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Community pharmacists’ interventions and documentation during
medication therapy management encounters delivered face-to-face versus
via telephone: The devil is in the details
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problems, interventions and documentation.
Objective: The objective of this study was to evaluate types of medication-related problems, interventions, and
documentation among patients receiving MTM face-to-face versus over the telephone.
Methods: A retrospective analysis was performed on all completed comprehensive medication reviews (CMR)
between 2011 and 2017 in 14 community pharmacies in Western Massachusetts, USA that belong to one district
of a national chain. Medication-related problems were classified as: Beers criteria medications, untreated con-
dition, dose too high or low, medication omission, duplicate therapy, drug-drug interaction, non-adherence,
complicated dosing. Pharmacist's interventions were classified as education, medication reconciliation, and
vaccination. Documentation of assessment, plan, discussion notes, and recommendations were evaluated as
being present or absent.
Results: In total, 297 encounters (56.5% were over the telephone) were included in the analysis. There was no
significant differences between clinical and demographic characteristics and types of medication-related pro-
blems and pharmacist interventions among patients who received face-to-face versus telephone MTM service.
Assessment was documented among 28% of face-to-face and 42% of telephone CMR encounters (p < 0.05).
Plan was documented among 27% of face-to-face and 40% of telephone CMR encounters (p < 0.05). Discussion
notes were documented among 97% of face-to-face and 98% of telephone CMR encounters (p > 0.05).
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of services that optimizes therapeutic outcomes for individual patients.2

More recently in 2018, the Joint Commission of Pharmacy Practitioners
(JCPP) Board of Governors revised the term and modified the definition
to Medication Management Services (MMS).3 MMS encompasses a
broad spectrum of patient-centered, pharmacist-provided, collaborative
services that focus on medication appropriateness, effectiveness, safety,
and adherence with the goal of improving health outcomes. While the
current evidence related to the outcomes of MTM/MMS services is in-
consistent, research points to the high potential for these services to
improve medication-related, patient-related, and healthcare use out-
comes if these services are effectively coordinated between pharmacists
and other healthcare professionals.4,5 The five core elements of MTM
services include comprehensive medication review (CMR), personal
medication record (PMR), medication-related action plan (MAP), in-
terventions and/or referral, and documentation and follow-up.2 About
half of the MTM services are delivered via telephone.6 MTM delivered
via telephone can be advantageous when patients are homebound, live
in remote areas, have limited access to transportation or are non-Eng-
lish speaking and can be more easily accommodated by locating a
pharmacist proficient in their language.7 However, if the quality of
phone-based encounter is inferior to that of a face-to-face one, the ad-
vantages can quickly disappear. To the authors’ knowledge, no study to
date compared the medication-related problems, pharmacist interven-



years (p > 0.05, data not shown). Frequency of documentation in
“Patient discussion notes” and “Pharmacist recommendations” did not
differ by mode of service delivery and was nearly always present.

Discussion

About one-third of eligible MTM cases within one district of a
community pharmacy chain successfully completed a CMR. A recent
analysis of national Medicare Part D MTM files showed that 18% of
beneficiaries meeting criteria for MTM received a CMR.15 It is unknown
why two-thirds of cases in this study were either declined or not served
for other reason. Thus far, research has not identified solid predictors of
willingness to participate in MTM.16 Farris et al. examined whether the

intention to obtain a CMR together with other factors may predict the
receipt, and all variables except patient's health status were unrelated
to obtaining a CMR.17 Coe et al. showed that in the 2014 national
sample of CMR-eligible population, patients with higher number of
comorbidities, Medicare and Medicaid dual eligible patients, and those
with a history of hospitalization or emergency room visit were less
likely to receive a CMR.18 Studies point towards older patients, females,
and patients who are not comfortable speaking with their pharmacist as
being more likely to accept MTM.19

Our study participants appear to represent typical patients who
accept MTM – older patients and females. To our knowledge, no studies
of MMS compared medication-related problems and completeness of
documentation by mode of service delivery, while a few studies com-
pared outcomes between the two modes of delivery for services other
than medication management.20–22 Pinnock et al. evaluated the impact
of offering a telephone-based asthma clinic on uptake and outcomes of
asthma reviews and found that the phone option increased the uptake
of reviews and improved patients’ confidence in self-management that
was not significantly different from a face-to-face delivery mode.20

Schmidt et al. evaluated the difference in glycemic control outcomes
among VA diabetes patients by mode of delivery (face-to-face versus
phone appointment with a clinical pharmacy specialist) and found no
difference in absolute HbA1c reduction.21 Williams et al. compared a
lifestyle program delivered face-to-face versus telephone to improve



patients with Beers criteria medications, the “Assessment” and “Plan”
notes addressed these medications’ risks, a significant proportion of
patients likely remained under-evaluated.

Since the study completion, the Beers criteria medication list was
updated with several medications excluded from the list and new agents
added.25 The study findings appear unaffected by these changes. H2-
blockers were removed from the list, while in our sample there were no
H2-blocker users. SNRIs were added to the list in 2019, while we al-
ready classified them as part of the list based on risk criteria from lists
similar to Beers.

Pharmacists' recommendations to patients' healthcare providers re-
garding deprescribing the medications where the risks may outweigh
benefits can and should be an important avenue to improve health
outcomes. Studies have shown that pharmacists can be part of or lead
initiatives to discontinue potentially harmful therapies.26,27 On the
other hand, qualitative evidence from Australia showed that depre-
scribing can be challenging as general practitioners (GPs) disregarded
pharmacists recommendations to stop anticholinergics and sedatives
stating it was the specialists' responsibility, while specialists in turn
thought that was the GPs' role.28 The processes and policies are yet to



Conclusion

Pharmacists identify equivalent number of medication-related pro-
blems and provide similar MTM interventions regardless of the mode of
service delivery. It appears that MTM provider education regarding
documentation of the “Assessment” and “Plan” is needed due to low
level of documentation, especially during face-to-face encounters. It is
also critical for MTM providers to close the communication loop be-
tween the patient and the prescriber, to ensure timely resolution of
medication-related problems that are in the prescriber domain, which is
accompanied by thorough documentation. Without the latter, the care
provided during face-to-face or phone MTM encounter is unlikely to
significan6
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