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Something strange happened between the time Linda Griffith signed up for a
new Medicare prescription drug plan during last fall’s enrollment period and
when she tried to fill her first prescription in January.

She picked a Humana drug plan for its low prices, with help from her longtime
insurance agent and Medicare’s Plan Finder, an online pricing tool for
comparing a dizzying array of options. But instead of the $70.09 she expected
to pay for her dextroamphetamine, used to treat attention-deficit/hyperactivity
disorder, her pharmacist told her she owed $275.90.

“I didn’t pick it up because I thought something was wrong,” said Griffith, 73, a
retired construction company accountant who lives in the Northern California
town of Weaverville.

“To me, when you purchase a plan, you have an implied contract,” she said. “I
say I will pay the premium on time for this plan. And they’re going to make
sure I get the drug for a certain amount.”

But it often doesn’t work that way. As early as three weeks after Medicare’s
drug plan enrollment period ends on Dec. 7, insurance plans can change what
they charge members for drugs — and they can do it repeatedly. Griffith’s
prescription out-of-pocket cost has varied each month, and through March,
she has already paid $433 more than she expected to.

A recent analysis by AARP, which is lobbying Congress to pass legislation to
control drug prices, compared drugmakers’ list prices between the end of
December 2021 — shortly after the Dec. 7 sign-up deadline — and the end of
January 2022, just a month after new Medicare drug plans began.
Researchers found that the list prices for the 75 brand-name drugs most
frequently prescribed to Medicare beneficiaries had risen as much as 8%.

This story also ran on NPR. It can be republished for free.
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Medicare officials acknowledge that manufacturers’ prices and the out-of-
pocket costs charged by an insurer can fluctuate. “Your plan may raise the
copayment or coinsurance you pay for a particular drug when the
manufacturer raises their price, or when a plan starts to offer a generic form of
a drug,” the Medicare website warns.

But no matter how high the prices go, most plan members can’t switch to
cheaper plans after Jan. 1, said Fred Riccardi, president of the Medicare
Rights Center, which helps seniors access Medicare benefits.

Drug manufacturers usually change the list price for drugs in January and
occasionally again in July, “but they can increase prices more often,” said
Stacie Dusetzina, an associate professor of health policy at Vanderbilt
University and a member of the Medicare Payment Advisory Commission.
That’s true for any health insurance policy, not just Medicare drug plans.

Like a car’s sticker price, a drug’s list price is the starting point for negotiating
discounts — in this case, between insurers or their pharmacy benefit
managers and drug manufacturers. If the list price goes up, the amount the
plan member pays may go up, too, she said.

The discounts that insurers or their pharmacy benefit managers receive “don’t
typically translate into lower prices at the pharmacy counter,” she said.
“Instead, these savings are used to reduce premiums or slow premium growth
for all beneficiaries.”
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“We hear consistently from people who just have absolute sticker shock when
they see not only the full cost of the drug, but their cost sharing,” said Riccardi.

The potential for surprises is growing. More insurers have eliminated
copayments — a set dollar amount for a prescription — and instead charge
members a percentage of the drug price, or coinsurance, Chiquita Brooks-
LaSure, the top official at the Centers for Medicare & Medicaid Services, said
in a recent interview with KHN. The drug benefit is designed to give insurers
the “flexibility” to make such changes. “And that is one of the reasons why
we’re asking Congress to give us authority to negotiate drug prices,” she said.

CMS also is looking at ways to make drugs more affordable without waiting for
Congress to act. “We are always trying to consider where it makes sense to be
able to allow people to change plans,” said Dr. Meena Seshamani, CMS
deputy administrator and director of the Center for Medicare, who joined
Brooks-LaSure during the interview.

On April 22, CMS unveiled a proposal to streamline access to the Medicare
Savings Program, which helps 10 million low-income enrollees pay Medicare
premiums and reduce cost sharing. Enrollees also receive drug coverage with
reduced premiums and out-of-pocket costs.

The subsidies make a difference. Low-income beneficiaries who have
separate drug coverage plans and receive subsidies are nearly twice as likely
to take their medications as those without financial assistance, according to a
study Dusetzina co-authored for Health Affairs in April.

When CMS approves plans to be sold to beneficiaries, the only part of drug
pricing it approves is the cost-sharing amount — or tier — applied to each
drug. Some plans have as many as six drug tiers.

In addition to the drug tier, what patients pay can also depend on the
pharmacy, their deductible, their copayment or coinsurance — and whether
they opt to abandon their insurance and pay cash.

https://www.cms.gov/About-CMS/Leadership
https://www.cms.gov/about-cms/leadership/center-medicare
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After Linda Griffith left the pharmacy without her medication, she spent a week
making phone calls to her drug plan, pharmacy, Social Security, and Medicare
but still couldn’t find out why the cost was so high. “I finally just had to give in
and pay it because I need the meds — I can’t function without them,” she said.

But she didn’t give up. She appealed to her insurance company for a tier
reduction, which was denied. The plan denied two more requests for price
adjustments, despite assistance from Pam Smith, program manager for five
California counties served by the Health Insurance Counseling and Advocacy
Program. They are now appealing directly to CMS.

“It’s important to us to work with our members who have questions about any
out-of-pocket costs that are higher than the member would expect,” said Lisa
Dimond, a Humana spokesperson. She could not comment about Griffith’s
situation because of privacy rules.

However, Griffith said she received a call from a Humana executive who said
the company had received an inquiry from the media. After they discussed the
problem, Griffith said, the woman told her, “The [Medicare] Plan Finder is an
outside source and therefore not reliable information,” but assured Griffith that
she would find out where the Plan Finder information had come from.

She won’t have to look far: CMS requires insurers to update their prices every
two weeks.

“I want my money back, and I want to be charged the amount I agreed to pay
for the drug,” said Griffith. “I think this needs to be fixed because other people
are going to be cheated.”

Susan Jaffe: Jaffe.KHN@gmail.com, @SusanJaffe
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Medication adherence suffers because  
of high drug costs

In a recent study published in Circulation, researchers found that one 
in eight patients with atherosclerotic cardiovascular disease (ASCVD) 

in the United States did not adhere to their medications because of cost. 

Of the 14,279 individuals surveyed 
by Khera and colleagues, 1,774 reported 
not taking their medications as pre-
scribed to save money. This translates 
to 12.6% of adult patients with ASCVD 
nationally.  

“We see this almost every day in the 
clinic I work in,” said Lisa Cillessen, 
PharmD, who’s a clinical assistant pro-
fessor at University of Missouri–Kan-
sas City School of Pharmacy and an 
ambulatory care pharmacist at Jor-
dan Valley Community Health Cen-
ter, a federally qualified health center 
that serves a primarily underserved 
and low-income population. “A lot of 
patients just simply don’t pick up their 
medications because of the cost, and 
even if they are able to pick them up, 
they stretch them out.” 

It’s also not uncommon to see 
patients abandon their prescriptions, 
said Cillessen, who was not involved 
in the study.

“Sometimes, patients come in to pick 
up four or five medications, and they 
can’t afford that cost, so they just leave 
the prescription at the pharmacy,” she 
said. “Or maybe they’re taking half 
tablets [instead of the whole tablet] to 
make sure they do not run out of their 
medication.”

A pervasive problem
According to the study, among non-
adherent patients, 8.6% skipped doses, 
8.8% took a lower dose than prescribed, 

and 10.5% delayed filling their pre-
scriptions. Those who were nonadher-
ent because of cost were also 10.8 times 
more likely to request low-cost medica-
tions and 9.9 times more likely to use 
alternative, nonprescription therapies.

Khera and colleagues found that 
patients younger than 65 years were 
three times more likely to not take 
their medications as prescribed to 
save money; nearly 20% were nonad-
herent compared with 6.2% of patients 
65 years and older. Among the younger 

individuals, one in four women, one 
in three patients from low-income 
families, and more than one-half of 
all patients without health insurance 
reported cost-related nonadherence. 

Race and level of education did not 
seem to influence the results.

But even for Americans with insur-
ance, affording medications can be a 
struggle. In a January 2020 survey by 
NPR, the Harvard T.H. Chan School of 
Public Health, and the Robert Wood 
Johnson Foundation, many patients 

reported that their insurance plans 
sometimes don’t cover their medication 
or may only cover generic versions. In 
these cases, nearly half of these patients 
simply don’t fill their prescription. 

While the majority of Americans 
have health insurance that includes 
prescription medication coverage, the 
survey noted that more than one-third 
of adults across all income groups 
were told their prescriptions would 
not be covered. 

This was most common among 
lower-income individuals who earned 
less than $35,000 per year—49% 
reported being denied coverage com-
pared with 32% of middle-income 
(earning between $35,000 and $99,999 
per year) and 41% of the highest-
income (the top 1%, earning at least 
$500,000 per year) adults. 

Of patients who were denied cov-
erage, 51% of lower-income, 48% of 
middle-income, 41% of higher-income 
(earning between $100,000 and $499,999 
per year), and 18% of the highest-
income individuals ultimately did not 
fill their prescription. 

Bold solutions
“The out-of-pocket cost of medications 
is a huge issue for millions of high-risk 
patients with cardiovascular diseases, 
such as heart attacks, stroke, angina, 
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and other conditions,” said senior 
author of the Circulation study, Khur-
ram Nasir, MD, MPH, MSc, chief of the 
division of cardiovascular prevention 
and wellness and codirector of the Cen-
ter for Outcomes Research at Houston 
Methodist DeBakey Heart & Vascular 
Center in Texas, in a statement. 

This is especially true for people 
younger than 65 years who may not 
have access to public insurance. The 
researchers wrote that access to Medi-
care likely contributed to the lower 
rates of cost-related 
nonadherence in 
patients 65 years 
and older. 

While young-
er patients are 
mor e  l i ke ly 
to be actively 
employed, have 
fewer medical comor-
bidities, and therefore 
may be in a better financial 
position to afford their medica-
tions, they were still three times more 
likely to forego taking their medica-
tions as prescribed because of cost, the 
authors wrote. This suggests that the 
issue requires grander action that may 
influence health care policies. 

“As health care providers, we 
should … consider advocating for 
changes in national health care policy, 
such as capping out-of-pocket expenses 
for low-income families,” said Nasir 
in the statement. This includes poten-
tially expanding insurance protection 
offered to the Medicare population 
to those younger than 65 years, the 
authors wrote. 

The patient always comes first
Community pharmacists can help in a 
number of ways when a patient can’t 
afford their medication. One big thing 
they can do is know what resources are 
available.

“For example, almost any medica-
tion that’s brand name has some sort 
of patient assistance program,” said Cil-
lessen. “If the pharmacist notices that 
somebody’s not picking up their inhaler 
or their insulin [because of cost], point 
that patient to those resources.”

Pharmacists can also check the cash 

price of the medication. “Sometimes, 
the cash price is actually cheaper than 
going through the insurance,” said Cil-
lessen, as is the case for medications 
on $3 or $4 lists. 

Patients could also use discount 
cards, said Cillessen, but pharmacists 
should treat these as a last resort. 
“Discount cards typically end up 
hurting pharmacies a little bit more 
than cash paying options,” she said, 
“so, if I can find [another solution], I 
prefer to do that.”

It also helps to be aware of the kinds 
of federally qualified health centers in 
the area, said Cillessen. 

“Those are going to provide health 
care at some sort of discounted rate, 
oftentimes a sliding scale fee. Then, 
they’re able to actually partner with 
community pharmacies to run a 340B 
program that provides medications at 
discounted rates.”

Pharmacists can also check if other 
pharmacies have medications avail-
able for lower costs. “I know as phar-
macists, we don’t want to drive busi-

ness away from our own place,” said 
Cillessen, but the patient always 
come first. 

“We need to consider, ‘Is my patient 
being taken care of?’ If they’re not 
going to pick up their medication from 
my pharmacy, can we at least get them 
to pick it up from somewhere else?”

Know community resources
It’s important to educate patients on 
other community resources, as well, 
not just those for medications and pre-
scriptions. 

Many low-income or underserved 
patients who are struggling to afford 
their medications are probably strug-

gling with other things, too, said Cil-
lessen. This may include rent, utili-
ties, transportation, and food.

“I’m lucky that the clinic I work 
in is very integrated,” said Cil-
lessen. On top of the medical 
and health services they pro-
vide, Jordan Valley Commu-
nity Health Center also has 
community health workers, 
lawyers, and social work-
ers who can help patients 

apply for food stamps, figure 
out housing and utilities, or pro-

vide advice and support with land-
lord issues or domestic abuse. 

“Patients will pay for their health 
care last because they feel like they 
have these other things they have to 
take care of,” Cillessen said. But that’s 
why it’s important for pharmacists to 
ask patients questions and be aware 
of other community resources that are 
available. 

“[For example], I know we send 
a lot of patients to community gar-
dens to help out with food costs,” 
said Cillessen. Or if your pharmacy 
is in a grocery store, it’s also helpful 
for pharmacists and technicians to 
know if the store doubles up on food 
stamps. 

“Being able to educate your patient 
and say, ‘Oh, did you know if you go 
buy healthy foods, you can double 
your food stamps for the month?’—
even small things like that are always 
beneficial,” said Cillessen.

Aina Abell, assistant editor

Low-income or underserved 
patients who are struggling 
to afford their medications 
are probably struggling with 
other things, too.
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Purpose: The aim of this study was to test whether patient medication adherence, a modifiable 

risk factor obtainable at hospital admission, predicts readmission within 30 days.

Patients and methods: We used a retrospective cohort study design to test whether patient 

medication adherence to all chronic medications, as determined by the 4-item Morisky 

Medication Adherence Scale (MMAS-4) administered by a pharmacist at the time of hospital 

admission, predicts 30-day readmissions. We compared readmission rates among 385 inpatients 

who had their adherence assessed from February 1, 2013, to January 31, 2014. Multiple logis-

tic regression was used to examine the benefit of adding medication adherence to previously 

published variables that have been shown to predict 30-day readmissions.

Results: Patients with low and intermediate adherence (combined) had readmission rates of 

20.0% compared to a readmission rate of 9.3% for patients with high adherence (P=0.005). 

By adding MMAS-4 data to previously published variables that have been shown to predict 

30-day readmissions, we found that patients with low and intermediate medication adherence 

had an adjusted 2.54-fold higher odds of readmission compared to those in patients with high 

adherence (95% confidence interval [CI]: 1.32–4.90, P=0.005). The model’s predictive power, 

as measured by the c-statistic, improved from 0.65 to 0.70 after adding adherence.

Conclusion: Because medication adherence assessed at hospital admission was independently 

associated with 30-day readmission risk, it offers potential for targeting interventions to improve 

adherence.

Keywords: rehospitalization, predictive model, transition of care, care transitions, 

nonadherence, MMAS-4

Introduction
Multiple studies suggest that proper medication use by patients is one of the most 

important factors contributing to better outcomes and decreased utilization. Patients 

who are not adherent to their medication regimens have a poorer prognosis than patients 

who are adherent. Of all medication-related hospitalizations that occur in the USA, 

33%–69% are the result of medication nonadherence, which translates into health care 

costs reaching $100 billion a year.1–3 In the face of growing readmission penalties, 

hospitals struggle with how to identify patients at risk for avoidable readmissions.4,5 

Since transitional care interventions have the potential to reduce readmissions, interest 

in models that could identify patients at risk in real time has increased tremendously. 

Seven predictive models currently exist that have the potential to identify high-risk 

patients early during a hospitalization, and five of these can be utilized at the time of 

discharge. Unfortunately, most predictive models use medical comorbidity and prior 

utilization data, which in general yield poor predictive ability for hospital readmis-

sions. Models that include functional and social variables produce greater predictive 
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power, although data for these variables are more difficult 

to obtain.6

Researchers of the HOSPITAL study collected data on 

several types of variables from easily obtainable sources. 

These data included demographic information, previous 

health care utilization, primary care provider information, 

index admission characteristics, procedures and chronic 

medical conditions, and last known laboratory values before 

discharge. They then used multiple regression modeling to 

identify seven factors that independently predict 30-day 

hospital readmission: Hemoglobin at discharge, discharge 

from an Oncology service, Sodium level at discharge, 

Procedure during the index admission (any International 

Classification of Diseases, Ninth Revision, Clinical Modi-

fication [ICD-9-CM] coded procedure), Index Type of 

admission (nonelective vs elective), number of Admissions 

during the past 12 months, and Length of stay, which they 

referred to as the HOSPITAL score.7,8

Medication adherence is one type of social variable, and 

while it has been hypothesized that nonadherence might predict 

hospital readmission, this relationship has not been extensively 

studied because medication adherence measurements are not 

easily obtained.7 In contrast to most predictors of readmission, 

nonadherence is a “modifiable” risk factor.9 Furthermore, low 

baseline adherence has been found to be a predictor of low 

adherence postdischarge.10 As such, identifying nonadherent 

patients in real time could be helpful in developing interven-

tions that could safely reduce hospitalizations.

There are several adherence tools available that identify 

medication behavior, barriers to adherence, or behaviors asso-

ciated with nonadherence. However, they have either not been 

validated or not been proven to be reliable and/or are not suf-

ficiently sensitive. Most of these tools are also time-consuming 

to administer and have complicated score calculations that 

make them impractical in day-to-day practice. Therefore, even 

after years of research, a gold standard scale has still not been 

identified.11–13 The 4-item Morisky Medication Adherence 

Scale (MMAS-4) has been shown to be reliable, has good valid-

ity, and is quick to administer and score.14–16 Many researchers 

have been using it to assess their new medication adherence 

scales.17,18 For this reason, we obtained baseline medication 

adherence data at hospital admission using the MMAS-4. We 

then used these data to test the hypothesis that medication 

nonadherence can predict 30-day hospital readmission.

Patients and methods
setting and participants
This retrospective cohort study was conducted at the Cedars-

Sinai Medical Center (CSMC), a large nonprofit, tertiary 

care teaching hospital in Los Angeles, California, USA. Our 

analysis included patients admitted by a large hospitalist 

service who received a pharmacist consultation as part of 

a quality improvement (QI) project from February 1, 2013, 

to January 31, 2014. The QI project included all patients 

who met at least one of the following inclusion criteria: 

age $65 years, on $10 chronic medications, therapeutic 

duplicates in patient’s most recent electronic health record 

(EHR) medication list, heart failure (defined as having an 

ejection fraction ,40%, documented heart failure in the 

History & Physical examination note or in the EHR problem 

list), and if they were referred for a pharmacist consulta-

tion by the treating hospitalist based on clinical judgment. 

Chronic medications were defined as medications prescribed 

for chronic conditions that were to be taken on a scheduled 

basis. Short-term antimicrobial therapy, vitamins, herbal 

supplements, and medications prescribed on an as-needed 

basis were not considered to be chronic medications. 

Patients were excluded from the analysis if they would be 

excluded from Centers for Medicare & Medicaid (CMS) 

readmission measures: those who died before discharge, 

were discharged to another health care facility or hospice, or 

left against medical advice.19 Patients were also excluded if 

the consulting pharmacist was not able to assess medication 

adherence (ie, if the patient was intubated) or if they were 

intentionally readmitted for an elective procedure within 

30 days of discharge of the index hospitalization. The CSMC 

Institutional Review Board (IRB) approved the study. All 

data collection and analysis were performed in compliance 

with IRB requirements. Written informed consent was not 

required by the CSMC IRB.

Outcome variable
Our outcome measure was nonelective hospital readmissions 

within 30 days of discharge. Any patient rehospitalized to 

CSMC via the Emergency Department was considered non-

elective. Of note, unplanned direct admissions are very rare 

at CSMC due to bed shortages, so inpatient admissions via 

the Emergency Department accurately reflect nonelective 

rehospitalizations.

independent variable
The independent variable of interest was medication adher-

ence, used as a predictor of 30-day readmissions. Our null 

hypothesis was that this odds ratio would not differ from 1. 

We also evaluated the c-statistic for the multiple regression 

model predicting 30-day readmissions. Our null hypothesis 

was that adding adherence to the model would not change 

the c-statistic.
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Other variables
For each patient included in the analysis, we extracted 

all seven covariates used in the HOSPITAL model.7 We 

used the CSMC EHR to extract demographic information, 

insurance information, previous health care utilization data 

(number of admissions in the previous year), and data from 

the index admission (hemoglobin and sodium levels before 

discharge, length of stay, and index admission type). We 

extracted information about procedures performed during 

the hospitalization from billing data. Because many CSMC 

oncologists use hospitalists, we checked if patients had 

received a consultation from an oncologist during the hospital 

stay to approximate discharge from an oncology service 

variable (Table 1).

Table 1 Patient characteristics

Patient characteristics Medication adherencea P-valueb

Low (N=94) Intermediate 
(N=141)

High (N=150)

Unplanned readmission, n (%)       0.020
not readmitted 75 (79.8%) 113 (80.1%) 136 (90.7%)  
readmitted 19 (20.2%) 28 (19.9%) 14 (9.3%)  

Age, median (Q1, Q3) 68.0 (56, 78) 67.0 (56, 80) 69.0 (59, 81) 0.66
Female, n (%) 50 (53.2%) 70 (49.6%) 70 (46.7%) 0.61
ethnicity, n (%)       0.61

hispanic 8 (8.5%) 15 (10.6%) 11 (7.3%)  
non-hispanic 86 (91.5%) 126 (89.4%) 139 (92.7%)  

race, n (%)       0.047
Asian 6 (6.4%) 6 (4.3%) 13 (8.7%)  
Black or African American 30 (31.9%) 30 (21.3%) 23 (15.3%)  
White 58 (61.7%) 103 (73.0%) 111 (74.0%)
Others 0 (0.0%) 2 (1.4%) 3 (2.0%)  

Marital status, n (%)       0.049
Divorced or legally separated 12 (12.8%) 15 (10.6%) 12 (8.0%)  
Married, significant other or domestic partner 30 (31.9%) 69 (48.9%) 81 (54.0%)  
single 29 (30.9%) 32 (22.7%) 28 (18.7%)  
Widowed 23 (24.5%) 25 (17.7%) 29 (19.3%)  

Primary insurance, n (%)       0.86
hMO 9 (9.6%) 17 (12.1%) 13 (8.7%)  
Medi-cal 1 (1.1%) 2 (1.4%) 3 (2.0%)  
Medicare 73 (77.7%) 104 (73.7%) 109 (72.7%)  
PPO 10 (10.6%) 15 (10.6%) 23 (15.3%)  
self-pay/others 1 (1.1%) 3 (2.1%) 2 (1.3%)  

source of index admission, n (%)       0.34
home 91 (96.8%) 130 (92.2%) 145 (96.7%)  
MD office 2 (2.1%) 5 (3.5%) 3 (2.0%)  
Transfer from another facility 1 (1.1%) 6 (4.3%) 2 (1.3%)  

Type of index admission, n (%)       0.76
elective 2 (2.1%) 2 (1.4%) 4 (2.7%)  
emergency 92 (97.9%) 139 (98.6%) 146 (97.3%)  

Discharge from an oncology service, n (%) 10 (10.6%) 27 (19.1%) 21 (14.0%) 0.18
length of stay of the index admission, median (Q1, Q3) 5.0 (3.0, 7.0) 5.0 (3.0, 8.0) 5.0 (3.0, 8.0) 0.59
number of hospital admissions in the past year, median (Q1, Q3) 1.0 (0.0, 3.0) 1.0 (0.0, 2.0) 1.0 (0.0, 2.0) 0.07
number of PTA medications, median (Q1, Q3) 20.0 (16, 27) 20.0 (15, 25) 20.0 (16, 24) 0.74
number of procedures during index admission, median (Q1, Q3) 2.0 (1.0, 4.0) 2.0 (1.0, 4.0) 2.0 (1.0, 4.0) 0.91
hemoglobin level at discharge, median (Q1, Q3) 10.7 (9.3, 12.1) 10.6 (9.3, 11.8) 10.7 (9.6, 12.0) 0.38
serum sodium level at discharge, median (Q1, Q3) 138.0 (135, 140) 138.0 (135, 141) 138.0 (136, 141) 0.52
serum creatinine level at discharge, median (Q1, Q3) 1.0 (0.8, 2.0) 1.1 (0.8, 1.8) 1.0 (0.8, 1.6) 0.18
Primary diagnosis on admission, n (%)      0.46

Arrhythmia 3 (3.2%) 2 (1.4%) 6 (4.0%)  
Asthma/cOPD 6 (6.4%) 3 (2.1%) 5 (3.3%)  
Bleeding 3 (3.2%) 4 (2.8%) 8 (5.4%)  
Bronchitis/pneumonia 4 (4.3%) 4 (2.8%) 9 (6.0%)  
Diabetes mellitus 5 (5.3%) 4 (2.8%) 3 (2.0%)  
heart failure 11 (11.7%) 17 (12.1%) 12 (8.0%)  
hypertension 6 (6.4%) 2 (1.4%) 1 (0.7%)  
infection 13 (13.8%) 31 (22.0%) 27 (18.0%)  
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www.dovepress.com
www.dovepress.com
www.dovepress.com


Patient Preference and Adherence 2017:11submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

804

rosen et al

Assessing patient medication adherence
Pharmacist consultations focused on obtaining the best 

possible prior to admission medication history, assessing 

medication adherence to all chronic medications, and pro-

viding education.

The consulting pharmacist assessed medication adher-

ence via the MMAS-414–16 using the following questions:

1. Do you ever forget to take any of your chronic medicines?

2. Do you ever have problems remembering to take any of 

your chronic medicines?

3. When you feel better, do you sometimes stop taking any 

of your chronic medicines?

4. Sometimes, if you feel worse when you take any of your 

chronic medicines, do you stop taking them?

Since this was a retrospective analysis and we sought 

to control for confounding variables, the independent 

contribution of medication adherence to predict readmission 

was adjusted for seven HOSPITAL factors that are found 

to be significant independent predictors of 30-day hospital 

readmission.

Patient education
As part of the QI project, patients with medication knowledge 

deficits were educated at the time of the initial pharmacist 

Table 1 (Continued)

Patient characteristics Medication adherencea P-valueb

Low (N=94) Intermediate 
(N=141)

High (N=150)

ischemic heart disease 3 (3.2%) 10 (7.1%) 12 (8.0%)

Malignant neoplasm 2 (2.1%) 6 (4.3%) 6 (4.0%)  
Pancreatitis 3 (3.2%) 4 (2.8%) 7 (4.7%)  
renal failure 4 (4.3%) 8 (5.7%) 9 (6.0%)  
Venous thromboembolism 1 (1.1%) 2 (1.4%) 5 (3.3%)  
Othersc 30 (31.9%) 44 (31.2%) 40 (26.7%)  

Primary diagnosis at 30-day readmission, n (%)       0.42
Arrhythmia 1 (5.3%) 0 (0.0%) 0 (0.0%)  
Asthma/cOPD 2 (10.5%) 0 (0.0%) 0 (0.0%)  
Bleeding 0 (0.0%) 1 (3.6%) 0 (0.0%)  
Bronchitis/pneumonia 0 (0.0%) 1 (3.6%) 1 (7.1%)  
Diabetes mellitus 0 (0.0%) 2 (7.1%) 1 (7.1%)  
heart failure 1 (5.3%) 3 (10.7%) 1 (7.1%)  
hypertension 2 (10.5%) 0 (0.0%) 0 (0.0%)  
infection 4 (21.1%) 8 (28.6%) 8 (57.1%)  
ischemic heart diseases 1 (5.3%) 1 (3.6%) 0 (0.0%)  
Malignancy 0 (0.0%) 1 (3.6%) 0 (0.0%)  
Pancreatitis 2 (10.5%) 2 (7.1%) 0 (0.0%)  
Venous thromboembolism 0 (0.0%) 2 (7.1%) 0 (0.0%)  
Othersd 6 (31.6%) 7 (25.0%) 3 (21.4%)  

comorbidity, n (%)
Atrial fibrillation 34 (36.2%) 53 (37.6%) 62 (41.3%) 0.68
cOPD 17 (18.1%) 20 (14.2%) 17 (11.3%) 0.33
Diabetes mellitus 43 (45.7%) 58 (41.1%) 68 (45.3%) 0.71
ischemic heart diseases 43 (45.7%) 52 (36.9%) 55 (36.7%) 0.30
heart failure 39 (41.5%) 53 (37.6%) 52 (34.7%) 0.56
Malignant neoplasm 13 (13.8%) 20 (14.2%) 18 (12.0%) 0.84

Notes: aFor the assessment of medication adherence, we used MMAs-4. Use of the ©MMAs is protected by the Us and international copyright laws. Permission for use 
is required. A license agreement is available from Donald e Morisky, MMAs research (MOrisKY), 294 lindura court, las Vegas, nV 89135-1415; dmorisky@gmail.com 
© 2007 Donald e Morisky. All rights reserved. MMAS, Morisky Medication Adherence Scale, and Morisky are the trademarks of Donald e Morisky and may be used only 
with permission. bFor categorical variables, we used chi-square tests. For nonnormally distributed variables, we used the two-sided Kruskal–Wallis rank sum test. cOther 
diagnoses at admission included anemia, bile duct obstruction, arthritis, calculus, cervical spondylosis, cholangitis, fluid overload, fracture, complications of transplanted organ, 
complications of implanted device, constipation, degeneration of lumber or lumbosacral intervertebral disk, dehydration, dementia, dislocation of prosthetic joint, disorder 
of autonomic nervous system, displacement of cervical intervertebral disk, electrolyte imbalance, encephalopathy, epilepsy, fecal impaction, gastritis, gastromy complications, 
gout, hallucinations, headache, hemiplegia, inguinal hernia with obstruction, intestinal obstruction, migraine, orthostatic hypotension, osteoarthrosis, pain, poisoning, pressure 
ulcer, prosthetic joint repair, sickle-cell crisis, spasm of muscle, sprain of neck, systemic lupus erythematosus, systemic sclerosis, psychosis, ulcerative colitis, and vascular 
insufficiency of intestine. dOther diagnoses at 30-day readmission included acute vascular insufficiency of intestine, altered mental status, cerebral infarction, electrolyte 
imbalance, fracture, hemiplegia, hepatic encephalopathy, complications due to renal dialysis device, hypersensitivity angitis, fall, pain, and unspecified disorder of stomach and 
duodenum.
Abbreviations: cOPD, chronic obstructive pulmonary disease; hMO, health Maintenance Organization; MD, Doctor of Medicine; MMAs-4, 4-item Morisky Medication 
Adherence scale; PPO, Preferred Provider Organization; PTA, prior to admission.
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consultation. Telephonic pharmacist counseling was also 

attempted within 72 hours after discharge for patients with low 

levels of adherence (and for some with medium levels, based on 

pharmacist judgment). During these phone calls, pharmacists 

reviewed the discharge medication list with the patient and iden-

tified any drug-related problems that warranted follow-up.

statistical analysis
All covariates, including adherence, were tested individu-

ally to assess their association with 30-day readmission 

using bivariate nonparametric Wilcoxon rank-sum test and 

chi-square test for continuous and categorical covariates, 

respectively (Table 2). The previously published multiple 

Table 2 Patient readmitted within 30 days vs not readmitted

Patient characteristics Not readmitted 
(N=324)

Readmitted  
(N=61)

P-valuea

Age, median (Q1, Q3) 68.0 (56.0, 80.0) 66.0 (59.0, 81.0) 0.98
Female, n (%) 155 (47.8%) 35 (57.4%) 0.17
ethnicity, n (%) 0.43

hispanic 27 (8.3%) 7 (11.5%)
non-hispanic 297 (91.7%) 54 (88.5%)

race, n (%) 0.26
Asian 18 (5.6%) 7 (11.5%)
Black or African American 69 (21.3%) 14 (23.0%)
White 232 (71.6%) 40 (65.6%)
Others 5 (1.5%) 0 (0.0%)

Marital status, n (%) 0.93
Divorced or legally separated 33 (10.2%) 6 (9.8%)
Married, significant other or domestic partner 152 (46.9%) 28 (45.9%)
single 73 (22.5%) 16 (26.2%)
Widowed 66 (20.4%) 11 (18.0%)

Primary insurance, n (%) 0.28
hMO 36 (11.1%) 3 (4.9%)
Medi-cal 4 (1.2%) 2 (3.3%)
Medicare 240 (74.1%) 46 (75.4%)
PPO 40 (12.3%) 8 (13.1%)
self-pay/others 4 (1.2%) 2 (3.3%)

source of index admission, n (%) 0.35
home 306 (94.4%) 60 (98.4%)
MD office 10 (3.1%) 0 (0.0%)
Transfer from another facility 8 (2.5%) 1 (1.6%)

Type of index admission, n (%) 0.79
elective 7 (2.2%) 1 (1.6%)
emergency 317 (97.8%) 60 (98.4%)

Discharge from an oncology service, n (%) 43 (13.3%) 15 (24.6%) 0.023
length of stay of the index admission, median (Q1, Q3) 5.0 (3.0, 7.0) 6.0 (4.0, 10.0) 0.003
number of hospital admissions in the past year, median (Q1, Q3) 1.0 (0.0, 2.0) 1.0 (0.0, 3.0) 0.14
number of PTA medications, median (Q1, Q3) 20.0 (16.0, 25.0) 20.0 (16.0, 25.0) 0.92
number of procedures during index admission, median (Q1, Q3) 2.0 (1.0, 4.0) 2.0 (1.0, 5.0) 0.97
hemoglobin level at discharge, median (Q1, Q3) 10.7 (9.5, 12.1) 10.3 (9.3, 11.3) 0.09
serum sodium level at discharge, median (Q1, Q3) 138.0 (136.0, 141.0) 137.0 (135.0, 140.0) 0.044
serum creatinine level at discharge, median (Q1, Q3) 1.1 (0.8, 1.7) 1.1 (0.9, 2.4) 0.33
Medication adherence, n (%) 0.020

low 75 (23.1%) 19 (31.1%)
intermediate 113 (34.9%) 28 (45.9%)
high 136 (42.0%) 14 (23.0%)

Medication adherence collapsed, n (%) 0.005
low/intermediate 188 (58.0%) 47 (77.0%)
high 136 (42.0%) 14 (23.0%)

Primary diagnosis on admission, n (%) 0.63
Arrhythmia 10 (3.1%) 1 (1.6%)
Asthma/cOPD 11 (3.4%) 3 (4.9%)

(Continued)
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logistic regression HOSPITAL model7 was then fitted with 

and without adherence to assess the contribution of adherence 

to the model. The odds ratios, Wald 95% confidence inter-

vals (CIs), and P-values for the association of the full model 

results adding adherence are reported (Table 3). As a sensi-

tivity analysis, we added the number of prior-to-admission 

medications into the model as both continuous and categori-

cal variables (three levels: 2–9, 10–19, and 20–48).

The c-statistic was used to evaluate prediction accuracy, 

where c =1 for a perfect model and c =0.5 for a model with no 

better than random classification.20 Because we did not expect 

the predictive capacity of the HOSPITAL model to remain 

constant when we adapted this model to our data structures 

and our patient population, the most relevant c-statistic com-

parison was the c-statistic achieved by our model using our 

data with and without the inclusion of medication adherence 

data. All reported tests were two sided at a significance level 

of α =0.05. P-values were not adjusted for multiple testing. 

Data were analyzed using the SAS statistical software (SAS 

Institute, Cary, NC, USA).

Table 2 (Continued)

Patient characteristics Not readmitted 
(N=324)

Readmitted  
(N=61)

P-valuea

Bleeding 14 (4.6%) 0 (0.0%)
Bronchitis/pneumonia 15 (4.6%) 2 (3.3%)
Diabetes mellitus 9 (2.8%) 3 (4.9%)
heart failure 36 (11.1%) 4 (6.6%)
hypertension 8 (2.5%) 1 (1.6%)
infection 56 (17.3%) 15 (24.6%)
ischemic heart diseases 21 (6.5%) 4 (6.6%)
Malignant neoplasm 11 (3.4%) 3 (4.9%)
Pancreatitis 9 (2.8%) 5 (8.2%)
renal failure 18 (5.6%) 3 (4.9%)
Venous thromboembolism 7 (2.2%) 1 (1.6%)
Othersb 98 (30.2%) 16 (26.2%)

Primary diagnosis at 30-day readmission, n (%)
Arrhythmia 1 (1.6%)
Asthma/cOPD 2 (3.3%)
Bleeding 1 (1.6%)
Bronchitis/pneumonia 2 (3.3%)
Diabetes mellitus 3 (4.9%)  
heart failure 5 (8.2%)
hypertension 2 (3.3%)
infection 20 (32.8%)
ischemic heart diseases 2 (3.3%)
Malignant neoplasm 1 (1.6%)
Pancreatitis 4 (6.6%)
Venous thromboembolism 2 (3.3%)
Othersc 16 (26.2%)

comorbidity, n (%)
Atrial fibrillation 132 (40.7%) 17 (27.9%) 0.06
cOPD 40 (12.3%) 14 (23.0%) 0.029
Diabetes mellitus 144 (44.4%) 25 (41.0%) 0.62
ischemic heart diseases 134 (41.4%) 16 (26.2%) 0.026
heart failure 125 (38.6%) 19 (31.1%) 0.27
Atrial fibrillation 132 (40.7%) 17 (27.9%) 0.06

Notes: aFor categorical variables, we used Fisher’s exact and chi-square tests. For nonnormally distributed variables, we used the two-sided Kruskal–Wallis rank sum 
test. bOther diagnoses at admission included anemia, bile duct obstruction, arthritis, calculus, cervical spondylosis, cholangitis, fluid overload, fracture, complications of 
transplanted organ, complications of implanted device, constipation, degeneration of lumber or lumbosacral intervertebral disk, dehydration, dementia, dislocation of 
prosthetic joint, disorder of autonomic nervous system, displacement of cervical intervertebral disk, electrolyte imbalance, encephalopathy, epilepsy, fecal impaction, gastritis, 
gastromy complications, gout, hallucinations, headache, hemiplegia, inguinal hernia with obstruction, intestinal obstruction, migraine, orthostatic hypotension, osteoarthrosis, 
pain, poisoning, pressure ulcer, prosthetic joint repair, sickle-cell crisis, spasm of muscle, sprain of neck, systemic lupus erythematosus, systemic sclerosis, psychosis, ulcerative 
colitis, and vascular insufficiency of intestine. cOther diagnoses at 30-day readmission included acute vascular insufficiency of intestine, altered mental status, cerebral 
infarction, electrolyte imbalance, fracture, hemiplegia, hepatic encephalopathy, complications due to renal dialysis device, hypersensitivity angitis, fall, pain, and unspecified 
disorder of stomach and duodenum.
Abbreviations: cOPD, chronic obstructive pulmonary disease; hMO, health Maintenance Organization; MD, Doctor of Medicine; PPO, Preferred Provider Organization; 
PTA, prior to admission.
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Results
Five hundred and eighteen adult patients admitted under 

inpatient status received a pharmacist consultation during 

the study period (Figure 1). Of these patients, 111 patients 

were excluded due to having been transferred to another 

acute care facility or psychiatric facility, inability to assess 

adherence, being discharged to hospice or a skilled nursing 

facility, dying before discharge, or because the patient left 

against medical advice. Twenty-two additional patients were 

excluded due to their readmissions being planned. Ultimately, 

385 patients were included in this analysis, of whom 

61 patients experienced an unplanned 30-day readmission.

Baseline characteristics for patients with low, interme-

diate, and high adherence are reported in Table 1. Patients 

included in the analysis had diverse medical conditions 

including general medicine, cardiology, endocrinology, 

hematology, gastroenterology, nephrology, oncology, pul-

monology, transplant, rheumatology, and infectious diseases. 

Table 3 Multiple logistic regression model results for 30-day readmission, including adherence

Association HOSPITAL model with adherence HOSPITAL model

Estimate 95% confidence 
limits

P-valuea Estimate 95% confidence 
limits

P-valuea

Lower 
limit

Upper 
limit

Lower 
limit

Upper 
limit

hemoglobin level at discharge (,12 g/dl) 1.336 0.635 2.810 0.445 1.343 0.643 2.804 0.432
Discharge from an oncology service 2.219 1.078 4.566 0.031 2.210 1.086 4.494 0.029
sodium level at discharge (,135 meq/l) 1.646 0.807 3.359 0.171 1.764 0.872 3.567 0.114
Procedure during hospital stay (any ICD-9-CM-coded procedure) 1.098 0.579 2.082 0.773 1.130 0.601 2.127 0.704
index admission type: nonelective 3.383 0.946 12.107 0.061 3.294 0.925 11.732 0.066
hospital admissions during the previous year 0.676 0.295 1.551 0.356 0.721 0.317 1.636 0.433
length of stay $5 days 1.974 1.062 3.669 0.032 1.838 0.996 3.393 0.052
Medication adherence (low/intermediate vs high) 2.545 1.323 4.902 0.005

Notes: c-statistic =0.70 and 0.65 for the models with and without medication adherence, respectively. aWald chi-square test.

Figure 1 selection process for study inclusion.
Abbreviation: snF, skilled nursing facility.
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The patients’ average age at inclusion was 67 years (range 

from 21 to 99 years), and the average number of medications 

on the prior-to-admission medication list was 21 (range from 

2 to 48). The variables with significant differences between 

groups were patients’ race (P=0.047) and marital status 

(P=0.049). Patients in the low-adherence group had the 

highest percentage of Black or African American patients 

compared to the intermediate- and high-adherence groups 

(31.9%, 21.3%, and 15.3%, respectively). Patients in the 

low-adherence group also had the lowest percentage being 

married/having domestic partner or significant other com-

pared to the intermediate- and high-adherence groups (31.9%, 

48.9%, and 54.0% respectively). There were no other clinical 

or demographic statistically significant differences observed 

between group characteristics.

Table 2 presents patients’ demographic and clinical char-

acteristics by 30-day readmission status. Of the seven binary 

variables included in the previously published HOSPITAL 

model, bivariate analysis showed that three variables 

were significantly associated with 30-day readmission in 

our patient population: The involvement of an oncologist 

(relative risk [RR] =1.84, 95% CI: 1.10–3.07), sodium level 

at discharge (RR =1.65, 95% CI: 1.01–2.79), and length of 

stay (RR =1.09, 95% CI: 1.09–2.98). Patients with either 

low adherence or intermediate adherence had an unadjusted 

readmission rate of 20.0%, as compared to 9.3% in patients 

with high adherence (P=0.005).

When medication adherence was added to the model as 

low, intermediate, and high, the low and intermediate levels 

had similar associations with readmission (P=0.855); there-

fore, these levels were collapsed into one category (Table 3). 

Multiple regression modeling showed that patients with 

low or intermediate adherence (combined) had an adjusted 

2.54-fold (95% CI: 1.32–4.90) higher odds of readmission 

(P=0.005) as compared to patients with high adherence. 

When we tested the HOSPITAL variables in our regression 

model without medication adherence, the c-statistic (Wald 

95% CI) was 0.65 (0.58–0.73). After adding adherence to 

the model, the c-statistic (Wald 95% CI) improved to 0.70 

(0.63–0.76). As a sensitivity analysis, we ran our final model 

with adherence adding the number of medications as an 

additional covariate. The number of medications, whether 

included as continuous or categorical variables, was highly 

insignificant (P=0.88 and P=0.57, respectively), while adher-

ence stayed significant.

Discussion
Our study found that patients with either a low medication 

adherence or an intermediate medication adherence had .2.5 

times greater odds of being rehospitalized within 30 days. 

Furthermore, when medication adherence was added to our 

model, its predictive capability was improved. In a systematic 

review of models that predict hospital readmission, the five 

models requiring information from hospital discharge had 

c-statistic ranging from 0.68 to 0.83.6 c-Statistic 0.70 is often 

used as the minimum cutoff for acceptable discrimination, so 

improving the baseline c-statistic from 0.65 to 0.70 represents 

a meaningful improvement.

The MMAS-4 provides clinicians with a reliable and 

quick assessment of medication adherence since it consists 

of four simple yes/no questions that takes less than a minute 

to administer. Based on 2015 US Bureau of Labor Statistics, 

the hourly wage data for pharmacists are $57.34.21 Having a 

pharmacist assess medication adherence using the MMAS-4 

would cost less than a dollar. Like any self-reported measure, 

MMAS-4 may have several limitations that may compromise 

its accuracy (such as recall bias and/or overestimation).22 

However, the benefit of allowing clinicians to focus on 

helping patients overcome barriers leading to nonadherence 

may offset this limitation.

Interestingly, we were only able to detect a difference 

in readmissions between high-adherence and nonhigh-

adherence patients. It remains unclear whether intermediate 

adherence is better than low adherence as it relates to the 

primary outcome. It is possible that this study was not suffi-

ciently powered to detect this difference or that the education 

provided equalized these groups but could not bring them up 

to the level of patients with high baseline adherence. Alterna-

tively, it is conceivable that there is no significant difference 

in 30-day readmissions between patients who have low vs 

intermediate adherence and that the key determinant is simply 

whether or not they are highly adherent. More research will 

be required to definitively answer this question.

Another interesting finding was that race and marital 

status correlated with the level of adherence. This finding is 

consistent with the results of a sociodemographic analysis by 

Jankowska-Polańska et al23 who postulated that poor under-

standing of hypertension treatment was linked to patients 

having low adherence and living alone. This observation may 

warrant additional study to determine whether adherence is 

a modifiable predictor of hospital readmission or whether it 

is merely a measure of low socioeconomic status and poor 

social support that are the true root causes of readmission.

The initial variables in the HOSPITAL study were 

selected based on a priori hypotheses, and seven of them have 

been shown to be predictive of 30-day hospital readmission. 

We included all seven HOSPITAL variables in our regression 

model; however, only three of them (discharge from oncology 
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service, sodium level at discharged, and length of stay) 

achieved statistical significance in our patient population. 

This could be due to statistical power, as we could include 

only 385 patients in our analysis that required an MMAS-4 

for each patient vs 9,212 patients in HOSPITAL study, which 

used exclusively administrative data.

This study has several limitations. 1) This was a single-

site study. Further study outside the CSMC would be neces-

sary to confirm generalizability, although we have no reason 

to suspect that these results would not generalize. 2) As 

with almost any observational study, we cannot exclude the 

possibility that differences in readmission rates were due 

to unmeasured variables. 3) We were only able to identify 

readmissions occurring at CSMC. Prior investigators have 

found no reason to conclude that readmissions to other hos-

pitals would have different predictors.7 4) Given our inclu-

sion criteria, patients who were included in our study were 

more medically complicated than the patients who were not 

included. These criteria did identify patients who are sys-

tematically different, but not in any way that it should raise 

concern. In fact, one could consider this to be a strength of 

the study since we selected a potentially higher risk group of 

patients who may benefit most from intervention. Nonethe-

less, future research should consider expanding the inclusion 

criteria to include less sick patients. Finally, to the extent that 

patient education to improve adherence occurred in real time 

as part of the QI project, our results may actually underesti-

mate the predictive power of medication adherence.

Conclusion
Good medication adherence assessed at the time of hospital-

ization appears to be independently associated with 30-day 

hospital readmission rates. Given that medication adherence 

could identify patients at higher risk of readmission, the 

information is easily obtainable in real time, and the fact that 

medication nonadherence has been shown to be a modifi-

able risk factor, a patient’s adherence level to medications 

is a uniquely valuable information. An unanswered research 

question is whether targeted interventions can be effectively 

deployed to reduce 30-day readmission rates in patients who 

are prospectively identified as not having good adherence.
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Part 1 offers an in-depth look at Surescripts’ partnership with GoodRx raises a number
of questions about the deal, why it was done, and who stands to benefit now and in the
long term. Part 2 explores the impact of the deal to the industry, and how Surescripts’
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price obfuscation?

On August 5, 2021, GoodRx and Surescripts announced an agreement to incorporate
GoodRx drug coupons into Surescripts’ Real-Time Prescription Benefit (RTPB) service.
Through the partnership, GoodRx’s drug discount pricing information is made available
to prescribers at the point of care, when they are writing a prescription in their electronic
health record (EHR). The partnership generated a fair amount of media attention at the
time of its announcement, for a few reasons.

First, both GoodRx and Surescripts are two success stories in the digital health space,
though both address different issues in the prescription drug value chain. GoodRx is best
known for saving patients billions of dollars through its prescription discount coupons: a
great option for those who are uninsured or underinsured, as GoodRx coupons are not
redeemable when insurance is used. Surescripts, the nation’s largest e-prescribing
network, has been in the industry since 2001 and is responsible for processing nearly 18
billion healthcare transactions each year (e-prescriptions, electronic prior authorizations,
medication history, real-time prescription benefit check, etc).

Second, efforts to enable and improve pricing transparency in healthcare continue to
garner industry-wide attention and drive new policies. For example, the Centers for
Medicare and Medicaid Services (CMS) Beneficiary Real Time Benefit Tool (RTBT)
mandate requires that all Medicare Part D plans offer real-time comparison tools to
enrollees beginning on January 1, 2023, to help beneficiaries access real-time formulary
and benefit information, know their out-of-pocket cost ahead of time, and shop for lower-
cost alternatives.

https://www.globenewswire.com/news-release/2021/08/05/2275675/0/en/GoodRx-Announces-Agreement-with-Surescripts-to-Provide-Real-Time-Drug-Discount-Pricing-in-Electronic-Health-Records.html
https://www.forbes.com/sites/sethjoseph/2021/01/12/what-could-a-healthcare-marketplace-look-like-goodrx-is-trying-to-show-us/?sh=4f1ffa2e4ce0
https://surescripts.com/news-center/national-progress-report-2020
https://www.cms.gov/newsroom/press-releases/changes-medicare-advantage-and-part-d-will-provide-better-coverage-more-access-and-improved
https://www.cms.gov/newsroom/fact-sheets/contract-year-2022-medicare-advantage-and-part-d-final-rule-cms-4190-f2-fact-sheet


Surescripts' PBM owners are facing a set of macro conditions that threaten to erode their market ... [+]  GETTY

On its face, a partnership focused on delivering prescription price transparency at scale,
nationwide, in real time, is a good thing for doctors, patients, and a healthcare system that
desperately needs modernization and information in real time to promote competition
and reduce costs. The idea that GoodRx coupons can be delivered to doctors during the
patient visit, when they are writing prescriptions, appears to be a win for all healthcare
stakeholders: doctors are armed with information that allows them to offer patients cost-
savings options; more informed patients have lower out-of-pocket costs, which is
associated with higher rates of medication adherence; and improved medication

https://www.forbes.com/sites/sethjoseph/2020/10/21/a-prescription-for-americas-drug-pricing-problems/?sh=78b3eda5554c
https://pubmed.ncbi.nlm.nih.gov/21079218/


adherence at a population level leads to reductions in downstream complications and
medical costs.
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But an in-depth look at the partnership raises a number of questions about the deal, why
it was done, and who stands to benefit now and in the long term.
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Between its e-prescribing routing and eligibility businesses, Surescripts has an
unprecedented view into the American healthcare system. The company claims to inform
more than 3B care events (compared to a total of 860 million annual physician office
visits), processed 1.9 billion e-prescriptions in 2020 (representing 84% of all prescriptions
written in the country) and has data for 324 million patients in its Master Person Index
(which, if accurate, would account for 98% of the U.S. population; there may be duplicates
in Surescripts’ number).

https://www.forbes.com/terms-and-conditions/?_ptid=%7Bkpdx%7DAAAAwn1gbcLzhAoKWWoyZlJyQ1BwdRIQbDVzaDc0bGxtZDZjMHQ3YhoMRVgzUFNFSzdUOElYIiUxODA1NGw4MGU4LTAwMDAzMGduajUzc2dldGw4OGtwcWp0djlrKhtzaG93VGVtcGxhdGVCWllRMkFMUVk1WEoyNzcwAToMT1RYV0tGSkw1M1FNQg1PVFZDQjlPWDE3VEVGUhJ2LYUA8BlteW4zM21wbGxaDjc2LjEyOC4xMjAuMjAwYgNkbWNo8YLhlgZwDXgE
https://www.forbes.com/privacy/english/?_ptid=%7Bkpdx%7DAAAAwn1gbcLzhAoKWWoyZlJyQ1BwdRIQbDVzaDc0bGxtZDZjMHQ3YhoMRVgzUFNFSzdUOElYIiUxODA1NGw4MGU4LTAwMDAzMGduajUzc2dldGw4OGtwcWp0djlrKhtzaG93VGVtcGxhdGVCWllRMkFMUVk1WEoyNzcwAToMT1RYV0tGSkw1M1FNQg1PVFZDQjlPWDE3VEVGUhJ2LYUA8BlteW4zM21wbGxaDjc2LjEyOC4xMjAuMjAwYgNkbWNo8YLhlgZwDXgE
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Surescripts’ ownership today is split 50/50. On one side are two pharmacy trade
associations – the National Association of Chain Drug Stores (NACDS) and the National
Community Pharmacist Association (NCPA) – and on the other side are the two largest
PBMs in the country, Caremark and Cigna. Caremark (the PBM subsidiary of CVS Health)
owns 17% of Surescripts, while Cigna now maintains a 33% ownership position, thanks to
its subsidiary Express Scripts’ acquisition of Medco in 2011.

Pharmacy Benefit Managers (PBMs) are organizations that specialize in various aspects of
administration and cost management for prescription drug spend; they are also the
organizations responsible for providing patient eligibility, formulary and benefit
information to doctors during the patient visit to inform the prescribing process. Notably,
the two pharmacy trade associations are not-for-profit trade associations, and they
themselves are not customers of Surescripts; their customers are. Surescripts’ PBM
owners are both for profit companies and are paying customers, which may result in them
having influence that the pharmacy trade associations do not.

https://www.commonwealthfund.org/publications/explainer/2019/apr/pharmacy-benefit-managers-and-their-role-drug-spending


Surescripts Pricing Transparency: The “Cold Start”

Problem

While Surescripts’ RTPB service may be one of its newer network products, the service
itself is built around a transaction standard called Real Time Benefit Check, which has
been around since 2003; Surescripts has been working to commercialize the standard as a
product, however, since 2013.

Surescripts’ marketing suggests that it has been reasonably successful at driving adoption
of RTPB on both sides of its network (doctors using EHRs on one side, and PBMs on
another side) in recent years. A closer look at Surescripts’ own numbers on its RTPB
service, however, suggests there are adoption and utilization challenges.

For example, while the company claims to have signed up PBMs representing 82% of
covered lives in 2020, it was already at 80% as of 2018, suggesting that the company has
made little progress on PBM holdouts in the past two years. Further, while Surescripts has
contracted with the majority of PBMs, it’s unclear whether those PBMs have enabled the
service for all of their clients, hence Surescripts’ careful language on its website: “82% of
U.S. patients covered by contracted health plans and PBMs.”

https://www.healthit.gov/sites/default/files/facas/HITSC_NCPDP%20Briefing_2014-09-10.pdf
https://surescripts.com/docs/default-source/products-and-services/real_time_benefit_check_overview_december_2013_surescripts.pdf
https://surescripts.com/news-center/national-progress-report-2020
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On the EHR and prescriber side of its network, Surescripts claims to have signed up EHRs
representing 95% of prescribers in the country, and reported 413,000 prescribers using
RTPB in 2020, an almost 300% increase from 2018. However, that only reflects a 42%
adoption rate among prescribers whose EHRs are enabled for the product, at least eight
years into its efforts. And even among the 42% of doctors who have adopted,
Surescripts’ own data suggests they use the product only ~25% of the time.
Further, this number doesn’t appear to be increasing over time (see chart
above).

Unfortunately, these figures make it appear that the company’s RTPB service is facing the
“cold start” problem common to many products that rely on network effects to function
and grow, in which each “side” of the network (in the case of this transaction, PBMs on
one side, and EHRs and prescribers on another) is waiting for the other to adopt.

Previous data suggests that doctors ramp up their use of e-prescribing in the first six
months, with utilization continuing to increase incrementally. In comparison, the low
utilization of RTPB over several years suggests that Surescripts may be at the precipice of

https://surescripts.com/news-center/national-progress-report-2020
https://www.amazon.com/Cold-Start-Problem-Andrew-Chen/dp/0062969749
https://www.pharmacytimes.com/view/e-prescribing-is-becoming-a-standard-of-care


a failed product. Doctors are not becoming habitual RTPB users, and part of the reason
they aren’t is because the product doesn’t deliver consistent value to doctors. And these
two deficiencies may help explain why Surescripts was interested in a partnership with
GoodRx in the first place.

GoodRx: Warming Up the Cold Start?

Regarding its partnership with GoodRx, Surescripts emphasized the importance of
transparency to doctors and patients. “Providing prescription price transparency at the
point of care is critical to improving medication adherence and ensuring patients can
receive the treatment they need,” said Mike Pritts, chief product officer at Surescripts,
about working with GoodRx.

For its part, GoodRx boasts discounts on thousands of drugs, including generic drugs
(and over the counter drugs via Amazon) that make up nearly 90% of all dispensed
prescriptions in the country.

The troubling part of this scenario is not the partnership itself, but how it was structured:
For the 91.4% of US patients who have health insurance, Surescripts explicitly and
purposefully will not display the available GoodRx discounts. This means that
GoodRx discounts will be made available to doctors only when they see an
uninsured patient (or patient whose PBM has no relationship with
Surescripts).

What does this mean for insured patients? After all, GoodRx prices beat insurance 50% of
the time, and three quarters of GoodRx users have insurance. Unfortunately, GoodRx
discounts will not be available when doctors see insured patients.

https://www.chaindrugreview.com/goodrx-partners-with-surescripts-to-offer-real-time-drug-discount-pricing-in-electronic-health-records/
https://www.statista.com/statistics/205042/proportion-of-brand-to-generic-prescriptions-dispensed/#:~:text=In%202005%2C%20some%2040%20percent%20of%20prescriptions%20dispensed,percent%20were%20unbranded%20generic%20drugs.%20What%20are%20generics%3F
https://www.statista.com/statistics/200958/percentage-of-americans-with-health-insurance/#:~:text=As%20of%202020%2C%20around%2091.4%20percent%20of%20people,without%20health%20insurance%20as%20of%202020.%20Insurance%20coverage
https://assets.ctfassets.net/4f3rgqwzdznj/05eJWcTsWk42iquZEJx4r/36972eac7eccaece62cf34c6786b2f49/the_goodrx_effect.pdf
https://investors.goodrx.com/static-files/85cc6483-b907-4e04-847f-0196fe749473
https://www.fiercehealthcare.com/tech/goodrx-inks-deal-surescripts-to-provide-cash-prices-for-drugs-during-doctor-visits


Contrary to Mike Pritts’ comment above, one could argue that Surescripts’ intent (and
that of its PBM owners) is not to deliver true price transparency, but rather price
obfuscation. After all, if transparency were the objective, wouldn’t Surescripts present
both GoodRx prices and PBM-insured prices (to insured and uninsured patients) in a
side-by-side comparison?

This question was posed to Surescripts, along with the question of whether the company
had any plans to present a side-by-side pricing comparison. The company mentioned that
they are still working on the product, but emphasized that their tool has always been
intended to deliver benefit information to doctors and patients.

Based on an understanding of Surescripts’ PBM ownership interests, however, the
question seems to answer itself: PBMs, of course, have no interest in displaying
GoodRx prices next to their own prices to members.

Transfers Of Wealth From Consumer to PBM, Gag Orders At

The Pharmacy, And PBM Deals With GoodRx

One of the ways that PBMs help their clients save money is by structuring copays and
coinsurance for drugs in a way that encourages patients to look for lower cost drug
alternatives. But this practice has been taken to the extreme. PBMs will sometimes
require copays on generic drugs that are higher than the amount they allow the pharmacy
to charge the patient, to the extent that the PBM requires the pharmacy to pass along part
of the copay back to it. This practice has become known as consumer “overpayment,” or a
clawback, and is effectively a transfer of wealth from the consumer to the PBM.



To make it worse, PBMs have been known to include “gag orders” in their contracts with
pharmacies, banning pharmacists from disclosing to their patients that they could save
money by not using their insurance. One study found that patients overpaid as a result of
this type of scheme 28% of the time when picking up generic prescriptions. When this
happens, it constitutes a direct transfer of wealth from the unknowing individual to the
PBM.

While such gag clauses were outlawed by Congress in 2018, PBMs have continued to
leverage their position as powerful middlemen to expand their control, power and
influence. For instance, in order to be included as an in-network pharmacy, pharmacies
are required, in many instances, to include ‘most favored nation’ (MFN) pricing clauses in
their contracts. The MFN clauses typically tie discounts to the pharmacy’s ‘usual and
customary prices,’ which creates a perverse incentive for the pharmacy: they inflate these
‘usual and customary’ prices, resulting in artificially higher prices that adversely impact
uninsured consumers.

With the use of MFN clauses indirectly increasing prices for uninsured and underinsured
consumers, PBMs realized they had inadvertently created a new, untapped market for
themselves: uninsured consumers. Making their advantageous pricing schemes directly
available to consumers could yield several benefits for PBMs, including:

Increased volume of claims for the PBM to process, which would improve its
bargaining power with both pharmacies (making pharmacies further reliant on
being in network) and pharmaceutical companies;

Incremental revenue for the PBM, whether through additional rebates from
pharmaceutical manufacturers or from collecting from pharmacies on

https://www.bloomberg.com/news/articles/2017-02-24/sworn-to-secrecy-drugstores-stay-silent-as-customers-overpay
https://jamanetwork.com/journals/jama/article-abstract/2674655
https://khn.org/news/no-more-secrets-congress-bans-pharmacist-gag-orders-on-drug-prices/
https://www.forbes.com/sites/sethjoseph/2021/01/12/what-could-a-healthcare-marketplace-look-like-goodrx-is-trying-to-show-us/?sh=57fefb04ce0c


In 2017, the same year this approach became public, Express Scripts announced the
formation of its discount drug card program (called InsideRx) and a partnership with
GoodRx. The partnership tapped into the strength of both companies: Express Scripts
brought huge discounts available on a wide range of brand drug prescriptions and its
network of thousands of pharmacies that would accept the discounts, while GoodRx had
built strong consumer awareness, a recognizable and favorable brand, and distribution
capabilities.

By most accounts, the approach has been a success. While Express Scripts’ parent
company, Cigna, does not disclose the revenue of prescription claims volume coming from
GoodRx, one can look to GoodRx’s growth for evidence. The company most recently
reported that it had grown Q3 2021 revenue to $195 million, an impressive 39% increase
over the previous year, while growing the number of monthly active consumers who used
a GoodRx coupon to 6.4 million.

Today, GoodRx has relationships with more than
a dozen PBMs.

The problem for PBMs? GoodRx’s growth and
success isn’t coming from where they thought it
would. Now it’s too late to put the genie back in

overpayments;

A favorable public relations opportunity for an industry that had been
suffering from questions about its business practices.

https://www.springfieldnewssun.com/news/drug-company-says-discount-program-will-lower-prescription-prices/ASaWJk2vNsisjtL2wictFM/
https://goodrx.gcs-web.com/static-files/39d6ec05-5d7b-44c8-a8e8-e4cab8cb8986


PBMs chose to partner with GoodRx, but its

continued success with consumers puts PBMs'

own market ... [+]  GETTY

the bottle, and GoodRx is just one problem that
is threatening PBMs’ strategic market position.

The Source Of GoodRx’s Growth

And How Macro Trends May Weaken PBMs’ Strategic

Position

The thesis behind PBM deals with GoodRx was that GoodRx would bring them
prescription claim volumes that would be incremental to their existing book of business;
GoodRx’s consumer brand strength and distribution would help them reach uninsured
consumers that they couldn’t on their own. And to an extent, GoodRx has done that:
rough math of the company’s disclosures suggests that perhaps 1.6 million of its consumer
users in Q3 were uninsured.

However, GoodRx itself reports that almost three-quarters of its users have insurance.
That is, 74% of its users are covered by a health insurance policy, and yet opt to use a drug
discount from GoodRx because doing so saves them money. In fact, a GoodRx study
found that it was able to beat out of pocket costs for insured patients more than 50%
of the time.

It’s important to note that PBMs have historically benefitted from a world in which
consumers have been several steps removed from the nuances of healthcare costs and
reimbursement models, and this has been true on both sides of their business: PBM
clients have been self-insured employers and health plans, while PBMs have relied on a
network of pharmacies to convey prices to consumers.

https://investors.goodrx.com/static-files/85cc6483-b907-4e04-847f-0196fe749473
https://assets.ctfassets.net/4f3rgqwzdznj/05eJWcTsWk42iquZEJx4r/36972eac7eccaece62cf34c6786b2f49/the_goodrx_effect.pdf


But as consumers get closer to both health insurance and prescription drug decision-
making processes — choosing their own health insurance, and searching and shopping for
prescription drug prices rather than accepting whatever their local pharmacy prices
happen to be – this threatens the very PBMs’ role in the healthcare system, including the
way in which PBMs extract value from the system, and erodes the foundational market
realities that PBMs have relied upon and which they developed competencies to address.

Of note, the most-recent federal attempt to peel back the layers of the PBM contracting
onion has failed. A proposed Federal Trade Commission (FTC) study would have looked
into the competitive impact of PBM contracting and related provisions, such as the direct
and indirect remuneration fees that allow PBMs to take back money from the pharmacy
after the point of sale, complaints about PBMs driving patients toward higher drug prices,
and PBMs steering patients to vertically integrated pharmacies.

Unfortunately, despite strong lobbying efforts from pharmacies and support from FTC
Chairperson Lina Khan, the FTC’s deadlocked 2-2 vote means the study will not be going
forward.

It’s Not A Broken System – It’s Fixed

Taking a step back, having technology at the point of care that can deliver cost
information to doctors while they see patients is still an excellent way to improve the
healthcare system. This is especially true given that patients overwhelmingly trust their
doctors and want to rely on them to understand prescription drug costs and options.

The problem, of course, is if that information is misleading to both doctors and patients,
especially if it meets the two conditions at hand in the Surescripts-GoodRx case:

https://www.fiercehealthcare.com/payers/ftc-deadlocked-whether-study-pbm-contracting-practices-such-dir-fees
https://www.rand.org/content/dam/rand/pubs/research_reports/RR2600/RR2645/RAND_RR2645.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2782479/


1. The cost information presented is only partial, and misses comparisons that are
easily available and are lower cost 50% of the time, and;

2. Doctors and patients believe the cost information presented is the best, lowest cost
available.

The first point has been addressed above. On the second point, although no relevant
studies have been conducted regarding the impact of presenting partial or “shaded”
information to doctors and patients, there are many reasons to expect this practice can
deliver harm to doctors, patients, and the healthcare system at large.

The first reason is the fact that doctors are hungry for pricing information, but are not
very good at parsing through the nuances. If EHRs often present patient-specific cost
information, it seems reasonable to expect that doctors may assume that they are
receiving the best possible information, especially if they are frequently informed about
alternative prescription discounts. In fact, some studies have suggested that many
patients and doctors are creatures of habit and look only for the easiest information
available.

The second reason is that health literacy is a significant challenge in the United States. An
estimated 90 million Americans have low health literacy, defined as “the degree to which
individuals have the capacity to obtain, process, and understand basic health information
and services needed to make appropriate health decisions.” Accordingly, recent research
suggests that it should be incumbent upon healthcare organizations to also become health
literate and reduce the demand put upon individuals.

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2760028
https://www.chcs.org/media/CHCS_Health_Literacy_Fact_Sheets_2013_1.pdf
https://nam.edu/perspectives-2012-ten-attributes-of-health-literate-health-care-organizations/


GoodRx has seen signi�cant growth, but the reach of its business pales in comparison to the reach ... [+]  SUMMIT
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Third, even for the segment of health literate Americans who could easily, in theory,
search on their own for prescription drug prices to validate what the information their
doctors share, there are challenges to consider. Perhaps most important is the recognition
that, while GoodRx has had tremendous success and grown its business considerably, its
6.4 million consumer users pales in comparison to the scope and reach of Surescripts and
its PBM owners. Consider that Surescripts reports having data on 324 million people in
its Master Person Index, and it processed 1.9 billion prescriptions through its network.

So while the structure of the Surescripts/GoodRx partnership may help Surescripts
compete effectively in the marketplace and protect its PBM owners amid threatening
structural changes, it also perpetuates existing problems and further pits individuals
against the entrenched interests of the medical-industrial complex.

https://surescripts.com/news-center/national-progress-report-2020
https://www.forbes.com/sites/sethjoseph/2021/11/10/on-navigating-caregiving-and-death-in-americas-healthcare-system/?sh=3f3b0e5e56ca


Further, if Surescripts’ efforts are successful over time and it can onboard more PBMs, it
will deliver an ever-increasing volume of PBM responses, and ever-decreasing volume of
GoodRx discounts, further exacerbating the problem.

To borrow from Katherine Gehl, the system isn’t broken. It’s fixed.

Control of Information and Preserving PBM Power

Achieving true prescription drug pricing transparency today, with PBM contracting
practices as covert and convuluted as they are, feels nearly impossible.

It’s perhaps unsurprising then that in August of 2021, a group of pharmacists publicly
pushed back against the Surescripts-GoodRx partnership, citing that it doesn’t reflect the
true cost of drugs and could steer patients away from independent pharmacies.

“The deal was touted as a move towards transparency; when in fact, coupon programs are
bought and paid for by the same PBM-based, opaque pricing schema the deal claims to
upend,” they wrote in a copy of the letter that was obtained by MedCity News, which
included 67 pages of signatures from independent pharmacies, and pharmacists working
for hospitals and retail chains.

This industry pushback reflects the many concerns this deal brings to light, including the
degree to which Surescripts and GoodRx put a pleasant window dressing on what
amounts to a very strategic business decision that benefits larger PBMs and those in their
networks.

From a business and product adoption perspective, Surescripts’ partnership with GoodRx
was designed to:

https://www.ted.com/talks/katherine_m_gehl_us_politics_isn_t_broken_it_s_fixed
https://medcitynews.com/uploads/2021/08/Letter-to-Surescripts_Finalized_compressed.pdf


With these short term business goals in mind, Surescripts’ partnership with GoodRx is
ultimately in service of its PBM owners’ strategic interests, including:

1. Controlling information and pushing decision-making upstream: The
more that PBMs can control the flow of information, the more they can control
their market position through the decisions being made upstream. The way that
Surescripts’ deal with GoodRx is structured, PBMs are essentially just shifting
when and where prescription pricing information is delivered, plus what and how

Thwart a product failure and improve the low utilization of Surescripts’ RTPB
service by doctors. Today, RTPB isn’t being used enough to become habitually used
by doctors, and part of the reason it isn’t being used is because it doesn’t deliver
value consistently to doctors. And when a digital tool or technology does not
provide value to a user on a network, the network risks losing that user and others
like them, which decreases the value of that network overall.

Promote pricing transparency while engaging in price obfuscation. After all, if
prescription drug pricing transparency and shopping for lower cost alternatives
were the objectives of the partnership, wouldn’t Surescripts present both GoodRx
prices and PBM-insured prices in a side-by-side comparison when delivering this
information to doctors at the point of care?

Strengthen its market position and that of its PBM owners by controlling
where and how prescription drug pricing information is delivered to doctors, in an
effort to steer consumers’ decisions to be those that are most advantageous to both
the PBMs and Surescripts itself.



information is delivered, to increase the chances that doctors and consumers make
prescription decisions that favor a PBM during an office visit.

2. Advancing predatory practices in disguise: Doctors and consumers alike
increasingly depend on digital tools and information transparency to make
healthcare decisions today, oftentimes without questioning the source,
completeness, or bias in the information that is delivered to them. Additionally, the
extreme complexity of prescription drug pricing and PBM contracting practices
that exists today makes it incredibly difficult for doctors or consumers to know if or
when they are getting a bad deal, with fewto no resources to help guide them
through the intricacies of the prescribing process.

As is the case with the Surescripts/GoodRx partnership, PBMs are ultimately the ones
pulling the strings, and determining what information is getting shared with doctors (and
by extension, patients). Importantly, doctors trust the drug pricing information that they
receive during a patient visit (e.g., prescription drug pricing information they receive via a
RTBC transaction), and patients trust that their doctors are relaying the most competitive
pricing information. With these good-faith assumptions in place, doctors and patients are
at risk of making suboptimal decisions without realizing it, which potentially harms the
sanctity and trust of the patient-physician relationship.

Said one health plan executive of this, “It is clear to me that this is not price transparency.
It is information blocking. If there are three options out there, but if you’re only showing
one, that’s problematic. I think this is very hard to defend.”

Price Obfuscation Over Price Transparency



At the end of the day, Surescripts’ partnership with GoodRx is about PBMs maintaining
control over information and their influence in the market. Rather than price
transparency, the deal seems to be about price obfuscation in a way that benefits powerful
corporations at the expense of the members they purport to serve. PBMs have no interest
in displaying GoodRx prices next to their own prices to members, as doing so may benefit
doctors and the PBMs’ own members but would serve to further accelerate their own
deteriorating strategic position.

Rather than price transparency, the deal seems to be about price
obfuscation in a way that bene�ts powerful corporations at the expense
of the members they purport to serve.

Control over Surescripts allows at least a couple of PBMs to try and stem the tide of
macroeconomic forces that are weakening their powerful position. If the
Surescripts/GoodRx partnership is somewhat problematic because of how it is structured,
is it potentially highly impactful to the broader healthcare system? The more successful
Surescripts is, the more negative the potential impact.

In many respects, none of this may ultimately be a surprise to those familiar with the
complexities and entrenched interests of our $4 trillion healthcare system (previously
described as a medical-industrial complex). Further, there are no easy or clean
alternatives to the current arrangement.

But, taken altogether, a set of questions entirely separate from the
announced deal begin to arise: Questions about whether there is a societal benefit to
certain monopolies in healthcare; about the role of PBMs and the wisdom of existing

https://www.forbes.com/sites/sethjoseph/2021/11/10/on-navigating-caregiving-and-death-in-americas-healthcare-system/?sh=7071f00056ca


health technology policy in excluding them from certain requirements; the best way to
involve consumer advocacy and rights groups in benefits and technology discussions; the
role of government in advancing the public’s interest while balancing corporate rights;
and many, many more.

Part two of this piece will dive into these issues in more detail.

 

 

Disclosure: The author was employed by Surescripts from 2010 to 2018
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Sometimes partnerships in healthcare are designed to have a positive impact and benefit
the entire system. And sometimes, they appear ignoble and in the sole pursuit of profit
and control. The latter may not matter if the partnership is between two companies with
limited means and reach. However, if one of the actors already holds a nationwide
monopoly on a business that enables the purpose for which the partnership was formed to
advance, it does matter. Even more so if companies tout the partnership as facilitating
“price transparency” to consumers

Such is the case with Surescripts’ partnership with GoodRx, announced in August 2021;
specifically, the many concerns the collaboration raises about how prescription drugs are
prescribed and paid for in the country, the realities of pricing transparency and consumer
choice, and how Surescripts’ PBM ownership impacts what pricing information doctors
and patients are provided at the point of care. 



Surescripts has been sued by FTC for engaging in anti-competitive practices in its routing and ... [+]  GETTY IMAGES

Why does this partnership represent such serious concerns? Prescription drugs are
among the most common forms of therapy in the United States. IQVIA reports that
Americans filled 5.8 billion prescriptions in 2018, accounting for $344 billion in
expenditures. The Centers for Disease Prevention and Control (CDC) reports that 45.7%
of Americans used a prescription drug in the past 30 days, an increase from 39% thirty
years ago. Meanwhile, an estimated 18 million people in the U.S. are unable to afford
prescription medicine, according to a Gallup and West Health 2021 survey.

Given that prescription drugs are one of the primary ways that Americans interact with
the healthcare system and there have been few changes in the value chain until recently,
there is undoubtedly room for disruption and improvement in the process. However,
sometimes what is masquerading as disruption is a power play in disguise. 

MORE FROM FORBES ADVISOR

Best Travel Insurance Companies

By Amy Danise Editor

Best Covid-19 Travel Insurance Plans

By Amy Danise Editor

https://www.iqvia.com/insights/the-iqvia-institute/reports/medicine-use-and-spending-in-the-us-a-review-of-2018-and-outlook-to-2023#:~:text=Americans%20are%20taking%20more%20prescription%20medicines%3A%20there%20were,in%202018%2C%20up%20by%2015%20million%20since%202014.
https://www.cdc.gov/nchs/data/hus/2019/039-508.pdf
https://news.gallup.com/poll/354833/estimated-million-pay-needed-drugs.aspx
https://www.forbes.com/advisor/travel-insurance/best-travel-insurance/?utm_source=forbes&utm_medium=recirc&utm_campaign=tirecircnov
https://www.forbes.com/advisor/author/adanise/
https://www.forbes.com/advisor/travel-insurance/best-travel-insurance/?utm_source=forbes&utm_medium=recirc&utm_campaign=tirecircnov
https://www.forbes.com/advisor/travel-insurance/best-pandemic-travel-insurance/?utm_source=forbes&utm_medium=recirc&utm_campaign=tirecircnov
https://www.forbes.com/advisor/author/adanise/
https://www.forbes.com/advisor/travel-insurance/best-pandemic-travel-insurance/?utm_source=forbes&utm_medium=recirc&utm_campaign=tirecircnov


Part one of this series detailed why it’s so tragic that Surescripts’ partnership with
GoodRx isn’t all that it could have been, and why the deal was structured the way that it
was. Part two covers Surescripts’ monopoly position in healthcare, and how it is using its
position in one business to unfairly advantage the next business, to the benefit of its
owners. 
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Understanding the nature and structure of Surescripts’ different businesses and markets
also helps to illustrate why it may be a natural monopoly in one business line, and how the
company benefited from federal policies that have helped establish and entrench its
monopoly position in another business line. All of which raises a number of policy
questions, begs for public scrutiny, and underscores just how difficult achieving real
pricing transparency is in today's healthcare system.
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Natural Monopolies And Surescripts: One Of The Most

Powerful Healthcare Companies That Few People Outside

Of The Industry Know About

A natural monopoly (such as one that Surescripts enjoys, described below) arises when a
single firm can most efficiently meet the needs of a market. Typically, efficiency in this
context refers to the ability to spread a large upfront investment and/or ongoing fixed
costs among a large number of customers. Common examples of natural monopolies
include railroads and energy utilities. 
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More recently, network effects have been recognized as contributing to “winner take all”
or “winner take most” market outcomes for platform companies like Surescipts. Network
effects occur when the value of a company’s product to a user increases as the number of
users increases. Direct network effects occur when the presence of one type of user adds
value to the same type of user (e.g, friends on Facebook), while indirect network effects
occur when the presence of one type of user (e.g., a consumer) adds value to another type
of user (e.g., a supplier), for example, with marketplace platforms such as Amazon. 

Surescripts’ e-prescribing routing business is such a natural monopoly: it required
significant upfront investment to build, the cost structure is virtually entirely fixed
(including distribution costs to hundreds of EHRs and tens of thousands of pharmacies),
it enjoys significant indirect network effects (between doctors’ EHRs and pharmacies),
and the cost of a failed transaction can be very high.

Notably, the assertion here that Surescripts has a monopoly position is not novel. As
described below, Federal Trade Commission in 2019 sued Surescripts for engaging in
anti-competitive conduct and having a monopoly in two separate businesses.

There is nothing inherently bad or wrong with a natural monopoly. In fact, as argued
below, Surescripts’ natural monopoly in e-prescribing routing may be a key reason that e-
prescribing is the most widely adopted and successful example of health information
exchange. However, when a company with a natural monopoly in one business line also
controls the digital transaction that enables prescription drug pricing information being
delivered to doctors and patients at the point of care, it should raise many concerns. 

https://www.london.edu/think/nine-reasons-why-tech-markets-are-winner-take-all
https://www.ftc.gov/system/files/documents/cases/surescripts_redacted_complaint_4-24-19.pdf


A Very Uneven Playing Field: Owning the Eligibility

Business

When e-prescribing giant Surescripts and drug discount provider GoodRx initially came
together under the guise of providing prescription pricing transparency, the idea was to
deliver prescription coupons to prescribers at the point of care through Surescripts’ Real-
Time Prescription Benefit (RTPB) service. 

While showing drug discount information to doctors when they are in the room with
patients sounds like a good idea on the surface, Surescripts’ partnership with GoodRx was
in practice pervasive price obfuscation in service of PBMs and to the detriment of doctors,
patients and independent pharmacies. A detailed look at the deal also underscores the
lengths that PBMs are going to in order to maintain control over the flow of pricing
information in a way that benefits the PBM business and those that they own. (See Part
One for a more comprehensive analysis and breakdown of the partnership.)  
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Surescripts faces competition in the price transparency business, but has unfair advantages due to ... [+]  GETTY

Surescripts is facing something new in its RTPB business that it didn’t experience in its
core e-prescribing and pharmacy eligibility businesses: strong competition in the form of
CoverMyMeds (a subsidiary of McKesson) and well-funded RxRevu. This competition
may help explain Surescripts’ struggles to date with RTPB utilization. However, regardless
of the low utilization (see Part One) of its RTPB product, Surescripts still enjoys a number
of distinct advantages in the price transparency business.

First, in order to request a Real Time Benefit Check, a prescriber using an EHR must
know the PBM with which the patient has insurance; the prescriber and EHR get this
information from what’s called a pharmacy eligibility transaction. Today, that eligibility
transaction is generally available from one source and one source only: Surescripts. In
2020, Surescripts reported delivering 3.2 billion eligibility transactions to prescribers. 

While there is nothing intrinsically bad or wrong about one company having a monopoly
in one transaction that a subsequent product relies on, there are numerous concerns that
should be raised, including but not limited to:

All competitors are dependent on the quality of product that Surescripts alone
controls, a process that Surescripts itself has recognized as having “been plagued

https://surescripts.com/docs/default-source/intelligence-in-action/fierce_healthcare_surescripts_whitepaper_final.pdf?sfvrsn=98a77ca_4


Regarding the eligibility transaction being plagued with inaccuracies and inconsistencies,
it is worth noting that the data itself come from PBMs. Given that Surescripts is 50%
owned by two of the largest PBMs (see Part One) and Surescripts possesses a monopoly
position in the pharmacy eligibility business, one wonders if an injection of competition
into this business may produce meaningful pressure to improve the quality of the data. 

Secondly, Surescripts has an established business model with PBMs. For instance, in
2020, CVS Health (which has both PBM and retail pharmacy business units) reported
paying Surescripts fees of $56 million. If one were to assume the e-prescribing routing
and eligibility markets were roughly of equal size, and use CVS’ PBM market share (32%)
and retail pharmacy market share (24.8%), one could estimate the eligibility product as
being a $98 million revenue business. Surescripts’ overall business also appears to be
highly profitable, as indicated by its apparent income of $98 million on reported revenue
of $200 million in 2013, suggesting an almost 50% operating margin. 

Third, Surescripts pays financial incentives to EHRs for e-prescribing routing and
eligibility transactions. The eligibility business is mature at this point, generating

with inaccuracies, inconsistencies and timeliness.”

Surescripts may have insights into broader market trends as a result of being the
sole source of eligibility transaction information that give it an information
advantage in the price transparency business.

Surescripts may use its position in the eligibility business to unfairly advantage its
price transparency business through established relationships with EHRs or PBMs
versus competitors.
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potentially meaningful revenue to EHR vendors. Regardless of whether Surescripts is
paying EHR vendors to use its RTPB transaction or not, its existing use of financial
incentives in a related business may influence EHRs to choose Surescripts as their Real
Time Benefit Check vendor of choice. 

Fourth, Surescripts’ e-prescribing routing business gives it access to important data and
information. Because Surescripts delivers this valuable information via RTPB and also
subsequently sees the actual e-prescription routed through its network, it has potentially
unique visibility as to whether or not RTPB information results in prescription changes,
and what those changes are. RTPB and resulting e-prescribing data, if paired
together, could be provided exclusively by Surescripts to PBMs to help
determine the effectiveness of their programs and benefit structures. 

Finally, Surescripts’ ownership represents a significant competitive advantage.
Collectively, Cigna and Caremark (the two PBMs that own a portion of Surescripts) held
56% market share of the PBM industry in 2020. While it appears the two also connect to
CoverMyMeds, the ability to have market support and adoption from the two largest
PBMs certainly affords Surescripts confidence in making investment decisions with
respect to RTPB that competitors cannot claim. And Cigna’s and Caremark’s own
operating environment and strategic interests may have other benefits for Surescripts,
and help explain why it structured the partnership with GoodRx the way it did. 

The Difference Between A Natural Monopoly And… An

“Unnatural” One

https://surescripts.com/news-center/intelligence-in-action/price-transparency/innovation-in-prescription-pricing-technology
https://www.covermymeds.com/main/solutions/medication-affordability/


Is everything about Surescripts’ position in the industry bad? No. In fact, one could argue
that for e-prescribing routing, it was Surescripts’ central position as a network that helped
bring together disparate entities (and their disparate interests) and build a fabric of trust
that enabled the adoption of the first ubiquitous form of health information exchange.
From Surescripts’ convening role to the governance framework it established to its
certification program to its quality improvement efforts to global technical support for all
of its connected partners, the company was able to establish confidence among various
stakeholders that had never before existed.

But there are important distinctions between its monopoly position in e-prescribing
routing, and its monopoly position in pharmacy eligibility, and even more so how the
latter is being used to drive adoption of RTPB. First, an e-prescriptions is a live clinical
order: as such, there is the potential for extraordinarily high failure costs of a transaction;
even worse, there is significant negative consequences of a system failure. Consider the
patient safety implications involved if an EHR updates its software only to discover a
glitch that changes drug names or erroneously reduces the strength of a drug; without a
central network such as Surescripts monitoring all transactions and providing technical
support for all pharmacies, such an error may not be caught or would likely take
substantially longer to remediate and coordinate communication among impacted parties
and patients. One can imagine a plethora of other issues (e.g., identifying fraud, waste, or
abuse) for which having one coordinating entity brings trust and confidence in the
system.

Second, given the hundreds of EHR vendors and 65,000+ pharmacies that exist across
the country, there has been value in having a single entity certify and connect all of these
different constituents in the industry to a common standard, from an efficiency

https://www.ehrinpractice.com/largest-ehr-vendors.html#:~:text=By%20most%20estimates%20there%20are%20over%20500%20vendors,is%20controlled%20by%20a%20small%20fraction%20of%20vendors.


standpoint. From providing regulatory guidance and monitoring compliance to updating
standards and managing version updates to advocating for the ecosystem as a whole,
there has been enormous value to a single coordinating entity playing a governance and
network operations role. 

In some respects, Surescripts’ role in e-prescribing routing is akin to the Federal Aviation
Administration’s role in air travel. The FAA is the single enforcement agency of air travel
in the country, responsible for oversight of the entire industry and ensuring the safety of
all travelers. Surescripts, in a sense, has been the FAA of e-prescribing, providing built-in
assurances and integrity into how electronic prescriptions are managed. Having a single
point of management and resolution has been incredibly important, and is one reason
why Surescripts has been successful enough to become a natural monopoly for
prescription routing. 

However, these arguments do not hold true for Surescipts’ eligibility business. While an
eligibility transaction holds valuable information from PBMs, they do not represent live
clinical orders with attendant patient safety implications. Accordingly, the cost of a failed
transaction is not as high. Additionally, with only 66 PBMs nationwide, with the top 3
holding 89% share, there is not as much need for one network to play a coordinating role.
Nor was there ever. 

But Surescripts has a habit of being in the right place at the right time, and both its
routing and eligibility business have benefited directly from federal policies that not only
accelerated its growth, but served to indirectly entrench the company’s monopoly position
in both its routing and eligibility businesses.

https://content.naic.org/cipr_topics/topic_pharmacy_benefit_managers.htm#:~:text=Today%2C%20there%20are%2066%20PBM%20companies%2C%20with%20the,market%20and%20serving%20more%20than%20270%20million%20Americans.


Surescripts’ Tremendous Growth Is A Direct Result Of

Federal Subsidies, Incentives And Programs

With 84% of prescribers utilization across the country, the success of e-prescribing is a
testament to Surescripts, the vision that the pharmacy and PBM leaders had back in 2001,
and diligence by a cross-section of technologists doing the hard work of standards
development with the National Council For Prescription Drug Plans (NCPDP).
However, it also is a testament to the awesome power, resources and reach
of the federal government and the role it can play in advancing health
technology standards, adoption and use. 

From its founding to feasibility testing and through its early and later growth phases,
Surescripts and its various businesses have directly benefited from federal agencies and
federal and state programs in ways that (i) established Surescripts as a credible way for
industry stakeholders to comply with federal programs, (ii) drove a majority of its
transaction growth and resulting profits, and (iii) helped Surescripts secure its monopoly
position in both e-prescribing routing and eligibility. These federal initiatives include: 

AHRQ pilots: In 2006, the Agency for Healthcare Research and Quality
sponsored research to test the interoperability of standards developed to allow for
electronic transmission of prescriptions. The tested standards were used by
Surescripts, and were eventually used to define the standards that the Centers for
Medicare and Medicaid Services (CMS) ended up endorsing. 

Medicare Part D requirements: The 2003 Medicare Modernization Act
required Medicare Part D plan sponsors (including all PBMs participating in the
program) to implement e-prescribing standards supporting the provision of

https://surescripts.com/news-center/national-progress-report-2020
https://digital.ahrq.gov/sites/default/files/docs/page/SureScripts%20Final%20Report.pdf
https://www.oig.hhs.gov/oei/reports/oei-05-08-00320.pdf


eligibility, formulary and benefit information to doctors. The introduction of Part D
also spurred growth for the PBM industry, which all of a sudden had a need to
connect to Surescripts to participate in this growth. 

MIPPA e-prescribing incentives: In 2008, Congress enacted the Medicare
Improvement for Providers and Patients Act (MIPPA) program, which included a
sliding scale of financial incentives to promote physician adoption and use of e-
prescribing routing. By the end of the first year of the program, a study from the
Office of the National Coordinator and Surescripts found that 40% of all e-
prescribers had adopted in direct response to the incentives.

Drug Enforcement Agency (DEA) and controlled substances: In 2010,
DEA issued a rule change that allowed prescribers to e-prescribe controlled
substances (EPCS), where some states, like New York, have already required the e-
prescription of all prescriptions (both opioids and nonopioids). 

EHR Incentive Program and Meaningful Use: The Health Information
Technology for Economic and Clinical Health (HITECH) program, part of the
broader stimulus program enacted in 2009, provided up to $35 billion in financial
incentives for physicians and hospitals to adopt and “meaningfully use” EHRs. An
important component of the Meaningful Use program was e-prescribing routing.
One study at the time provided insight into the power of Surescripts data and how
Surescripts’ growth was synonymous with broader EHR use, asserting that e-
prescribing data could be used as a proxy for policymakers to understand progress
of the Meaningful Use program. 

https://www.healthaffairs.org/doi/10.1377/hlthaff.2012.1197
https://docs.microsoft.com/en-us/azure/compliance/offerings/offering-epcs-us
https://www.congress.gov/bill/111th-congress/house-bill/1/text
https://www.cdc.gov/cancer/npcr/meaningful_use.htm
https://pubmed.ncbi.nlm.nih.gov/21322303/


And when it comes to RTBC technology utilization, Surescripts can expect that growth to
likely continue in the advent of new policy. Beginning last year, the Centers for Medicare
and Medicaid Services (CMS) Beneficiary Real Time Benefit Tool (RTBT) mandate went
into effect, which requires that all Medicare Part D plans offer real-time comparison tools
that integrate into EHRs.

While it would be unfair to characterize Surescripts’ success and growth as driven solely
by state and federal policies, it seems prudent to acknowledge the massive role that such
policies have had in driving Surescripts 7X transaction volume growth over the past
decade. In fact, it wouldn’t be too far a stretch to say that federal programs and taxpayer
investments solidified Surescripts’ advantages and accelerated its monopoly position in
the market, where the company continues to benefit from various state and federal
policies. 

Regardless, and perhaps somewhat paradoxically, Surescripts faced federal scrutiny of its
market position in 2019 when the Federal Trade Commission charged it with illegally
monopolizing the e-prescribing market, alleging that the company employed "illegal
vertical and horizontal restraints in order to maintain its monopolies over two e-
prescribing markets: routing and [pharmacy] eligibility." According to the FTC’s
complaint, the company accused Surescripts of maintaining its dominant position
through "anticompetitive tactics" that "thwarted competitors from gaining share in the
routing and eligibility markets." The case is still ongoing. 

Policy Questions Raised 

https://www.cms.gov/newsroom/fact-sheets/contract-year-2022-medicare-advantage-and-part-d-final-rule-cms-4190-f2-fact-sheet
https://www.cms.gov/newsroom/fact-sheets/medicare-advantage-and-part-d-drug-pricing-final-rule-cms-4180-f
https://www.ftc.gov/system/files/documents/cases/surescripts_redacted_complaint_4-24-19.pdf
https://www.jdsupra.com/legalnews/antitrust-competition-update-october-9489134/


With all of this in mind, there are many policy questions that the industry should be
asking to determine the best way forward for prescription drug pricing transparency. 

Is there a reason that PBMs have been excluded from requirements to
improve data liquidity?  The 21st Century Cures Act, which sets standards for secure
and seamless data exchange among payers, providers and consumers, was signed into law
December 2016 following bipartisan support in Congress. The Act also includes
provisions barring a wide range of providers technology actors from engaging in
information blocking; technology actors must publish APIs and quickly process developer
requests to connect, while providers must respond to requests for information. 

Curiously, PBMs have been largely excluded from federal efforts to date. Why are PBMs
not required to respond to every technology actor, as payers are, when patients request
their own data, especially when there are only 66 PBMs in existence today?

What is the federal government’s role in advocating for a competitive
marketplace as it relates to pricing transparency? And, what should the
government’s role be in advancing taxpayer interests in this affair, given its own historical
role of contributing to the establishment of the monopoly in question? 

Notably, while the existing FTC lawsuit is focused on e-prescribing routing and eligibility,
it does not appear to address the role that Surescripts’ monopoly position in either may
play in advantaging the company in other business ventures. Especially when those
business ventures are promoted under the guise of price transparency and advancing the
interests of consumers, but in fact are pushing its powerful PBM owners’ agenda.

https://www.managedhealthcareexecutive.com/view/unexpected-consequences-of-the-cures-act-for-health-plans-and-how-to-prepare
https://www.forbes.com/sites/sethjoseph/2020/12/02/how-much-impact-can-a-small-federal-agency-have-on-healthcare-innovation-a-lot-it-seems/?sh=61dc0ffb2633


Perhaps the agency should consider taking a page from its chairperson Lina Kahn’s article
about the Amazon’s Antitrust Paradox, in which she examines the advantages that
platforms such as Amazon and Surescripts hold over their competitors. “Companies may
exploit their market power in a host of competition-distorting ways that do not directly
lead to short-term price and output effects,” she wrote, which is a scenario that maps back
fairly well to what we’re seeing with Surescripts today. 

Other questions that the industry must ask itself include: 

These are not easy questions, but they are ones that the industry should consider. Either
way, these are the questions we must ask and discussions we should have, in the cold light
of day, if we are to make progress in ensuring our healthcare system works for everyone .

As one senior health plan executive said when interviewed about this article, “It’s OK to
make money. But we have to make care better. This looks like it’s about making money
without making care better.”

How can companies better communicate the difference between “price
transparency” and “prices from your insurance”?

What is the appropriate forum to discuss what information should be shared with
doctors and patients, and who should be in those discussions?

Are there concepts (such as ‘fiduciary’) that healthcare should consider to protect
and advocate for the rights and interests of patients?

How can a price transparency business exist that balances corporate interests with
patient interests?

https://www.yalelawjournal.org/note/amazons-antitrust-paradox


Deception masquerading as disruption will only exacerbate healthcare’s greatest
challenges, at a cost which neither the industry at large nor patients can afford to bear.
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A new analysis found that substituting generic cardiovascular medications for brand-nameA new analysis found that substituting generic cardiovascular medications for brand-name

medications in the Medicare Part D prescription program could save more than $600 million per yearmedications in the Medicare Part D prescription program could save more than $600 million per year

in the U.S., including about $135 million in costs to patients.in the U.S., including about $135 million in costs to patients.

Researchers suggest that adjusting the prescribing patterns of about 8% of physicians who prescribe

more brand-name cardiovascular medications than their peers could result in substantial savings.

Embargoed until 4 a.m. CT/5 a.m. ET Thursday, Dec. 9, 2021

DALLAS, Dec. 9, 2021 — Prescribing generic medications for heart and blood vessel diseases more

frequently instead of brand-name medications in Medicare’s prescription drug program, called Part D,

could save more than $600 million each year in the U.S., according to new research published today in

Circulation: Cardiovascular Quality and Outcomes, an American Heart Association journal.

Heart disease is the number one cause of death in the United States and around the world. Brand-name

medications can be expensive, and in many cases, equally effective, less costly generic alternatives are

available.

This study compared prescription-�lling patterns between brand-name vs. generic medications that

prevent or treat irregular heart rhythms, blood clotting, high blood pressure and high cholesterol. Using

nationwide records from Medicare Part D prescription coverage, which applies to all adults older than 65

years in the U.S., researchers reviewed prescriptions �lled in 2017 for cardiovascular medications that are

available in both generic and brand-name formulas. They analyzed how often generic medications were

substituted for brand-name medications and estimated the savings associated with increased use of

generic medications.

They found:

Overall, Medicare Part D paid nearly $23 billion for cardiovascular medication prescriptions in 2017.

Nearly half of this amount, $11 billion, was spent on medications available both in generic and brand-

name formulas.
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Although only 2.4% (or $20 million) of prescriptions �lled were for the brand-name medications, they

accounted for more than 21% of total Medicare Part D prescription spending.

A few clinicians (8.2% of 418,836 prescribing physicians in the study) who prescribed generics the least

may account for 50% of the additional potential cost savings, as estimated by the researchers.

“Increasing the use of generic medications would decrease patient out-of-pocket costs and make

medications more affordable, which may, in turn, improve adherence rates and reduce the �nancial

burden of medication therapy,” said senior study author Alexander Sandhu, M.D., M.S., instructor of

medicine at Stanford University School of Medicine in Stanford, California.

Even after controlling for cash rebates available for some of the brand-name medications, the researchers

estimate increased use of generic substitutions in Medicare Part D could save $641 million per year, which

includes approximately $135 million in out-of-pocket cost savings to patients.

Some state laws require pharmacists to seek patient consent to substitute with a generic; other state laws

mandate pharmacists substitute generics unless the physician indicates the prescription must be

“dispensed as written.”

“Generic substitutions have similar ef�cacy as brand-name options, however, there may be misinformation

and hesitation about the safety and ef�cacy of generics,” Sandhu said. “FDA regulatory oversight into the

safety and ef�cacy of generic substitutions is critical for improving the use of generic medications.

“Ensuring that patients almost always receive the generic option will further reduce patient out-of-pocket

costs. Health care systems should continue to �nd ways to encourage clinicians and patients

toward generic medication options when available.”

Several limitations may have affected the study’s results. The study reviewed only Medicare Part D

prescription coverage, which only includes adults older than 65 years. In addition, the study did not

account for differences in doses and included generic substitutions even if they were more expensive than

brand-name medications with cash rebates.

“Research shows that when passed onto patients, high prices reduce medication adherence and can lead

to negative health outcomes,” said former American Heart Association President Elliott Antman, M.D.,

FAHA, chair of the writing group for the Association’s 2017 presidential advisory on medication access and

affordability and senior physician specializing in cardiovascular medicine at Brigham and Women’s

Hospital and professor of medicine at Harvard Medical School in Boston.

 “Patients’ health suffers when they can’t afford the medicines they need.”

The Presidential Advisory  guides the Association’s advocacy efforts to support patients in addressing rising

medication costs and the associated adverse health impacts. The advisory states that the costs of

medications should be readily available for practitioners and patients so that they can make informed

treatment decisions. Tools that detail information on pricing and value would help health care

professionals and patients make decisions in selecting care regimens that best align with patient and

family preferences and goals, according to the advisory.

Co-authors of the research are Iris Ma, M.D.; Rebecca L. Tisdale, M.D., M.P.A.; Daniel Vail, M.D.; and Paul A.

Heidenreich, M.D., M.S. Authors’ disclosures are listed in the manuscript.

The National Heart, Lung and Blood Institute of the National Institutes of Health fund Dr. Sandhu, and the

VA Of�ce of Academic Affairs Advanced Fellowship in Health Services Research fund Dr. Tisdale.

Statements and conclusions of studies published in the American Heart Association’s scienti�c journals are

solely those of the study authors and do not necessarily re�ect the Association’s policy or position. The

Association makes no representation or guarantee as to their accuracy or reliability. The Association

receives funding primarily from individuals; foundations and corporations (including pharmaceutical,

device manufacturers and other companies) also make donations and fund speci�c Association programs

and events. The Association has strict policies to prevent these relationships from in�uencing the science

content. Revenues from pharmaceutical and biotech companies, device manufacturers and health

insurance providers and the Association’s overall �nancial information are available here.
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