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EXECUTIVE
SUMMARY
The United States healthcare system is continuing
to shift from a volume-based to a value-based
care delivery system. The ultimate goal is to
provide better, more affordable care to people and
communities. This includes ensuring that patients
have access to high-quality healthcare, including
access to needed medications. Various legislative
efforts have attempted to improve access to care,
including the rollout of the Medicare Part D drug
benefit and expansion of Medicaid. However,
despite these achievements, the US population
still faces significant medication access challenges,
which are further emphasized across certain social
disparities and factors.
For patients that have difficulty accessing needed
medications, the impact is substantial, at the
patient, healthcare system, and population health
levels. Improved medication access not only benefits
the patient, but the healthcare system. Employer
groups would see lower healthcare costs, less
absenteeism, and higher productivity. Healthcare
providers would benefit from better outcomes
for their patients and less administrative time in
assisting with medication issues. Government
agencies, like the Centers for Medicare & Medicaid
Services, would benefit from lower healthcare
expenditures and improved patient care.
The use of quality measures plays a critical role
within this evolving, value-based, healthcare
landscape. Various theoretical frameworks exist
that help identify and measure healthcare access.
However, such frameworks have limitations when
applied to medication access solely. Therefore,
the Pharmacy Quality Alliance (PQA), with
support from the National Pharmaceutical Council
(NPC), convened a multi-stakeholder Access
to Care Roundtable to develop a conceptual
framework that better defines medication access
and to identify priority gaps for future quality
performance measurement based on commonly
identified barriers.

The Access to Care initiative included two phases;
Phase I consisted of a series of reviews to identify
the barriers to and interventions that improve
access to medications. Additionally, Phase I
included an environmental scan to assess the
current landscape of access to care measures.
Phase II involved the Access to Care Roundtable
using the findings of Phase I to inform the
development of a conceptual framework on access
to medications.
Building from existing healthcare utilization
frameworks, the Roundtable identified a holistic
approach to defining medication access. The
Roundtable further mapped common barriers
patients encounter using the framework.
For example, patient health literacy was the
predominant barrier identified, highlighting that an
inadequate understanding of disease management,
how to navigate the healthcare system, and/or
insurance coverage, can cause multiple access
issues. Other major barriers within the framework
include medication-related costs and insurance.
Quality performance measurement offers an
opportunity to assess and incentivize appropriate
medication access. The developed conceptual
framework is a unique, holistic approach to defining
medication access, incorporating key focal points of
and barriers to access at the patient-, provider-, and
health system-level. The framework can be used to
help prioritize the development of new medication
access measures, including the identification of a
medication access core measure set. Additionally,
the Roundtable underscored the importance of
patient & community engagement within measure
development, and further emphasized the role
of pharmacy in improving medication access.
This report and conceptual framework serve
as a foundation for future efforts by measure
developers, researchers, and other healthcare
stakeholders to advance quality measurement for
medication access.

Access to Care: Development of a Medication Acesss Conceptual Framework | 4

INTRODUCTION
Having access to necessary medications for both
acute and chronic conditions is of keen interest
and concern to patients, providers, and policymakers, as health improvements (e.g., morbidity,
mortality, functional status, quality of life) related to
prescription medications are well-documented.1,2,3
Patients who underuse medications are significantly
more likely to have complications, resulting in
increased healthcare resource utilization (e.g.,
emergency department visits, hospitalizations).4,5,6
As a result, the associated costs to US healthcare
system due to medication underuse is an estimated
$100 - $290 billion annually.7
In 2010, the Patient Protection and Affordable Care
Act (ACA) sought to increase access to healthcare
for US adults by improving the affordability of
health services.8 The law required private insurance
plans to allow young adults to remain as dependents
on their parents’ plans and eliminated cost-sharing
for evidence-based clinical preventive services. It
also expanded Medicaid eligibility and provided
lower income individuals with subsidies for health
insurance premiums and cost-sharing for health
services, including medications.
Affordability of healthcare has long been recognized
as a central element of access.9,10,11 Despite the
legislative changes enacted by the ACA, significant
medication access challenges still exist in the US.
In 2016, the Commonwealth Fund International
Health Policy Survey found that an estimated
14% of insured Americans either did not fill a
prescription or did not take all doses of medication
due to cost.13 Estimates were even higher among
uninsured Americans, with 33% reporting that

they did not fill a prescription or skipped doses.12
Various health plan cost management strategies
(e.g., prior authorizations, cost-sharing) have been
implemented to better control drug spending, but
these same tools can lead to challenges in accessing
medications.13,14,15,16
Outside of cost, other barriers exist that extend
beyond the ability to pay for services or medications.17
Nonfinancial barriers to healthcare access can
include a range of factors, such as transportation and
geographic location,18 organizational health literacy,19
provider availability,17 health literacy,20, 21 language
barriers, and cultural differences.22 Lastly, limited
access to care is particularly pronounced among
non-Hispanic Blacks and Hispanics compared to nonHispanic whites.17,23,24
As the US healthcare system continues to shift
from volume-to-value, making healthcare, including
medications, more accessible for patients is a
recognized priority within the National Quality
Strategy (NQS).25 To help achieve this goal,
stakeholders can use various levers to align their
core business or organizational functions to drive
improvement on NQS aims and priorities. Several
of these promote the use of quality measures to
provide performance feedback to providers, to
incentivize quality, and to allow patients to compare
good versus poor quality of care.25 The current
quality measure landscape consists of a wide variety
of measures that target medication-use. However,
with respect to medication access, a better
understanding of this multifaceted issue is needed
to identify potential measure gaps and to prioritize
opportunities for future development.
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PROJECT
OVERVIEW
The Pharmacy Quality Alliance (PQA), with support from the National Pharmaceutical Council, convened a
multi-stakeholder Access to Care Roundtable (Appendix A), composed of experts and researchers in the areas
of social determinants of health, healthcare quality improvement, and quality performance measurement. The
goal of the Roundtable was to develop a conceptual framework to better define medication access and to
identify priority gaps for future quality performance measurement targeting access to medications. The work of
the Access to Care Roundtable was informed by a series of three reviews undertaken by PQA:

Review 1

Review 2

Review 3

Identify and describe the
challenges and barriers to
medication access

Environmental scan of
medication-specific access
quality metrics

Identify potential
interventions that improve
medication access

The Roundtable did not focus on any specific disease states or medications. Rather, the conceptual framework
applies to all conditions where medication-use exists. The purpose of the literature reviews and environmental
scan were to provide the Roundtable with existing evidence regarding the barriers and interventions that
impact medication access and how medication access is currently measured. The Roundtable developed
the framework and recommendations based on these findings. In addition, PQA surveyed a broader group
of healthcare stakeholders on areas of importance within the framework and opportunities for improving
medication access after presenting the framework at a social determinants of health forum in November 2018
(Appendix D).
The framework is intended to support future quality measure development and other healthcare stakeholders
in efforts to improve patient access to needed medications. The framework can be applied to multiple
medications, patient populations, and determinants of health. The following sections present the review
summaries, the conceptual framework, and the implications for quality measurement.
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REVIEW 1:

CHALLENGES AND BARRIERS TO
MEDICATION ACCESS

We conducted a MEDLINE search of articles
published in English between January 1, 2010 and
September 24, 2017 to identify peer-reviewed
articles concerning medication access. We built
the search strategy using major Medical Subject
Headings (MeSH) and key search terms associated
with each concept: 1) healthcare accessibility and
availability, 2) identified barriers and challenges
to accessing healthcare, 3) medication availability,
and 4) disparities in access to medications.
Unpublished reports were reviewed and experts
in the field were contacted to identify additional
literature. Inclusion criteria consisted of articles
addressing the US population, articles dating
from 2010 – present (ACA passed, many thirdparty payers began early implementation of ACA
requirements), discussed barriers/challenges to
access to medications and/or immunizations, and
were published in English. Articles were excluded if
they did not meet the inclusion criteria.

A list of 17 of the most common and relevant
barriers was compiled (Table 1). Barrier definitions
(Appendix B) were drawn from several sources,
including two Institute of Medicine working
groups (Roundtable on Health Literacy19 and
Committee on Monitoring Access to Personal
Health Care Services26), National Healthcare
Quality and Disparity Reports by the Agency for
Healthcare Research and Quality,27 Andersen
Behavioral Model of Health Services Use,28 and
Derose et. al.29 These barriers were refined,
prioritized, and categorized as having severe,
moderate, or minimal impact on medication
access based on the literature review, Roundtable
input, and feedback of a PQA-convened Patient
and Caregiver Advisory Panel. Drawing from
previous models, we further stratified barriers
by three areas: health system/organizational,
environmental, and patient characteristics.

Overview of Findings:
The MEDLINE search returned 1728 articles, of
which 600 went to full text relevance screening. Of
those 600 articles, 181 were included for review.
Although many articles discuss barriers to medication
access, few contain quantifiable data assessing their
impact. Of the three stratification categories, barriers
that reflect patient characteristics were the most
commonly identified in the literature. Patients with
chronic medical conditions, especially those who are
disabled, faced numerous intersecting barriers to
accessing medications, often facing transportation,
cost, income, and insurance challenges. Social
determinates of health (race/ethnicity, education,
language or limited English proficiency, and income)
e.g., were major predictors of medication access
based on the quantity and quality of evidence found
in the review.

Barriers segmented into health system/
organizational classification, were the least
studied although they have a major impact
on patient access to appropriate medications.
Provider attitudes and beliefs regarding heavily
stigmatized conditions (e.g., substance use
disorders, HIV/AIDS) were identified, as well as a
lack of provider competency in the management
of these conditions. The most well-defined barrier
in the health system/organizational category was
organizational health literacy, which encompassed
a larger, system-wide concept of creating a healthliterate organization. Insurance also fell within this
stratum, encompassing issues related to benefit
design (e.g., formulary, prior authorizations, step
therapy), coverage or no coverage, and type
(publicly funded vs. private/commercial).
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Environmental barriers, such as rural/urban
residence status, had a significant impact on patient
access, with patients residing in more urban or
more rural areas having increased difficulty with
access. Another potential issue of environmental
barriers involved public support (i.e., funding) for
controversial healthcare programs, such as Title X
family planning,30 substance use disorder treatment

centers,31 or the Ryan White HIV/AIDS program32
at the community and state levels. Lack of support
for these programs can mean that they are
geographically inaccessible to patients.
Overall, the barriers to medication access are complex
and intersecting. Most articles examined a wide swath
of barriers that impact specific populations.

Table 1: Barriers Identified

Barrier

Definition

Organizational
Health Literacy

Organizational Health Literacy is how health literate healthcare systems are in providing
patient care. This encompasses everything from management, organizational systems and
interoperability, and the healthcare work force.33

Provider
Competencies
and Beliefs

Provider competencies and beliefs can impact patient access to care29 (e.g., lack of current
medical knowledge, ability to provide culturally competent care,34 outlook on stigmatized
conditions.)

Medical Conditions

Diseases and/or chronic conditions that can impact access to healthcare and medications.35

Health Literacy

Health literacy characterizes the capability of the public to obtain and understand health
information.36 It also includes the ability to make health decisions and to navigate the
healthcare system in order to obtain medical services.37

Insurance

Patient access to medical care/medications based on the type of medical insurance.

Patient Attitudes
and Beliefs

Patient attitude and values towards the healthcare system and how negative attitudes can
lead patients to not utilizing medical services, creating a barrier to accessing care.4

Race/Ethnicity

Racial or ethnic background and how it impacts access.35

Gender

How gender impacts patient access to medical care and medications.

Provider Availability

Includes adequate medical infrastructure, facilities, and competent workforce to provide
healthcare and medication after a need is identified.4

Language

Examination of barriers experienced by patients whose primary language is not English in
gaining access to needed medical care and medications.4

Public Support

Examines if taxpayer funded healthcare programs that provide access to certain forms of
medical care and medications.4

Transportation

Availability of transportation to medical care and medications.4 This includes car
ownership38 and the adequacy of public transportation.

Rural/Urban

Examines barriers that are unique to urban and rural communities.39,40

Costs

The costs of obtaining healthcare services. This includes the indirect costs of receiving care
(e.g., transportation, time off work.)

Disability Status

The unique issues that patients with disabilities can face in accessing healthcare and
medications.

Income

Barriers related to the income of patients.4

Education

Barriers related to patient’s educational level.4

8 | Access to Care Initiative
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REVIEW 2:

ENVIRONMENTAL SCAN OF MEDICATION MEASURES

We conducted an environmental scan to
identify existing medication-specific quality
measures. We searched three databases in
January 2018: the CMS Measure Inventory
Tool, AHRQ National Quality Measures
Clearinghouse, and the NQF Quality Positioning
System. We applied search terms related to
medication access and use, including terms
related to medication adherence (a common
indicator of medication access). We included
measures if they directly focused on a
medication. We excluded measures if they
were developed outside of the US or if

they focused on adverse drug events or
inappropriate use.
Using the measure rationale, title, and measure
description, we mapped the included measures
to the major barriers identified in Review 1.
Due to the intersecting nature of the barriers
identified in Review 1, measures could address
multiple barriers. For example, a quality measure
that examined the enrollment processing time
for an AIDS Drug Assistance Program would
address both the medical conditions and
insurance barriers.

Overview of Findings:
After removing duplicates and screening for
relevance, we identified 270 medication-specific
quality measures (Appendix C). Of the 270 measures
identified, 22 focused on medication adherence.

due to inclusion of a counseling component.
A common theme for these measures was if patients
felt they were provided appropriate counseling about
their medications.

Not surprisingly, most measures (~75%) focused
on medical conditions with cardiovascular disease,
behavioral health, substance use disorders, HIV, and
cancer predominating. Measures commonly focused
on appropriate counseling, screenings, follow-up,
or monitoring.

Very few (~4%) measures mapped to insurance.
Measures generally addressed appeals for medication
coverage denials and patient satisfaction/experience
with their coverage. None directly targeted certain
medication utilization policies, such as prior
authorizations or step therapy. One measure used
within the Medicare 5-Star Rating System for Part
D attempts to capture the patient experience with
getting needed medications. This metric is calculated
based on three components: 1) the ease of getting
prescribed prescriptions, 2) the ease of filling
prescriptions at the local pharmacy and 3) ease of
filling prescriptions by mail order.

Organizational health literacy as a barrier to
medication access was targeted exclusively
within relatively few measures, although it
indirectly touches on over two thirds of measures.
Common themes for these measures include care
coordination, timeliness and wait times, social
work/care support, and follow-up care. Related
to organizational health literacy, approximately
half of the measures also touched on provider
competencies and beliefs. Many of these measures
address appropriate prescribing, documentation,
and patient counseling. The intersecting nature of
barriers is highlighted by health literacy measures,
which approximately 27% of the measures address

Measures that address patient attitude and
beliefs (~6%), gender (~3%), and race/ethnicity
(~1%) related barriers were minimal. No measures
addressed the other nine barriers identified (public
support, transportation, provider availability, rural/
urban, costs, language, disability status, income,
and education).
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REVIEW 3:

INTERVENTIONS IMPROVING MEDICATION ACCESS

We conducted a search within MEDLINE of articles
published in English between January 1, 2010
and October 2, 2018 to identify interventions
impacting medication access in the peer-reviewed
literature. We built the search strategy using major
Medical Subject Headings (MeSH) and key search
terms associated with each concept: 1) healthcare
accessibility/availability; 2) assistance programs;
and 3) drug/pharmaceutical. We searched
citations of included studies for additional relevant
articles. We excluded articles if they focused on

populations outside the US or if they did not meet
the inclusion criteria. We included articles if they
described interventions affecting medication
access after 2010 (when the Affordable Care Act
was signed into law) or if articles reported results
as a change in medication access as one of the
outcomes of interest. Many studies did not report
a change in medication access specifically, thus
intermediary (indirect) markers of medication
access were also explored (e.g., medication
adherence, health care utilization).

Overview of Findings:
The MEDLINE search yielded 966 articles for
consideration. After removing duplicates and
screening for relevance, we identified 88 articles
for full text review. Only eight were deemed
eligible for data extraction. The primary reason
we excluded articles after the full text review
was due to a lack of an intervention, in which
articles focused largely on the expected impacts of
legislation were commentary, or opinion.
The eight studies explored various interventions,
including charity pharmacy services, prescription
and patient assistance programs, and federallyqualified health center safety-net systems. These
interventions addressed several medication
access barriers identified in Review 1. All studies
included an aspect of insurance (whether it was
increasing access for uninsured or maximizing a
Medicare beneficiary’s access) and income.
Two of the studies explored interventions that

address environmental barriers, such as specific
challenges faced by patients residing in rural
areas. Adherence was a common metric used to
ascertain medication access, as it is an indirect
measure of medication access and is a commonly
used outcome to evaluate health services
interventions.
Overall, there is a paucity of peer-reviewed
literature assessing direct impact of various
interventions on medication access. However, very
few studies utilize direct measures of increase and/
or decrease in medication access. This is potentially
a result of the lack of measures to directly evaluate
medication access. As found in Review 2, very
few metrics exist to directly evaluate medication
access. Instead, indirect measures, like adherence,
are most common. None of the included studies
used patient surveys or patient-reported outcomes
to capture medication access.
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MEDICATION ACCESS
CONCEPTUAL FRAMEWORK
Medication Access Patient Journey
The Access to Care Roundtable comprised of stakeholders from patient advocacy organizations, public and
private payers, researchers, quality organizations, and professional associations. The panel recognized that many
frameworks have been developed to demonstrate healthcare utilization and access. The conceptual framework
developed by the Roundtable builds on existing conceptual models, including the Institute of Medicine Model
(IOM) of Monitoring Access.4 This model focuses on structural, financial, and personal barriers to utilization,
while also incorporating the appropriateness of the healthcare received by the individual, such as the efficacy of
treatment, quality of providers, and patients’ adherence to prescribed treatments and medications.
The Roundtable sought to build upon
this work by developing a framework
Figure 1. Medication Access Patient Journey Conceptual Framework
that better defines the patient
journey to medication access.
Subsequently named the Medication
Access Patient Journey (MAPJ), this
conceptual framework identifies
seven nodes that patients encounter
while attempting to gain access to
medications (Figure 1). Consisting
of Perceived Need, Help Seeking,
Encounter, Prescribing, Prescription
Adjudication, Prescription
Dispensing, and Adherence, the
framework is cyclic in nature. It
begins with a patient’s awareness of
an illness or condition that induces
a need to seek treatment (Perceived
Need) and ending with adherence
to treatment (Adherence). Like the
IOM model, the MAPJ explores
differences in access and node
realization among populations that
may be a result of financial or other
barriers. It also integrates concepts
from the five A’s of access to care
defined by Penchansky and Thomas:
affordability, availability, accessibility,
accommodation, and acceptability.41

PERCEIVED
NEED

HELP
SEEKING

ADHERENCE

PRESCRIPTION
DISPENSING

ENCOUNTER

PRESCRIPTION
ADJUDICATION

PRESCRIBING
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The Roundtable further identified common
barriers patients encounter across the nodes of the
framework (Figure 2). Patient health literacy was
the predominant barrier identified, crossing five of
the seven nodes, highlighting that an inadequate
understanding of disease management, how to
navigate the healthcare system, and/or insurance
coverage, can cause multiple access issues for
patients. The Roundtable further identified costs,
both direct (e.g., out-of-pocket) and indirect
(e.g., time off work, day care, transportation)
and insurance as significant barriers, touching all
nodes except Perceived Need. A patient’s ability
to access medications is significantly impacted by
whether a patient has insurance and the type of
insurance (e.g., Medicaid, Medicare, commercial).
Moreover, medication placement on formulary
tiers that dictate patient copays and affordability
and utilization management tools, such as steptherapy and prior authorizations, can create hurdles
to gaining access to medications for patients.
Lastly, the group discussed the importance of

organizational health literacy, a major barrier in the
Prescribing, Adjudication, and Dispensing nodes.
Organizational health literacy describes how health
literate systems are in providing patient care. The
goal of health literate organizations is to assist
patients in navigating the healthcare system by
proactively working to remove barriers and ensuring
that the healthcare workforce, at all levels, is
health literate.
The intent of this framework is to inform highpriority medication access areas that can be targeted
for potential quality measure development. In
addition, several themes emerged that warrant
further attention including the intricacies of
insurance design (e.g., prior authorizations, step
therapy, value-based insurance design), the lack of
cost transparency during a prescriber encounter, and
the importance of capturing the patient perceived
need within measurement. Both these themes and
the top barriers identified in each node are potential
areas of quality measure development focus.

Figure 2. Common Barriers Across the Conceptual Framework*
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ADJUDICATION
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Health
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Health Literacy

Cost
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and Beliefs
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Literacy
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Insurance
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Cost
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and Beliefs

Transportation

Language
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Health Literacy
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Literacy

Patient
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and Beliefs

Patient
Attitudes
and Beliefs

Provider
Availability
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Competencies
and Beliefs

Organizational
Health Literacy

Insurance

*Includes only common barriers as determined by the Roundtable
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Node Descriptions
Perceived Need
This node addresses the patient perspective in the perceived need for care and potentially medication.42 This
includes patient awareness of an illness or condition that infers a need to seek treatment. To move out of this
node, a patient would realize that they have a need for treatment and move into the the Help Seeking node. An
example of a patient benefiting from an intervention in this node would be encountering a public health tobaccocessation campaign that offers education materials and realizing the damage that smoking is inflicting on their
health.43 This could lead the patient to seek professional help in quitting.
Barriers to this node are those that make the patient or health system unable to recognize the need for care.44
These can include patients with low health literacy. Health literacy can encompass issues such as patients not
understanding the need for blood pressure medication because they do not feel ill,45 or rheumatoid arthritis
patients not understanding the role of anti-inflammatory medications in treating their disease.46 Patient
attitudes and beliefs about their health and medical science can also impact perceived need. An example would
be the anti-vaccine movement, which has led to vaccine refusal in some subcultures within the US.47

Help Seeking
Patients enter the Help Seeking node as the result of recognizing a perceived need for treatment. Help
seeking involves actively seeking an encounter with the healthcare system. Help seeking includes
attempting to schedule an appointment with a medical provider, contacting an insurance plan for lists of
in-network providers, and checking insurance coverage for specific disease states and/or treatments.20
An example of successful patient encounters with the Help Seeking node includes a patient that suspects
they have strep throat locating an after-hours urgent care that is convenient for them to seek care.
Barriers within the Help Seeking node can include patient difficulty in accessing and navigating the
healthcare system and inability to schedule appointments around work.44 Social pressures can also be a
barrier, especially for patients with highly stigmatized diseases/disorders, such as mental health issues,
substance use disorders, or human immunodeficiency virus (HIV). Patients may be concerned about
revealing their HIV status or substance use disorder issues while seeking care.21

Encounter
The Encounter node occurs after a patient has successfully sought help and is where a patient interacts
with a healthcare provider to present their health concerns for assessment and possible treatment.48 The
goal of the encounter is for the patient to receive culturally competent and clinically appropriate care,23
meaning a successful Encounter node is not solely concerned with a patient having a medical appointment.
The goal of this node is also that the patient is part of a high-quality encounter with the healthcare
system. The Encounter node can take place at multiple points during patient treatment, reinforcing the
concept that the MAPJ is cyclic in nature, as patients can have multiple encounters. It also encompasses
primary care physicians making appropriate referrals to specialist.49 Inappropriate referrals can add
increased access barriers for patients, including transportation and costs, while not making appropriate
referrals can lead to patients not accessing specialty treatment.50
It is not uncommon for patients to have encounters with an entire team of healthcare providers, including
primary care providers and one or more specialist for chronic or life-threatening acute conditions.
It can occur in a variety outpatient and inpatient settings and involves appropriate patient assessment,
screening, counseling, and education. Another example of a patient encounter would be a patient with
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Sickle Cell Anemia (SCA) receiving care after presenting to an emergency department with a pain crisis.51
As SCA is found predominately in patients of Mediterranean and African descent,51 many of these patients
can face discrimination in pain treatment.52, 53 A successful encounter for this patient would be the
emergency department staff correctly diagnosing the patient and quickly providing guideline based pain
relief and other treatment54 rather than speculating that the patient is “drug seeking.”53
Barriers to the Encounter node can include a lack of insurance,55 limited provider availability,55 language
barriers, issued with provider competencies and beliefs,56 and/or transportation issues.18

Prescribing
The Prescribing node involves a medical provider selecting a clinically appropriate treatment that has
the high likelihood of the patient successfully navigating future nodes to receive the medication. While
the selection of a clinically appropriate medication is important, there are additional issues medical
professionals would need to address. These include the acceptability of the medication by the patient,
health plan utilization management tools such as prior authorizations and step therapy, and affordability of
the medication. An example of this would be if a provider realized that a patient with Type II diabetes and
rheumatoid arthritis may have trouble giving themselves insulin injections. Rather than prescribing vials of
insulin that require manual dexterity in giving injections with a syringe,57 the provider could have a discussion
with the patient to see if an insulin pen might be a better option. The provider would then consult the
patient’s insurance formulary to identify any coverage or copayment issues and resolve them.
Barriers to successfully receiving a needed prescription can include the prescriber lacking information
regarding a patient’s insurance coverage (i.e., high co-pays, prior authorizations,)58 discomfort in treating
stigmatized diseases, personal attitudes and beliefs about demographic groups.58,59

Prescription Adjudication
Prescription adjudication is the processing and payment of a medication claim by a third-party payer, which
can include a health plan, patient assistance, and/or copay assistance programs. The goal of the Prescription
Adjudication node is the timely adjudication (processing) of a medication claim.60 The preferred outcome is
that the patient receive their medication without any significant delays that negatively impact patient health
outcomes or quality of life. “The Prescription Adjudication node builds on the preceding steps in MAPJ and
as a result success here depends on activities in the Encounter and Prescribing nodes. An example of success
in the Adjudication node would be if a patient received a prescription for a specialty drug for epilepsy that
required prior authorization. The prescribing provider would need to work with the health plan and pharmacy
to ensure that the adjudication process did not create a barrier to the patient accessing the medication.
Ideally, the patient would be aware of and understand the process but receives the medication with a
minimum of stress and/or delays.
Barriers to prescription adjudication are poor communications within the health system, including
between providers coordinating care and between providers, pharmacies, and health plans.61 Low provider
organizational health literacy can lead to problems if they lack knowledge of insurance structure, such as
prior authorization, step therapy, and other utilization management requirements.58,59

14 | Access to Care Initiative
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Dispensing
The Dispensing node is the culmination of actions taken at the Encounter, Prescribing, and Adjudication
nodes. Dispensing encompasses the point of contact between a patient and the pharmacy that provides
medication. Success wihtin this node involves the patient receiving appropriate medication and counseling.23
An example of a successful dispensing transaction would be a caregiver receiving an initial fill of a rescue
inhaler and spacer for a young child newly diagnosed with asthma. Simply providing the caregiver with the
inhaler and spacer would not constitute a successful dispensing. The pharmacy would also need to provide
(or at least offer in good faith) practical counseling on how to use the inhaler and spacer together to ensure
that the caregiver was competent to administer the medication.62
Barriers to successful prescription dispensing include a lack of patient transportation18 or pharmacy
delivery service, language barriers,63 poor communication skills on the part of the pharmacy staff,63 costs of
medication,64 and patient attitudes and beliefs about the need for the prescribed medication.65

Adherence
The most common definition of medication adherence is a patient agreeing with and following a healthcare
provider’s recommendations, in this case obtaining and taking medications as prescribed.66 In the case of
chronic conditions, patients may need to complete multiple cycles of the MAPJ throughout their lifetime.
The Adherence node, a culmination of all prior nodes, has additional layers of complexity. Issues with all prior
nodes can disrupt medication adherence. An example of a successful intervention to improve adherence
would be if a health care professional treating a patient with psoriasis evaluated a patient for satisfaction and
clinical response to medication treatment.67 By assuring that the patient was satisfied with their response to
medication, this could be an effective intervention to keep them adherent. Studies have also highlighted the
impact pharmacists can have on adherence, especially in hard-to-reach patients.68
Barriers to adherence can include side effects, such as gastrointestinal upset with Type II diabetes patients
prescribed metformin.66 Low patient health literacy can also be a considerable barrier, as patients may not
understand the long term health effects of hypertension and the need to take medication due to a lack of
symptoms.69 Other barriers to adherence can include transportation18 or insurance issues, such as gaps in
coverage70 and formulary changes the can lead to patients switching medications that may be more costly or
have more side effects.71
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IMPLICATIONS FOR
QUALITY MEASUREMENT
Quality performance measurement offers an opportunity to assess and incentivize appropriate medication
access. The MAPJ framework is unique in that it identifies a holistic view of medication access, incorporating
key focal points and barriers to medication access at the patient-, provider-, and health system-level.
The Roundtable was tasked with identifying key areas of importance within the framework and providing
recommendations for quality improvement and performance measurement.. The identified recommendations
support the framework by highlighting opportunities for measure developers, researchers, and other healthcare
stakeholders to improve medication access.
The Roundtable concluded that the nodes and common identified barriers support the prioritization and
development of new measures, the harmonization of measures through the creation of core measure sets, and
the importance of patient and community engagement within measure development. Furthermore, the group
determined that this framework underscores the importance of the pharmacist and pharmacy technicians and
their role in improving medication access. Therefore, the group’s recommendations were categorized into four
key areas: (1) Measure Gap Identification/Prioritization; (2) Quality Measure Core Set; (3) Patient & Community
Engagement within Measurement; and (4) the Role of Pharmacy.

Measure Gap Identification/Prioritization
The Roundtable identified seven nodes of medication
access (Figure 1), each of which have opportunities for
measure development that can further be prioritized
by common barriers across each node. Current
medication-specific quality measures are concentrated
within the Prescribing and Encounter nodes,
which focus on physician- and health system-level
accountability. There is a paucity of measures that
target barriers within the Adjudication, Dispensing,
Perceived Need, and Help Seeking nodes.
The Roundtable recognized health literacy, both at
the patient and organizational level, to be a consistent
barrier to accessing medications. Patients must be able
to understand the healthcare information they receive,
including insurance and cost of treatment. In a recent
report on measures for rural populations, the National
Quality Forum (NQF) Workgroup further recognized
the importance of health literacy, recommending
a two-fold approach to increase health literacy:
education for both patients and clinicians on the
importance of patient engagement in healthcare, along
with improvements in clinician-patient communication
overall.72 Several drug-specific quality measures have
a counseling component, largely focusing on disease

management. However, the degree of communication
around other major access barriers, such as cost and
insurance coverage options, is lacking within current
quality metrics.
Recommendation: Cost(s) should be viewed as
the culmination of both direct and indirect costs
The Roundtable felt that cost should include both
the direct out-of-pocket cost of the medication,
and the indirect costs related to engaging with the
healthcare system to obtain a medication, including,
but not limited to day care services, time off work,
use of public transportation, etc. The group further
stressed that cost and insurance were major factors
that can contribute to delayed care. For example, a
lack of cost transparency or discussion about cost
when a patient receives a prescription may cause
a refusal to pay for a dispensed prescription due to
high out-of-pocket costs.
As noted previously, current medication-specific
quality measures do not assess the cost of
medications to the patient, nor do scientifically
acceptable performance metrics exist that attempt
to assess whether a shared-decision regarding
medication choice incorporated an element of cost
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transparency between provider and patient. This is
largely a result of poor availability and transparency
of prescription cost data. However, improvements in
health technology interoperability, communication,
and cloud-based systems are increasingly offering
more transparency of health information, including
the cost of medications.
Recommendation: Use of telehealth services
may help overcome transportation and provider
availability barriers
Other commonly identified barriers, such as
transportation and provider availability also lack
medication-specific quality measures. One potential
strategy to overcome these challenges is to use
telehealth services to address transportation
and provider availability issues. This was further
emphasized by an NQF-convened Committee,
recommending that measurement should be used to
determine if the use of telehealth led to the correct
diagnosis and appropriate follow-up care, thus
mitigating the need for further travel.72 Additionally,
for language and cultural barriers, healthcare
providers may use interpreter services that are
available via phone or web-based platforms when
in-person interpreters are not available on-site.
Recommendation: Perceived Need and Help
Seeking have the most impact on medication
access; however, measuring patient-reported
outcomes requires the use of a validated tool
The barriers previously discussed, including
patient health literacy, culture beliefs and
attitudes, cost, and transportation, impact the
earlier nodes of the MAPJ (i.e., Perceived Need
and Help Seeking). The Roundtable determined
that these nodes have the most impact on
medication access and the most opportunity for
improvement. This underscores the importance
to which a person’s awareness and understanding
of a condition or illness and their ability to
adequately navigate the healthcare system have
on medication access.
Yet, despite the degree of importance placed
on earlier MAPJ nodes, the group felt that the
Perceived Need and Help Seeking nodes have
less measure development opportunity. This is
likely due to the complexities in developing and

implementing measures that capture the patient
experience and patient-reported outcomes.
Good quality measurement of patient-reported
outcomes requires considerable experience and
expertise.73 Choosing the correct tool to measure
patient-reported outcomes and the right data to
be collected are critical. The tool must be validated
for the data collected to have any meaning. For
example, tools that have been originally developed
for use within research may provoke inaccurate
data interpretations when extrapolated to clinical
practice.74 This is further emphasized by NQF,
which identified that patient-reported outcome
measures for use within performance measurement
adhere to the following principles: psychometric
soundness, person-centered, meaningful, amenable
to change, and implementable.75
Recommendation: Develop and implement a
screening tool for medication access challenges
The Roundtable recommended that the
development and implementation of a screening
tool to identify medication access issues may
reveal health literacy challenges or other real-world
limitations, such as not filling a prescription due to
a lack of a reliable source of transportation to the
pharmacy or due to a patient’s inability to pay for
out-of-pocket prescription drug costs. Furthermore,
such information may have the highest utility
during the receipt of a prescription from a provider,
in which a more affordable medication may be
selected and/or necessary referrals to patient
assistance programs can be made. Additionally, since
adherence is a common indicator of medication
access, a prompt for screening may occur when
a patient becomes nonadherent to a prescribed
medication, which is applicable for both primary and
secondary nonadherence.
Recommendation: Increased focus on nodes
other than Adherence for measure development
The Roundtable identified the Adherence node
as having the most measure development
opportunity due to acceptance and use of validated
methodologies (e.g., proportion of days covered,
medication possession ratio) and standardized
data sources (e.g., administrative pharmacy claims)
that paved the way for a myriad of medication
adherence measures for use within value-based
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models. Most notable are the three PQA adherence
metrics for non-insulin diabetes meditations, antihyperlipidemia medications, and antihypertensive
medication of the renin-angiotensin antagonist
class that are used within the Medicare 5-Star
Rating System for Medicare Part D.76
Although Adherence is an important node in the
MAPJ, the Roundtable recommended that future
measure development begin by targeting other
nodes within the framework due to the significant
amount of research and medication adherence
measures that currently exist.
The group felt that the areas of immediate measure
development opportunity include the Adjudication
and Dispensing nodes. Prescription adjudication is
the processing of a medication claim. Once approved
for coverage, the medication can be dispensed to
the patient. Overcoming delays in the receipt of a
medication due to potential issues with drug utilization
management policies (e.g., prior authorizations,
step therapy) and turnaround time from when
the pharmacy receives a prescription to when it
is dispensed to the patient are ripe for measure
development. PQA recently launched a Specialty
Pharmacy Turnaround Time Task Force to develop
quality measures within the specialty pharmacy arena
that are designed to improve turnaround time.77
Recommendation: Assess the capacity of
organizations to promote an environment that
supports health literacy best practices
Emerging across the Prescribing, Adjudication, and
Dispensing nodes is the barrier of organizational
health literacy. This concept focuses on how
health literate healthcare systems are in providing
patient care by proactively working to remove
patient health literacy barriers and ensuring that
the healthcare workforce operates with high
health literacy at all levels within the organization.
Patient needs may be better met if healthcare
organizations and systems promote an environment
that supports health literacy best practices. The
Roundtable recommended that it is therefore
important to assess the capacity of organizations to
provide such support and to use the assessments for
organizational change. The IOM has identified ten
attributes that exemplify a health-literate healthcare

organization.33, 78 The attributes are most relevant to
organizations that provide healthcare directly, such
as accountable care organizations, group practices,
community health centers, pharmacy practices, and
integrated delivery networks. Several measures exist
that attempt to assess whether some or all of the
ten attributes are achieved from the organizational-,
provider-, and patient-perspective.79 However, the
Roundtable noted that future work should focus
on advancing the validity of these measures within
accountability programs.

Quality Measure Core Set
Recommendation: Identify a core medication
access quality measure set
The Roundtable noted that due to its cyclic nature,
a major disruption within any of the MAPJ nodes
could potentially lead to a patient not gaining access
to a medication. For example, if a patient is unable to
adequately seek care due to transportation, if there is
a lack of provider availability, and/or if health literacy
issues exist, the patient will not advance to the
Encounter node and thus, not receive a prescription
during the Prescribing node. Furthermore, the
identified barriers exist across multiple nodes.
Therefore, measure development targeting these
common barriers should be aligned across the
healthcare system (e.g., system-level, provider-level,
patient-level).
The MAPJ can be used to help identify and develop a
core measure set targeting medication access.
This aligns with national efforts, including the Core
Quality Measure Collaborative, which attempts to
develop core measure sets that are meaningful to
patients, consumers, and providers, while reducing
variability in measure selection, collection burden, and
cost.80 The goal is to establish broadly agreed upon
core measure sets that could be harmonized across
providers (e.g., payors, physicians, health systems).

Patient and Community Engagement
within Measurement
Recommendation: Increased patient and community
engagement within quality measure development
A patient’s health is influenced by factors outside
the healthcare system (i.e., social determinants of
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health). Very few measures within the environmental
scan evaluated the extent to which healthcare
organizations are collaborating with the patients,
communities, public health programs, and other
sectors outside of healthcare (e.g., transportation
services). Thus, the Roundtable stressed the
importance of collaborating with the patients and
communities to address social determinants of
health, which have a major impact on healthcare
access and quality. Moreover, to have true utility,
quality measurement must meaningfully incorporate
patient and community input. Efforts to engage the
patient and general communities are seen within
other facets of healthcare, including research,
drug development, and value assessment. As
noted in the CMS Measures Management System
Blueprint (the Blueprint), involving persons and
family representatives in the measure development
process further strengthens their engagement
as partners in their care.81 This includes measure
prioritization and conceptualization, development
of specifications, validity and reliability testing,
implementation and use, and evaluation and update.
To achieve this, quality measure developers and
agencies must have a robust process in place to
incorporate the patient community voice.
In 2018, PQA, in partnership with the National
Health Council and the National Quality Forum,
launched an initiative to develop and disseminate
a patient-centered engagement rubric for quality
measurement.82 This tool will provide a means
of assessing meaningful patient engagement for
measure developers, endorsement entities, and
implementers and will result in the increased
capacity of the patient community to engage in
more meaningful ways throughout the quality
measurement lifecycle.

Role of Pharmacy
Recommendation: Increased utility of pharmacy
and medication management
Both the Adherence and Dispensing nodes are
highly impacted by pharmacy (e.g., pharmacist,
pharmacy technician, medication management).
Therefore, the Roundtable underscored
the importance of increased utilization of
pharmacists and pharmacy technicians to
improve medication access.

Pharmacists are the medication experts, providing
medication management services (e.g., medication
therapy management, counseling) that can improve
the safety and effectiveness of medication treatment,
and ultimately the quality of care. Pharmacistadministered medication management services
have been shown to improve medication adherence,
reduce healthcare resource utilization and associated
costs.83, 84, 85 In addition, due to their penetration
within the community and the high degree of
accessibility relative to primary care practitioners,
pharmacists offer a significant opportunity to achieve
quality goals, including access. Finally, pharmacies
within the community also provide a unique
opportunity to collaborate with healthcare providers
and other relevant stakeholders (e.g., public health
departments, community centers) to implement
programs within the community to address the social
determinants of health.
Several innovative programs in the US are exploring
the untapped resource that exists in community
pharmacies. For example, the Wisconsin Pharmacy
Quality Collaborative85 and the Community Care
of North Carolina86 piloted programs that enlisted
pharmacies and pharmacists to broaden capacity
for care management and medication optimization
services, especially to the sub-populations in
greatest need of these services. The services
provided focused on improving various barriers
identified within the MAPJ, including coordination
of care, costs of medications, patient attitudes and
beliefs, and patient health literacy.
Quality measurement at the pharmacy-level is an area
evolving into mainstream for development. Rather
than using administrative pharmacy claims, pharmacylevel measures can incorporate other pharmacy data,
such as dispensing data. Recently, PQA launched a
Task Force to develop pharmacy-level metrics. The
group’s first foray into this space will be PQA’s three
health plan-level adherence measures used within
the Medicare 5-Star Rating System for Part D.77
Pharmacy-level metrics may provide a reliable and valid
mechanism for determining pharmacy performance
within preferred pharmacy networks that are often
implemented by health plans and pharmacy benefit
managers. Moreover, these measures attempt to
further align incentives across providers, including
health plans, that are being held accountable within
federal programs.
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CONCLUSION
Having access to quality healthcare, including needed medications, continues to be a challenge
for certain populations in the US. A growing body of evidence suggests that barriers to medication
access are both financial (i.e., direct and indirect costs) and nonfinancial (i.e., social determinants
of health). Adherence continues to serve as the primary indicator of medication access. Yet, there
are upstream factors that, if not addressed, may disrupt the patient’s ability to receive needed
medication. Situations where a patient may not know how to navigate the healthcare system
can lead to an inability to see a prescriber or if a prescription cannot be dispensed due to
drug utilization mechanisms (e.g., prior authorizations, step therapy), a patient may receive
delayed treatment.
With the continued shift of the US healthcare system from volume to value, quality measures are
increasingly used as tools to evaluate the care patients receive. Numerous measures have been
developed and implemented to capture medication adherence. However, significant measure gaps
exist that target the upstream issues and barriers that can impede a patient’s ability to receive
a medication. Therefore, quality measurement offers a unique opportunity to influence positive
change and help to improve medication access.
The Medication Access Patient Journey (MAPJ) conceptual framework was designed to provide
a more holistic view of medication access, including the major barriers and challenges that exist
throughout. The seven nodes within the framework represent the various stages that a patient
encounters when receiving a medication. Its cyclic nature conveys that barriers and challenges
occurring upstream of adherence can have a significant impact on medication access. Furthermore,
the MAPJ calls attention to measurement gap areas, highlights key facets of medication access, and
points to opportunities to address access challenges.
Looking forward, measure developers, researchers, and other healthcare stakeholders can use
the MAPJ and Roundtable recommendations for measure development and quality improvement
initiatives designed to improve medication access. The common, major barriers identified
across the framework are key targets for such efforts. It should be noted that while there was a
consensus on the importance of leveraging quality measurement to improve medication access,
the Roundtable cautioned that measuring access should be done with careful consideration for
potential unintended consequences.
The MAPJ framework can be used for the identification and development of a medication access
core measure set. This will require a clear understanding of the criteria used to select measures for
a core set, agreement on the importance and potential impact of a core set, and a distinction on
who the stakeholders would be for which such measures would be used. However, for any measure
development efforts targeting medication access, partnerships with patients, caregivers, and
communities will be imperative to help achieve more meaningful measures for patients.
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ABOUT
PHARMACY QUALITY ALLIANCE
Established in 2006, the Pharmacy Quality Alliance (PQA) is a 501(c)3 designated non-profit
alliance with over 240-member organizations. PQA is a multi-stakeholder, consensus-based
membership organization committed to promoting appropriate medication use and developing
strategies for measuring and reporting performance related to medications.
PQA’s commitment to improving patient outcomes includes extensive involvement in education,
research and demonstration projects. PQA’s metrics add definition and meaning to interventions,
further demonstrating their impact in the marketplace.
PQA’s performance metrics for safe and appropriate medication use have been implemented
broadly including, but not limited to:
• Centers for Medicare & Medicaid Services’ Medicare Part C and Part D Star Ratings
Program;
• Medicaid Adult Core Set of Health Care Quality Measures;
• Health Insurance Marketplace Quality Reporting System;
• Accreditation programs; and
• Commercial health plans.
Additionally, several of PQA’s metrics have received endorsement by the National Quality Forum.
For more information, visit www.pqaalliance.org and follow PQA on Twitter @pqaalliance.

NATIONAL PHARMACEUTICAL COUNCIL
The National Pharmaceutical Council (NPC) is a health policy research organization dedicated to
the advancement of good evidence and science, and to fostering an environment in the United
States that supports medical innovation. Founded in 1953 and supported by the nation’s major
research-based biopharmaceutical companies, NPC focuses on research development, information
dissemination and education on the critical issues of evidence, innovation and the value of medicines
for patients. For more information, visit www.npcnow.org and follow NPC on Twitter @npcnow.
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APPENDIX B:
BARRIER DEFINITIONS

Organizational Health Literacy
Organizational Health Literacy (OHL) is the concept of how health literate healthcare systems are in providing
patient care. This encompasses everything from management, organizational systems and interoperability, and
the entire healthcare work force. The goal of health literate organizations is to assist patients in navigating
the healthcare system. This is done by healthcare organizations in proactively working to remove patient
health literacy barriers,87 and ensuring that the healthcare workforce at all levels are health literate.19 Examples
of good OHL include the management of transition of care issues among various healthcare providers, 19, 22
availability of case managers to assist patients in navigating the healthcare system,19 availability of culturally
competent care, provider knowledge of patient insurance plans, utilization management tools, and out of
pocket costs.19
OHL issues can cause serious barriers to patients accessing care due to a broad variety of issues. These
can include a lack of patient referrals to specialist or healthcare resources, medical record availability,
interoperability within health systems issues, loss of vital medical information during transitions of care, and
concerns with order sets and other protocols that ensure adherence to clinical guidelines and appropriate
patient counseling.

Provider Competencies and Beliefs
Providers are medical professionals with prescribing authority, pharmacists, social workers, mental health and
substance abuse counselors, and other healthcare professionals. Provider competencies, beliefs, attitudes,
and/or perceptions can have an impact on patient access to care. This may be due to a lack of current medical
knowledge and/or the ability to provide culturally competent care.34 Also included in this barrier is a provider’s
outlook on stigmatized conditions, such as mental health, substance use disorder, and family planning.
An example of Provider Competencies and Beliefs would include a primary care physician encountering a
patient during an annual physical who confides that they are experiencing depression. If the physician takes the
time to listen to the patient and takes their concerns seriously by either starting treatment or referring them to
a specialist, then the physician has exhibited competent care. In this same scenario, if the physician discounted
patient reported symptoms of depression, either from a lack of competency or personal beliefs about mental
illness, then this would be a barrier to the patient receiving appropriate treatment.

Medical Conditions
The Medical Conditions barrier examines diseases and/or chronic conditions that can impact access to
healthcare. Examples of specific conditions that can create challenges include epilepsy,88 HVC,59 and substance
use disorder (SUD).89 For instance, many epileptic patients have transportation issues,88 and HVC and SUD
patients may experience barriers related to fears of social pressure, availability of services, and stigma from
healthcare providers.50, 89 Also considered in this barrier are funding for specific disease states, such as the Ryan
White HIV/AIDS Program,90 medical research, and availability of treatments.
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Health Literacy
Health literacy characterizes the capability of the lay public to obtain and understand basic health
information.36 It also includes patient ability to make health decisions and to navigate the healthcare system.37,91
A lack of health literacy can cause multiple access issues for patients, including not understanding their medical
diagnosis and self-management plans for chronic conditions, how to take medications (e.g., correct inhaler
technique), or who their pharmacy benefits are with if they are carved out from their medical plan.

Insurance
The Insurance barrier examines the impact of type (funding) of insurance on patient access to medical care
or medications.26 Insurance funding type (Medicare, Medicaid, or commercial) can have an impact on what
medications are included on the plan formulary. Various plans can also have tier placement on formularies
that dictate patient copays and affordability. Utilization management tools, such as step-therapy and prior
authorizations, can also create hurdles in patient access. An example of a subtle barrier that Insurance can place
in the way of access is adverse formulary tiering. Adverse tiering is when medications for chronic, expensive to
treat diseases are placed in formulary tiers with prohibitive patient copays.55 HIV medications are commonly
the subject of adverse tiering,92 leading to situations where patients may have “coverage without access.”93 This
is an example where simply having insurance is not a surrogate for access to care.

Patient Attitudes and Beliefs
Patient attitudes and beliefs encompass a wide range of potential personal and cultural barriers to accessing
healthcare. It includes the overall patient attitude and values towards the healthcare system in general and if
a medical treatment or medication is acceptable to patients.94 It also captures the extent to which the patient
is comfortable with the care provided.94 For example, a treatment or medication may not be acceptable to a
patient due to cultural beliefs or religion.1,41 Fear of stigma related to disease may also be a barrier to a patient
seeking/receiving care. An example is patients that are struggling with substance use disorders fearing the
stigma of being seen receiving treatment in their community.95

Race/Ethnicity
Racial or ethnic background can have an impact access to medication. This barrier often intersects with other
barriers, especially income,96 transportation,97 and provider availability issues.98 However, racial and ethnic
minorities receive poorer quality of care than Whites, even when socioeconomic factors are considered.99
Am example of this is diabetes outcomes in Black patients. Even while hospitalized, Black patients had worse
glycemic control and were more likely to have complications than White patients.100

Gender
This barrier examined how Gender impacts access to healthcare and medications. Like many of the other
barriers examined, this is a nuanced issue, with different genders facing various issues. Gender disparities in
access to medications can include limited contraceptive access for women due to provider beliefs,101 and men
are less likely to receive mental health care and medications.102
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Provider Availability
The Provider Availability barrier examines the organization and availability of healthcare services. Examples
include geographic distribution of healthcare services, medically underserved areas/populations,103 and various
medical provider shortages.104 An example of the a Provider Availability barrier is that although it is estimated
approximately 20% of American have a mental illness,105 there is an ongoing shortage of mental health
providers in the US.106

Language
Language barriers in this context indicated limited English proficiency and can be a significant barrier
experienced by patients when trying to gain access to medical care and medications.107

Public Support
Public support barriers examines issues with taxpayer funded healthcare programs that provides access to
certain forms of medical care and medications.1 Examples include the Ryan White HIV/AIDS program40 and
Title X Family Planning.30 An example is that the Title X federal program awarded $286.5 million in grants to 47
state and local health departments that provided 6.6 million family planning visits in 2017. Approximately 67%
of patients seen in Title X funded programs live at or below the federal poverty level.30

Transportation
Availability of transportation to medical care can be a significant barrier to patients accessing healthcare and
medication.1 Considerations impacting this patient barrier can include vehicle ownership, public transportation
infrastructure, and medical transportation resources.18 As an example, one study found that cancer patients
with transportation issues are less likely to receive first line treatment than those without. Travel distance to
treatment facilities was not found to be a factor for these patients.18

Rural/Urban
The Rural/Urban barrier examines the unique challenges patients in the entire range of metropolitan statistical
areas classifications, including rural communities face in accessing medications.40

Costs
The Cost barrier addressed the global costs of seeking and/or obtaining healthcare services. This includes
not only the direct costs with receiving care (e.g., out-of-pocket costs) but other expenses a patient might
encounter. These indirect expenses can include transportation, unpaid time off from work, childcare services,
etc. The combined direct and indirect costs should not be viewed simply as a dollar amount, but also as a
percentage of patient/family income.
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Disability Status
This barrier examines the unique issues that disabled patients can face in accessing healthcare and
medications. Having a disability can be a major barrier for patients in accessing care, with one study on the
topic noting that patients with disabilities have an OR 1.85 (p<0.001) greater than non-disabled patients in not
receiving needed prescription medications.108 A specific example is patients with epilepsy, who have higher
odds of being disabled, not being able to afford prescription medications, and having transportation barriers.109

Income
A patients’ income status can create several barriers to medication access. These intersecting barriers can
include costs,70 transportation,18 and reliance on public programs30 for healthcare and medication. Also
considered is not just socioeconomic status, but the percentage of patient income that is dedicated to
healthcare within their household.

Education
The Education barrier focuses on the role of patient education levels in accessing needed care and medications.
Issues that are related to Education barriers include functional illiteracy,110 and the link between educational
and socioeconomic status.111
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APPENDIX C:

MEDICATION MEASURES AND ASSOCIATED BARRIERS

Download Appendix C directly or access it at: pqaalliance.org/completed-research
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APPENDIX D:
STAKEHOLDER SURVEY

PQA socialized the MAPJ framework during a public, multi-stakeholder forum in November 2018, focusing on
social determinants of health. Attendees were surveyed and asked to rank the nodes within the MAPJ that have
the highest impact on medication access (Figure 3), the most opportunity for improvement (Figure 4), and the
most opportunity for quality measure development (Figure 5).* The findings are presented below and show
alignment with several recommendations made by the Roundtable.
Figure 3. Node-Ranking Survey Results – Impact on Medication Access
(N=36 Respondents)
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Figure 4. Node-Ranking Survey Results – Opportunity for Improvement
(N=33 Respondents)
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*The decrease in respondents from Figure 3 – Figure 5 is due to respondents answering the first question completely, but then not answering the second
(Figure 4) and third (Figure 5). This may be a result of how the survey was designed, since attendees of the SDOH Forum were not required to answer all questions.
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APPENDIX D:
STAKEHOLDER SURVEY

Stakeholders ranked the Perceived Need and Help Seeking nodes as having the most impact on medication
access and the most opportunity for improvement (Figure 3 and Figure 4). However, these ranked the lowest
for measure development opportunities (Figure 5). This aligns with the Roundtable’s assessment, underscoring
the importance of these nodes, but challenges in developing and implementing patient-reported outcome/
experience measures.
The Adherence node ranked the highest for measure development opportunity. This also aligns with the
Roundtable’s sentiment in that this is likely due to acceptance and use of validated and standardized data
sources. As for the Adjudication and Dispensing nodes, these ranked third through fifth, along with the
Prescribing and Encounter nodes, on impact and opportunity for change.
Figure 5. Node-Ranking Survey Results – Opportunity for Quality
Measure Development (N=36 Respondents)
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