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Abstract
BACKGROUND: Value-Based Insurance Design (VBID) is an opportunity to
restructure health benefits and change the focus of the health care debate
away from cost or quality alone onto the value of health services. Although
there is still cost-sharing with a VBID benefit, a “clinically sensitive”
approach is designed to minimize the poor health outcomes that arise from
high “across-the-board” out-of-pocket expenditures. VBID addresses the
inconsistencies and misalignment of incentives in the current system and
works synergistically with other initiatives to optimize health care effectiveness and efficiency.
OBJECTIVES: To (a) discuss 2 trends in benefit design: the first focusing on
improving quality of care by using tools such as disease management (DM)
and pay-for-performance (P4P) initiatives, and the second focusing on costs
of care by increasing the share of expenses paid by beneficiaries (e.g., consumer-driven health plans [CDHPs] or increased copayments at the point of
service); and (b) describe the 3 components of VBID.
SUMMARY: There are 3 key proposed features of VBID: (a) value equals
the clinical benefit for the money spent, (b) value-based benefit packages should adjust patient out-of-pocket costs for health services based
on assessment of the expected clinical benefit to the individual patient
as reported in published studies, and (c) the more clinically beneficial the
therapy is expected to be for the individual patient, the lower the cost-share
will be for that patient.
CONCLUSIONS: VBID can address several important inconsistencies in the
current system and work with other initiatives, such as CDHPs, DM, and
P4P, to optimize health care effectiveness and efficiency, independent of
the level of expenditures.
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The Benefit-Based Copay, now referred to as Value-Based
Insurance Design (VBID), was first introduced by Fendrick et al.
in 2001 as an idea to improve the amount of health care received
per dollar spent.1,2 VBID is an opportunity to restructure health
benefits and change the focus of the debate away from cost or
quality alone onto the value of health services. The objective
of the VBID concept is to minimize the potential of an adverse
health outcome that may arise from high “across-the-board”
out-of-pocket expenditures. VBID addresses the inconsistencies
and misalignment of incentives in the current system and works
synergistically with other initiatives to optimize health care
effectiveness and efficiency. The concept has gained momentum
and is being used by several employers, benefit consultants, and
health plans around the country.3 However, the more pressing
problem of controlling the growth of health care costs remains a
limitation to the acceptance of this concept.
Bridge Between Cost Containment and Quality Improvement
The impact of health care costs on the U.S. economy is tremendous. In testimony before the Senate Budget Committee on June
12, 2007, Peter Orszag, Director of the Congressional Budget
Office, stated that “the primary determinant of the nation’s longterm fiscal balance is health care costs.”4 What is sometimes omitted, however, is discussion of the clinical improvements resulting
from increased spending such as successes in cancer treatment,
decreases in mortality rates, and reductions in cardiovascular
adverse events. At the highest levels of policymaking, it is important to consider both the cost and quality of health care, including the impact of benefit design. Many policymakers have fiscal
responsibility and want to see the return on investment, such as
for a disease management program. We embrace the evaluation
of health outcomes per dollars spent in the way that we assess
expenditures on education, manpower, and transportation. The
authors of a 2007 article in the Journal of the American Medical
Association stated that “The purpose of the health care system
is not to minimize costs but to deliver value to patients, that is,
better health per dollar spent.”5 Incremental increases in health
care spending may be accepted if there are documented enhancements in health outcomes that result.
The current pressure is for payers to constrain health care
costs while maintaining or increasing quality. This pressure
occurs in the setting of substantial underutilization of essential
services, such as immunizations and cancer screenings, and
where rates of adherence to chronic medication treatments are
reported to be as low as 30%-50%.6,7
Rising health care costs are the main impetus for the redesign
of health benefits, but concerns regarding quality of care are also
important. These issues have led to 2 trends in benefit design:
(a) focusing on improving quality of care by using tools such as
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disease management (DM) and pay-for-performance (P4P) initiatives, and (b) addressing costs of care by focusing on increasing
the share of expenses paid by beneficiaries (e.g., consumer-driven
health plans [CDHPs] or increased copayments at the point of
service [POS]).
Disease Management Programs
Involving everyone concerned with a patient’s care, including pharmacists and nurses, in face-to-face patient education,
telephonics, e-mails, and so forth will improve outcomes. Over
the past decade, people bought into DM because they thought
it would save money and improve outcomes. However, one
study found that these interventions improved health but also
increased costs.8
In looking at the need for VBID, we ask the following question:
Is money better spent on (a) having a nurse (at a pay rate of >$50/
hour) call heart failure patients to ensure that they’re taking their
medications or (b) using that same money to reduce copayments
for heart failure patients?
Pay for Performance Initiatives
P4P initiatives attempt to pay clinicians and hospitals based on
quality measures. Health care administrators are increasingly
supporting P4P initiatives as a mechanism to increase preventive
services, decrease overuse, and utilize evidence-based medicine.9
P4P provides another example of a method that may have some
merit in payment reform.
Consumer-Driven Health Plans
CDHPs are health benefit plans that engage covered individuals
in choosing their own health care providers, managing their own
health expenses, and improving their own health with respect to
factors that they can control. CDHPs are often designed so that
a portion of the employer’s tax-deductible contribution to health
benefits is put into a Personal Care Account (PCA) from which
the employee purchases services.10 Major medical coverage is
also a part of the benefits design. If an employee spends all of the
dollars in the PCA in a given year, the employee would spend his
or her own money until meeting the deductible requirement in
the major medical coverage. Expenses in excess of the deductible
are covered by the major medical plan. The benefit design may
cover all or part of the excess expenditures. Additionally, many
CDHPs cover 100% of preventive services, such as immunizations and some cancer screenings. Plan members use money in
their PCA to pay for medications.10 Employees are often provided
with information from the Internet about health care providers
in the area (e.g., their education, experience, quality rankings,
charges for services). Aetna, UnitedHealth Group, and Wellpoint
have used CDHPs.
The goal of these plans is to induce consumers to be more cost
conscious when obtaining health care, with the expectation that
enhanced patient accountability and consumer pressure for high-
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quality service will result in overall cost savings and improved
quality. However, an association between higher out-of-pocket
expenditures for prescription medications and lower prescription
drug utilization has been shown in some studies, raising questions about the effects of across-the-board cost-sharing change
on health care utilization.11 Ideally, higher copayments would discourage only the consumption of low-value care. To achieve this
objective, it is necessary to enable patients to distinguish between
high-value and low-value interventions. If this distinction does
not occur, increased cost-sharing may have a negative outcome if
patients unknowingly choose not to purchase needed health care
products or services.
The clinical and financial impact of CDHPs will depend on
their designs (e.g., deductible costs).12 It is not clear whether
CDHP savings will result in one-time reductions in spending
or long-term reductions. Parente et al. studied an early CDHP
model and found that CDHP enrollees had lower total expenditures than enrollees in preferred provider organizations (PPOs)
but higher expenditures than a health maintenance organization
(HMO) cohort.13 Physician visits as well as pharmaceutical use
and costs were lower in the CDHP cohort than in the other 2
groups. However, hospital costs for CDHP enrollees and total
physician expenditures were significantly higher. CDHP hospital
expenses increased from $1,370 per contract (employee plus
covered family members) in the pre-implementation year (2000)
to $1,999 in 2001 and $3,469 in 2002. Pharmacy expenses in
the CHDP increased from $935 per contract in 2000 to $1,342
in 2002 compared with HMO and PPO increases from $1,108 to
$1,640 and $1,008 to $1,789, respectively.13 Enrollees in this plan
may have been somewhat atypical because they chose their plan,
had higher incomes than did HMO or PPO enrollees, and were
comparatively healthier at baseline. CDHP enrollees paid higher
premiums than HMO enrollees, but many preventive services
were covered at 100%.
Questions exist regarding the use of CDHPs. For instance,
one small nonpeer-reviewed Web-based survey reported that
individuals with CDHPs were less satisfied with their health plan
than individuals with more comprehensive health insurance
coverage.14 Another question to investigate is whether high costsharing CDHPs lead to risk segmentation in an employer group,
with sicker patients facing higher premiums.
Increased Cost-Sharing at Point of Service
Use of 3-tier drug formulary designs (generic drugs with the lowest copayment, preferred brands in the middle, and nonpreferred
brands with the highest copayments) has increased dramatically,
from 27% of covered workers in 2000 to 74% in 2006.15 We argue
that, as currently designed, many tiered-copayment benefit plans
may not achieve the goal of promoting overall health value. We
also argue that life-saving medications (brand and generic), such
as statins, should have lower copayments than medications that
are less essential, such as hair growth or onychomycosis medi-
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cations. Certainly, less-expensive generic medications should
be used when available and when they meet the need of the
patient.
Impact of Increased Cost-Sharing on Utilization
Prescription copayments have steadily increased over the last 10
years. Some have argued that cost-shifting may lead to decreases
in essential and nonessential care.16-20 Increases in copayments
of essential drugs may cause decreases in utilization rates. For
example, in a study of compliance rates with statin therapy stratified by mean prescription copayment, higher copayments were
associated with lower compliance levels.21 In a small nonpeerreviewed study of privately insured adults in 9 firms taking oral
antidiabetic medications, higher levels of coinsurance or copayment were associated with lower levels of refill rates (based on
refills within 90 days after an initial prescription ran out).22 A
contradictory study by Pilote et al. conducted in a population
of elderly enrollees of a publicly funded health care system in
Canada found no relationship between the introduction of a
25% coinsurance charge (up to a cap) and adherence to cardiac
medications after discharge from the hospital following acute
myocardial infarction (MI).23 This difference in study findings
may have occurred because patients surviving an acute MI are
more likely to be price insensitive and, consequently, adherent
to cardiac medications when facing a price increase. A similar
“copay effect” may impact the utilization of nondrug services
such as visits, diagnostic tests, and cancer screenings. A recent
study found that increases in copayments (>$10) or coinsurance (>10%) in Medicare health plans reduced the utilization
of preventive mammography services by 5.5% versus a 3.4%
increase in utilization in a matched comparison group with full
coverage (P<0.001) among women aged 65-69 years.24 However,
even if medications are free, patients still might not take them
as prescribed. Interventions, such as pharmacist consultation at
POS, telephonics, e-mail, and DM programs, may be needed to
improve persistence.
Value-Based Insurance Designs
There are 3 components to VBID: (a) value equals the clinical
benefit for the money spent, (b) value-based benefit packages
adjust patient out-of-pocket costs for health services based on
assessment of the expected clinical benefit to the individual
patient as reported in published studies, and (c) the more clinically beneficial the therapy is expected to be for the patient, the
lower the cost share will be for that patient. Higher cost-sharing
will apply to interventions with little or no proven benefit.
Insurance Design Targeting
There are 2 approaches to VBID targeting. The first is to target
services that are known to be of high value, such as angiotensinconverting enzyme (ACE) inhibitors or statins. This approach
does not attempt to differentiate among individuals who receive
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a specific intervention (e.g., for congestive heart failure or MI vs.
essential hypertension). The second approach selects patients
with specific diagnoses (e.g., coronary heart disease) and lowers
copayments for specific high-value services (e.g., statins or betablockers). This approach creates different copayments based on
the indication for a specific medical intervention.
Financial Modeling
It is difficult to estimate the bottom-line effects of VBID because
there are many potential VBID interventions. Aggregate costs
(employer plus employee) may increase because lower copayments may result in the utilization of services that would not
have been used previously.25 Employers may pick up additional
costs because they are now covering a share of copayments for
services that employees would have utilized anyway. Therefore,
in a VBID implementation that only provides copayment relief,
employer expenses will often exceed the aggregate costs because
employee savings with lower copayments are borne as expenses
by the employer.
The net cost of a VBID program depends on whether higher
expenditures in high-value services can be offset through a
decrease in adverse events as a result of increased utilization.
These savings may be increased if VBID services are targeted to
specific patients at high risk of a preventable adverse event. Some
reports have suggested that the savings are large enough to offset
the extra employer spending26; however, controlled studies have
suggested that the health benefits are not sufficient to finance the
entire investment in lower copayments.27 For more information
on the financial equations used in VBID, please see the reference
by Fendrick and Chernew.25
Role for “Soft Paternalism”
Unlike other industries, the health care consumer (i.e., the
patient) often does not fully understand the value of a product
or service and does not make the decision whether a product or
service is needed. Instead, health care providers make that decision on the patient’s behalf. Once a decision is made, the patient
must then purchase and maintain the prescribed regimen. Many
variables play a role in the patient’s decision to be compliant
including cost, side effects, and the patient’s comprehension of
the value of the prescribed regimen. With VBID, the cost variable is decreased for high-value services in an effort to assist in
patient compliance and persistence with therapy. Determination
of high-value services is evidence based. For example, in people
who take statins for primary prevention, the number needed to
treat (NNT) is as much as 429 to prevent 1 cardiovascular event.
However, to prevent a secondary event, the NNT is as low as
63.28 In a study of statin users, compliance rates of primary- and
secondary-prevention patients did not differ significantly; these
groups went without medication 20.4% and 21.5% of the time,
respectively (P=0.149).21 It seems that the more clinically beneficial the therapy for the patient, the lower the patient’s cost-share
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should be. Thus, in the VBID model, statin copayments for prevention of a secondary event would be lower than copayments for
prevention of a primary event.
Acknowledge and Respond to Heterogeneity
Medical services differ in the clinical benefit provided. Clinical
benefit derived from a specific medical intervention depends on
the patient using it. In a VBID model, patient out-of-pocket costs
are adjusted for specific services based on assessment of the clinical benefit expected. The more clinically beneficial the therapy is
expected to be for the patient (as determined by published studies), the lower the cost-share for that patient.
VBID: “Fiscally Responsible, Clinically Sensitive”
Potential barriers to successful implementation of VBID programs include concerns regarding the costs of increased utilization, cost of implementation, legal antidiscrimination barriers,
and privacy concerns. Many of these barriers can be overcome.
Incremental costs of the increased use of high-value services may
be subsidized by (a) medical cost offsets (e.g., reductions in hospitalizations, emergency room visits, unnecessary doctor visits);
however, the offset may not be 1:1 (i.e., dollar spent to dollar
returned)27; (b) reduction in absenteeism/disability costs29; and (c)
higher cost-sharing for low-value services.
Studies are needed to show that a healthier work force will
lead to decreased absenteeism and increased productivity. A
recent randomized controlled trial to evaluate the effects of a
depression outreach treatment program on workplace outcomes
was conducted using telephonic outreach and care management
compared with usual care. When data were combined across
the 6- and 12-month assessments, the intervention group had
significantly lower depression severity as measured by a Quick
Inventory of Depressive Symptomatology score (P=0.009), significantly higher job retention (P=0.02), and significantly more hours
worked among the intervention group (equivalent to an annualized effect of 2 weeks of work, P=0.02) compared with the usual
care control groups. The authors concluded that a “systematic
program to identify depression and promote effective treatment”
significantly improves both clinical and workplace outcomes.30
VBID Consumer-Directed Hybrid: “Fiscally Responsible,
Clinically Sensitive”
In the VBID model, insurance benefits are restructured to allow
all services of high value—not just preventive services—to be
provided with little or no out-of-pocket expense to patients. To
offset lower copayments for beneficial, high-value drugs (e.g.,
statins, ACE inhibitors), copayments for lower-value drugs are
increased. One study suggests this model to be effective31; however, additional comparative effectiveness research is needed.
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Experience with VBID
Several companies are putting together various forms of VBID,
including Pitney Bowes and ActiveHealth Management, using the
first approach mentioned earlier in which users of certain classes
of drugs have lower copayments, regardless of indication.
The Asheville project, a pharmacist-driven diabetes program first implemented in 1996 for the City of Asheville, North
Carolina (a self-insured employer), continues to deliver clinical
and financial dividends.32-36 As a follow-up to the initial project, the city of Asheville created a program currently underway
named the Hickory Project that couples a community pharmacist–led coaching program with lowered copayments for their
employees with diabetes.36
Currently, the Diabetes Ten City Challenge (DTCC) is underway in which community pharmacists are working with patients
to gain better control of their diabetes.37 In this trial, 914 patients
with diabetes covered by self-insured employer health plans
received pharmacist care. Features of the DTCC program include
waivers of prescription copayments for diabetes-related medications or supplies for patients who continue the program and
reimbursement to community pharmacists for clinical services.
Employers demonstrated a willingness to offer a voluntary health
benefit to employees and their dependents with diabetes that uses
pharmacists to help participants achieve self-management goals.
After the first year of DTCC, patients had measurable improvement in clinical indicators of diabetes management, higher rates
of self-management in goal setting, and increased satisfaction
with diabetes care. Based on results of previous studies, these
positive trends are expected to drive a corresponding decline in
projected total direct patient medical costs.37
The University of Michigan also implemented a pilot program
for its employees and dependents with diabetes, using copayment
reductions and highly beneficial targeted interventions.38 In this
program, employees with diabetes are eligible for copayment
reductions (amount not specified) on antidiabetics, insulin, betablockers, calcium-channel blockers, antihypertensives, diuretics,
antihyperlipidemics, and antidepressants. Effects of the pilot
program will be evaluated to determine whether reducing the
cost barrier for drug products increases adherence to medication
regimens and reduces overall health expenditures. Results of the
evaluation will help determine whether the program continues.
Conclusion
VBID addresses several important inconsistencies in the current
system and may work synergistically with other initiatives, such
as CDHPs, DM, and P4P, to optimize health care effectiveness
and efficiency. With the VBID concept, health benefits are structured to reduce financial barriers to products and services of high
value. As VBID programs are implemented and evaluated, more
data will be available to assess the financial impact of value-based
insurance design.

Vol. 14, No. 6, S-d

www.amcp.org

A Commentary on the Potential of Value-Based Insurance Design (VBID) to Contain Costs and Preserve Quality

References
1. Fendrick AM, Smith DG, Chernew ME, Shaw SN. A benefit-based copay
for prescription drugs: patient contribution based on total benefits, not drug
acquisition cost. Am J Manag Care. 2001;7:861-67.
2. Fendrick AM, Chernew ME. Value-based insurance design: A “clinically
sensitive” approach to preserve quality and contain costs. Am J Manag Care.
2006;1:18-20.
3. Freudenheim M. Some employers are offering free drugs. New York Times.
February 21, 2007.
4. Orszag PR. Research on the Comparative Effectiveness of Medical Treatments:
Options for an Expanded Federal Role. Testimony before the Subcommittee
on Health, Committee on Ways and Means, U.S. House of Representatives.
June 12, 2007. Available at: http://www.cbo.gov/ftpdocs/82xx/doc8209/
Comparative_Testimony.pdf.
5. Porter ME, Teisberg EO. How physicians can change the future of health
care. JAMA. 2007;297(10):1103-11.
6. Mangione-Smith R, DeCristofaro AH, Setodji CM, et al. The quality of
ambulatory care delivered to children in the United States. N Engl J Med.
2007;357(15):1515-23.
7. McGlynn EA, Asch SM, Adams J, et al. The quality of health care delivered to adults in the United States. N Engl J Med. 2003;348(26):2635-45.
8. Fireman B, Bartlett J, Selby J. Can disease management reduce health
care costs by improving quality? Health Aff. 2004;23(6):63-75.
9. Benko LB. A rewarding relationship. Hospitals and docs are seeing more
of their pay tied to performance based on quality measures and other contractual objectives. Mod Healthcare. 2003;33:28-30, 34-35.
10. Feldman R, Parente ST, Christianson JB. Consumer-directed health
plans: new evidence on spending and utilization. Inquiry. 2007; 44(1):26-40.
11. Goldman DP, Joyce GF, Zheng Y. Prescription drug cost sharing associations with medication and medical utilization and spending and health.
JAMA. 2007;298:61-69.
12. Lo Sasso AT, Rice T, Gabel JR, Whitmore H. Tales from the new frontier:
pioneers’ experiences with consumer-driven health care. Health Serv Res.
2004;39:1071-90.
13. Parente ST, Feldman R, Christianson JB. Evaluation of the effect of a
consumer-driven health plan on medical care expenditures and utilization.
Health Serv Res. 2004;39:1189-210.
14. Fronstin P, Collins SR. Early experience with high-deductible and consumer-driven health plans: findings from the EBRI/Commonwealth Fund
Consumerism in Health Care Survey. EBRI Issue Brief. 2005;288:4-28.
15. The Kaiser Family Foundation and Health Research and Educational
Trust. Survey of employer-sponsored health benefits, 2002-2006. Available
at: www.kff.org/insurance/7672/upload/76723.pdf. Accessed January 12,
2008.
16. Fendrick AM, Chernew ME. Value-based insurance design: a “clinically
sensitive, fiscally responsible” approach to mitigate the adverse clinical
effects of high-deductible consumer-directed health plans. J Gen Intern Med.
2007;22(6):890-91.
17. Newhouse J; Insurance Experiment Group. Free for All? Lessons from the
RAND Health Insurance Experiment. Cambridge, MA: Harvard University
Press; 1993.
18. Gibson TB, Ozminkowski RJ, Goetzel RZ. The effects of prescription
drug cost sharing: a review of the evidence. Am J Manag Care. 2005;11:73040.
19. Rice T, Matsuoka KY. The impact of cost-sharing on appropriate utilization and health status: a review of the literature on seniors. Med Care Res
Rev. 2004;61(4):415-52.

www.amcp.org

Vol. 14, No. 6, S-d

20. Heisler M, Langa KM, Eby EL, Fendrick AM, Kabeto MU, Piette JD. The
health effects of restricting prescription medication use because of cost. Med
Care. 2004;42:626-34.
21. Ellis JJ, Erickson SR, Stevenson JG, Bernstein SJ, Stiles RA, Fendrick AM.
Suboptimal statin adherence and discontinuation in primary and secondary
prevention populations. Should we target patients with the most to gain? J
Gen Intern Med. 2004;19 (6):638-45.
22. Dor A, Encinosa W. Does Cost Sharing Affect Compliance? The Case of
Prescription Drugs. Cambridge, MA: National Bureau of Economic Research
Inc; 2004. NBER Working Paper Series, No. 10738.
23. Pilote L, Beck C, Richard H, Eisenberg MJ. The effects of cost-sharing on
essential drug prescriptions, utilization of medical care and outcomes after
acute myocardial infarction in elderly patients. CMAJ. 2002;167:246-52.
24. Trivedi AN, Rakowski W, Ayanian JZ. Effect of cost sharing on screening
mammography in Medicare health plans. N Engl J Med. 2008;358(4):375-83.
25. Fendrick AM, Chernew ME. Value-based insurance design: aligning
incentives to bridge the divide between quality improvement and cost containment. Am J Manag Care. 2006 Dec;12 Spec no.:SP5-SP10.
26. Mahoney JJ. Reducing patient drug acquisition costs can lower diabetes
health claims. Am J Manag Care. 2005;11:S170-S176.
27. Chandra A, Gruber J, McKnight R. Patient cost-sharing, hospitalization
offsets, and the design of optimal health insurance for the elderly. National
Bureau of Economic Research Working Paper No. 12972.
28. Kumana CR, Cheung B, Lauder IJ. Gauging the impact of statins using
number needed to treat. JAMA. 1999;282:1899-901.
29. Nicholson S.The effect of cost sharing on employees with diabetes. Am J
Manag Care. 2006;12 Spec no:SP20-SP26.
30. Wang PS, Simon GE, Avorn J, et al. Telephone screening, outreach, and
care management for depressed workers and impact on clinical and work
productivity outcomes: a randomized controlled trial. JAMA. 2007;298:140111.
31. Rosen AB, Hamel MB, Weinstein MC, et al. Cost-effectiveness of full
Medicare coverage of angiotensin-converting enzyme inhibitors for beneficiaries with diabetes. Ann Intern Med. 2005;143(2):89-99.
32. Cranor CW, Bunting BA, Christensen DB. The Asheville Project: longterm clinical and economic outcomes of a community pharmacy diabetes
care program. J Am Pharm Assoc. 2003;43(2):173-84.
33. Cranor CW, Christensen DB. The Asheville Project: factors associated
with outcomes of a community pharmacy diabetes care program. J Am
Pharm Assoc. 2003;43(2):160-72.
34. Cranor CW, Christensen DB. The Asheville Project: short-term outcomes of a community pharmacy diabetes care program. J Am Pharm Assoc.
2003;43(2):149-59.
35. Garrett DG, Martin LA. The Asheville Project: participants’ perceptions
of factors contributing to the success of a patient self-management diabetes
program. J Am Pharm Assoc. 2003;43(2):185-90.
36. Lee GC, Mick T, Lam T. The Hickory Project builds on the Asheville
Project—an example of community-based diabetes care management (letter). J Manag Care Pharm. 2007;13(6):531-33. Available at: www.amcp.org/
data/jmcp/pages%20531-33.pdf.
37. Fera T, Bluml BM, Ellis WM, Schaller CW, Garrett DG. The Diabetes
Ten City Challenge: interim clinical and humanistic outcomes of a multisite community pharmacy diabetes care program. J Am Pharm Assoc.
2008;48(2):181-90.
38. Michigan Healthy Community. M-healthy: focus on diabetes. 2004.
Available at: www.hr.umich.edu/mhealthy/improve/diabetes/index.html.
Accessed June 3, 2008.

August 2008

JMCP

Supplement to Journal of Managed Care Pharmacy S15

