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M edicare Part D plans have been required to of-
fer medication therapy management (MTM) 
programs to eligible enrollees since 2006.1 CMS 

has expanded the scope of MTM services since then, fur-
ther acknowledging the benefits of avoiding drug-related 
problems, optimizing medication outcomes, and decreasing 
healthcare costs.2 Currently, the comprehensive medica-
tion review (CMR) serves as a fundamental component of 
that expansion, as Part D plans must offer an annual CMR 
to all eligible MTM program enrollees.3 An annual CMR 
must involve an interactive review and consultation that 
cover all of a beneficiary’s medications obtained through 
contact with a pharmacist or other qualified provider.3,4 

Despite this requirement, the participation in CMRs has 
been lower than anticipated. The national median CMR 
completion rate among MTM eligibles was only 10.9% based 
on the 2014 display measure report, using the 2012 perfor-
mance data submitted by Part D plans.5 CMS has attempted 
to improve the situation by imposing additional require-
ments, including the use of a 3-component standardized 
format—a CMR cover letter, a medication action plan, and 
a personal medication list—for a written summary of CMR 
results, setting the CMR completion rate as a display quality 
measure for plans, and possibly applying the CMR comple-
tion rate to Star ratings for drug plans in 2016.4,6-9 Still, the 
policy changes alone have had limited effect on engaging Part 
D beneficiaries to use CMRs, because they regulate the activ-
ity of plan sponsors but not the behavior of beneficiaries. 

One barrier to CMR participation revealed in previ-
ous studies is that the majority of eligible Medicare Part D 
beneficiaries are unaware of or do not understand MTM 
services. These factors result in relatively low expecta-
tions of personal benefit from such services, including 
CMRs, and underscore the importance of finding effective 
ways to encourage beneficiaries to participate in MTM 
services.10-15 Recently, in exploring Australian patients’ 
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ABSTRACT

Objectives: To assess the impact of a patient engagement inter-
vention utilizing the Medication User Self-Evaluation (MUSE) 
tool on the completion percentage of comprehensive medication 
reviews (CMRs) among Medicare Part D beneficiaries.

Study Design: A case-control study.

Methods: Beneficiaries from 2 Medicare Part D plans were ran-
domly assigned to 3 study arms (1 control arm plus 2 interven-
tion arms for 2011 and 2012, respectively). Each beneficiary who 
participated in the MUSE intervention met 3 inclusion criteria and 
was matched with a single control group beneficiary based on: 
gender; age (within 5-year interval); plan type (ie, Medicare Pre-
scription Drug Plan, Medicare Advantage Prescription Drug Plan); 
number of unique prescriptions; pharmacy medication therapy 
management (MTM) training status; and time period (2011, 2012). 
The outcome of interest was whether or not the beneficiary 
received a CMR in the 6 months following the index date. Gener-
alized estimating equation (GEE) models were used to compare 
CMR percentages over time and between MUSE intervention 
groups. This study used MTM service claims data.

Results: The final sample of 1015 beneficiaries received MUSE in-
tervention, of which 1007 were successfully matched to a control 
beneficiary. The estimated odds of having a CMR among those 
who received the MUSE intervention were 2 times that of their 
counterparts (P = .0048) across both study years. 

Conclusions: Given the strong evidence found for a positive 
association between participation in a CMR and the MUSE 
intervention, Part D plans could use the MUSE to engage targeted 
beneficiaries in using pharmacist-provided MTM services.
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utilization of Home Medicines Review 
(HMR)—a pharmacist-provided service 
available in Australia for patients’ medi-
cation assessment—Carter et al16-18 found 
that increased patient expectations of 
receiving useful medication information 
can motivate eligible patients to use that 
service. Although many of the details 
of HMR differ from CMR, the two are 
similar in that a pharmacist conducts a 
comprehensive interview with the pa-
tient about their medications. The findings of Carter 
et al are informative to us: it is likely that highlighting 
the CMR as a valuable medication information source 
would stimulate Medicare beneficiaries’ engagement 
in MTM services. Also, the literature has shown that 
patients generally seek more health information than 
what they receive19-21; specifically, they would like infor-
mation that is tailored to them during their physician 
visits,21 which could translate to getting medication in-
formation in a CMR during a pharmacy visit.22,23 These 
findings suggest the importance of exposing Part D 
beneficiaries to personalized information regarding eli-
gibility and potential benefits from the CMR. Offering 
such personalized advice may require direct input from 
Part D beneficiaries, such as health information and be-
haviors. It is insufficient to rely solely on prescription 
claims, as Medicare Part D plans often do. 

Motivated by these findings, a patient engagement in-
tervention was implemented as part of an MTM quality 
improvement project. The intervention utilized the Medi-
cation User Self-Evaluation (MUSE) tool (Figure), which 
was validated to be useful in targeting MTM services 
among Medicare Part D beneficiaries by estimating their 
likelihood of benefiting from the services.24 The MUSE 
incorporates 7 items as a self-reported questionnaire: it 
asks about the number of medical conditions; whether 
the patient has forgotten to take medications; if cost-relat-
ed issues exist regarding prescriptions; if there have been 
hospitalizations in the past 6 months; and the number of 
prescribed medications, physicians, and pharmacies uti-
lized. Part D beneficiaries’ responses were used to provide 
their own likelihood of benefiting from a CMR. It was ex-
pected that calling Medicare beneficiaries to complete the 
MUSE would stimulate them to seek a CMR if they were 
given feedback to expect a benefit from a CMR.

Objective
The objective of this study was to assess the impact of 

the MUSE intervention on the completion percentages of 

CMRs among a cohort of Medicare Part D beneficiaries.

METHODS
Study Design & Setting

OutcomesMTM, an MTM program administrator, 
provided a sampling frame of eligible Medicare ben-
eficiaries and staff for the implementation of the MUSE 
intervention. OutcomesMTM has extensive experience 
in MTM program administration, having administered 
pharmacist-delivered clinical intervention programs for 
more than 10 years, covering more than 5 million patients. 
The pharmacists in OutcomesMTM’s network have been 
trained to deliver MTM services, identify potential drug 
therapy problems, and take steps to resolve such issues 
using a secure Web-based documentation and billing 
platform. The participant pharmacies and beneficiaries 
in this study were from 2 of OutcomesMTM’s Medicare 
Part D clients: a Medicare Prescription Drug Plan (PDP; 
ie, Plan A) and a Medicare Advantage Prescription Drug 
plan (MA-PD; ie, Plan B). The eligibility criteria for both 
plans were consistent over the study period.

The study design was a case-control study implement-
ed in 2011 and 2012. The MUSE intervention cases were 
2 targeted subsets—1 in 2011 and 1 in 2012—randomly 
selected to be offered the MUSE intervention, while con-
trols were matched from a control arm. Both cases and 
controls received the usual MTM services through Out-
comesMTM’s program, but only the intervention group 
was offered the MUSE. Two time periods allowed separa-
tion of temporal effects from study intervention effects. 

Within the larger sampling frame of beneficiaries, only 
those who met 3 inclusion criteria were selected randomly 
to receive the MUSE intervention; criteria included being 
65 years or older, having received at least 12 prescription 
fills of any medication during a 6-month pre-intervention 
period (April 1 to September 30 in 2010 or 2011), and hav-
ing been continuously enrolled during the time frame of 
interest (2 prescription fills at least 150 days apart).25 This 

Take-Away Points
Among Medicare Part D beneficiaries, the low uptake of comprehensive medica-
tion reviews (CMRs) remains a concern. To our knowledge, there has been limited 
effective stimulation of beneficiaries to seek CMRs. This study assessed the impact 
of a Medication User Self-Evaluation (MUSE) intervention tool designed to engage 
beneficiaries’ use of CMRs.

n    The MUSE tool was found to be associated with a higher completion rate of 
CMRs, providing significant empirical evidence of the importance of enhancing 
awareness and applying personalized information. 

n    It is feasible that the MUSE tool can be used by Part D plans and other stakehold-
ers to help engage targeted beneficiaries to use such pharmaceutical services.
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ensured that beneficiaries were eligible for a CMR under 
Medicare Part D, were continuously enrolled through the 
monitoring window, and were taking several medications 
for chronic conditions. The final targeted sample sizes for 
the MUSE intervention were 2843 beneficiaries in 2011 
and 3247 in 2012. The study was approved by the Univer-
sity of Iowa Institutional Review Board.

Intervention
The patient engagement intervention (ie, MUSE inter-

vention) was designed to stimulate participation in CMRs 
among Medicare Part D beneficiaries. Beneficiaries in the 
intervention arms received a letter from OutcomesMTM 
describing MTM services, and notification of a patient 
engagement telephone call. Operationally, the contact 
process was done on a rolling weekly basis to notify ben-
eficiaries of the phone call that they would receive within 
the upcoming week. The beneficiaries in the control arm 
were not contacted by study personnel during the study 
period. The week after the mailing, outreach personnel at 
OutcomesMTM called beneficiaries, primarily during the 
day. If a contacted beneficiary agreed to participate, the 
outreach staff member and beneficiary worked through 
the MUSE tool together during the phone call. 

The call script was programmed into a Microsoft 
Access database, which also collected the beneficiary’s 
responses during the call. Access was programmed to im-
mediately predict the likelihood of benefit from receiving 
a CMR (ie, low, moderate, and high), using beneficiary re-
sponses and a validated prediction equation.24 The benefi-
ciary was told their predicted category and given specific 
information on getting a CMR, though CMR appoint-
ments were not made during the call. It was the benefi-
ciary’s choice to decide whether or not to take the next 

step to schedule a CMR on their own with 
their local pharmacist.

Matching Process
Using de-identified claims data, each 

beneficiary who participated in the MUSE 
intervention was matched to a single con-
trol beneficiary from the same time period 
(2011 or 2012) from the control group who 
did not receive the outreach phone call 
with the MUSE tool. Using information 
on prescription fills and demographics 
from OutcomesMTM, an exact match was 
required for plan, number of unique pre-
scriptions, pharmacy training status, and 
gender, while age was matched to within 5 

years. This process used a greedy algorithm and was con-
ducted for each time period. When multiple matches were 
found, 1 was randomly selected and the remaining ones 
were returned to the candidate pool.

Only pharmacies in OutcomesMTM’s pool that are 
designated as “trained and contracted” are able to bill 
for CMRs; thus, MTM training is an important factor 
on which to be matched when evaluating the effect of the 
MUSE on CMRs. A beneficiary was considered associ-
ated with a trained and contracted pharmacy if they had 
obtained at least 1 prescription in the year of interest from 
such a pharmacy. 

Outcome
The study outcome was whether or not the beneficiary 

received a CMR in the 6 months following the index date. 
For the intervention arms, the index date was the date of 
the telephone contact in the MUSE intervention. Matched 
beneficiaries from the control arm were given the same in-
dex date so that the pair would be monitored for a CMR in 
the same 6-month period. The chosen observation window 
was assumed to give potential beneficiaries sufficient time 
to complete a CMR if they wanted to do so, but not so long 
as to become unrelated to the MUSE intervention. The 
intervention year was incorporated to allow assessment of 
change in environment over time. CMRs performed out-
side the 6-month window were not counted. 

Data Analysis
Generalized estimating equations were used to model 

CMR percentage over time and between those who did 
and did not receive the MUSE intervention, incorporat-
ing correlation due to the matching. The MUSE inter-
vention indicator was 1 if the beneficiary received the 

n  Figure. The 7-item Medication User Self-Evaluation Tool24 

1. How many prescription medications do you take regularly? (Fill in re-
ported number)

2. During the past month, have you forgotten to take your medication(s) for 
any reason? (Yes/No)

3. In the past year, have you not filled a new prescription or stopped taking 
a prescription medication because of the cost? (Yes/No)

4. In a typical month, from how many pharmacies do you get prescriptions, 
including mail order? (Fill in reported number)

5. Have you been admitted into a hospital in the past 6 months? (Yes/No)

6. How many physicians have prescribed medications for you in the past 
year? (Fill in reported number)

7. Please tell me the number of medical conditions for which you are 
receiving treatment. (Fill in reported number)
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intervention, and 0 if they did not. Year was also treat-
ed as a binary variable, set to 1 for 2012 and 0 for 2011. 
Two-way interactions were explored. The logit link and 
binomial distribution for the outcome were assumed. All 
statistical analyses were performed in SAS version 9.3 
(SAS Institute, Cary, North Carolina).

RESULTS
In 2011, 348 MUSE records were received by the study 

analytic team from OutcomesMTM. This reflected a 
12.2% acceptance rate of MUSE intervention (ie, respond-
ing to the MUSE questionnaire) among the initial sample 
(n = 2843). In 2012, 667 MUSE records were received, rep-
resenting a 20.5% acceptance rate among the sample (n = 
3247). Reasons for the low acceptance rate reflected sev-
eral issues. According to records of those making MUSE 
phone calls, nearly half of the study sample could not be 
reached (eg, their registered telephone number was no 
longer correct or they were not home to answer the call). 
Voicemail messages were left for those who had answer-
ing machines, and if the beneficiary did not respond by 
returning the call after 2 messages were left, they were 
deemed to have opted out of the study. Some individuals 
who answered the phone simply chose not to participate 
and opted out at that time. 

Excluding those who opted out or could not be reached, 

the final sample size of those who participated in the 
MUSE intervention was 1015, of whom 1007 were success-
fully matched to a control beneficiary (Table 1). Relaxation 
of the matching criteria was only moderately successful in 
matching the other 8, so they were eliminated from the 
analyses. There were 343 and 664 matched beneficiaries in 
the 2011 and 2012 groups, respectively. Of those, 4.77% (n 
= 48) of the intervention group and 2.38% (n = 24) of the 
control group had a CMR in either 2011 or 2012.

Using the quasi-information criterion for model selec-
tion,26 the interaction of intervention/control with year was 
dropped. Thus, in the final model, the likelihood of having 
a CMR was modeled as a function of receiving a MUSE in-
tervention and the intervention year, with no interaction. 
This implied that the interaction term was not needed, as the 
effect of time did not differ across the 2 groups. 

Based on this model, the estimated odds of having a 
CMR among those who received the MUSE intervention 
were double that of their corresponding control beneficia-
ries (P = .0048), across both study years (Tables 2 and 3). In 
2011, 2.33% of the MUSE intervention participants had a 
CMR in the 6-month observation period, whereas 0.58% 
of the control group beneficiaries had one, resulting in an 
observed odds ratio of 4.09. In 2012, 6.02% of the benefi-
ciaries in the MUSE intervention had a CMR, whereas 
3.31% of the control group did so, resulting in an observed 
odds ratio of 1.87. Since the yearly odds were not signifi-

n Table 1. Description of Matched Intervention and Control Groups

Intervention (n1 = 1007) Control (n2 = 1007)

Agea

        Mean (SD) 78.34 (6.93) 80.20 (6.75)

        Range 65.72-99.97 66.05-100.87

Gender, n (%)

        Male 306 (30.39) 306 (30.39)

        Female 701(69.61) 701 (69.61)

Claim Group, n (%)

        Plan A (PDP) 665 (66.04) 665 (66.04)

        Plan B (MA-PD) 342 (33.96) 342 (33.96)

Number of Rxb

        Mean (SD) 9.17 (4.34) 9.17 (4.34)

        Range 2-32 2-32

MUSE intervention year, n (%)

        2011 343 (34.06) 343 (34.06)

        2012 664 (65.94) 664 (65.94)

MA-PD indicates Medicare Advantage Prescription Drug Plan; MUSE, medication user self-evaluation; PDP, Medicare Prescription Drug Plan.
aAge is calculated as of January 1, 2011.
bNumber of Rx is the number of unique prescriptions in the 6-month period.



e376	 n  www.ajmc.com  n	 JUNE 2015

MANAGERIAL

cantly different, the modeled pooled estimate of the odds 
ratio of the MUSE intervention over control was 2.06. 

A large increase in the odds of having a CMR was seen 
between 2011 and 2012 in both study groups. The odds of 
having a CMR in 2012 were estimated to be more than 3 
times the odds of doing so in 2011 (P = .0004), across both 
groups. Members of the control group had observed odds 
of having a CMR in 2012 that were 5.87 times larger than 
the corresponding odds in 2011. In the MUSE interven-
tion group, the observed odds of a CMR were 2.69 times 
higher in 2012 than in 2011. The final model estimate, 
which combines information in the intervention and 
control groups, was an odds ratio of 3.33 for the year of 
2012 over 2011. 

DISCUSSION
In this study, the delivery of the MUSE was associated 

with a higher completion percentage of CMRs, imply-
ing that the MUSE intervention engaged beneficiaries in 
seeking a pharmacist-provided medication review. Three 
possible explanations for this association can be consid-
ered: first, the MUSE intervention includes interactive 
communication between outreach personnel and the ben-
eficiaries. The interactive communication is deemed to be 
more compelling than 1-way communication, encourag-
ing participants to pay closer attention and to remember 
more of the information that was delivered.27 Similarly, 
the MUSE intervention would be more noteworthy to the 
beneficiaries than a general promotional activity such as a 
flyer introducing the CMR service. Interpersonal contact 
could increase the likelihood that beneficiaries become 
aware of the CMR during the MUSE intervention, which 
could stimulate future CMR participation. 

Second, earlier research showed that interventions tai-
loring information to individuals are more effective than 
untailored ones in promoting health behavior change.28-30 
Such tailoring could contribute to the effectiveness of 
the MUSE intervention, given that MUSE recipients re-

ceived personalized advice about their potential to benefit 
from receiving a CMR. As such, the advice—versus non-
personalized advice—would be more meaningful during 
the period when beneficiaries were deciding whether or 
not to obtain a CMR. This is also supported in a study 
by Tang and colleagues,21 suggesting that individually tai-
lored information is most welcome to patients. 

Third, through the MUSE phone call, beneficiaries’ ex-
pectations of benefiting from a CMR could enhance their 
willingness to receive a CMR, and in turn stimulate their 
engagement in such pharmacist-provided medication review 
services. Having perceived value from a health service mir-
rors the recent findings of an Australian research group.16-18 
By introducing the CMR as a low-cost medication informa-
tion resource, the MUSE intervention may have led benefi-
ciaries to expect an outcome of reduced medication concerns 
through participation in a CMR in the future.

It was observed that the overall CMR percentage in-
creased from 2011 to 2012. One explanation for this may 
be the influence of CMS on Medicare plans. CMS has im-
plemented a series of policy changes for MTM programs, 
focusing on Medicare plans; these changes include the ob-
ligation to offer an annual CMR, the requirement of us-
ing a standardized format for giving patients a summary of 
the CMR, and the inclusion of the CMR completion rate 
as a display quality measure in Star ratings going forward. 
These policy changes emphasized the importance of CMRs 
so that plans would pay more attention to promoting them. 
In addition, pharmacies that have contracts with multiple 
Part D plans would have seen increased demand for CMRs, 
and consequently expanded their CMR capacity. 

Another potential explanation focuses on interpersonal 
influence by physicians, friends, or family members. Gen-
eral practitioners’ social influence has been found to affect 
patients’ acceptance of such medication review services in 
Australia.18 The strong relationship between a patient and 
physician, involving high levels of trust, could have a direct 
influence on patients’ health behaviors. Specifically, if the 
physician promoted the usefulness of pharmacist-provided 

n Table 2. Impact of the MUSE Intervention on the Completion Percentage of CMRs; Final GEE Model 
Parameters

Estimated Coefficient Odds 95% CI Limits

Intercept –4.6381 – –

MUSE intervention: yes vs no 0.7226 2.06 1.25-3.40

Year MUSE intervention initiated: 2012 vs 2011 1.2023 3.33 1.70-6.51

CMR indicates comprehensive medication review; GEE, generalized estimating equation; MUSE, medication user self-evaluation.
n = 1007 matched pairs. Intervention-control pairs were matched on Medicare plan (Plan A/Plan B), number of unique prescriptions, gender, phar-
macy training status, and age (matched within 5 years).
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medication review services, the patient would be more like-
ly to believe that participation in a CMR is beneficial. With 
the recent growth of MTM services, it is believed that phy-
sicians became more supportive, which in turn increased 
patients’ overall acceptance of the CMR over the 2 years. 
As more and more beneficiaries experience CMRs, they 
might talk to their family members or friends about the 
benefits of such services.31 These positive word-of-mouth 
messages could have contributed to the observed increased 
CMR percentages as well. 

The 7-question MUSE tool was effective in collect-
ing helpful patient-reported information within a short 
period of time. Having such tailored information can 
improve the quality and efficiency of the interactive com-
munication between the outreach personnel and the 
beneficiaries. Thus, the use of tools, such as the MUSE 
intervention, is promising for stimulating medication re-
views in the future due to their potential to improve the 
efficiency and personalization of interactive communica-
tion through standardized interventions. 

Limitations
As with any study, some limitations exist. Only 2 

Medicare Part D plans were included, which restricts the 
generalizability of the findings, though one was a PDP and 
the other was an MA-PD. Also, some beneficiaries could 
not be invited to participate in the MUSE intervention 
because the available contact information was either not 
current or inaccurate. Such poor maintenance of accurate 
contact information reinforces the importance of updat-
ing patients’ details in a timely manner to support like-
wise timely outreach activities. Additionally, beneficiaries 
were responsible for scheduling a CMR themselves with 
the local pharmacist; even if the MUSE score indicated 
a high likelihood of benefiting from a CMR, while they 
might have fully intended to do so, some otherwise will-

ing patients may not have made an appointment with the 
pharmacist after the MUSE call. 

Future Research
Future research is needed in several areas. More ben-

eficiaries from a variety of Medicare Part D plans could be 
examined to see if a patient engagement tool, such as the 
MUSE, stimulates participation in CMRs. For example, 
this study involved community pharmacists providing 
the CMRs. Some Part D plans rely only on their own 
pharmacists providing such services over the telephone. 
The use of the MUSE tool likely could help these plans 
target their telephone outreach. 

Pharmacist-provided medication reviews, such as 
CMRs, have been promoted within the US healthcare 
system for several years. However, the low participation 
rate in CMRs implies a lack of engagement on the part 
of beneficiaries in choosing or accepting such services. 
This study suggests that incorporating an intervention 
like MUSE into the promotion of CMRs—by Part D 
plans, accountable care organizations, pharmacies, and 
other stakeholders—could be helpful in patient engage-
ment. The MUSE tool used in this intervention could 
also assist these stakeholders to screen targeted benefi-
ciaries by adding self-reported information into their 
screening process. 

CONCLUSIONS
The MUSE intervention may be associated with par-

ticipation in CMR services among Medicare Part D ben-
eficiaries. In addition, the completion percentage of CMRs 
increased from year to year with the enhanced promotion of 
MTM services. The MUSE tool can be used by Part D plans 
and other stakeholders to assist in engaging targeted benefi-
ciaries to receive pharmacist-provided medication reviews.

n Table 3. CMR Percentages: Observed and Predicted With 95% CIs From Final GEE Model

Predicted CMR Percentage
(95% CI)

Observed CMR Percentage

MUSE intervention group, 2011 1.95 
(1.02-3.71)

2.33

Control group, 2011 0.96 
(0.49-1.86)

0.58

MUSE intervention group, 2012 6.22 
(4.68-8.23)

6.02

Control group, 2012 3.12 
(2.06-4.69)

3.31

CMR indicates comprehensive medication review; GEE, generalized estimating equation; MUSE, medication user self-evaluation.



e378	 n  www.ajmc.com  n	 JUNE 2015

MANAGERIAL

Acknowledgments
The authors wish to acknowledge Scott Egerton and John Witt for 

their help with data collection, data management, and initial summaries 
of the data.

Author Affiliations: College of Pharmacy (WRD, YZ) and College of 
Public Health (GB, JFP, EAC), University of Iowa, Iowa City, IA; Col-
lege of Pharmacy, University of Michigan (KBF), Ann Arbor, MI; Out-
comesMTM (JF), West Des Moines, IA. 

Source of Funding: This study was funded by a grant from the Agency 
for Healthcare Research and Quality, #1R18HS18353.

Author Disclosures: Dr Frank is an employee of OutcomesMTM. Drs 
Doucette, Pendergast, and Farris, and Ms Zhang, Ms Chrischilles, and 
Mr Brown report no relationship or financial interest with any entity that 
would pose a conflict of interest with the subject matter of this article.

Authorship Information: Concept and design (WRD, JFP, JF, KBF); ac-
quisition of data (WRD, JF); analysis and interpretation of data (WRD, 
JFP, YZ, GB, EAC, KBF, JF); drafting of the manuscript (WRD, YZ, GB, 
EAC, JF); critical revision of the manuscript for important intellectual 
content (WRD, JFP, YZ, GB, EAC, KBF, JF); statistical analysis (JFP, YZ, 
GB); provision of patients or study materials (WRD, JF); obtaining fund-
ing (WRD); administrative, technical, or logistic support (WRD, JF); and 
supervision (WRD, JP). 

Address correspondence to: William R. Doucette, PhD, University of 
Iowa College of Pharmacy, 115 S Grand Ave, 518 PHAR, Iowa City, IA 
52242-1112. E-mail: william-doucette@uiowa.edu.

REFERENCES
1. Medication therapy management. CMS website. http://www.cms.
gov/Medicare/prescription-drug-coverage/Prescriptiondrugcovcontra/
MTM.html. Updated April 8, 2015. Accessed June 18, 2015. 
2. Lewin Group. Medication therapy management services: a critical 
review. J Am Pharm Assoc. 2003;45(5):580-587. Review.
3. Issuance of the 2010 call letter. CMS website. www.cms.gov/
Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/
downloads/2010CallLetter.pdf. Published March 2009. Accessed March 
13, 2013.
4. Announcement of calendar year (CY) 2015 Medicare Advantage 
capitation rates and Medicare Advantage and Part D payment policies 
and final call letter. CMS website. http://www.cms.gov/Medicare/
Health-Plans/MedicareAdvtgSpecRateStats/Downloads/Announce-
ment2015.pdf. Published April 7, 2014. Accessed October 2, 2014.
5. Part C and D performance data. CMS website. http://www.cms.gov/
Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovGenIn/Per-
formanceData.html. Updated March 9, 2015. Accessed June 18, 2015. 
6. Announcement of calendar year (CY) 2013 Medicare Advantage 
capitation rates and Medicare Advantage and Part D payment policies 
and final call letter. CMS website. www.cms.gov/Medicare/Health-
Plans/HealthPlansGenInfo/Downloads/2013-Call-Letter.pdf. Published 
April 2, 2012. Accessed March 13, 2013.
7. Advance notice of methodological changes for calendar year (CY) 
2014 for Medicare Advantage (MA) capitation rates, Part C and Part D 
payment policies and 2014 call letter. CMS website. http://www.cms.
gov/Medicare/Health-Plans/MedicareAdvtgSpecRateStats/Downloads/
Advance2014.pdf. Published February 15, 2013. Accessed October 24, 
2013.
8. Medicare Part D medication therapy management program 
standardized format. CMS website. http://www.cms.gov/medicare/
prescription-drug-coverage/prescriptiondrugcovcontra/downloads/
mtm-program-standardized-format-english-and-spanish-instructions-
samples-v032712.pdf. Published January 2013. Accessed October 2, 
2014.
9. Summary of comments to the November 22, 2013 Star ratings 
request for comments. CMS website. http://www.cms.gov/Medicare/
Prescription-Drug-Coverage/PrescriptionDrugCovGenIn/Downloads/20
14StarRatingsRequestforComments112213-.pdf. Published November 
2013. Accessed October 2, 2014.
10. Witry MJ, Chang EH, Mormann MM, Doucette WR, Newland BA. 
Older adult perceptions of a self-reported medication risk question-
naire: a focus group study. Innov Pharm. 2011;3(50):1-11.

11. Law AV, Okamoto MP, Brock K. Perceptions of Medicare Part D 
enrollees about pharmacists and their role as providers of medication 
therapy management. J Am Pharm Assoc (2003). 2008;48(5):648-653.
12. Truong HA, Layson-Wolf C, de Bittner MR, Owen JA, Haupt S. Per-
ceptions of patients on Medicare Part D medication therapy manage-
ment services. J Am Pharm Assoc (2003). 2009;49(3):392-398.
13. Doucette WR, Witry MJ, Alkhateeb F, Farris KB, Urmie JM. Attitudes 
of Medicare beneficiaries toward pharmacist-provided medication 
therapy management activities as part of the Medicare Part D benefit. 
J Am Pharm Assoc (2003). 2007;47(6):758-762.
14. Garcia GM, Snyder ME, McGrath SH, Smith RB, McGivney MS. 
Generating demand for pharmacist-provided medication therapy 
management: identifying patient-preferred marketing strategies. J Am 
Pharm Assoc (2003). 2009;49(5):611-616.
15. Kuhn CH, Casper KA, Green TR. Assessing Ohio grocery store 
patrons’ perceptions of a comprehensive medication review. J Am 
Pharm Assoc (2003). 2009;49(6):787-791.
16. Carter SR, Moles R, White L, Chen TF. Patients’ willingness to use a 
pharmacist-provided medication management services: the influence 
of outcome expectancies and communication efficacy. Res Social Adm 
Pharm. 2012;8(6):487-498.
17. Carter SR, Moles R, White L, Chen TF. Exploring patients’ motivation 
to participate in Australia’s Home Medicines Review program. Int J 
Clin Pharm. 2012;34(4):658-666.
18. Carter SR, Moles RJ, White L, Chen TF. Consumers’ willingness to 
use a medication management service: the effect of medication-re-
lated worry and the social influence of the general practitioner. Res 
Social Adm Pharm. 2013;9(4):431-445. 
19. Francis V, Korsch BM, Morris MJ. Gaps in doctor-patient com-
munication. patients’ response to medical advice. N Engl J Med. 
1969;280(10):535-540.
20. Daltroy LH. Doctor-patient communication in rheumatological 
disorders. Baillieres Clin Rheumatol. 1993;7(2):221-239.
21. Tang PC, Newcomb C, Gorden S, Kreider N. Meeting the informa-
tion needs of patients: results from a patient focus group. Proc AMIA 
Annu Fall Symp. 1997:672-676.
22. Brooks JM, Unni EJ, Klepser DG, Urmie JM, Farris KB, Doucette WR. 
Factors affecting demand among older adults for medication therapy 
management services. Res Social Adm Pharm. 2008;4(4):309-319. 
23. Kucukarslan SN, Hagan AM, Shimp LA, Gaither CA, Lewis NJ. 
Integrating medication therapy management in the primary care medi-
cal home: a review of randomized controlled trials. Am J Health Syst 
Pharm. 2011;68(4):335-345.
24. Doucette WR, Chang EH, Pendergast JF, Wright KB, Chrischilles EA, 
Farris KB. Development and initial assessment of the medication user 
self-evaluation (MUSE) tool. Clin Ther. 2013;35(3):344-350.
25. Use of high-risk medications in the elderly (HRM). Pharmacy 
Quality Alliance website.  http://pqaalliance.org/images/uploads/files/
HRM%20Measure%202013website.pdf. Published 2013. Accessed 
October 24, 2013.
26. Pan W. Akaike’s information criterion in generalized estimating 
equations. Biometrics. 2001;57(1):120-125.
27. Coffaro K. Effects of interactive versus non-interactive communi-
cation  
[honors thesis]. Columbus, OH: School of Communications, The Ohio  
State University; 2006.  http://hdl.handle.net/1811/24186. Accessed  
August 22, 2013.
28. Strecher VJ, Kreuter M, Den Boer DJ, Kobrin S, Hospers HJ, Skin-
ner CS. The effects of computer-tailored smoking cessation messages 
in family practice settings. J Fam Pract. 1994;39(3):262-270.
29. Brug J, Steenhuis I, van Assema P, de Vries H. The impact of a com-
puter-tailored nutrition intervention. Prev Med. 1996;25(3):236-242.
30. Rakowski W, Ehrich B, Goldstein MG, et al. Increasing mammogra-
phy among women aged 40-74 by use of a stage-matched, tailored 
intervention. Prev Med. 1998;27(5, pt 1):748-756.
31. Doucette WR, Zhang Y, Chrischilles EA, et al. Factors affecting Medi-
care Part D beneficiaries’ decision to receive comprehensive medicati-
on reviews. J Am Pharm Assoc (2003). 2013;53(5):482-487.  n

	 www.ajmc.com    Full text and PDF 


