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Abstract
The reimbursement model for pharmaceutical care remains a barrier to successful widespread
implementation of pharmacist-provided services. In some instances, community pharmacists have
been successful in obtaining direct compensation for services from patients; however, evidence
suggests that lack of patient demand for pharmacist-services may ultimately undermine the campaign for widespread third-party payment. The purpose of this study is to conduct a secondary
analysis of data indicating consumer/patients’ rationale for not purchasing pharmacist-provided
disease management services when offered the opportunity to do so in community pharmacies.
Our review of the data indicates that while financial concerns are clearly important in consumer
demand for pharmacist-provided services, other considerations exist. The consumer/patient belief that pharmacist-provided services are duplicative or that these services are not needed are
significant barriers to overcome. Intensive education and marketing campaigns are needed to
sway consumer opinion on the value of pharmacist-provided services.

Keywords
Pharmacist-Provided Services, Pharmaceutical Care, Compensation

1. Introduction
Significant changes have occurred in community pharmacy practice over the past two decades. With the advent
of third-party payers for pharmacy services, reimbursement for dispensing services and profitability have decreased significantly [1] [2], with most plans reimbursing at a rate less than the average cost of dispensing [3].
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Faced with diminished dispensing returns, community pharmacists have altered their business models to include
compounding and integrated pharmaceutical care practices such as health and wellness screenings, medication
therapy management (MTM), chronic disease management and immunization services [4] [5]. During this time,
a multitude of studies have documented the contribution pharmacists can make in lowering total healthcare costs
and improving health outcomes [6]. However, the reimbursement model for pharmacist-provided professional
services remains a significant barrier to successful implementation of these advanced pharmacy services both in
the US and abroad [7]-[10].
A pre-requisite for the development of an adequate reimbursement model for pharmacist-provided services is
patient, provider and payer demand for such services. Third-party payers have recognized the value of pharmacist-provided immunizations and reimbursement of these services today is commonplace [11]. Medicare, Medicaid and all major private insurance plans reimburse for pharmacist-administered immunizations, including influenza, pneumococcal and zoster vaccine, although billing processes may vary between plans [11]. Since passage and implementation of the Medicare Prescription Drug, Improvement, and Modernization Act of 2003,
MTM services are mandated under Medicare Part D for high risk patients meeting specific criteria and all Part D
Drug Plans reimburse qualified pharmacists for providing these services [12]. Reimbursement for disease management services, however, has proved more challenging for pharmacists.
Disease-management programs are typically developed around diseases that are associated with significant
morbidity, mortality, and increased healthcare costs, such as diabetes, hypertension, dyslipidemia, and asthma,
or those that require extensive monitoring to avoid negative outcomes such as anticoagulation monitoring in the
setting of atrial fibrillation. Pharmacists can potentially obtain payment for disease management from Medicare,
Medicaid, private third-party payers, or patients [13]. However, payment is limited by the fact that pharmacists
are not recognized as healthcare providers by CMS and other payers. Thus, while a few have been successful in
securing payment for pharmacist-provided disease management services, compensation from third-party payer
groups is too inconsistent in most cases to ensure the complete financial support of a disease management service [14]. In some instances, community pharmacists have been successful in obtaining direct compensation for
disease management and other cognitive services from patients [15] [16]. However, evidence suggests that lack
of patient demand for disease management and education programs from the pharmacist may ultimately undermine the campaign for third-party payment for these pharmacist-provided services [7]. One additional challenge
pharmacists face when obtaining payment from patients is establishing a price for the disease management service that is sufficient to support the services, yet is perceived as a good value by the patient.
Contingent valuation, or willingness to pay, is a survey method that elicits the amount of money a consumer
is hypothetically willing to pay for a good, service, or change in health status [17]. Contingent valuation studies
can be useful in determining consumer demand for pharmacist-provided services, including MTM and disease
management programs [18]-[20]. This information can be utilized to assess the feasibility of establishing a
planned disease management program, derive a charge for the program, and possibly even to develop a copayment pricing scheme for the program [19].
Willingness to pay studies typically do not provide information on why patients are not willing to purchase
the item being valued. The rationale for a patient’s un-willingness to purchase a pharmacist-provided service
could be very useful in determining the feasibility of disease management program implementation, identifying
real or perceived access barriers for patients, or characterizing the patient’s perceptions of the disease management service. Ultimately, determining the reasons why patients are unwilling to purchase pharmacist-provided
services may prevent the implementation of services that might be grossly underutilized and cost-ineffective.
The purpose of the current study is to analyze the rationale provided by patients who chose NOT to purchase
pharmacist-provided disease management services when offered the opportunity to do so in community pharmacies.

2. Methods
This study used existing data regarding consumer rationale for not purchasing pharmacist-provided disease
management services when offered the opportunity to do so. The data were obtained from three previously conducted willingness to pay surveys [21]-[23]. These three studies were carefully constructed and made every attempt to conform to guidelines recommended for conducting contingent valuation surveys [17] [24]. Each study
examined “hypothetical” willingness to pay (i.e., no payment was required from the consumer/patient and no
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service was provided) versus “real” willingness to pay (i.e., payment for the service was required from those
wishing to receive the service) for a pharmacist-provided disease management service. The three diseases studied were asthma, dyslipidemia, and diabetes.
Detailed descriptions of the study design are published elsewhere [21]-[23]. Briefly, in each study, a pharmacist-provided disease management service was offered for a three-month period to the consumer/patient. Subjects
were recruited from independent community pharmacies located throughout Kentucky. Pharmacies were randomized to either the hypothetical or real group, such that consumer/patients at the real pharmacies received a
real offer to purchase the service (i.e., they actually had the opportunity to purchase the disease management
service) and consumer/patients at the hypothetical pharmacies received a hypothetical offer to purchase the service (i.e., they did not have the opportunity to actually purchase the disease management service). Consumer/
patients who received the real offer and said “yes” to the purchase question paid for the service and were then
entitled to receive the pharmacist-provided disease management service for three subsequent months.
Consumer/patients declining the offer to purchase the disease management service were asked to provide a
written reason stating why they did not purchase the service. These motivation responses are recommended in
contingent valuation surveys to identify potential “protest” responses, a form of strategic bias where the respondent makes an unreasonable response to the contingent valuation question [17] [24]. In addition to identifying
protest responses, the motivation responses provide important insight into what consumer/patients think about
pharmacist-provided disease management services. Motivation responses were obtained from all consumer/patients who received hypothetical offers to purchase the services, and from consumer/patients who received the
real offer to purchase the dyslipidemia and diabetes services.
Each motivation response was reviewed by a panel consisting of one investigator (KB) and two pharmacy
students in their final year of the Doctor of Pharmacy program. Motivation responses were assigned to one of
the following five categories: insufficient funds; already obtain the service from some other healthcare professional; no need for the service described; no time to participate or no transportation available; and miscellaneous.
The miscellaneous category was used for motivation responses that did not readily fit into one of the other four
categories. Each panel member independently reviewed all of the motivation responses and assigned them to a
category. The panel then met and formed a consensus on the assignment of motivation responses to individual
categories. In some instances, respondents provided more than one reason, or provided reasons that could be included in more than one category. If the panel could not reach a consensus, the motivation response was assigned to each category identified by panel members. There were no a-priori hypotheses. Results are described
descriptively.

3. Results
A total of 554 consumer/patients were offered the opportunity to purchase one of the three disease management
services; 376 (67.9%) declined to pay for the service they were offered. Motivation data were available from
297 respondents (motivation was not collected from consumer/patients in the real group for the asthma study).
Ten subjects provided two reasons for declining the offer to purchase the service. Table 1 provides a summary
of demographic information for all subjects. Those participating in the asthma study were younger, and more
likely to be female with lower income. Subjects participating in the lipid study had more years of education on
average.
Table 2 summarizes the reasons cited by subjects for not purchasing the disease management services. Lack
of financial resources was the most common reason to decline both the diabetes (40.1%) and asthma management programs (50%), while the perception that another healthcare provider already provided the service was
the most common reason to decline the lipid management program (51.8%). When combining responses from
all three studies, overall, lack of financial resources was the most common reason cited (37.5%), followed by the
perception that the service was already being provided by some other healthcare provider (30.3%) and the perception that the program is not needed (17.4%). Lack of time or transportation was cited as the motivation for
declining the offer to purchase in less than 10% of all respondents.

4. Discussion
This review of data from 297 consumers who declined the offer to purchase pharmacist-provided disease management service indicates that financial considerations impact purchase decisions. The second most common
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Table 1. Subject demographics.
Prices Used in Survey

Asthma Study

Dyslipidemia Study

Diabetes Study

Prices Used in Survey

$15, 40, and 80

$15 and 60

$15, 40, and 80

--

N

52a

81b

164b

297

Mean Age (sd)

50 (15.5)c

61.1 (10.8)

58.6 (13.3)

56.4 (14.3)

% Female

82%d

64%

65.9%

70.6%

12.9 (2.7)c

11.6 (3.3)

11.9 (3.1)
$26,459

Mean Years Education (sd)

11.5 (3.3)
d

Mean Income, US Dollars (sd)

d

$16,214

$30,965

$31,173

(22,818)

(27,776)

(28,970)

(26,589)

Ethnicity (% white)

87.9%d

94.7%

91%

Total

90.8%

a

Number of subjects declining the hypothetical offer to purchase the service; motivation questions were not asked of those declining the real offer to
purchase the service; bNumber of subjects declining the hypothetical or real offer to purchase the service; cp < 0.05; dFor household income the subject
could either fill in the exact amount or mark one of the following categories: <$5000, $5000 - 10000, $10001 - 20000, $20001 - 30000, $30001 - 50000,
$50001 - 100000, $100001 - 150000, >$150000. A continuous income measure was constructed by setting the income for each subject to the midpoint
of the interval ($175,000 was used as the midpoint for the highest income category).

Table 2. Reasons for not purchasing disease management servicesa. Number followed by percentage.
Asthma Study

Dyslipidemia Study

Diabetes Study

Total

Financial

30 (50)

20 (23.5)

69 (40.1)

119 (37.5)

Already Receive Service

5 (8.3)

44 (51.8)

47 (27.3)

96 (30.3)

Don’t Need the Program

14 (23.3)

13 (15.3)

28 (16.3)

55 (17.4)

Transportation/Time

4 (6.7)

1 (1.2)

15 (8.7)

20 (6.3)

Miscellaneous

2 (3.3)

6 (7.1)

13 (7.6)

21 (6.6)

No Response

5 (8.3)

1 (1.2)

0

6 (1.9)

a

Some respondents included more than one reason.

reason to decline purchase overall was the perception that similar services were already being provided by other
healthcare professionals; although this was not the case for the asthma program, where lack of need for the service was the second most common reason to decline the service.
Some pharmacists believe that disease management services are not routinely provided by other healthcare
professionals, and that consumer/patients would value and gladly purchase such services if offered by pharmacists. Our findings demonstrate a potential disconnect between consumer/patient and pharmacist perceptions of
these services. This disconnect has recently been described by Wang and Hong who found that pharmacists believe $60 is acceptable compensation for a 30-minute MTM session, an amount that exceeds what patients and
third-party payers are willing to pay [25].
Our review of the data indicates that consumer/patients’ motivation for not purchasing pharmacist-provided
services varies based on the type of service being offered. Financial constraints were most commonly cited as
rationale for declining the offer to purchase diabetes and asthma services. Asthma and diabetes have been shown
to be more prevalent in lower socioeconomic populations, which may explain why individuals with these diseases cited lack of financial resources most often [26]-[29]; although, we did not explicitly evaluate this association here. Consumer/patients with dyslipidemia most often indicated that they declined the offer to purchase the
service because they perceived similar services were already being provided by other healthcare professionals.
Dyslipidemia is a “silent disease” in which self-management techniques are generally limited to lifestyle
changes and medication adherence, thus, the potential role that pharmacists could play in the management of
this disease may not be recognized.
The response of “no need” represents 15% - 23% of subjects who declined to purchase the disease management services. Responses categorized as “no need” may indicate that consumer/patients perceive little risk from
their disease or that they perceive their current level of disease control to be adequate; thus, they were unable to
justify purchase of the disease management service. Another potential reason why patients may have indicated
“no need” is that they may not recognize the role a pharmacist-provided disease management service may play
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in the control of their disease. Patients do not necessarily expect to receive disease management services when
they interact with the pharmacist; rather they tend to expect the pharmacist to fill their prescriptions in a timely
manner and provide basic medication information [30]. This perception has recently been by documented by
Smith and colleagues who report that both patients and physicians have difficulty envisioning pharmacists in
non-dispensing roles [31]. Patient education regarding the pharmacist’s role in decreasing medication-related
problems and improving health outcomes is needed to enhance the patient’s perception of pharmacists as a
healthcare provider.
This secondary analysis of previously collected data contains several limitations. First, consumer/patients in
the willingness to pay studies provided their rationale for not purchasing the pharmacist-provided service in their
own words, which were subsequently relegated into one of five categories by a panel of individuals. All members of the panel had a pharmacy background; thus it is possible that the categorization process may have been
biased. Additionally, all responses were elicited from patrons of independent community pharmacies located
throughout Kentucky. Different responses may have been obtained had patrons of chain pharmacies been included in the sample. The sociodemographic characteristics of the sample are similar to what one would expect
within the state of Kentucky; however, they do not represent the population overall within the US. An additional
potential limitation is that some of the data were compiled from consumer/patients who were hypothetically offered the opportunity to purchase the pharmacist-provided disease management service. Thus, it is possible that
they may have offered a “hypothetical” motivation for why they declined the service (i.e., they may have responded differently to the motivation question had they believed the offer to purchase was, in fact, a real offer to
purchase the pharmacist-provided service).

5. Conclusions
As the profession continues its efforts to shift the paradigm of practice from traditional dispensing to that of care
provider, there is much to consider. The development and implementation of a pharmacist-provided disease
management program requires significant financial resources and some studies have demonstrated that consumer demand for these services is lacking [21]-[23]. Furthermore, other research documents the disconnection between third-party payment for non-dispensing services and the amount pharmacists consider acceptable compensation [25]. Currently, payment from third-parties such as Medicare and Medicaid is inconsistent. The provision of MTM services as part of the 2003 Medicare Modernization Act has done little to ensure the consistency
of reimbursement for other pharmacist-provided patient care services. Without adequate reimbursement, community pharmacists are limited in their capacity to generate substantial income from MTM and disease management services as alternative revenue sources.
The profession would be wise to carefully consider the non-financial reasons provided by consumers who are
not interested in purchasing pharmacist-provided services. It is not just the cost of the service that drives the lack
of consumer demand; the belief that pharmacist-provided disease management services are duplicative, or are
not needed, are significant barriers to overcome. Intensive education and marketing campaigns are needed to
sway consumer opinion on the value of pharmacist-provided services.
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