
 

 

November 20, 2017 

 

Ms. Seema Verma, Administrator 

Centers for Medicare and Medicaid Services 

7500 Security Boulevard 

Baltimore, MD 21244 

 

Dear Administrator Verma: 

 

The National Community Pharmacists Association (“NCPA”) appreciates the opportunity to 

provide comments on the Centers for Medicare & Medicaid Services Innovation Center (“CMMI”) 

New Direction Request for Information (“New Direction/RFI”) released on September 20, 2017. 

NCPA represents the interests of America’s community pharmacists, including the owners of more 

than 22,000 independent community pharmacies. Together they represent an $80 billion health 

care marketplace and employ more than 250,000 individuals on a full and part-time basis.  

 

I. Guiding Principles 

 

NCPA supports CMMI’s new direction which seeks to promote high-quality healthcare in the 

United States, we would like to take this opportunity to highlight NCPA’s numerous efforts in 

supporting many of CMMI’s new guiding principles. First, NCPA is at the forefront of promoting 

CMMI’s provider choice and incentives principle. Pharmacists are the most accessible health care 

professional with ninety-five percent of Americans living within five miles of a pharmacy. 

Unfortunately, patients do not always have access to pharmacies that are closest to them because 

certain community pharmacies are excluded from prescription drug plans (“PDPs”) by PBMs who 

create closed network provider lists. NCPA believes limiting access to community pharmacies 

severely thwarts the delivery of beneficial and accessible health care services to patients, and more 

specifically to some of our most vulnerable populations. To this end, NCPA promotes policies and 

models that would require community pharmacies in medically underserved areas (“MUAs”) or 

health professional shortage areas (“HPSAs”) and those pharmacies providing care to medically 

underserved populations (“MUPs) to be allowed to participate in Medicare Part D preferred 

pharmacy networks if they are willing to accept the contract terms and conditions under which 

other preferred providers operate. 

 

Second, NCPA seeks to promote CMMI’s benefit design and price transparency principle. To this 

end, NCPA advocates for policies and programs that would provide price transparency with 

respect to Direct and Indirect Remuneration ("DIR") Fees. As you are aware, DIR is a broad term 

covering the monies that a Medicare Part D plan/PBM may collect. DIR fees can come in many 

forms and are often assessed after the point-of-sale of a drug. PBMs are not required to disclose 

these fees to pharmacies or consumers. Therefore, the lack of transparency surrounding DIR fees 
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allows PBMs to clawback money from the pharmacies, without any indication to the pharmacy of 

related measures that would allow a pharmacy to plan accordingly. In fact, this agency issued a 

Fact Sheet entitled Medicare Part D-Direct and Indirect Remuneration (DIR) in January 2017 that 

clearly outlines the myriad of problems that this growing trend is producing. The CMS Fact Sheet 

found that “Part D sponsors and PBMs are engaging to a greater extent in arrangements that 

feature compensation after the point-of-sale and as a result there is a growing disparity between 

gross Part D drug costs (based on costs of drugs at the point-of-sale), and net Part D drug costs.” 

The Fact Sheet also stipulates that this trend has the effect of increasing patient cost-sharing at the 

point-of-sale. In addition, because the Medicare program pays the cost-sharing on behalf of dual-

eligible beneficiaries, this trend is increasing Medicare costs. Higher beneficiary cost sharing 

drives patients through all Part D benefit phases faster and leads to higher costs in the catastrophic 

phase – in which Medicare liability is eighty percent. The CMS Fact Sheet found that the trend 

favoring post point-of-sale price concessions is increasing, indicating that these transparency 

concerns are not going away. NCPA stands ready to support CMMI in testing models and 

programs that would evaluate the elimination of these fees to ensure cost-effective care for all 

beneficiaries.  

 

Finally, NCPA has consistently advanced CMMI’s principle of patient-centered care through its 

efforts and promotion of various past and potential future models, including the Medication 

Therapy Management (“MTM”) Model, the Medication Synchronization and Appointment-Based 

Model, the Independence at Home Model, the Mental Health First Aid Training Model, Medicare 

Diabetes Prevention Program Expanded (“MDPP”) Models, and Other Diabetes 

Prevention/Management Models. Through these models and others, NCPA believes pharmacists 

should be included as essential health care providers on chronic care teams and the designated lead 

in coordinating safe and effective medication management. Research out of North Carolina shows 

the highest-risk, most chronically ill Medicaid patients visit the pharmacy an average of 35 times a 

year, as opposed to an average of 4 visits a year to their primary care provider.1 Pharmacists are 

often the health care professional patients see most often, and yet they are currently a vastly 

underutilized health care provider. Pharmacists have the medication expertise and training in 

disease state management (e.g. diabetes, hypertension, hypocholesteremia, smoking cessation, 

obesity, asthma) to be an extremely valuable team member. However, pharmacists are one of the 

few health care professionals that lack recognition as health care providers in federal law. Nearly 

all other health care professional services are rightfully covered under Medicare laws, but not 

services provided by pharmacists. As outlined below, NCPA continues to advocate for pharmacists 

as formal providers who can independently bill for services to fill gaps in chronic care 

management, especially in rural and medically underserved areas.  

 

                                                 
1 Gaskins RE, “Innovating Medicaid: the North Carolina Experience,” North Carolina Medical Journal, January-February 

2017;78(1):20-24. 
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II. Current and Potential Models for Consideration 

 

Part D Enhanced Medication Therapy Management Model 
  

NCPA believes that prevention is the best medicine, and whether it’s catching a medication error 

before it leads to a hospitalization or practicing effective chronic disease management, Medication 

Therapy Management (“MTM”) services present an opportunity to improve patient care while 

providing greater efficiencies within the healthcare system. 2 

NCPA has long supported the efforts of CMMI to promote the MTM benefit to beneficiaries, and 

we appreciate the CMMI’s recognition of community pharmacists’ in the provision of such 

services.  Over the years we have championed for incremental changes to bring greater visibility to 

the MTM program, such as including it in the Medicare & You handbook and providing eligibility 

information on Medicare Plan Finder.  NCPA also commends CMS for program changes such as 

automatic enrollment of targeted beneficiaries in the MTM program (unless they opt out) and 

providing greater consistency in how MTM is delivered through the standardization of structured 

MTM documents. 

Recently, the Center for Medicare & Medicaid Innovation (“CMMI”) has recognized the 

importance of aligned incentives across the Medicare program to better coordinate chronic care. In 

doing so, CMMI has supported a new demonstration model to examine enhanced changes to the 

MTM program within Part D. These changes were intended to maximize the value of MTM 

services in improving health outcomes by better aligning the financial interests of standalone PDP 

sponsors and creating incentives for more flexibility and innovation in designing and delivering the 

MTM benefit. This concept was championed by NCPA because we believe it represents an 

enhancement to the MTM program. NCPA believes this MTM program should continue and offers 

some insights as to how the program could be made better.  

Increasing beneficiary access to these critical services will help achieve the triple aim of better care 

for patients, improved health in our communities, and reduced costs throughout the healthcare 

system.  There is growing evidence that MTM services not only improve the quality of care 

beneficiaries receive, but can also generate medical savings. MTM can lead to savings through a 

variety of methods. For example, a comprehensive medication review is an opportunity for a 

pharmacist to review a patient’s entire medication regimen and identify potential cost-effective 

alternatives including the elimination of duplicate therapies.  MTM is intended to improve 

medication adherence, which may increase drug spend through greater utilization. However, 

                                                 
2 The Community Pharmacy Enhanced Services Network (“CPESN”) is a network of clinical pharmacies across the country that seeks to 

empower community-based pharmacies to improve their portfolio of medication optimization activities and services, including the usage 

of MTM and medication synchronization services. NCPA believes this clinical network provides a supporting infrastructure that is ripe 

for CMMI to utilize to implement many of these proposed models.  
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studies have found that higher rates of medication adherence result in significantly fewer 

hospitalizations and ultimately lower health care costs. These savings are typically greater in 

patients over the age 65. 

Thus, NCPA strongly believes that more seniors should qualify for MTM services, as they have 

been shown to produce significant long-term benefits.  As the healthcare payment paradigm shifts 

from a volume- to value-based system, we would strongly encourage CMMI to reconsider the 

structure of the MTM benefit to one that rewards for quality improvement. 

Many Medicare beneficiaries become eligible for enrollment in an MTM program, but may not 

receive these services because of ineffective outreach, poor plan communication, and/or confusion. 

For certain populations who may be more vulnerable, such as beneficiaries residing in long-term 

care (“LTC”) facilities, plan sponsors should be doing more to reach the patient or an authorized 

representative to coordinate the comprehensive medication review (“CMR”). In a recent NCPA 

member survey on MTM services, most pharmacists who provide long-term care services noted 

that they have not seen CMRs being completed in the facilities they service, nor have they 

observed coordination among MTM providers and other health professionals in the facility 

regarding CMR recommendations and monthly drug regimen reviews (“DRR”). As such, NCPA 

fully supports providing MTM services to a broader population of beneficiaries and to implement 

the CMR requirement in the LTC setting with the understanding that there is room for 

improvement in terms of coordination and outreach to improve access to MTM services for part D 

enrollees. 

We caution that there is still a lack of clarity between LTC facilities and the plans as to how these 

reviews will be carried out.  Additionally, an inherent potential conflict exists between the CMR 

and the required DRR by the consultant pharmacist if the CMR is conducted by the plan sponsor 

and not a consultant pharmacist familiar with the resident’s medication history.  We believe that 

more coordination is needed between MTM sponsors and providers to ensure safe and appropriate 

medication use, especially in this vulnerable population.  NCPA recommends that CMMI continue 

outreach and dialogue with LTC stakeholders on how to best provide CMRs in these settings that 

follows requirements set forth by CMMI. 

NCPA believes that it is important to expand the number of metrics related to MTM services and 

supports a move toward including more clinical and less process-based measures in rating Part D 

plans.  MTM can serve many beneficial purposes, including decreasing wasteful and unnecessary 

drug spending, reducing patient use of potentially harmful combinations of drugs, and improving 

patient adherence and proper usage of beneficial drugs, which ultimately decreases long-term 

health care costs.  We also encourage CMMI to continue to use validated performance-based 

measures for pharmacy providers, such as use of the Pharmacy Quality Alliance (“PQA”) 
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measures. Without effective measurement tools, it is difficult to track the benefits and progress of 

such programs. 

Further, it is critical for CMMI to track how plans are actively engaging patients in MTM services, 

or else the efforts to expand eligibility criteria will not be successful. In doing so, NCPA strongly 

encourages CMMI to obtain data on the method by which the medication review was delivered 

(telephonic or face-to-face), as well as monitor outreach methods used by plan sponsors.  The 

feedback we’ve received from pharmacists is that outreach by some plans to offer a CMR to 

beneficiaries comes from an unknown person or worse, an automated robo-call from a call center 

and comes across as a sales pitch.  Weary seniors may think it’s a scam and decline the service 

offering, and by default that serves as their opt-out of the MTM program.  

We would contend that MTM delivered face-to-face or in an interactive telehealth method with a 

trusted pharmacist will yield enhanced patient understanding of their medications, improved 

adherence, and lower costs.  A study comparing MTM interventions found drug costs decreased 

for those who received service from community pharmacists, decreased somewhat for patients who 

received service from a call center pharmacist, and were unchanged for those who received MTM 

via educational mailings.    

NCPA maintains that effective MTM can generate savings for Medicare from avoidable 

hospitalizations and ER excursions as well as unnecessary primary care visits.  Patients also will 

benefit from MTM upon discharge from the hospital and any time a beneficiary undergoes a 

transition of care. Both situations would allow beneficiaries to benefit from MTM services where 

there is the added potential to reduce costly hospital readmissions due to medication misuse or 

non-adherence.  

We urge CMMI to continue to explore strategies that enhance the MTM service offering for 

enrollees to take full advantage of the program benefits, and we recommend the continued 

monitoring and review of how the CMR to LTC residents is being offered and conducted. We also 

encourage CMMI to consider an innovative payment structure for MTM services that incentivizes 

quality improvement.  

Further, NCPA urges CMMI to consider MTM as not just a benefit limited to the Medicare 

population. NCPA believes CMMI could test approaches for state-based and local innovation by 

offering MTM to Medicaid beneficiaries. For example, Medicaid-focused MTM models could be 

especially helpful for Medicaid beneficiaries with chronic diseases such as cystic fibrosis. Cystic 

fibrosis is a pulmonary disorder that is very costly and can lead to other complications, such as 

diabetes and infections. NCPA urges CMMI to consider efforts at the state level like MTM that 

present an opportunity to improve patient care while providing greater efficiencies within the 

healthcare system. 
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Medication Synchronization and Appointment-Based Models 

 

In supporting potential CMMI Prescription Drug Models, NCPA encourages CMMI to consider models 

for medication synchronization to engage beneficiaries as consumers of their care. Additionally, NCPA 

believes medication synchronization could also be a potential Program Integrity model as medication 

synchronization limits waste due to increased medication adherence.  

 

For many chronic illnesses, medications are the most cost-effective course of treatment, and yet 

patients routinely miss doses, fail to fill or refill a prescription, take a dose contrary to what is 

prescribed, or stop taking a medication without consulting a health care professional. These actions 

constitute medication non-adherence, the economic costs of which are estimated to be nearly $300 

billion a year. In addition, studies have found that higher rates of medication adherence result in 

significantly fewer hospitalizations and lower health care costs, and that these savings are greater 

in the Medicare population. 

 

NCPA supports programs to promote medication synchronization, the process of a pharmacy coordinating 

all a patient’s chronic prescription medications to be filled on the same date each month. Medication 

synchronization is increasingly being recognized as a tool to improve adherence. NCPA and its members 

have seen positive outcomes thus far from these services. According to the 2017 NCPA Digest, 92 percent 

of full-line community pharmacies are offering adherence programs today, and more importantly, between 

2.5 and 3 million patients are benefitting from this enhanced service.   

 Given our experience with such programs, we would like to offer additional recommendations for 

how future programs could be structured, additional research questions, and policy discussions for 

consideration. 

 

We believe the feasibility of expanding medication synchronization programs within Medicare is 

relatively high, with the application of daily cost-sharing requirements already implemented in Part 

D. There is also the electronic messaging infrastructure in place for pharmacies to communicate to 

plan sponsors their reasoning for ‘short fills’ which may become necessary to align a patient’s 

medications to come due on a certain date. There is growing evidence that medication 

synchronization combined with communication between the pharmacist and patient improves 

adherence. For example, patients who opt in to medication synchronization programs offered 

through their community pharmacy average more than 100 additional days on therapy per year and 

are 30 percent more likely to take their medication as prescribed (or to be "adherent") than patients 

not enrolled in a synchronization program. This is because relationships with the pharmacy staff is 

the number one predictor of medication adherence. Further, medication synchronization patients 

were 2.5 times more likely to be adherent to their medications compared to their peers and are 21 

percent less likely to discontinue medication use.  
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An important distinction needs to be made between appointment-based, refill coordination 

programs and automated refills (or auto-fills). Refill coordination programs include high-touch, 

personalized patient consultations each month, whereby a personal outbound call is made from the 

pharmacy to the patient to review all their medications as well as document any notable changes 

that have occurred in the past month. This medication reconciliation process is a cornerstone of the 

model and allows the community pharmacist to identify any recent hospitalizations, especially 

those that may have resulted in changes in therapy (such as new medications, discontinuations, or 

dosage adjustments) during care transitions. To achieve this, the pharmacist initially performs a 

comprehensive review of the patient’s medication regimen to determine the appropriateness of 

each therapy and the patient receives a personal call each month to review their medications prior 

to filling them to ensure no changes have been made and to confirm the patient is still taking the 

medication. This level of service does not exist with automated refills. Automated refills only 

ensure timely filling of medications. They may have no effect on adherence. 

 

Medication synchronization should be focused on coordination and management of chronic care 

and improved patient outcomes (e.g. blood pressure, hemoglobin A1C, lipid panels, weight at 

goal). The data sources cannot and should not be based solely on claims data, as prescription refills 

may not be the most accurate indicator of true patient adherence.  

 

If study endpoints such as proportion of days covered (“PDC”) or medication possession ratio 

(“MPR”) are used to measure success, plan sponsors will revert to methods used today to boost 

their quality measures for adherence such as auto-fill and large quantity fills of 90-day supplies 

that could be used to inaccurately reflect positive “adherence” and thus medication 

synchronization success. The core of the coordinated refill program is not in the process of 

aligning the medications, but the opportunity for a monthly and thorough review of a patient’s 

medication regimen. 

 

Coordinated refill programs are an example of a scalable, innovative model of care delivery that 

can achieve more coordinated, patient-centered care. They provide high-touch monitoring of 

medication regimens and empower the patient to be an engaged participant in their care.  

 

Ultimately what NCPA would like to accomplish through this proposed study on medication 

synchronization is a realization of the true benefits of working closely with a pharmacist to manage 

a patient’s medication profile to optimize health outcomes and improve chronic care. Given the 

time involved in the monthly review and comprehensive counseling, NCPA would like to see this 

become a recognized benefit under the Medicare Part D program with coverage for the service 

which could be billed monthly, not just the application of a daily cost-sharing rate for 

beneficiaries. NCPA believes that prevention is the best medicine, and whether it’s catching a 

medication error before it leads to a hospitalization or effective chronic disease management, 
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adherence services and the corollary counseling present opportunities to improve patient care 

while providing greater efficiencies within the healthcare system. 

 

Expanding the Independence at Home Model of Care 

 

NCPA supports the concept of ‘aging in place,’ so Medicare beneficiaries can continue to carry out their 

daily activities and feel more comfortable staying in their own home and communities if they can remain 

independent. Thus, we are in favor of expanding the current Independence at Home demonstration, and 

believe that initial results are encouraging. As the program continues to evolve and expand, we would 

strongly urge the inclusion of a community pharmacist as part of this care team. Nearly 80 percent of 

independent pharmacies provide delivery services, which can include a visit by a pharmacist to perform a 

medication review in the patient’s home. In addition, many pharmacies provide specialized medication 

adherence packaging and medication reconciliation services during transitions of care between settings, 

which can reduce medication errors and prevent patients from being readmitted to the hospital or other 

acute care settings. The home visits from a pharmacist a few days after discharge from the hospital can 

provide the critical counseling and education the patient needs to recover in the comfort of their home, 

versus being readmitted due to an adverse event or medication error. Expanding the independence at home 

project to include pharmacists could produce further savings in overall medical expenditures that have 

been realized up to now.  

 

In addition to involving community pharmacists in transitions of care for Medicare beneficiaries, 

allowing the recognition of pharmacists involved in beneficiaries living at home instead of going 

to an institutional setting, such as a skilled nursing facility, assisted living facility or other change 

of residence, can assist in decreasing costs and providing better outcomes. Providing special 

packaging to aid in medication adherence, coordination with prescribers, medication management 

with the beneficiary and/or care giver are examples of how pharmacists can impact these 

beneficiaries in a positive manner. 

 

Medicare Diabetes Prevention Program Expanded (“MDPP”) and Other Diabetes 

Prevention/Management Models 

 

NCPA appreciates CMMI’s work on the expanded model test that will allow seniors at risk for 

diabetes to participate in an evidence-based diabetes prevention program. NCPA believes 

pharmacists play an instrumental role in the prevention and management of diabetes for impacted 

patients.  

 

NCPA is pleased diabetes prevention is now a covered service for seniors in the Medicare program and 

believes there are many services pharmacists can provide to best achieve diabetes prevention. To this end, 

we believe CMMI could implement programs to study the benefits of many of these services. For 

example, CMMI could test new approaches for outreach for diabetes screening in the community 



Page 9 

pharmacy space. As previously mentioned, community pharmacists practice in rural communities and are 

some of the most accessible healthcare providers in these communities. NCPA believes more diabetes 

screenings can drive uptake of the new Medicare diabetes prevention program benefit by seniors with 

prediabetes under the expanded MDPP.  

 

Further, NCPA currently promotes ongoing self-management programs with diabetes patients, including 

diabetes self-management training (“DSMT”) within the pharmacy setting. NCPA believes diabetes 

knowledge and self-care techniques is critically important to the well-being of diabetes patients. NCPA 

encourages CMMI to consider programs that would encourage more utilization to DSMT programs at 

community pharmacies. For example, community pharmacies have been receiving support from the CDC 

to obtain facility accreditation to provide DSMT, but their efforts to provide these services are hampered 

by payers and insurers who are limiting their provider panels. Plan sponsors may claim that they offer 

such training, yet significantly limit the eligible providers in their network and are often excluding 

community pharmacies as participating providers. As an example, a community pharmacy is rural 

Tennessee was unable to service a beneficiary needing DSMT because they were enrolled in a restrictive 

managed care plan with a limited network. That patient had to travel 100 miles round-trip to Nashville's 

Vanderbilt Hospital to get the training that she needed. Greatly limiting provider networks for this 

population will only cause greater harm to the beneficiaries who could most benefit from such services. 

These hurdles ultimately prevent DSMT programs from realizing their full potential. 

 

Mental Health First Aid Training 

 

NCPA supports CMMI’s focus on Mental and Behavioral Health Models and is committed to 

finding ways pharmacists can contribute to enhanced care integration through these models. One 

pilot model NCPA strongly supports is pharmacist training in Mental Health First Aid. Mental 

Health First Aid is an eight-hour live education program that teaches attendees how to identify, 

understand, and respond to signs of mental illness and substance use disorders. As pharmacy team 

members are often on the front line of patient care, they interact with patients who face these 

disorders on a regular basis, but may be underprepared to effectively care for them. The Mental 

Health First Aid education program utilizes case examples and role play to emphasize how the 

training can be used in real life. Developing a new model for mental and behavioral health care 

that includes Mental Health First Aid training and utilization of pharmacists can enhance care 

integration and improve beneficiary care in these areas.  

 

III. Conclusion  

 

NCPA greatly appreciates the opportunity to share with you our comments and suggestions. If you 

have any questions, please contact Kala Shankle, Director of Policy and Regulatory Affairs, 703-

683-1178, kala.shankle@ncpanet.org.  
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Sincerely,  

 

 
Ronna Hauser, Vice President, Pharmacy Affairs  

National Community Pharmacists Association 

 

 
 


