8. I would look to a pharmacist to answer ____________ type of question? 
9. I would rate the advice I have received from a pharmacist __________? (Scaled 

rating 1-7). 
10.   When you hear “Medication Therapy Management” what are the thoughts 

that come to mind?  Please describe what you think the service does?  When 
would you use an MTM benefit?  Is there a difference between MTM and 
Medication Therapy Management based on perception? 

11. When you receive advice from a pharmacist how trusting that the advice is 
correct? [Trust] 

12. What is the current scope of practice for pharmacists? 
13.  What level of training does RPh’s have? 
14.  What are the abilities of pharmacists? 
15.   Do you believe that pharmacists are able to properly coordinate care? 

[Requirement for PC HC providers (Gaumer) 
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16. If you physician we to refer to you pharmacist provide services would that 
substantially affect your intent to attend versus a health plan referral. 

17.  Do you current have an MTM benefit available to you from your employer?   
a. How much does it cost to use this service? 
b. Where can you access the benefit? 
c. Do you have to use sick leave to attend appointments? [Pg 442 lack of 

awareness about their own insurance coverage (Gaumer)] 
18.  Family practice physicians are specialists in ______, as chiropractors are 

specialists in _________, and pharmacists in your opinion are specialists in 
___________? 

19. What do you perceive to be the risks and benefits of seeing a pharmacist for 
an MTM checkup? 

20. How would you reconcile differences in recommendations made between the 
pharmacist and physician? 

21. Do you feel your physicians provide you with adequate amounts of 
information regarding your health conditions? (Stewart 2004) 

22. Do you wish you had a greater ability to discuss your treatment options with 
your physician? (Stewart D. 2004)  

23. Do you desire greater involvement in your healthcare process? 
24.  Men [Women] what is the information you wish your physician would 

address most? Healthcare team?  (Stewart 2004) 
25. Can you describe the future course of your conditions?  Where did you learn 

about this?  Do you wish you had more information? 

Trust: 

Do you trust an employer sponsored MTM benefit? (Swan 1985) 

1. Dependable and reliable 
2. Honest/Candid 
3. Competent 
4. Had a consumer orientation (put the customer’s interests ahead of his/her 

own 
5. Was likeable/a friend 

Domains to Study: 

1. Pharmacist-Patient Relationship Quality [Worley M, Schommer J. Pharmacist–patient 

relationships: factors influencing quality and commitment. J Soc Admin Pharm 1999; 16:157–73] 
2. Interpersonal Communication [same as above] 
3. Trust of Pharmacist 

Things that still need to be found: 

1. Current enrollment rate of commercial or Part D MTM benefit utilization. 
a. Factors previously identified that influenced the utilization of 

chiropractors: poorer physical health of the patient (chronic 
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conditions), older age, greater use of medical services, and greater 
reported difficulty in getting MD appointments.  (Cleary. Chiropractic 
use: a test of several hypotheses. Am J of Public Health 1982; 328: 
246-52 

Awareness:   

1. Have you heard of medication therapy management?   
2. When did you first learn about medication therapy management? 

Knowledge: 

1. Do you know what medication therapy management could do for you? 
2. Do you know how medication therapy management could benefit you? 

Liking: 

1. What is your overall opinion of pharmacists? 
2. What is your overall opinion of the health care system? 
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APPENDIX H: DECISION Study Verbal Consent Form 

University of Minnesota, College of Pharmacy 

Verbal Consent Form 

Hello, my name is Tim Cernohous and I am a graduate student at the U of M 
conducting a research study on healthcare decision-making.  I am contacting 
[“speaking with you” if the participant calls the recruitment phone number] 
regarding your expressed interest in participating in this research study.  The 
purpose of this survey is to determine if you are eligible to participate in the study. 

The entire phone call and pre-study screening will take approximately 5 minutes of 
your time.  Your participation is voluntary, and you may answer only those 
questions you want to answer.  You may stop at any time during the course of the 
survey with no penalty.  There is no incentive to participate in this survey; however, 
if you qualify there is an incentive for participating in larger research project. 

Would you like to participate in the pre-study screening?  Your answers will be kept 
anonymous, confidential, and there is little or no risk or benefit to you in answering 
these questions.   

A. Screening question if the person says “Yes” to the participation, ask 
him/her:   

1. “May I ask you question to see if you are eligible to participate?” 
a. If “Yes,” ask question number two.  
b. If the answer is “No,” say “Thank you for your time. Goodbye.” 

2. “Are you able to make your own legal healthcare decisions?” 
a. If “Yes,” ask question number three.  
b. If the answer is “No,” say “Thank you for your time. Goodbye.” 

3. “Do you take four or more medications on a daily basis?” 
a. If “Yes,” ask: “How many medications do you take on a daily basis?  

Answer: _________ Proceed to question number four.  
b. If the answer is “No,” say “Thank you for your time. Goodbye.” 

4. “Have you ever participated with the Medication Therapy Management 
benefit offered by your employer?” 

a. If “Yes,” check box and ask question number five.  

☐ MTM-Experienced 

b. If “No,” check box and ask question number five.   

☐ Naïve Patient 
5. “Do you receive healthcare benefits from General Mills or UPlan 

(University of Minnesota)?” 

a. ☐ General Mills      or      ☐ UPlan 
6. “Are you male or female?” 

a. ☐ Male        or      ☐ Female 
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 If subjects are not eligible, tell them why and thank them for their time. 

If the participant is eligible for the study please communicate to the patient the date 
and time of their assigned focus group session based of stratification flow chart.  If 
the session is already full please thank them for their time and participation.   

If the participant is successfully scheduled in a focus group session ask them: 
 
“What is your prefer way to be sent a reminder about this study?” 
 
Participant Name: __________________________________________________________________________ 

Time and Date of assigned session: _______________________________________________________ 

☐ Email: If “Yes,” record email address ___________________________________________________ 

☐ Text: If “Yes,” record phone number  ___________________________________________________ 

☐ Phone call: If “Yes,” record phone number  ____________________________________________ 

☐ Postcard Reminder: If “Yes,” record address 

Addressee Name: ____________________________________________________________________ 

Street: ________________________________________________________________________________ 

City/State/Zip________________________________________________________________________ 

Gift Card Selection:    ☐ Target ☐ Best Buy   ☐ Gander Mountain 

Contacts and Questions: 

The researchers conducting this study are: Randall Seifert and Tim Cernohous. You 
may ask any questions you have now. If you have questions later, you are 
encouraged to contact them at 230 Life Science, 1110 Kirby Drive, Duluth MN 
55812, 218-726-6032, rseifert@umn.edu.  

If you have any questions or concerns regarding this study and would like to talk to 
someone other than the researcher(s), you are encouraged to contact the Research 
Subjects’ Advocate Line, D528 Mayo, 420 Delaware St. Southeast, Minneapolis, 
Minnesota 55455; (612) 625-1650. 

Patient Agreed to Participation  –  Yes  _____ No _____  

  

Researcher Signature:  _________________________________________________ Date: __________ 
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APPENDIX I: DECISION Study Written Consent Form 

CONSENT FORM 
 

A GrounDed ThEory ApproaCh to DetermIning a Patient’S  

DecisION to use Medication Therapy Management Services (DECISION Study) 

You are invited to be in a research study that aims to determine how patients decide 
to attend an initial pharmacist-delivered Medication Therapy Management (MTM) 
appointment. You were selected as a possible participant because of your health 
insurance beneficiary status with General Mills or UPlan and your responses to a 
pre-study screening.  We ask that you read this form and ask any questions you may 
have before agreeing to be in the study. 

This study is being conducted by: Tim Cernohous Pharm.D. and Randall Seifert 
Pharm.D., University of Minnesota - College of Pharmacy Duluth, Department of 
Pharmacy Practice and Pharmaceutical Sciences (PPPS). 

Background Information 

The primary purpose of this study is to generate a theory that explains a patient’s 
decision-making process related to initially attending a pharmacist-delivered MTM 
appointment.  Additionally, based on the findings of this proposed research project a 
series of recommendations will be made to help facilitate increased patient 
recruitment into MTM programs.  

Procedures: 

If you agree to be in this study, we will ask that you participate in a 90-minute long 
focus group session with 6-12 of your peers.  The focus group sessions will be 
moderated by a professional moderator who will ask a variety of questions 
regarding your opinion of: Medication Therapy Management (MTM), your primary-
care-provider (i.e. your physician), pharmacy, employer-sponsored health insurance 
and new health care programs.   

All conversations during the focus group sessions will be audio and video recorded, 
which will later be transcribed to text.  You are only being asked to participate in 
one focus group session unless you indicate that you would be willing to participate 
in a follow-up focus group session.  You have been assigned to one of eight unique 
focus group sessions based on the answers you provided during the study-screening 
interview.   

Risks and Benefits of being in the Study 

The study has several risks: First, although all discussions obtained as a result of 
this research are confidential and no participant identifiers will be kept, re-
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disclosure of communications by a focus group participant is possible. Although 
each focus group participant will be asked to sign a non-disclosure statement 
related to discussions held during the focus group sessions, it is not possible to 
guarantee that every person will honor the non-disclosure agreement.  The non-
disclosure statement must be signed prior to the start of each focus group session.  
A second risk of this project is that researcher will pose questions to participants 
regarding their thoughts and opinions on health-related decisions and behaviors.  It 
is possible these discussions could generate powerful emotions for participants of 
which the consequences of these emotions are unknown.   

There is no direct benefit for participating in this study. 

Compensation: 

By participating in this research project participants will receive a free meal for each 
90-minute focus group session in which they participated in.   Any participant who 
withdraws early from a focus group session will still receive the meal for their 
participation in the study.  All parking costs (if applicable) will be covered by the 
study. 

Confidentiality: 

The records of this study will be kept private. In any sort of report we might publish, 
we will not include any information that will make it possible to identify a subject. 
Research records will be stored securely and only researchers will have access to 
the records. All audio and video recordings will reside on the Principal 
Investigator’s secured University computer of which only the Principal Investigator 
has access.  To facilitate the transcribing of focus group discussion the audio and 
video files will be shared with a transcriptionist.  De-identified study transcripts will 
be shared with study personnel to complete the data-coding phase of the project.  

Voluntary Nature of the Study: 

Participation in this study is voluntary. Your decision whether or not to participate 
will not affect your current or future relations with the University of Minnesota, 
UPlan, or General Mills. If you decide to participate, you are free to not answer any 
question or withdraw at any time without affecting those relationships.  

Contacts and Questions: 

The researchers conducting this study are: Tim Cernohous and Randall Seifert. You 
may ask any questions you have now. If you have questions later, you are 
encouraged to contact them at 230 Life Science, 1110 Kirby Drive, Duluth MN 
55812, 218-726-6032, cern0037@d.umn.edu.  

If you have any questions or concerns regarding this study and would like to talk to 
someone other than the researcher(s), you are encouraged to contact the Research 
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Subjects’ Advocate Line, D528 Mayo, 420 Delaware St. Southeast, Minneapolis, 
Minnesota 55455; (612) 625-1650. 

You will be given a copy of this information to keep for your records. 

Statement of Consent: 

 

I have read the above information concerning the DECISION study. I have asked 
questions and have received answers. I consent to participate in the study. 

 

Signature: __________________________________________________________Date: ________ 

Signature of Investigator: ______________________________________________Date: ________ 

Participation in Future Focus Group Sessions (optional):  

It is possible that we may need to conduct a follow-up session to clarify some group 
responses.  If you are interested in potentially participating in future focus group 
session please consider providing your preferred contact information below.  In the 
event additional sessions are required study researchers will contact you.  Any 
individuals that participate in a follow-up focus group sessions will again receive a 
free meal.  If you DO NOT wish to be contacted about future focus group session 
please indicate your decision accordingly too.  

Researchers may contact me about participating in additional DECISION focus group 
sessions (please circle your response). 

    Yes    No  

Please indicate your preferred route of contact and preferred contact 
information below. 

☐ Email: 
________________________________________________________________________________________ 

☐ Text message: 
_______________________________________________________________________________ 

☐ Phone call: 
___________________________________________________________________________________ 

Please indicate your preferred contact time (e.g. 8 PM): _______________________ 
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APPENDIX J: DECISION Study Recruitment Letter - Sample  

UNIVERSITY OF MINNESOTA 

——————————————————————————————————————— 
College of Pharmacy, Duluth  

           

         Phone: 218-726-6013 

Fax: 218-726-6751 

Dear <General Mills Beneficiary>, 

 

We would like to invite you to participate in a focus group discussion regarding the Medication Therapy 

Management (MTM) benefit that General Mills covers for its beneficiaries.  The MTM benefit has been 

offered to General Mills members since 2009.  In an effort to develop the most effective benefits for 

General Mills beneficiaries we would like to hear your feedback about the Medication Therapy 

Management benefit and service.   

The University of Minnesota College of Pharmacy is conducting a series of focus groups with individuals 

who qualify for this benefit.  The University wants to hear both from individuals who have and who have 

not used the service.   

Your help is being sought to complete the necessary focus group sessions!  We are asking for 

volunteers to participate in one focus group session.  The focus group session will last approximately 90 

minutes and participants will be offered a $50 gift certificate (from among a choice of several merchants) 

and free lunch or dinner for participating in the session.  

Your participation is voluntary and your responses will be kept private. Please note that only research staff 

at the University of Minnesota will read the transcripts from the focus group sessions and no direct 

participant identifiers will be collected or retained.  In preparing this mailing, only research staff at 

University of Minnesota College of Pharmacy have seen your name and mailing address.  The University 

of Minnesota Institutional Review Board has authorized the conduct of this study. 

No individual participants will be identified in any report, however the aggregate results will be reported in 

a national health journal.  It will not be possible for you to be identified from your individual responses. 

The findings will help us better understand how Medication Therapy Management benefits should be 

designed for consumers.  

If you are interested in participating in a focus group session and/or hearing about the specific times of each 

session please contact Dr. Tim Cernohous (research staff) at 218-726-6005 or email him at 

cern0037@umn.edu. 

Thank you very much for your time and help.  Your cooperation is valued and greatly appreciated.  If 

you have any questions or comments about the study, please contact Dr. Randall Seifert at 218-726-6032 or 

at rseifert@umn.edu.  If you have any questions or concerns regarding this study and would like to talk to 

someone other than the researcher, you also may contact the Research Subjects’ Advocate Line, D528 

Mayo, 420 Delaware Street, SE, Minneapolis, MN  55455; 612-624-1650.  More information about 

General Mills’ MTM benefit can be found at <http://www.insertgeneralmillsMTMinfohere>.  

Sincerely, 

 

 

Randall Seifert Pharm.D. Tim Cernohous Pharm.D. 

University of Minnesota University of Minnesota 

 

mailto:cern0037@umn.edu
mailto:rseifert@umn.edu
http://www.insertgeneralmillsmtminfohere/
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APPENDIX K: DECISION Study Reminder Postcard - Sample  

 

 

 

 

 

 

 

 

 

 

 

 

 

DECISION Study Focus Group Reminder 
 

This postcard serves as your reminder for the DECISION Study 

focus group session scheduled for the following date and time:
   

               

The focus group session will be held in the Board Room at the 

University Hotel Minneapolis (615 Washington Ave SE  Minneapolis, 

MN 55414). 

Note:  If you will be traveling to the focus group session from offsite, valet 

parking is available to you for free at the University Hotel Minneapolis.  Please 

tell the attendant you are there for the “MTM Focus Group.”  If you have any 

questions prior to the session please contact Tim Cernohous at 218-726-6005 or 

via email at cern0037@d.umn.edu. 
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APPENDIX L: Semi-Structured Moderator’s Guide 

DISCUSSION GUIDE 
FOR 

MEDICATION THERAPY MANAGEMENT 
FOCUS GROUPS 

 
INTRODUCTION: 20 Minutes 
 
MODERATOR INTRODUCTION: 
 
My name is Wayne Ramaker with CJ Olson Market Research, Inc. in 
Minneapolis, MN.  I am a full time market research professional and Moderator. I 
am not affiliated with the company that is sponsoring this study, and our time 
together today will be for research purposes only. What we talk about today may 
be used in scientific publications, however your identity will not be revealed.  We 
will spend approximately 1.5 hours together today and we will finish on time. 
 
PURPOSE: 
 
Our topic today is a discussion about managing your medications. 
 
ACKNOWLEDGEMENT: 
 
I want to thank all of you for taking time out of your busy schedules to attend, 
your opinions are very important to our discussion. 
 
DISCLOSURE: 
 
The session today will be audio and video taped, you will notice we have 
microphones and a video recorder in the room. There are several observers as 
well who are very interested in what you have to say. We record these sessions 
to produce a record of our conversation so that an accurate report can be written. 
Please do not ask me for the name of the company who is sponsoring the 
research and please do not offer any suggestions as to who you might think it is. 
 
PERMISSIONS: 
 
You may excuse yourself to go the restroom, or to get more food or beverages. 
I ask that only one person be up and around at a time. 
 
GUIDELINES: 
 
I am not an “expert” in the topic we will discuss. 
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Please speak as loudly as I do. 
Please speak one at a time. 
Avoid side conversations with your neighbors. 
I need to hear from everyone, however you do not all have to answer every 
question. 
I would like to see “equal air time” among the group. 
There are no wrong answers. 
Please say what you believe, even if others disagree. 
If I cut you off, please understand it is not intentional and not because your 
opinion isn’t important. I may have to move us into another topic or I may need to 
hear from another respondent. 
 
SELF INTROS: 
 
We’ll begin with introductions. Please tell the group: 

1.) Your name 
2.) Occupation, position and/or any family information you’d care to share 
3.) The best thing you have done for your health in the last 3 years. 

 
PERCEPTION OF PHARMACIST: 15 minutes 
 
DISCUSSION: 
 
When you think of a pharmacist, what comes to mind? 
 
What are the things you would go to a pharmacist for? 
 
By a show of hands, how many of you would say you have a “relationship” with 
or use a specific pharmacist? 
 
For those who raised your hands, how, when and why did this relationship come 
to be? 
 
Describe to me your perceptions of “pharmacy”; what does this term mean to 
you? 
 
How would you define retail pharmacy? 
 
What interactions do you believe occur between your doctor and your pharmacist 
or 
pharmacy? Written? Verbal? 

 
MEDICATION THERAPY MANAGMENT: 20 minutes 
 
How did you first learn of Medication Therapy Management or “MTM” (“My Meds 
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Management”)? 
 
Were the materials effective in describing MTM? 
 
What do you think of the concept in general terms? 
 
What are the benefits in your opinion of participating in a MTM program? 
 
What are the risks or downsides? 
 
Based on what you know about MTM, who benefits the most from the program? 
 
What materials and information have you received regarding MTM? 
 
EXPERIENCED: 
 
Why did you decide to enroll in MTM? 
 
In what ways were you influenced by friends, peers or family? 
 
How do you feel the MTM session(s) have impacted you, your family and your 
health? 
 
What do you think of the term MTM? How about MyMedsManagment? 
 
Why do you think your employer is offering this benefit to you? 
 
Who provides MTM? 
 
NAÏVE 
 
What do you believe occurs during an MTM session? What is happening, what 
 
Is the pharmacist doing? Who provides MTM? 
 
Under what circumstances would you consider enrolling in an MTM program? 
 
How do you feel about meeting with a pharmacist to discuss your medications? 
 
If a friend or peer recommended that you participate in MTM, would that 
influence your decision to attend? 
 
How do friends or family influence your health decision? 
 
Why do you think your employer is offering this benefit to you? 
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What do you think of the term MTM? How about MyMedsManagment? 

 
PERCEPTION OF HEALTH: 10 minutes 
 
By a show of hands, how many of you have a specific doctor(s) that you see? 
 

What are your views about annual medical check-ups? 
 
Is there a difference in your decision to see the doctor if your condition is chronic 
(ongoing) vs. acute (short-term)? 
 
Outside of check-ups, what are the factors which would cause you to make an 
appointment with your doctor? 
 
How would you feel about an annual medication check-up? 

 
MEDICATIONS: 10 minutes 
 
How do you form your opinions about prescription medications? 
 
What about over the counter drugs and vitamins? 
 
Does your opinion of prescription medications impact your desire to talk with a 
pharmacist about their impact on your health and well being? 

 
BREAK: 5 minutes 
 
Check in with observer – gather follow-up questions. 

 
FINAL QUESTIONS/WRAP-UP/CLOSING: 5 minutes 
 
Ask all follow-up questions. 
 
Is there anything you would like the parties who are sponsoring this research to 
know? 
 

Complete a brief questionnaire 
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APPENDIX M: DECISION Study Exit Survey 
Participant 5M 

UNIVERSITY OF MINNESOTA  
Section 1 

 

Directions: Please answer the questions below as honestly and completely as possible.  Please place an X in 
the box that most closely matches your reactions to the statements.   

 

Statement 
Strongly 

Agree 
Agree Neutral Disagree 

Strongly 
Disagree 

I could describe what MTM is to my friends 
and/or family 

          

I would be substantially more likely to 
attend an MTM session if referred by my 
physician rather than by my employer 

          

I trust that my employer has my best 
interests at heart when they make health 
benefit decisions 

          

 

1-1  If you were offered the option of an $8 copay reduction on all your prescription medications for 
6 months OR a one-time cash incentive for attending just an initial MTM appointment, what amount of 
money would make you prefer the cash option instead of the copay reduction? $    

1-2   What is the minimum incentive you would require to attend an initial MTM appointment (up to 
a 60 minute visit) at your primary care clinic? (Please place an X on the line that matches your reaction) 

 

 

 

1-3  
What is the minimum incentive you would require to attend an initial MTM appointment (up to a 60 
minute visit) at your place of work? (Please place an X on the line that matches your reaction) 

 

 

 

1-4  To what extent would you prefer attending an MTM appointment at your primary care clinic 
versus your place of work? (Please place an X on the line that matches your reaction) 

 

 

 

Section 2 

2-1  As defined by your prescription drug plan, how much are your copay(s) on prescription 
medications?  $          

2-2  What is your gender?   Male            Female 

  $0 $10 $20 $30 $40 $50 $60 $70 $80 $90 $100 

  $5 $15 $25 $35 $45 $55 $65 $75 $85 $95 

Primary Care 
Clinic 

Indifferent 

Place of Work 

  $0 $10 $20 $30 $40 $50 $60 $70 $80 $90 $100 

  $5 $15 $25 $35 $45 $55 $65 $75 $85 $95 
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2-3  What age category do you fall in?   

Less than 20          20-29  30-39  40-49  50-59  > 60   

2-4  How many different medical conditions do you have?    

2-5  How many different medications (e.g. prescription, OTC, vitamins) do you take on a daily basis?  
   

2-6  How many different medications (e.g. prescription, OTC, vitamins) do you take on a daily basis 
plus medications you use only occasionally (e.g. one daily blood pressure medication and Tylenol as need 
for headaches equals a total of two)?    

2-7  How many individual pills, inhalers, or patches do you take/use on a daily basis (i.e. daily doses)? 
  

2-8  How many different healthcare providers (e.g. family physician, physician’s assistant (PA), 
cardiologist, etc.) did you see last year?    

2-9  What is your ethnicity? (Please circle most appropriate box) 

White  Black  Latino/a Asian  Other  N/A 

Section 3 

3-1 Which would be your preferred form of incentive for attending an MTM appointment?  
(Please place an X on the line that matches your reaction) 

 

 

 

3-2 Which would be your preferred form of incentive for attending an MTM appointment?  
(Please place an X on the line that matches your reaction) 

 

 

 

 

3-3  Which would be your preferred form of incentive for attending an MTM appointment? 
(Please place an X on the line that matches your reaction) 
 
 

 

 

 

 

Indifferent 

$8 Copay Reduction on all 
Prescription Medications 

for 6 Months 

 

 

 

Indifferent 

 

 

Indifferent 

$100 Gift 
Certificate 

$100 Gift 
Certificate 

 

$100 Added to 
your Paycheck 

 

$8 Copay Reduction on all 
Prescription Medications 

for 6 Months 

$100 Added to 
your Paycheck 
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3-4 Assume your employer offered an incentive to participate in the MTM program.  You have the 
option of taking $100 as a lump sum at your first appointment or a higher amount after attending 3 
MTM appointments.  How much would this latter payment have to be for you to prefer it over the $100 
at the first appointment?      $   

3-5 Assume your employer offered an incentive to participate in the MTM program.  You have the 
option of an $8 copay reduction on all your medications for six months or a lump sum cash incentive 
after attending 3 MTM appointments.  How much would this lump sum have to be for your to prefer it 
over the copay reduction option?   $   

3-6  How would you rate your current health status? (Please check most appropriate box) 

Excellent Very Good   Good            Fair   Poor 

3-7  How much do you estimate you have spent on medication copays in the last 6 months? $  
 

Thank you for taking the time to complete this survey! 
 


