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Abstract

BACKGROUND: Community pharmacists are well positioned to improve patient access to care,
which may assist value-based care programs in reaching patients. While pharmacy accessibility is
broadly acknowledged, much of the research supporting accessibility claims is poor quality.

OBJECTIVE: To quantify the accessibility of pharmacists in comparison with physicians or
qualified health care professionals (QHP) in a commercially insured population.

METHODS: IBM MarketScan claims data from 2018 were used for this cross-sectional study.
Beneficiaries included in the primary analysis were aged 18-64 years, enrolled with pharmacy
benefits in 2018 for 12 months, and had at least 1 valid prescription drug claim or evaluation

and management (E&M) code in 2018. Unique pharmacy visits were defined using a 6-day fill
window for prescription fill dates, while visits to physicians or other QHP were defined as unique
service dates tied to an E&M code. We assessed differences in visit frequency for the full sample,
those with multiple chronic conditions (MCC), and “superutilizers” (top 5% based on total cost of
care). Our statistical approach included descriptive statistics and the Wilcoxon sign rank test.

RESULTS: After applying the inclusion criteria, 11,720,958 beneficiaries were included in the
full sample. The MCC cohort contained 13.8% of the total sample (mean [SD] age: 50.8 [10.8];
908,880 [56.1%] female). Finally, the superutilizers were 57.3% female with an average age

of 48.4 years and comprised 5.3% of the total sample. The median number of pharmacy and
physician or QHP visits for the full sample were 5 and 3 (£<0.0001), yielding a pharmacy to
physician or QHP visit ratio of 1.7:1. The MCC cohort had a median of 13 pharmacy visits and
7 physician or QHP visits (ratio 1.9:1; A<0.0001), and the superutilizers had a median of 14
pharmacy visits and 9 physician or QHP visits (ratio 1.6:1; A< 0.0001).

CONCLUSIONS: This study found that patients visit their community pharmacies almost twice
as often as they visit their physicians or other QHP. Study findings emphasize the accessibility

of community pharmacists and highlight the role of community pharmacists in improving patient
engagement in all care programs, including value-based care programs.

Value-based care programs seek to improve the quality of health care while reducing
spending.! To achieve these goals, programs must use interdisciplinary approaches,
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devise coordinated care solutions, and consistently engage patients.2 Providers are being
challenged to take greater ownership of their patients’ health outcomes, relying on increased
collaboration between all health professionals and consistent follow-up with patients.
Diligent management of high-risk patients is a primary focus of many value-based care
programs because of the long-term cost implications stemming from preventable overuse
of the health care system.3-> Although a small population, these patients account for the
majority of health care spending due to the high prevalence of multiple chronic conditions
and increased complexity of care.® To adequately meet the needs of these patients while
reducing costs, tailored interventions and more frequent follow-up are required.® Therefore,
creating programs that increase access to care for patients is imperative for success.
Although progress has been made to develop effective programs, reliably reaching patients
remains a persistent barrier that must be solved.

Pharmacists can offer a potential solution for improving access to care. As the health

care landscape shifts to value-based care, community pharmacists have the opportunity

to transition from roles that involve primarily dispensing to those that facilitate
interdisciplinary collaboration through deployment of clinical services.®” Pharmacists
continue to demonstrate their ability to affect patient care through different programs,
including medication optimization, disease state management, health and wellness services,
and educational consultations.5-8 However, these services often lack connectivity with other
providers, limiting their effect on patient outcomes.” Pharmacy services can supplement
those from other providers within value-based care programs because of the status of
pharmacists as the most accessible health care provider.®

The degree to which pharmacists are accessible, however, has been poorly quantified. It

is commonly cited that patients visit a community pharmacy 35 times per year, compared
with visiting their primary care physician (PCP) only 4 times.® This pharmacy to PCP visit
ratio has been repeated in numerous publications to support the involvement of pharmacists
within value-based care models, since their relative accessibility and utilization could assist
with management and care of patients.”-10-12 However, the evidence supporting this ratio
is suboptimal with multiple limitations. The results were published as a blog post rather
than as a peer-reviewed study without mention of the methodology used. Also, the patient
population and data sources used are unclear, making the results difficult to generalize.
Moreover, it is doubtful that more than a small percentage of patients visit a pharmacy
nearly 3 times a month. A recent study by Berenbrok et al within the Medicare population
found patients had twice as many community pharmacy than primary care visits.13 While
both sets of results demonstrate the accessibility advantage of pharmacies, the individual
provider visit ratio counts and comparative ratio are smaller in the Berenbrok study.

Although the Berenbrok study seems to represent a more rigorous visit estimate for
patients enrolled in Medicare, there remains little understanding of pharmacy visits for
commercially insured patients. An accurate estimate is needed to help guide realistic design
and implementation of pharmacist-led outreach efforts within value-based care programs.
Therefore, the purpose of this study was to quantify the accessibility of pharmacists in
comparison with primary care physicians in a commercially insured population, providing
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an estimate of the visit ratio for the general population, superutilizers, and those with
multiple chronic conditions.

In this cross-sectional study, IBM MarketScan claims data from 2018 were used to compare
the visit frequency between pharmacies and physicians or qualified health care professionals
(QHP). Beneficiaries included in the main analysis were those aged 18-64 years, enrolled
with pharmacy benefits in 2018 for 12 months, and had at least 1 valid (eg, nondenied with a
positive charge) prescription drug claim or evaluation and management (E&M) code in 2018
(99201-99205, 99211-99215).

To properly quantify relative access to health care resources, all patients who had evidence
of at least 1 health care touch point were included in the main analysis, whether through

a pharmacy or service provided by a health care provider. Mail-order pharmacies were
excluded from the analysis. To account for prescriptions adjudicated on multiple days picked
up in the same visit, unique pharmacy visits were defined using a 6-day fill window based
on prescription fill dates. Therefore, if a patient had prescriptions filled on September 6, 9,
and 13, they would have 2 unique pharmacy visits utilizing the 6-day fill window, since the
visit from September 9 would be combined with the anchor visit on September 6. The visit
on September 13 would be counted separately, since it is more than 6 days away from the
anchor visit.

Physican and QHPs visits were defined as unique service dates tied to an E&M code. The
requirement of an E&M code was used to allow for the inclusion of nonphysician ancillary
care providers, while excluding services such as radiology results interpretation, which
generate outpatient bills but may not include a patient visit.

In addition to the full sample, we assessed differences in visit frequency for those with
multiple chronic conditions (MCC) and superutilizers. Beneficiaries with 2 or more chronic
conditions, as defined by the Elixhauser Comorbidity Index,4 were included in the MCC
cohort. Beneficiaries determined to be superutilizers were those that comprised the top 5%
of total cost of care for the sample selected for this study. The MCC and superutilizer
cohorts were not mutually exclusive, since beneficiaries could be included in 1 or both
cohorts if they met the eligibility criteria.

Sensitivity analyses were completed for all cohorts using a 0-day and 13-day visit window
for pharmacy visits. In addition, a “double visit” sample was created as an additional
comparator with the main sample with different health care utilization patterns. The
double visit sample consisted of beneficiaries with a valid prescription and an E&M code,
indicating potential active use of both providers during the study period.

Our statistical approach included descriptive statistics and the Wilcoxon sign rank test,
which tests for the hypothesis that the samples are derived from the same distribution
without making any underlying distributional assumptions. All analyses were conducted
using SAS version 9.4 (SAS Institute). This retrospective observational study was declared
exempt from human subjects review.
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Table 1 shows demographics with visit count and ratio comparisons between providers for
the full sample, as well as for the MCC and superutilizer cohorts. Within the full sample,
11,720,958 beneficiaries (mean [SD] age=42.9 [13.4] years, 6,523,513 [55.7%] female)
were included in the analysis. This was reduced to 1,620,067 (13.8%) beneficiaries for the
MCC cohort and 619,694 (5.3%) for the superutilizer cohort. Mean age was highest for
the MCC population at age 50.8 years and lowest for the full sample at age 42.9. Also, a
plurality of patients included in this study were located in the southern United States, with
percentages ranging from 44.5% to 49.2% across the 3 groups.

Although the majority of the full sample (79.5%) visited a community pharmacy and
physician or QHP during the calendar year, 11.4% visited only a community pharmacy, and
10.2% visited only a health care provider. The percentage with both visit types was much
higher for the MCC and superutilizer cohorts at 96.7% and 96.5%, respectively.

The median number of visits across all cohorts was highest with superutilizers at 14 for
community pharmacies and 9 for physicians, compared with 13 and 7 for the MCC cohort
and 5 and 3 for the full sample (Figure 1). Across the groups, however, the pharmacy to
provider visit ratio was 1.7:1 for the full sample, 1.9:1 for the MCC cohort, and 1.6:1 for the
superutilizer cohort (Table 1). Results of the Wilcoxon sign rank test find that all pairwise
comparisons evaluating differences in pharmacy and physician or QHP visits within the
same cohort had significant differences at A<0.0001.

Changing the window for calculating pharmacy visits meaningfully affected the observed
visit ratio (Supplementary Table 1, available in online article). The 0-day visit window
resulted in actual ratios of pharmacy and physician visit counts of 5:3 (unit ratio: 1.7:1;
F£<0.0001) for the full sample, 17:7 (unit ratio: 2.4:1; A<0.0001) for the MCC cohort,

and 18:9 (unit ratio: 2.0:1; £<0.0001) for the superutilizer cohort. A 13-day visit window
resulted in actual ratios of 4:3 (unit ratio: 1.3:1; £<0.0001), 11:7 (unit ratio: 1.5:1;
F£<0.0001), and 12:9 (unit ratio: 1.3:1; A<0.0001) for the total cohort, MCC cohort, and
superutilizer cohort, respectively. Results for the double visit sample, which only included
patients with a valid prescription fill and a valid outpatient claim with an E&M code,
demonstrated a greater total visit count compared with the primary sample, but the visit
ratios did not meaningfully change (Supplementary Table 2, available in online article).

Discussion

This study found that patients visit their community pharmacies approximately 1 and a half
to 2 times as often as they visit their physicians or QHP. There is some variation in the ratio
depending on patient chronic conditions, health care utilization, and assumptions about how
many days should be used to group individual prescription fills into a single visit event. The
ratio of pharmacy to physician or QHP visits for the MCC cohort was equal to or greater
than the visit ratio for the full sample and the superutilizers, suggesting that while visits

to health care providers increase for patients with MCC, visits to community pharmacies
increased at an equal or greater rate. This is in contrast with superutilizers whose high health
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care spending correlated to an increase in physician or QHP visits out of proportion with
community pharmacy visits. Regardless, the number of visits to a community pharmacy
remained greater than physician or QHP visits, even when limiting observations to 2 cohorts
of patients with high health care needs.

To our knowledge, this study is the first that quantifies the frequency of encounters for
pharmacies and health care providers in a commercially insured population. In addition, this
research compared general health care users to those with MCC and superutilizers, both of
which are well known populations targeted by value-based care programs to reduce health
care spending. This study found that the often-stated estimate of pharmacy to physician visit
ratio of 35:4 is remarkably inflated and found a visit ratio in line with the 1.9:1 community
pharmacy to primary care physician ratio previously reported in the literature within the
Medicare population.®13

Changing the pharmacy visit windows affected the pharmacy visit counts and comparative
ratios between providers. The 0-day window produced the highest count and greatest ratio
between pharmacies and providers, whereas the 13-day window yielded the lowest count
and closest ratio between visit types for all groups. To our knowledge, there is no research
to guide appropriate selection of pharmacy visit windows as proxies for pharmacy visits,
although it is clear that such research is needed. A 0-day window is likely too liberal, since
prescriptions are commonly adjudicated on different days but picked up on the same day.
Not accounting for this nuance of prescription claims would overestimate visits. However, a
13-day window, while representative of the maximum time that the typical pharmacy waits
before returning a prescription to stock,3 likely groups together multiple fills, which are
relatively far apart in calendar time and are therefore picked up on different days.

To illustrate the effect of the window, at a 0-day window the superutilizer cohort had

a median of 18 estimated visits to a pharmacy and a ratio of 2.0:1, whereas with a
13-day window the same cohort had a median pharmacy visit count of 12 and a ratio

of 1.3:1. Additional work is needed to compare adjudication dates and pick-up dates
for a representative sample of dispensed prescriptions to derive a standard for day-based
calculation windows when estimating pharmacy visits.

These results suggest that value-based care programs may benefit from using pharmacists to
help engage and manage patients to improve outcomes and reduce costs. In addition to the
greater number of visits, the full sample observed more than a million patients, greater than
10% of the total cohort, who visited a community pharmacy, but no visit to a physician or
QHP over an entire year. Within the period of study, these patients fell outside of the typical
health care system and payment models for their care, with their only access to a health care
professional through a community pharmacy. Significant health changes can happen within
the time frame of 1 year for a patient, even if medications and conditions are thought to be
stable.

Although it is recommended for patients to see their physicians or QHP yearly, for those
who do not, the community pharmacist may act as an accessible intermediary for point-
of-care testing, medication reconciliation, and education and can recommend referrals to
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providers when patient care requires optimization or further intervention. As a result,
pharmacists may prevent more patients from progressing into the MCC and superutilizer
cohorts through earlier identification of uncontrolled disease, increased education for
patients, and appropriate referrals for further follow-up by a physician or QHP.

To take full advantage of this access opportunity, pharmacists must receive greater
incentives; new care models and work streams must be developed; and increased
interdisciplinary collaboration and communication is required.1® The opportunity for
pharmacists to improve patient outcomes is apparent, but their success will rely on how
they are incorporated into the team to use their skills and established accessibility.

LIMITATIONS

Our study has limitations that should be noted. First, pharmacy fill dates were used as

a proxy for pharmacy visits, which may have overestimated the number of encounters.
Although a 6-day visit window was used to adjust for overestimation, pharmacy pick-up
dates would provide a more accurate representation of pharmacy visits for comparison. In
addition, within our sample the amount of physician visits may have been underestimated,
since patients who did not have an E&M visit but had a valid pharmacy claim were included.

Although not represented in our analysis, these patients would have had at least 1 physician
encounter at some point to receive a valid prescription, which would increase the number of
physician visits in the sample. However, this could have been a visit outside of the calendar
year used for this study, or refills could have been called into the pharmacy without the
patient being seen by the prescriber and, subsequently, a claim with an E&M code was not
billed to the insurer.

Finally, our sample did not include pharmacy visits that were not tied to a prescription,
which could include education and counseling, immunizations, or medication therapy
management. Thus, pharmacy visits could also have been underestimated, since these
clinical interactions were not accounted for within the analysis.

Conclusions

This study found that patients visit their community pharmacies approximately 1 and a half
to 2 times as often as they visit their physicians or other QHP. These findings emphasize
the accessibility of community pharmacists and support the use of community pharmacists
within value-based care programs to improve patient engagement in the community.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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What is already known about this subject

. Pharmacists are uniquely positioned to improve access to care for high-risk
patients.

While the accessibility of community pharmacists is broadly acknowledged,
existing literature quantifying pharmacy accessibility for commercial
populations is of poor quality.

What this study adds

. Patients visit their community pharmacies approximately 1 and a half to 2
times as often as they visit their physician or other qualified health care
professionals.

. For patients with multiple comorbidities, visits to community pharmacies
increase at an equal or greater rate than visits to health care providers.

. Value-based care programs may benefit from using pharmacists to help
engage and manage patients to improve outcomes and reduce costs.
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