
Re
vi

ew
 A

rt
ic

le

22  The American Journal of Pharmacy Benefits • January/February 2016           www.ajpb.com

ABSTRACT

Objectives: In this time of sweeping healthcare reform, traditional 
payment models, which include an individual charge per service 
received, are undergoing significant changes. New payment models 
increase systemic and organizational accountability, achieving im-
proved outcomes by incentivizing providers and payers to cooper-
ate. This literature review examines the possibility of implementing 
these new payment models in a pharmacy setting in order to move 
pharmacist efforts beyond dispensing prescriptions to providing 
patient care services.

Study Design: This article discusses implementing value-based 
incentives (VBI) programs in community pharmacy practice 
through an extensive and systematic review of the literature and 
an examination of key VBI programs currently in operation within 
community pharmacy and other healthcare settings.

Methods: An advisory group of experts synthesized a systematic 
review of the literature and investigated relevant existing VBI 
programs, and offered suggestions as to how VBI programs may be 
appropriately applied in community pharmacy.

Results: The advisory group identified 3 implementation strategies 
necessary for applying VBI programs in community pharmacy 
settings: 1) determining appropriate outcomes and incentives, 2) 
developing a business model based on successful VBI programs, 
and 3) enacting operational strategies that yield successful and 
sustainable VBI program implementation.

Conclusions: The community pharmacy is an underutilized and 
broadly available healthcare setting that could positively affect 
population health. It would be possible to apply VBI programs in 
a community pharmacy setting using various strategies developed 
and implemented in other healthcare areas, which would result in 
financial incentives being provided to pharmacies for the achieve-
ment of specific quality metrics dependent on patient-focused 
interventions.

Am J Pharm Benefits. 2016;8(1):22-29

U nder the Affordable Care Act of 2010,1 the US 
healthcare system will undergo significant 
changes in order to satisfy the Three Part Aim2 

by achieving: 1) better care for patients, 2) better health for 
communities, and in turn, 3) lower costs.3 Poor medication 
adherence contributes to an estimated $290 billion in unnec-
essary healthcare costs.4 Pharmacists are some of the most 
trusted and accessible of all healthcare professionals,5 and 
they are also highly effective in facilitating patient behavior-
al changes that result in improved medication adherence.6-9 
Thus, pharmacy services, which have been demonstrated 
to significantly improve medication adherence and safety, 
are essential to helping the US healthcare system achieve 
the Three Part Aim. Value-based incentives (VBI) will also 
be critical given the newly enacted Medicare Access and 
Children’s Health Insurance Program Reauthorization Act 
of 2015, which repealed sustainable growth rate payment 
systems and will provide financial stability to medical group 
leaders as they manage populations of patients.10,11 This new 
law could potentially be an important pathway for providing 
financial incentives to pharmacists for value based on im-
proved patient outcomes rather than the amount of services 
provided (where frequency-based incentives may bring in 
revenue but have little effect on patient care). 

Objectives
This article will describe various VBI programs and will 

help pharmacists and the organizations in which they practice 
to understand and optimize engagement with these programs. 
Elements of VBI programs and information on how commu-
nity pharmacies can integrate these programs will be present-
ed, and this article will also provide tools and suggestions for 
implementing these programs in community pharmacies.

METHODS 
This consensus article was developed from a systematic lit-

erature review using search terms and resources derived from 
a collaborative advisory group consisting of 32 pharmacy 
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services experts (see the Acknowledgments section 
in the eAppendix [available at www.ajpb.com]). These 
experts included pharmacy managers and senior 
leaders, academicians, policy makers, physicians, 
leaders within the pharmaceutical industry, Medic-
aid and Medicare officials, and health economists. 
Online searches were conducted through PubMed 
and Google Scholar databases using a hierarchy of 
approximately 50 terms provided by the advisory 
group members.

RESULTS AND DISCUSSION
The Changing Healthcare Landscape

Trends toward VBI programs and coordinated 
patient care approaches will continue to change service 
delivery throughout the healthcare system. Although 
still deeply rooted in the traditional fee-for-service (FFS) 
model, payment for community pharmacy services will 
undergo substantial changes. With the significant role that 
medications play in the management of acute and chronic 
conditions, pharmacists’ medication expertise is increas-
ingly being sought on healthcare teams, making pharma-
cists accountable for patient care in a new way.12,13  

In a VBI system, payment amounts depend on out-
comes (eg, enhanced medication adherence, reduc-
tion in inappropriate or unneeded medications) rather 
than the volume and variety of services provided by the 
pharmacy. Improvements in value that yield benefits for 
patients, providers, and payers also strengthen the health-
care economy.14 The transitions from pay-for-volume to 
pay-for-outcomes, and the movement from units of care 
to “systems of care,” have resulted in the need for an in-
tegrated and team-based approach to patient care.15 This 
approach relies on multidisciplinary coordination,16 but in 
order to coordinate care, healthcare professionals must be 
provided with the tools to do so.

New care models. New care delivery models, such as 
accountable care organizations (ACOs), attempt to achieve 
this goal of a coordinated, high-performing healthcare sys-
tem. An ACO consists of providers who are jointly held 
accountable for achieving measured quality improvements 
and reductions in costs.17 The payer associated with the 
most ACOs is CMS, but other private payers, state Medicaid 
programs, and employers are also using this care model. 
The ACO typically must promote evidence-based medi-
cine and patient engagement, as well as monitor and eval-
uate quality and cost measures, meet patient-centeredness 
criteria, and coordinate care across the care continuum. 
Community pharmacy involvement within ACOs that co-
ordinate care between pharmacists and other healthcare 

professionals is increasing,18 and thus the time is ripe for 
collaborations between ACOs and pharmacists.19 

Another evolving care model is the patient-centered 
medical home (PCMH). PCMHs, medical neighborhoods, 
and advanced primary care practices provide patients 
with access to integrated healthcare through ongoing rela-
tionships with medical professionals.20 The PCMH model 
works under a philosophy of high-quality primary care 
that is patient-centered, comprehensive, team-based, co-
ordinated, accessible, and safe.21 In PCMHs, pharmacists 
may be employed or contracted by a medical practice 
on a full- or part-time basis and can participate in the 
practice’s management of: 1) transition of care between 
a variety of settings; and 2) optimization of medication 
effectiveness and safety via the application of brief inter-
ventions,8 comprehensive medication reviews (CMRs), 
ongoing medication monitoring, and other medication 
therapy management (MTM) services. If pharmacists are 
integrated into the PCMH, adherence can be improved 
and unnecessary healthcare spending can be avoided.20,22

Traditional Financial Incentives 
Depending on where the pharmacy is located, pur-

chasers or payers could consider using any of the follow-
ing financial incentives23,24: a) bonuses—generally annual 
payments by payers that range from 5% to 20% of the pro-
vider’s current total reimbursement based on the provider 
meeting minimum target requirements for a small number 
of measures. Typically, bonuses are easier to implement 
than other incentives because provider contracts will not 
require renegotiation. Participation in bonus programs 
can also be a voluntary offering; b) withholds—payers can 
withhold a percentage of the reimbursement and return 
all, or part, of the withhold if a provider meets a portion 
or all of a target requirement for a small number of mea-
sures. Withholds need to be negotiated into provider con-
tracts and are not voluntary, unlike bonuses; c) adjustable 

P R A C T I C A L  I M P L I C A T I O N S

Healthcare is transforming through new payment models called value-based 
incentives (VBI), which provide incentives to providers and payers for improved 
outcomes. VBI programs could also be implemented in community pharmacy. 

n	 Traditional fee-for-service models are changing to pay-for-performance 
(such as VBI) models. 

n	 It would be possible to apply VBI programs in a community pharmacy by 
examining how these programs are implemented in other healthcare areas. 

n	 Pharmacists could contribute to new care models by providing services, 
including brief interventions and medication therapy management. The 
community pharmacist is a broadly available, yet underutilized, resource 
that could positively affect population health.
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reimbursement schedules—payers can provide for a tiered 
reimbursement schedule based on the services provided, 
and reimbursements can be retroactively adjusted based 
on the specific time frame; d) quality grants—payers can 
fund quality improvement and evaluation projects pro-
posed by providers to assess targeted clinical/process im-
provements; and e) additional reimbursements for specific 
clinical activities and investment in point-of-care clinical 
information systems—providers can receive a small ad-
ditional payment (on a per-member-per-month basis) for 
completing additional quality-improvement services or for 
purchasing point-of-care information systems.

Traditional Nonfinancial Incentives
There are traditional nonfinancial approaches that 

managers can use with community pharmacies.23,24 First, 
there are preferred pharmacy networks, where payers can 
channel patients into pharmacy networks whose perfor-
mance meets pre-selected criteria. A preferred pharmacy 
network based on a FFS model using volume of services 
is not viewed as an incentive to community pharmacies. 
Instead, as payers increase their focus on improving pa-
tient outcomes and medication adherence, these preferred 
networks will be composed of community pharmacies 
that provide the highest quality services at reasonable cost 
levels.25 In 2016, 85% of stand-alone Part D drug plans use 
preferred pharmacy networks, up from just 7% in 2011.26 
Network preference can be “hard” (ie, involving benefit 
and contractual segmentation of providers based on per-
formance) or “soft” (ie, permitting patients to understand 
provider cost and cost-sharing benefits so patients may 
select certain providers over others).27 

Managers can also use public report cards, honor rolls, 
and community recognition. Health plans and employer 
coalitions can publicly report pharmacy performance to 
recognize high-performing providers via an “honor roll” 
that may be used in a public awareness campaign.28 Often, 
the higher-performing providers receive further incentives 
via participation in 1 or more VBI programs.

Transitions in Payment Structures
Slowly, traditional payments are giving way to new pay-

ment models that are tied to quality metrics.29 It is impor-
tant for community pharmacy organizations to understand 
these newer payment models, such as shared savings pay-
ments,30 bundled/episode payments,31 and capitated pay-
ments,32 as they are often used with collaborative practices.

CMS is also currently exploring new healthcare deliv-
ery models for health systems and providers associated 
with various payment structures (see Table 122,25,26,33-35). 

The payment structures contained in Table 1 are intended 
to stimulate thinking among community pharmacy execu-
tives about how to engage with relevant decision makers 
(eg, payers, care organization leads, employers) and ne-
gotiate different reimbursement models tied to the added 
value their pharmacy services would provide.

These models can include the following features, of-
fered individually or in combination:

Per-beneficiary-per-month (PBPM) for care co-
ordination. The provider receives a total payment for 
providing care coordination to all patients within a net-
work, calculated as a price per network member multi-
plied by the total number of members.36

Quality incentive payments. The provider receives 
additional financial incentives for exceeding or meeting 
predetermined quality metrics.37 These incentives are of-
ten considered as “bonus payments.”

Shared savings payments (for meeting cost and 
quality thresholds). Providers within a defined care orga-
nization (ie, an ACO) ideally share in its savings. However, 
before providers engage in a risk model via an ACO, they 
should determine the ACO’s policy for how savings will be 
shared with providers. In some cases, savings are retained 
by the ACO for infrastructure support and are not neces-
sarily shared with providers. There are 2 types of shared 
savings payments30: 1) the 1-sided risk model, where the 
participating organization (eg, pharmacy) receives payment 
if the care entity’s savings exceed spending thresholds, 
but the organization is not at risk for sharing losses when 
costs exceed the spending threshold; and 2) the 2-sided risk 
model, where the participating organization (eg, pharmacy) 
receives payment if the care entity’s savings exceed spend-
ing thresholds and the provider is also at risk for sharing in 
losses when costs exceed the spending threshold.

These payment structures will provide community 
pharmacy executives flexibility when considering their 
unique pharmacy services, patient population, and busi-
ness model.  Shared savings programs are not the same 
as withhold programs, which involve payers withholding 
additional payments depending on provider performance. 
In shared savings programs, the specified savings shared 
by providers are derived from how well the ACO reduced 
healthcare costs while still providing targeted quality care.

Developing VBI Programs in Community Pharmacy
To successfully participate in VBI programs, commu-

nity pharmacies should consider the following:
Determine what outcomes should be highlighted 

with a payer. Examine the organization’s current patient 
health and care quality–associated outcomes and how 
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these outcomes are linked to quality evaluations used by 
payers like Medicare Star Ratings.11 The Star Ratings are 
divided into 4 domains: 1) Drug Plan Customer Service; 
2) Member Complaints, Problems Getting Services, and 
Choosing to Leave the Plan; 3) Member Experience With 
Drug Plan; and 4) Drug Pricing and Patient Safety. There 
are 18 individual measures in total, but medication safety 
and adherence measures are within the Drug Pricing and 
Patient Safety domain. These methods in particular should 
be considered when implementing a VBI program.38 It is 
best to begin with a small number of targeted metrics and 
increase this number over time.

Patient engagement. Currently, there are no standard 
patient-engagement measures used in pharmacy services. 
However, patient engagement is important to payers, 
and pharmacies should develop methods and tools for 
measuring patient experience. Pharmacies should collect 

engagement data valuable to both pharmacy services and 
to the payers. 

Verify the outcomes. Develop a process for verifying 
outcome measurement accuracy and communicate this 
with the payer. If a verification process has not been de-
veloped, work with the payer to determine how outcomes 
will be verified and communicated. 

Know the data. Before a VBI program/pilot is initi-
ated, it is important to understand which data will be 
needed, where the data source(s) reside, and the process-
es by which current data will be shared between involved 
entities. Further, pharmacies and pharmacists must under-
stand how the modifications to their pharmacy services 
will likely affect targeted pharmacy measures, patient 
clinical outcomes, and care-coordination measures. 

Data measuring and reporting. All VBI programs 
involve a method of measuring and reporting a targeted 

Table 1. Evolving VBI Payment Models
Program Payment Structure Potential Pharmacy Reimbursement Model

Medicare Shared 
Savings Program

An ACO is eligible to “share savings” with Medicare de-
pending on its scores on 33 quality measures.
 � 1-sided risk ACOs: up to 50% shared savings
 � 2-sided risk ACOs: up to 60% shared savings22

Pharmacies/pharmacists are contracted to assist in meeting quality mea-
sures related to medication use, such as medication adherence.

Arrangement is negotiated for pharmacists/pharmacies to share savings 
with other ACO providers if quality measures related to medication use are 
improved.

Comprehensive 
Primary Care 
Initiative

CMS will pay providers for improved and comprehensive 
care management, and after 2 years offer them the chance 
to share in any savings they generate.25

PBPM payments based on quality scores related to appropriate and safe 
medication use are shared with pharmacists/pharmacies.

Physician Value–
Based Payment 
Modifier

Groups of 100 or more eligible physicians receive payment 
increases of up to 2% (with an additional 1% available to 
the highest performers) or losses of up to 1% based on a 
quality tiering approach which establishes domains of high, 
average, or low quality versus high, average, or low cost.33

Pharmacy providers are contracted and paid a consultant fee pro-rated on 
tiered improvements in medication use quality scores.

Episode of Care/
Bundled Payments

These payment structures establish financial account-
ability for episodes of care rather than single services. In 
the “bundled” payment model, providers, hospitals, and 
postacute care providers provide a set of services over a 
specified period of time for a single target price.34

Pharmacies are contracted to assist in meeting quality measures related 
to medication use, such as medication adherence, and thus provide a 
continuum of patient care.

Arrangement is negotiated for pharmacies to share savings with other care 
organizations/program providers if quality measures related to medication 
use are improved.

Global Payment 
Models (BCBS of 
Massachusetts)

The provider share of surplus increases as quality im-
proves—from 20% in level 1 to 80% in level 5—based on 
quality payments paid PBPM.35

Pharmacies/pharmacists are contracted to assist the care organization/
program in meeting quality measures related to medication use, such as 
medication adherence.

Arrangement is negotiated for pharmacies to share savings with other care 
organizations/program providers if quality measures related to medication 
use are improved.

Medicare Star 
Ratings

If annual plan bids are below the benchmark established in 
the plan’s county, the plan receives a rebate:
 � 4.5 or 5 stars: 70% rebate
 � 3.5 or 4 stars: 65% rebate
 � Less than 3.5 stars: 50% rebate

Plans receive bonus payments based upon their calculated 
Star Rating for a given quality metric.26

Pharmacies/pharmacists receive additional revenue as determined by 
medication use quality scores associated with the Medicare Star Ratings 
program. This would be separate from current MTM opportunities through the 
Medicare Part D program and could be 1-sided or 2-sided risk models.

ACO indicates accountable care organization; BCBS, Blue Cross, Blue Shield; MTM, medication therapy management; PBPM, per-beneficiary-per-month; VBI, value-based incentives.
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quality construct.  Often the payers will prescribe how the 
metrics related to these targeted quality constructs should 
be collected and reported. The providers then must de-
velop valid processes for collecting and reporting the data 
the payers prescribed.

Determine how incentives will be applied. Evidence 
suggests that how incentives are applied can impact whether 
pharmacists engage with additional patient care quality pro-
grams.11 For example, when organizations are transparent 
regarding how they have applied financial incentives and 
when they apply a critical level of their incentives as a re-
ward to staff who have successfully implemented care qual-
ity measures, the incentives will more effectively support 
continuous staff engagement with care quality programs.39

Consider case mix. If a community pharmacy can 
demonstrate that its patients are sicker or have more com-
plex psychosocial issues than patients at other pharma-
cies, it can make the argument that it is more difficult for 
its patients to achieve targeted improvements in patient 
health. Thus, the community pharmacy can negotiate dif-
ferent incentive structures than other providers within the 
payer pharmacy network.40

Understand the organization’s general ability to 
change. It is important for both payers and pharmacy pro-
viders to assess an organization’s ability to change and be 
successful within a VBI program.  Some organizations will 
require the initial application of more realistically achiev-
able quality care outcomes. 

Facilitate change within the organization. A lean and 
efficient pharmacy is necessary to carry out successful VBI 
programs. Reexamine the work flow and establish a regular 
schedule of evaluations on both a pharmacy and pharmacist 
level so that “course corrections” can be implemented quickly.

Provide training to pharmacy staff on VBI goals 
and objectives. It is imperative that all pharmacy staff re-
ceive effective training regarding the VBI program goals 
and objectives so they understand the rationale behind 
new work practices.

Seek education and support. In other healthcare 
areas, payers are providing education and ongoing tech-
nical assistance to providers (eg, emergency departments, 
inpatient hospital programs, primary care programs) to 
implement new evidence-based practices. Pharmacies 
and pharmacists should be included for consideration in 
these payer-supported models. 

Prove that the organization is likely to succeed. 
Health plans may wish to initially provide resources to the 
members of their network most likely to succeed.33 If the 
community pharmacy organization has successful phar-
macy service performance data that may be of interest to 

the payer, use this information to convince the payer the 
organization should be among the first to receive incentives.

Seek “seed money” to test new care models and 
conduct pilot studies. Grants provided by the pharma-
ceutical industry, private foundations, pharmacy quality 
groups, or academic institutions can provide “seed mon-
ey,” which can be used to test and evaluate new models or 
conduct a pilot study.

Operational Strategies for VBI Programs
When planning, implementing, or participating in a 

VBI program, it is important to keep in mind that the or-
ganizational culture predicts success. Organizations with 
strong, knowledgeable, and stable leadership and staff, 
and a culture that empowers all members to achieve opti-
mal performance, are more likely to provide higher qual-
ity services recognized by a VBI program. Being sensitive 
to ceiling effects is also key, as certain patient populations 
may have a limited capacity for change. Successful clinical 
interventions involve a continuum of approaches that are 
effectively applied both within and across patient popula-
tions over time.34 Tactically, no single strategy will work 
for all patients; an approach to improving clinical out-
comes across a large patient population may be ineffective 
at the individual level. Interventions aimed at improving a 
population’s clinical outcomes should be modified when 
necessary to meet the needs of individual patients.11 Fur-
thermore, no single strategy will work for all organizations. 
The organization may want to periodically change internal 
incentive programs to adapt to the community’s changing 
healthcare needs. Lastly, where measures are concerned, 
it is important to keep report cards simple. Keep in mind 
that complex report cards are difficult to understand and 
ineffective in correcting and educating the staff members.  

Table 241,42 provides a framework for community phar-
macy executives who are considering implementing VBI 
programs within their organizations. Table 316,31,42,43 pro-
vides principles for improving VBI impact.

Tracking the Success of VBI Programs
Community pharmacies working with payers and 

providers can use a number of strategies to evaluate the 
impact of a VBI program: a) conducting scientific studies—
partnering with the payer and/or experienced research-
ers to conduct controlled studies can provide compelling 
evidence of the program’s effectiveness; b) conducting 
program evaluations—using qualitative methods (ie, key 
informant interviews or focus groups) or quantitative 
methods (ie, surveys) to determine the effect of incen-
tives on staff work ethic, determine ways to improve the 
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VBI program, and provide additional evidence on the ef-
fectiveness; c) tracking internal quality metrics—tracking 
changes in quality metrics with pharmacy organizations 
involved in VBI programs over time; d) measuring pen-
etration and fidelity—it is necessary to document the care-
management strategy’s penetration and fidelity as well as 
changes in the targeted patient outcomes. The process will 
show the relationship between the care management strat-
egy and the clinical outcomes. Pending an examination 
of the organization’s business model, the degree to which 
the incentives permitted the application of the care man-
agement strategy provides evidence that the VBI program 
was necessary to support the care management strategy; 

e) using performance measures derived from health infor-
mation exchanges (HIEs)—HIEs are emerging throughout 
the healthcare community as a way of ensuring coordinat-
ed care.35 Pharmacy services may be recorded and evalu-
ated through information contained in HIEs; f) learning 
from negative outcomes from early VBI demonstrations—
examine your outcomes iteratively. Negative outcomes 
early on can give insight on how to improve your VBI pro-
gram, overcome barriers, and improve outcomes41; and 
g) refining application of a VBI program—when scaling 
a VBI program from small to large, you may need to sim-
plify quality targets, refine patient algorithms, and adjust 
health- and risk-level assessments for patients.42 

Table 2. Implementation Framework for Developing VBI Programs in Community Pharmacies

Understanding the  
Current Environment

Understand the  
business model

Make sure the organization has determined how much it costs to provide its services, as well as when and 
how the resources provided by a VBI program will demonstrate an efficient return on investment. Make 
sure the organization is aware of infrastructure costs for administering a VBI program that will need to be 
considered during the contracting process. 

Understand how  
organizations change 
and improve41

A key assumption is that organizational change results from decisions by the pharmacy staff that are 
spurred by management’s policy decisions and directives. Fear is the typical reaction of frontline staff when 
they are faced with change. However, when they understand that performance measurement can help them 
accomplish their job and do it more efficiently, they often become more interested in its potential. Educating 
and involving staff is important in spearheading change.

How to Approach Payers 
and Providers About 
Pharmacy Services in 
New Models

Inquire about the  
possibility of an  
incentive arrangement 
with a payer  

Once pharmacy organizations understand fully the implications of healthcare reform (and specifically, the 
Medicare Star Ratings program) for patients, payers, and themselves, they can propose strategies to payers 
that can be beneficial to all.

Developing the  
Infrastructure

Prepare and  
implement an  
effective workforce 
training program

Pharmacists’ thorough understanding of the VBI program will increase the likelihood that they will support 
the program. Pharmacy organizations should ensure that their pharmacists understand the VBI program 
in terms of: a) how it will result in improved patient outcomes; b) which quality targets are used in the 
program; c) how the program is consonant with the organization’s vision; d) how the quality measures will 
be accurately collected; e) how the incentives will be distributed within the organization; f) what support the 
pharmacists will receive, including timely access to clinical data beyond just pharmacy claims, to ensure 
they have the resources necessary to achieve the intended targets; and g) how the results of the program 
will be communicated to the workforce.

Assign someone to 
lead the effort 

Pharmacy organization leaders should assign someone within their organization to lead their participation 
with the VBI program. The point person would help pharmacists understand the importance of the work as-
sociated with the program, how this work fits into the organization’s greater purpose, and how to break down 
their work into the intended processes that will lead to improved patient outcomes. If practice guidelines 
are too complex, then the providers will not be able to implement them.42

Provide ongoing  
assistance

Pharmacists will require ongoing assistance in implementing any new strategies required by the VBI program. 
Pharmacy organizations can designate pharmacists as internal teachers who can provide assistance to their 
peers. These internal teachers may require additional training and ongoing management access and support.

Ensure required data 
are accurate,  
complete, and reliable

Apply quality-improvement efforts to ascertain and correct data errors before the payer realizes them. 
Pharmacists will be less supportive of an organization’s participation in a VBI program if they feel the data 
provided to the payer are inaccurate.

Disperse incentives 
effectively

Take care not to apply incentives that sabotage cohesiveness within the organization. It is important to be 
transparent and to ensure that those who were responsible for providing the quality care share in the incen-
tive in some way.

Take control of the 
evaluation 

Conduct a thorough evaluation of the VBI program’s success and share these results with the workforce and 
the payer.  

Highly specify and 
document the process

Document care processes and changes in the processes over time to support replication throughout the or-
ganization. Share this documentation with the payer as evidence of the organization’s commitment to quality.

VBI indicates value-based incentives.
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CONCLUSIONS
Community pharmacy organizations have a growing 

track record of improving patient health and care at re-
duced costs.8,43 Moreover, community pharmacists are 
some of the most easily accessible, prevalent, and trusted 
healthcare providers. Community pharmacy involvement 
in payers’ VBI programs can become an integral part of 
designing strategies to improve patient outcomes. This 
paper provides a number of strategies that pharmacy 
organizations can consider when evaluating and imple-
menting new VBI programs. Pharmacy organizations can 
contribute to advancements in healthcare by piloting and 
researching VBI programs (eg, what types of incentives 
work best with pharmacy programs, how to best prepare 
the pharmacy industry to succeed with VBI programs, and 
what quality measures best reflect patient outcomes that 
are associated with reductions in downstream healthcare 
costs) with payers, and then sharing their experiences 
and results so that community pharmacies can continue 
to make a unique contribution to our healthcare system’s 
transformation from volume to value. 
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