
Addressing Non-Medical 
Drivers of Health in Texas 
through Community 
Pharmacies

A CPESN Texas and 
CPESN Health Equity 
Learning Collaborative 

Made possible by the: 



Table of Contents

3

4

5

6

7

8

11

12

13

14

16 

16 

16 

16 

17 

17 

18 

20 

21

Executive Summary

Introduction 

Understanding Community Pharmacies

	 Theme 1: Community Pharmacy Workforce

	 Theme 2: High Quality Pharmacies

	 Theme 3: Contracting Infrastructure

Advancing Technology and Data Standards

	 Interoperability

Addressing Non-Medical Drivers of Health Challenges in Texas

Encouraging Community Pharmacy Innovation

Recommendations to Improve NMDH Outcomes in Texas

	 1. Workforce development

	 2. Quality

	 3. Contracting Infrastructure

Conclusion

Acronyms and Abbreviations

Citations and Additional Reading

Acknowledgements

Appendix 1



3

Ad
dr

es
si

ng
 N

on
-M

ed
ic

al
 D

riv
er

s 
of

 H
ea

lth
 in

 T
ex

as
 th

ro
ug

h 
Co

m
m

un
ity

 P
ha

rm
ac

ie
s

Community pharmacies are uniquely positioned to help 
address non-medical drivers of health, and the need is evident 
in Texas. Over 20% of Texans are uninsured —compared to 
the US average of 10%— and Texas has the largest proportion 
of individuals under 65 without insurance in the country. 
Additionally, 14% of Texans face food insecurity, and there is 
a critical shortage of primary care and mental health providers 
in 98% and 97% of counties, respectively[1]. 

On the other hand, 90% of Americans live within 5 miles of 
a pharmacy, and patients visit pharmacies more than any 
other healthcare provider — sometimes as many as 35 times 
per year[2]. There is also a growing trend where community 
pharmacies nationwide play a role in addressing access to 
healthcare through preventative and chronic care services, 
care management, and the integration of community health 
workers as health equity specialists in the pharmacy[3]. 

It should be noted there is general angst around such 
“safety nets” and the sustainability of programs focused on 
non-medical drivers of health (NMDH). Healthcare is often 
a zero-sum game — to pay for something new, someone 
else gets less. For example, investment in NMDH programs 
(i.e., community health worker integration and payment in 
community pharmacies) has resulted in per-member, per-
month Medicaid savings in the form of fewer hospitalizations, 
but this results in less revenue for the health system[4].

Executive Summary

Still, community pharmacies are an 
untapped healthcare destination 
currently addressing non-medical drivers 
of health. However, all pharmacies are 
not the same, and choosing the right 
pharmacy by evaluating the workforce, 
quality, and infrastructure creates 
greater opportunities for sustainable, 
high-quality, holistic patient care.
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Non-medical drivers of health are the many societal, economic, 
and environmental factors that impact an individual’s health. 
Studies show that two different zip codes within the same 
city can have vastly different life expectancies. One may ask 
why, when people live only blocks apart, one area has a life 
expectancy of fifteen years less than another? 

The answer lies in these non-medical drivers of health. 
Those who are socially and/or economically disadvantaged 
tend to live in areas that also exhibit higher morbidity and 
mortality.  Whether the most pressing issue is lack of access 
to healthcare, poor health literacy, poverty, or proximity to 
high levels of crime, the fact remains that life expectancy 

and quality of life are lower for populations who experience 
adverse non-medical drivers of health. Non-medical drivers of 
health can not only negatively affect patient populations, but 
they can also be a cost driver for overall healthcare spending. 
To reduce healthcare spending, improve patient health, and 
boost overall societal outcomes, non-medical drivers of 
health must be addressed locally: in neighborhoods, on street 
corners, and on front porches of the areas most affected.  

Let’s take a closer look at how these non-medical drivers of 
health can be a valuable support to community healthcare and 
outcomes.

Introduction

Julia Watson was born and raised in Glen Rose, a town in central Texas with a population of 2,659. Now 80, Julia has chronic 
asthma. With no form of transportation of her own, she depends on friends for rides to the grocery store, pharmacy, and to 
visit her doctors.

While Julia’s son, who also struggles with chronic medical conditions, lives in the trailer to her left, her neighbor on the right 
uses a gasoline-powered generator. Exhaust from the trailer’s motor exacerbates Julia’s asthma symptoms, but the neighbor 
has historically been combative and unwilling to reduce their use of the engine.

During a recent trip to her local community pharmacy, Julia was able to consult with the pharmacist about how, over the 
preceding few weeks, her asthma symptoms had worsened. The pharmacist intervened and conducted an assessment, 
evaluating Julia’s asthma control through the Fractional Exhaled Nitric Oxide (FeNO) test. Unfortunately, Julia’s FeNO test 
indicated extreme symptoms and a lack of control of her condition. The pharmacist determined that Julia was using her 
short-acting inhaler daily but was non-adherent with her controller inhaler. Julia also uses lorazepam to help with daily anxiety 
secondary to breathing difficulties. 

The pharmacist educated Julia on the use of controller versus rescue inhalers, proper inhaler technique, and the impact of 
environmental factors such as engine exhaust on asthma symptoms. The pharmacy established a delivery route to ensure 
Julia receives her medications every month even if she could not find a ride. They also supported Julia in filing a report to the 
police and property manager about the unsafe living conditions she was experiencing.

Through these interventions, the neighbor was asked to move to another location in the trailer park. Julia started using her 
controller inhaler daily and the rescue inhaler only when needed, and refills of her medications are now received on time 
monthly. As a result, Julia’s clinical outcomes improved.

The example above highlights the current challenges 
in healthcare as experienced by pharmacies and other 
stakeholders. An environmental condition such as poor air 
quality is a stereotypical non-medical driver of health but is 
also an example of how issues that fall outside the traditional 
healthcare space can become a problem for all stakeholders. 
Before any interventions by any stakeholder to a person 
experiencing poor air quality can be documented, reimbursed, 
and sustained, the primary question of “Who is responsible?” 
must be answered. Is it the pharmacy’s responsibility to 
ensure a patient has access to clean air? The public health 
department? The insurance company? The physician? When 
an issue as salient to health as air quality is no one’s problem, it 
becomes a problem for all stakeholders in the form of a sicker 
population. Despite the defined role of the pharmacists and 

pharmacy technicians being tied to medication dispensing 
and acting as medication experts, copious literature highlights 
the expanding role of pharmacy teams in helping to close care 
gaps for both medical and non-medical drivers of health[5-9]. 
The pharmacies best positioned to engage in services beyond 
dispensing can be identified through three primary means: 
workforce, quality, and contracting infrastructure.

Community pharmacies, in particular, are uniquely positioned 
to fill clinical and social gaps —but not all pharmacies are the 
same, and to understand how to engage with pharmacies 
in care services, a baseline understanding of community 
pharmacy practice is required. This paper will highlight the 
key role community pharmacies can play in addressing health 
disparities.

As evidenced in cases such as Julia’s, medication dispensing is the floor, not the ceiling, for pharmacy-led services.  
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Understanding Community Pharmacies
At the bare minimum, a community pharmacy is a place for 
the public to obtain medications that require a prescription to 
dispense as determined by state and federal law. Community 
pharmacies are overseen by the location’s state board of 
pharmacy, which regulates and licenses pharmacy practices. 
The state focuses primarily on patient safety and less on 
actual pharmacists’ clinical authority, scope of practice, or 
business models.

Community pharmacies are generally categorized into four 
groups based on the type of business model: 

The role of the community pharmacy team —historically 
composed of the on-duty pharmacist and pharmacy 
technician(s) — is properly dispensing medication: ensuring 
the right dose of the right drug reaches the right patient at the 
right time by the right route. This is the minimum standard by 
which a pharmacist reviews every medication order and is the 
floor of service from a pharmacy[11].

The role of the pharmacy team at this minimum standard 
cannot be overstated. Copious data exists to highlight the 
vital role of medication dispensing. Other data highlights the 
continued need for improvement in medication dispensing[12-17]. 
The difference between doing the bare minimum and providing 
high-quality care depends on the pharmacy’s services and 
overall operations. 

Pharmacy services are now much more than just dispensing 
medications. From continuous glucose monitoring training to 
providing influenza immunizations, these services may differ 
geographically due to regulatory authority from the applicable 
board of pharmacy (Graphic 1). The availability of services 
may also vary based on the pharmacy’s workforce.

1
Chain pharmacies are organizations with 
three or more pharmacies under corporate or 
similar ownership (i.e., Walgreens or CVS). 

2
Mass merchandisers are pharmacies 
located in large “big-box” retail stores or 
shopping clubs (i.e., Walmart). 

3 Supermarket pharmacies are located 
within grocery stores (i.e., H-E-B or Kroger). 

4
Independent pharmacies are groupings 
of one to three pharmacies with a single 
owner[10]. 

Graphic 1: Pharmacy Services[18]

PERCEPTION NATIONAL

Dispensing Medications 
(put pills in a bottle)

Vaccines / Immunizations

Over-The-Counter Products 
(pregnancy test, cough/cold medicine)

All pharmacies ARE the same

Dispensing Medications

Vaccines

Over-The-Counter

Wellness Programs

Point-of-Care Testing 
(Covid-19, Influenza)

KEY: The scope of practice and services within community pharmacies are geographically diverse. The general perception of a community pharmacy 
is only dispensing medications within clinical judgement or input. However, pharmacy services encompass a variety of clinical services and dispensing 
optimizations. Texas legislation also allows a wider range of services compared to other states.

TEXAS

Pharmacist Prescribed Hormonal 
Contraception

Non-Medical Drivers of Health 
Screenings and Resolution

Vaccine For Kids

Home Visits

Educational Services 
(Diabetes Programs, others)

Test and Treat (Point of Care test with 
prescribing therapy)

All pharmacies are NOT the same



6

Ad
dr

es
si

ng
 N

on
-M

ed
ic

al
 D

riv
er

s 
of

 H
ea

lth
 in

 T
ex

as
 th

ro
ug

h 
Co

m
m

un
ity

 P
ha

rm
ac

ie
s

The community pharmacy workforce and subsequent services 
are interconnected. Enhancing the pharmacy workforce, often 
through the training and development of pharmacy technicians, 
creates new services for patients (Table 1). For example, if a 
certified pharmacy technician is legally authorized to provide 
the final verification for a medication during dispensing, the 
pharmacist would be free to provide other services to patients, 

such as diabetes self-management education. Or, when a 
pharmacy technician is cross-trained as a community health 
worker (CHW), that individual is able to provide vaccine 
hesitancy education AND vaccine administration, again 
freeing up time for the pharmacist to complete other tasks – 
such as clinical documentation for prior authorizations.

Theme 1: Community Pharmacy Workforce

Table 1: Pharmacy Service Line and Staff

Service Lines Staff Payors

Prescriptions Pharmacist, Pharmacy Technician Pharmacy Benefit Manager, Patients, 
Employers

Over The Counter (OTC) Clerks, Store Team Members Patients / Customers

Clinical Services Clinical Pharmacy Director, Pharmacy 
Technician Medical Insurance, Patients, Employers

Health Equity Services Community Health Worker, Pharmacy 
Technician, Clerks

Medical Insurance, Pharmacy Benefit 
Managers, Local and Federal Government, 
Health Departments, and others

KEY: Prescription sales are any medications, medical devices, or products (with or without a prescription) that are labeled by the pharmacy team and 
processed through the pharmacy’s computer management system. Over-the-counter sales include anything sold without a prescription in a pharmacy. 
This is as broad as store-brand acetaminophen or ibuprofen to gifts and sundries. Clinical services are cognitive-based, medically-focused services 
provided by the pharmacy team. Common services include diabetes self-management education, point-of-care testing for influenza, and vaccines. 
“Health equity services” is the colloquial terminology that represents interventions or services at a pharmacy to treat the whole person. Clinical 
services and health equity services are often interchangeable, and differentiated by the staff delivering the service. 

Community health workers are the workforce solution within 
a pharmacy for improved healthcare access. A CHW is a 
frontline public health worker who is a trusted member of and/
or has an unusually close understanding of the community 
served. This trusting relationship enables the CHW to serve 
as a liaison, link, or intermediary between the healthcare 
system, social services, and the community. This increases 
access to these services and improves the quality and cultural 
competence of service delivery. A CHW also builds individual 
and community capacity for positive outcomes by increasing 
health knowledge and self-sufficiency through a range of 
activities such as outreach, community education, informal 
counseling, social support, and advocacy — all things that can 
be accomplished by a pharmacy technician.

The majority of health outcomes are associated with 
social determinants of health, primarily the socioeconomic 
conditions in which people are born, grow, work, live, and 
age. Community pharmacies and their staff are intimately 
familiar with the communities where their patients spend their 
lives. Training pharmacy technicians as CHWs creates a new, 
sustainable workforce that specializes in addressing non-
medical drivers of health.

Ultimately, pharmacies with appropriately trained and 
credentialed staff are best positioned to support additional, 
non-dispensing services. Data has shown that pharmacies that 
have community health workers on staff are better positioned 
to support non-medical drivers of health services[19-25].
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“Value” in the healthcare space is defined as the quality of care 
divided by the cost to provide it, with the quality determined 
through different measurements. Measurement systems, or 
the implementation method of quality measures, are designed 
to evaluate a specific facet of healthcare performance and then 
assist with implementing improvements. These systems are a 
collection of quality measures with a specific purpose, such 
as cost or patient safety. Examples of measurement systems 
include the Medicare Compare Programs1, the Hospital Safety 
Grade2, HEDIS3, or Choose My Pharmacy4. 

Healthcare quality measures are developed by a number of 
organizations, such as the Centers for Medicare and Medicaid 
Services, the National Committee for Quality Assurance 
(NCQA), LeapFrog, Seguridad, Inc, or the American College of 
Cardiology. Often, a quality measure developer also manages 
the measurement system. For example, NCQA manages 
the HEDIS measurement system for health plans. Similarly, 
Seguridad manages the Choose My Pharmacy system for 
community pharmacies. These systems can be evaluated 
using the “Performance for Quality Management” metric — 
which endorses exemplary quality measures — produced by 
Battelle, an independent government contractor.

Theme 2: High Quality Pharmacies

Graphic 2: Measurement Systems for Providers

HOSPITAL COMMUNITY PHARMACIES

Measurement System

Center for Medicaid and 
Medicaid Services Hospital 

Compare

LeapFrog Group Hospital 
Safety Compare

Measure Developer

CMS, NCQA, and others LeapFrog Group

Goals

Cost, Value-based 
Contracting

Patient Safety, Employer 
Choice

KEY: Measurement systems are in all facets of healthcare. Many are housed within the CMS Compare site (https://www.medicare.gov/care-compare/) for 
Medicare beneficiaries with the most notable being the Star Ratings program in Medicare (https://www.medicare.gov/plan-compare). However, transplant 
registries, dialysis providers, nursing homes, hospitals, and even community pharmacies have measurement systems. The measurement system is the overall 
score with measure developers creating and stewarding the implemented measures.

Measurement System

Choose My Pharmacy®

Measure Developer

Seguridad, Inc

Goals

Patient Safety, Employer Choice, 
Value-based Contracting

1 www.medicare.gov/care-compare
2 www.leapfroggroup.org
3 https://www.cms.gov/medicare/enrollment-renewal/special-needs-plans/data-information-set
4 https://www.choosemypharmacy.com/



8

Ad
dr

es
si

ng
 N

on
-M

ed
ic

al
 D

riv
er

s 
of

 H
ea

lth
 in

 T
ex

as
 th

ro
ug

h 
Co

m
m

un
ity

 P
ha

rm
ac

ie
s

While many variables exist in the specifications of quality 
measures and measurement systems, the most important is 
the level of analysis (Graphic 2). The level of analysis defines 
the stakeholders, such as patients, providers, and payors, 
that are the target for the measure implementation. This 
can create a common error where a measure is misapplied 
to a stakeholder for whom the measure is not specified. For 
example, the application of a quality measure developed, 
tested, and endorsed for the evaluation of health insurance 
plans should not be used to evaluate the performance of a 
pharmacy. Misapplied measure calculations may result in 
scores that may not be reliable or valid, and the consequences 
can be significant — such as inappropriate penalizations of 
providers or payors via value-based arrangements or, in the 
worst cases, inappropriate care for patients. 

Choose My Pharmacy is the only measurement system for 
community pharmacies and consists of nineteen pharmacy 
quality measures[26]. One measure — Accessibility of 
Community Health Workers — is directly aligned with the 
workforce of a community pharmacy and the availability of 
community health workers for health-related social needs. 
Ultimately, the standardized pharmacy quality made possible 
by such measurement systems supports the value-based 
contracting that allows pharmacies to focus on the overall 
care of a patient, rather than on the pharmaceutical product.

The biggest hurdle for community pharmacies currently 
is the disproportionate weight of prescription sales. While 
accounting for 70 to 90 percent of a pharmacy’s total revenue, 
prescription sales are one of the few product types where the 
entity (e.g., pharmacy) making the final transaction does not 
control the price. 

Take insulin, a life-saving medication that’s also routinely 
a cost burden. Insulin comes in various forms — ”basal” 
formulations that provide 24-hour coverage and “bolus” doses 
that are taken with meals. There are a multitude of somewhat 
interchangeable brands within those categories, but the 
pricing is anything but consistent. A brand-name basal insulin 
such as Lantus costs patients an average of up to $500 per 
month, while Semglee, a biosimilar comparable drug, is only 
$150 per month. Even though lower-price options may exist, 
day after day, month after month, pharmacists are forced to 
dispense more expensive medications at the behest of health 
insurance companies. In our insulin example, many patients’ 
insurance plans do not cover Semglee, meaning a patient 
would have to pay the full $150 price for the medication. 
Whereas, with Lantus, patients are generally responsible only 
for a copay that is a small fraction of the full price. In cases 
where both medications are equally effective, Lantus may be 
less expensive to the individual insured patient at the point of 
sale in the pharmacy but is ultimately more expensive overall. 
In this way, the US healthcare system incentivizes higher total 
medication costs for lower perceived copays[27].

There are two basic contracting 
mechanisms within the pharmacy 
space: Pharmacy Service Administration 
Organizations (PSAO) and Clinically 
Integrated Networks (CIN). PSAOs 
contract with pharmacies in order to 
form a contracting unit with network 
adequacy for product distribution. 

These PSAOs negotiate with payers, usually via the payer’s 
Pharmacy Benefit Manager (PBM), to establish the payer’s 
“prescription benefit expense” or drug cost — the cost of 
the product to be dispensed and any fee for dispensing the 
product. Large pharmacy organizations or pharmacy chains 
may act as their own PSAO — negotiating directly with PBMs. 
Unlike PSAOs, CINs negotiate with payers for clinical and 
health-equity services, not specific products. The CIN also 
serves the purpose of aggregating pharmacies to reach 
network adequacy and negotiating on behalf of the members 
of the CIN. CINs negotiate with payers on medical, health 
equity, and value-based services within the medical benefit 
cost to payers.

Theme 3: Contracting Infrastructure
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Graphic 3: Contract Relationships and Networks

KEY: Community pharmacies have two primary mechanisms for contracting – either with pharmacy benefit managers for product (medication) distribution 
or with medical insurance for clinical services. Pharmacy service administration organizations and clinically integrated networks are the mechanisms for 
independently owned pharmacy providers to aggregate under a single contract. Many of the chain pharmacies do not contract with a PSAO or CIN but are 
effectively acting as one.

Walgreens
Walmart

H-E-B
Love Oak

COMMUNITY 
PHARMACY

Health Mart Atlas
AlignRx
Elevate

LeaderNet

PHARMACY SERVICE 
ADMINSITRATION 

ORGANIZATION

CPESN USA
CPESN Texas

CLINICALLY 
INTEGRATED 

NETWORK

Caremark
Prime Therapeutics

Optum
AffirmedRx

PHARMACY BENEFIT 
MANAGER

Blue Cross Blue Shield
Aetna

United Health Care
Humana

MEDICAL INSURNACE

A pharmacy’s ability to keep its doors open is dependent on 
the amount it is reimbursed for its products and services. 
Unfortunately, pharmacies do not determine the price for 
pharmaceutical products, meaning the reimbursement 
potential for 70 to 90 percent of the business is out of the 
pharmacy’s hands. The total price for a pharmaceutical 
product is often determined by the contract between the 
PSAO and the PBM for each insured patient, as PBMs in the 
US control access to medications for over 80% percent of 
patients.  Three large companies handle the vast majority of 
that access. 

These large PBMs use their market share to limit the negotiation 
ability of PSAOs, which results in below-cost reimbursement 
on certain products. This ultimately places financial burden on 
pharmacies and, in many cases, limits patient access to vital 
medications. Additionally, many argue that these prices are 
determined by PBM formularies that are constructed without 
prioritizing any form of fiduciary responsibility to patients or 
employers[28-29]. 

This broken prescription dispensing and financing model 
is a critical threat to the role of community pharmacies in 
addressing non-medical drivers of health. Just as the funding 
for programs is a primary concern for the sustainability of 
NMDH services, the funding of prescriptions is as important 
for the sustainability of community pharmacies.

The discrepancy between dispensing a product and the 
subsequent financial model and supportive services delivered 
at a pharmacy — such as medication management services, 
care coordination, and social determinants of health 
screenings — may be resolved through product-service 
contracting. Product-service contracting develops a patient-
centric economic model that addresses NMDH, improves 
patient outcomes, and reduces overall healthcare spending. In 
this model, pharmacies are contracted to provide prescription 
and medical benefits through shared PSAO and CIN contracts 
designed to maximize the value of patient outcomes.

Take, for example, the pharmacoeconomic model of asthma care: Typically, optimal asthma care is “S.M.A.R.T.” — “Same 
Maintenance and Reliever Therapy” — with the appropriate long-acting beta-agonist and patient education, as exemplified 
by Julia[30].

In the traditional, PBM-based, product-contracting model, the pharmacy’s only responsibility is to ensure the medication 
is dispensed and the proper copay collected. Yet, in Julia’s case, so much more happened — the pharmacy workforce was 
equipped not only to fill Julia’s prescriptions, but also to assess Julia’s overall clinical and social needs. The pharmacy’s 
quality of care was higher due to the clinical interventions. Yet, while the care was incredibly successful in improving Julia’s 
outcome, all of that additional work was uncompensated.

Yet, treating the community pharmacy – as a product source and service location - as an investment saves downstream costs in 
healthcare. Texas spends over $1.1 billion a year in asthma hospitalizations. Pharmacists and community health workers are shown 
to decrease morbidity, improve outcomes, and save money[31-33]. Investment in product-service creates new pharmacoeconomic 
models, which establish sustainable models for community health workers and non-PBM revenue for the pharmacy. As with Julie’s 
case, investment in pharmacy care by pharmacists and CHWs is not only cost-effective, they actively save money[34-38].
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Graphic 4: Health Economic Asthma Case Example

ASTHMA PHARMACOECONOMIC COST MODEL ASSUMPTIONS

Brand Name Guideline Indicated Inhaler: 
$344 per month

PHARMACY COSTS HOSPITAL COSTS

Community Health Worker Principal Illness Navigation: 
$80 per month

Pharmacist Medication Management Services:  
$150 per quarter

Annual Pharmacy Cost: $6,032

Emergency Department Visits:  
$1,500 per visit

Annual Hospital Cost: $52,500

Hospitalizations:  
$24,000 per visit

Average three emergency department visits and two 
hospitalizations per year

KEY: This model uses publicly available data for asthma burden and cost. Actual numbers may vary. Assumptions include average cost of brand name inhaler 
therapy, community health worker monthly interventions, quarter pharmacist medication management services, average hospitalizations cost and length of 
stay. Data normalization was used to align various cost assumptions.

As demonstrated in copious public health data, investment in prevention is cost savings by mitigating morbidity 
and mortality costs. The asthma pharmacoeconomic model shows a $6,032 investment in pharmacy services 

(guideline concordant inhalers, community health worker NMDH navigation and education, and pharmacist 
medication optimization and education) results in a $52,500 savings. 

Realigning product-only contracting to reflect both product and service in order to provide valuable clinical services to at-risk 
populations can be done on a sustainable basis.

By utilizing the pharmacist-patient relationship and incorporating CHWs as clinic extenders, this model can bring quality healthcare 
to vulnerable neighborhoods and areas in need. As a result, care can more easily reach the most at-risk populations — those not 
only most in need of care but who are also adding the greatest expense to the overall healthcare system.

Ultimately, not all pharmacies are the same — and not all pharmacies should be addressing non-medical drivers of health. Choosing 
the right pharmacy is dependent on the pharmacy having:

1
the workforce to provide 
culturally appropriate 
social care

2 the ability to provide 
high-quality services 3 a contract with payors for 

sustainable programs
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Advancing Technology and 
Data Standards

A significant barrier to addressing non-
medical drivers of health and delivering 
social care services in the healthcare 
space is the lack of interoperable data. 
Pharmacies are designed to dispense 
a product — in this case, prescription 
medications — and use a pharmacy 
management system to process these 
medication transactions. This data is 
separate from the electronic medical 
record, but fortunately, work is being 
done in this area.

Health Level Seven International (HL7) and the National 
Council of Prescription Drug Programs (NCPDP) are standard-
setting organizations that create comprehensive frameworks 
and related standards. They also handle data elements for 
the exchange, integration, sharing, and retrieval of electronic 
health information. HL7 primarily supports electronic medical 
records and clinical data exchange, while NCPDP is largely 
focused on prescription data. For example, the NCPDP SCRIPT 
standard is the data standard (a data package composed of 
various data elements) for the transmission of prescription 
data from the prescriber (electronic prescriptions) to the 
pharmacy to the pharmacy benefit manager[39]. This data is 
typically referred to as a “prescription drug event” (PDE) or 
claims data and only represents adjudicated claims.

Pharmacy management systems (PMS) are the technology 
systems by which pharmacies accept, document, and transmit 
product prescriptions. Pharmacy management systems 

leverage NCPDP data standards as the source of truth for 
individual data elements. Data in a PMS is not PDE or claims 
data, but rather PMS data is the source of PDE, and full PMS 
data is more robust.

PMS data represents medication profiles for all patients within 
the pharmacy. This data is anything processed and dispensed 
by the pharmacy management system, such as prescription 
medications, durable medical equipment, vaccines, over-
the-counter medications, or compounded medications, and 
pharmacies use the PMS to track and process the dispensing 
of medications.

The Pharmacist eCare Plan is an industry standard that 
facilitates data sharing between pharmacists and healthcare 
providers. It was co-developed by HL7 and NCPDP[40]. The 
eCare Plan supports medication synchronization, clinical 
medication management, and advanced care services 
— including chronic care and transitions of care. It helps 
community pharmacies improve patient outcomes, enhance 
care coordination, and demonstrate their value in managing 
chronic diseases. Standardizing documentation and 
communication also addresses the challenges payors and 
care teams face in patient follow-up.
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Graphic 5: Interoperability Challenges in Healthcare

KEY: Healthcare interoperability refers to the secure access and integration of electronic health data so it can be used to optimize health outcomes. As 
demonstrated in the figure, electronic health data is non-standardized. Often, pharmacy is the outlier in the interoperability space due to limited access 
to electronic medical records and data elements focused on product dispensing. However, the biggest challenge in healthcare data is the ‘least common 
denominator’ philosophy – essentially only the data required for the next step is transmitted causing some data to be deleted.

HOSPITAL PHARMACY PHYSICIAN

Patient Name Patient Name Patient Name

Date of Birth Date of Birth Date of Birth

12.1.90 12.2.90 12.1.90

Race Race Race

White Cuban American White

Ethnicity Ethnicity Ethnicity

Hispanic Latino Cuban

Carlos Martinez Carlos Martinez Carlos Martinez

Medication Medication Medication

Insulin Lispro Humalog Humalog

Health Related Social Need Health Related Social Need Health Related Social Need

Food Insecurity (Unable to Document) Z59.41

The Office of the Assistant Secretary for Technology Policy/Office of the National Coordinator for Health Information Technology 
(ASTP/ONC), and other federal and national organizations, are focused on addressing the interoperability crisis. Most notably, 
the lack of interoperability is a major barrier to establishing effective services to address non-medical drivers of health. Since the 
NCPDP does not have standardized health-related social need data, pharmacy management systems are unable to implement 
standardized data elements. Some pharmacy management systems, such as PioneerRx, do have non-medical drivers of health 
data, but until the data is standardized, pharmacies cannot transmit, share, or be paid for this information.

A vital aspect of standardized data is interoperability, which allows for data collected at one place of service/provider to be 
transmitted to another on a 1:1 basis without manipulation. Unfortunately, hospitals, payors, and pharmacies all have different data 
standards, elements, and use, which often causes discord.

Interoperability
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Addressing Non-Medical Drivers of 
Health Challenges in Texas
Now we have established both how community pharmacies 
work and how the lack of interoperable data can be a hurdle, 
let’s return to the core question: How can we better address 
non-medical drivers of health challenges in Texas. 

Texas experiences many barriers when it comes to non-
medical drivers of health.  Prioritized challenges from the EHF 
Learning Collaborative include:  

Culture and 
Outcomes

1

Nutritional 
Security

2

High level of 
Uninsured / 

Underinsured

3

Language

4

Documentation 
Status / 

Immigration

5

Provider 
Access

6

Maternal 
Care

7

Ultimately, the role of community pharmacies in addressing 
non-medical drivers of health is as challenging as the 
one played by other healthcare providers. NMDH can be 
overwhelming, and there is a dearth of sustainable payment 
models. However, this is something that can be better 
addressed by fully appreciating how to approach the “retail-
ization” of services within a pharmacy and ensuring medical 
payment for cognitive services.

“Retail-ization” is taking non-medication dispensing pharmacy 
interventions such as providing immunizations or social 
determinants of health (SDOH) screenings and working 
them into the workflow and operations of a pharmacy. When 
done correctly, these solutions are scalable  — as seen in the 
national COVID-19 vaccine rollout. When done incorrectly, 
however, these projects fail. NMDH interventions can and 
are conducted in pharmacies, but the workforce has to be 
prepared through training or the integration of community 
health workers and SDOH experts.

Additionally, funding the NMDH workforce needs to be 
sustainable. Despite the idea that insurance providers5 are 
primarily responsible for NMDH, pharmacies are often unable 
to effectively contract with the medical insurance companies 
for reimbursement of these services. Pharmacies need 
streamlined ways to contract with medical insurance providers 
for effective NMDH reimbursement or to receive revenue from 
pharmacy insurance providers. This can be achieved through 
identification of the right pharmacy networks — evidenced by 
adequacy for the population, high quality, and low cost — with 
infrastructure such as CINs in place for contract execution.

5 see medical insurance
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The COVID-19 pandemic brought many challenges to 
healthcare. How was a healthcare system, strained before the 
pandemic, to deal with a massive influx of critically ill, possibly 
terminal patients? How was a healthcare system going to be 
able to reach into areas providers could not previously reach 
in order to deliver education, services, vaccinations and quality 
patient care? The answer was to tap the unrealized potential of 
the local community pharmacist.  While they are often viewed 
as mere “pill dispensers” by some areas of the industry, 
community pharmacists are, in fact, highly trained medical 
professionals who make their own homes in the communities 
they serve. They are trusted medical advisors and often serve 
patients in medically underserved areas. As COVID-19 vaccines 
were developed and rolled out, community pharmacists — as 
part of CPESN — delivered more vaccinations within their own 
zip codes than any other professional group. Working within 

local neighborhoods provided millions of doses of vaccine, 
saving countless lives[41]. As community pharmacies rose 
to meet the challenges of COVID-19, many developed and 
delivered a myriad of novel services, in many cases without 
compensation or documentation. The case example above 
of Julia from Glen Rose, Texas is but one example — many 
community pharmacies have developed unique services to 
better deliver care to their particular patient populations.  
Services, such as the use of pharmacy technicians cross-
trained as community health workers, can facilitate the 
pharmacy’s outreach into the community. This effectively acts 
as not only a conduit for medical care from the pharmacy, but 
also as an extension of a physician’s office or clinic — reaching 
into underserved areas and referring patients back to primary 
or specialty care as needed. 

Encouraging Community 
Pharmacy Innovation

Table 2: How Cross-Training Boosts Community Outreach in Texas and Non-Texas Initiatives

Title Description Location Partners

Community Pharmacy 
Care Hubs

Partners local community pharmacies with 
UHC Doctor Chat to enhance access to care. 
Pharmacies act as a care hub in partnership 
with prescribers and UHC. Includes health risk 
screening and ensures interoperable data for 
patients and providers

•	 Nationwide •	 United Health Care
•	 CPESN USA

Second Saturday 
Screenings

Five health screenings located at H-E-B 
Pharmacy on the second Saturday a month •	 Texas •	 H-E-B

mHealth Technology to 
Connect and Empower 
People Experiencing 
Homelessness to Improve 
Health and Social Need 
Outcomes

Integration of mobile health services comprising 
global positioning system and text messaging in 
a homeless community to improve gaps in care 
and access to health and social services

•	 Texas •	 University of Texas
•	 AHRQ

Outside of Texas, many states, regions, and organizations are partnering with pharmacies as a solution to NMDH and 
health inequalities (Table 3). 
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Title Description Location Partners

Vaccine Gap Closure 
Program

Community pharmacies with community 
health workers delivered pharmacy 
hesitancy education during monthly 
medication synchronization interventions. 
Over 100,000 interventions occurred in 
nine months with a gap closer rate of 22%

•	 Missouri

•	 Missouri Pharmacy 
Association

•	 CPESN MO
•	 CPESN HE
•	 MO Buraeu of Immunizations

Mississippi Maternal 
Care Program

Community pharmacies provided 
longitudinal management of patients 
pregnant, including provision of 
multivitamins, folic acid, aspirin, and 
routine screenings

•	 Mississippi

•	 Community Pharmacy 
Foundation

•	 CPESN MS
•	 CPESN HE

Health Quality 
Innovators

Community pharmacies and CHWs visited 
skilled nursing facilities, assisted living 
facilites, and senior centers to provide 
vaccine hesitancy education and vaccines. 
Over 12,000 vaccines where administered 
in one month

•	 Kentucky
•	 Missouri
•	 Virginia
•	 South Carolina

•	 HQI
•	 CPESN USA
•	 CPESN KS
•	 CPESN SC
•	 CPESN VA
•	 CPESN MO
•	 CPESN HE
•	 Local facilities

MPower Consortium 
Self-Monitoring 
Blood Pressure 
Program

Community health workers in pharmacies, 
health departments, and federally qualified 
health clinics provided a SMBP program to 
patients

•	 Missouri

•	 MPower
•	 Health Departments
•	 CPESN MO
•	 CPESN HE

Table 3: Partnerships Solving Health Inequalities
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Recommendations to Improve NMDH 
Outcomes in Texas
Non-medical drivers of health and other socioeconomic barriers to building healthy communities in Texas may be addressed with 
deliberate engagement by community pharmacies.  

The learning collaborative suggests the following to address the 3 critical factors: workforce, quality, and contracting infrastructure:

Enhance the Texas pharmacy workforce development by cross 
training pharmacy technicians  as community health workers.

Recent data shows the challenges of pharmacist-provided health-related social need 
services. Effective health equity services are delivered by community health workers 
— individuals who live, work, age, and socialize within these communities. The added 
training for pharmacy techs as CHWs is cost-saving and creates new service models. 
A major benefit of pharmacy technicians trained as CHW is the unique care model 
offered— because community pharmacies can’t be open with the pharmacist on duty, 
there is always a clinician six feet away.

1. Workforce 
development

Adopt Choose My Pharmacy throughout Texas.

Community pharmacies are decades behind in healthcare quality compared to other 
healthcare stakeholders. However, a cornerstone of healthcare transformation is 
measurement. To paraphrase renowned scientist Lord Kelvin’s statement, ‘if you 
cannot measure it, then you cannot improve it.’ The US Senate Finance Committee 
is asking for better pharmacy quality implementation. Texas has an opportunity for 
statewide evaluation of pharmacy quality to support value-based contracting, patient 
choice, and product-service contracting models. 

2. Quality

Pilot demonstration projects on asthma care, diabetes care, and/or 
maternal care to validate service-product value-based contracts.

Texas passed legislation to allow pharmacists to be recognized as healthcare 
providers. This allows for direct Medicaid-billing. However, healthcare is more than 
Medicaid. These medical services (like diabetes education, continuous glucose 
monitoring training, or maternal care screenings) have to undergo ‘retail-iziation’. They 
need to be adopted into the community pharmacy workflow and/or have the total 
healthcare cost savings data to justify implementation.

3. Contracting 
Infrastructure
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Conclusion
Community pharmacies are uniquely positioned where healthcare and local communities intersect. This makes them invaluable 
partners in addressing the non-medical drivers of health in Texas and other states. By focusing on the three key pillars of workforce 
development (through CHW cross-training), quality measurements (through standardized systems like Choose My Pharmacy) and 
sustainable contracting infrastructure, they have the potential to become powerful drivers for health equity. 

This requires strong collaborations between policy makers, payors, and pharmacy networks to create sustainable funding models. 
There is a need to recognize the full value of pharmacy-based interventions and go beyond medication dispensing. 

As success stories like Julia’s highlight, when properly resourced and integrated into the healthcare ecosystem, community 
pharmacies can significantly improve patient outcomes and reduce overall healthcare costs– especially for Texas’ most vulnerable 
populations. 

By investing in these existing community assets, Texas has an opportunity to build a more effective, equitable healthcare 
system. One that addresses the root causes of health disparities where they occur: on the front porches and street corners of the 
communities that need support the most. 

Acronyms and Abbreviations
The Office of the Assistant Secretary for Technology Policy/ Office of the National 
Coordinator for Health Information Technology

Community health worker

Clinically Integrated Networks

Centers for Medicare and Medicaid Services

Community Pharmacy Enhanced Service Network

Fractional Exhaled Nitric Oxide

Health Level Seven International

The National Council of Prescription Drug Programs

National Committee for Quality Assurance

Non-medical drivers of health

Over the counter

Pharmacy Benefit Manager

Prescription drug event

Pharmacy management systems

Pharmacy Service Administration Organizations

Social determinants of health

ASTP/ONC

CHW

CIN

CMS

CPESN®

FeNO

HL7

NCPDP

NCQA

NMDH

OTC

PBM

PDE

PMS

PSAO

SDOH
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Appendix 1
Graphic 6: Pharmacy Relationships

KEY: Community pharmacies are center to a variety of relationships to facilitate medication access but also clinical services. Pharmacies are regulated 
by state boards of pharmacy. Members of the board are appointed by the state’s governor who is ultimately elected by the public (patient). 

Community pharmacies source medications through wholesalers who obtain medications from manufacturers or life science companies. There is a 
growing movement for manufacturers to directly contract with pharmacies.

The revenue side of a pharmacy for services or medications is facilitated by a Clinically Integrated Network or Pharmacy Service Administration 
Organization, respectively. This allows for network adequacy in the contracts to health plans and pharmacy benefit managers, which are contracts by 
the Employer or even state and federal government (Medicaid or Medicare).
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