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Abstract: 

 

Design and Implementation of a 340B Program Effectiveness Dashboard 

R Karralli
1,2 

,
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1
, D Dumitru

1
, L Scholz, S Masilamani

2
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1
 and University of Houston College of Pharmacy 

2
 

 

Background: The 340B Drug Discount Program is a federal program enacted by Congress in 

1992 that requires participating drug manufacturers to provide discounted prices on covered 

outpatient drugs to eligible covered entities that serve the country’s indigent and vulnerable 

patient populations. Although not novel to our health care system, today’s political environment 

has led to a surge of visibility in the 340B program as it faces Congressional scrutiny that 

pressures for growth containment, increased program oversight and enforcement by the 

government and consistency in regulatory compliance. In response to this vigorous regulatory 

landscape, covered entities are more than ever held accountable for the manner in which they 

utilize the program. Historically, the 340B program has lacked a metrics-driven reporting 

framework that captures value of the 340B program to the covered entity, the benefits to the 

underserved populations from the covered entity with its realized savings, and cost consequences 

associated with statutory compliance. 

 

Objective: The objective of this project is to design and implement a metrics dashboard that 

supports a macro-evaluation of 340B program effectiveness and integrity for covered entities 

within a Disproportionate Share Hospital (DSH) eligible health system. 
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Methods: In order to ensure a comprehensive measurement of program effectiveness, a 

stakeholder needs analysis was completed. The results of this stakeholder analysis were 

compartmentalized into four domains; cost savings, program maintenance costs, community 

benefit and compliance. The metrics within each domain would be established based on 

relevancy, utility, and data availability. Data collection methodology was defined through the 

creation of a data collection tool, which was validated through a facility application pilot prior to 

system-wide implementation.  

 

Results/Expected Uses: This project resulted in the design and implementation of a dashboard 

which includes relevant metrics within four domains; cost savings/revenue, program 

maintenance costs, community benefit and compliance. Primary metrics of each domain are 

designated through a user interface dashboard gage. The dashboard allows for graphical 

representation of all other metrics featured in each domain to support quarterly as well as annual 

trending and evaluation. The dashboard was implemented for all Memorial Hermann Health 

System 340B facilities and meets the aims of internal benchmarking and macro-evaluation of 

340B program effectiveness.  

 

Conclusions: The design and implementation of a 340B effectiveness dashboard at a health-

system demonstrated that relevant metrics within cost-savings, program maintenance costs, 

community benefit and compliance related domains provide the covered entity with the tools to 

evaluate and monitor program effectiveness.    There is opportunity to expand the dashboard data 

collection tool to other 340B hospitals in order to help provide national indicators of 340B 
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utilization. Metrics featured in this dashboard can also be utilized to support 340B advocacy 

efforts and program justification. 
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Background: 

The 340B Drug Discount Program is a federal program enacted by Congress in 1992 

under Section 340B of the Public Health Service Act and Section 1927(a)(5) of the Social 

Security Act. Administered and overseen by The Health Resources and Services Administration 

(HRSA) Office of Pharmacy Affairs (OPA) within the U.S. Department of Health and Human 

Services (HHS), the 340B program requires participating drug manufacturers to provide 

discounted prices on covered outpatient drugs to safety net providers. According to the Institute 

of Medicine, “safety net providers organize and deliver a significant level of health care and 

other related services to the uninsured, Medicaid, and other vulnerable patients”
1
. Seventeen 

categories of hospital providers and HRSA grantees are eligible for the 340B program, ranging 

from large free-standing children’s hospitals and cancer hospitals to small federally qualified 

health centers and Hemophilia treatment centers. Some of these safety net providers, known as 

covered entities, are Disproportionate Share Hospitals (DSH), which qualify for the 340B 

program based on their Medicare disproportionate share hospital adjustment percentage. The 

common thread of these various covered entities is that they heavily rely on government funding 

to serve the country’s indigent and vulnerable patient populations. 

According to a 1992 committee report for the U.S. House of Representatives, the 

legislative intent of this federal program was to permit covered entities “to stretch scarce Federal 

resources as far as possible, reaching more eligible patients and providing more comprehensive 

services”
2
. A manufacturer is incentivized to enroll in the 340B program because it must 

participate in order for its drugs to be reimbursable by Medicaid or the Medicare Part B 

program
3
. By signing a Pharmaceutical Pricing Agreement (PPA) with the Secretary of HHS, a 

manufacturer agrees to charge a price that is below the 340B price for covered outpatient drugs. 
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According to The Congressional Budget Office, the maximum price that manufacturers can 

charge covered entities, also called the 340B ceiling price, is on average 51% of the Average 

Wholesale Price (AWP) for brand name drugs and can be negotiated even lower by the covered 

entity and the Prime Vendor Program
4
.  

The status quo of the 340B program has been disrupted due to five primary catalysts: the 

enactment of the Patient Protection and Affordable Care Act (PPACA) by Congress in 2010, 

followed by the Final Federal Register Notice on Contract Pharmacy by HRSA, the 2011 

Government Accounting Office (GAO) report, the 2011 Office of the Inspector General (OIG) 

report, and more recently the changes to the HRSA OPA database to improve integrity and 

transparency. The PPACA amended the 340B statute through the addition of several types of 

covered entities eligible for the program, leading to the exponential growth of the program and 

its registered covered entities.  The growth in covered entities has doubled from approximately 

8,600 to 16,500 from 2001 to 2011, and continues to increase today
5
. As of October 2013, there 

were 23,739 registered sites in the OPA database, 10,075 of which are hospital covered entities
6
. 

Further, the growth of the program has expanded through contract pharmacy arrangements. 

Covered entities have the option to enter into multiple contract pharmacy arrangements in order 

to increase patient access to 340B drugs in the retail pharmacy setting. Through these 

agreements, contracted retail pharmacies dispense 340B outpatient drugs to eligible patients of 

the covered entity. Due to the financial outcomes of these agreements, the percentage of all 

covered entities that use contract pharmacies has risen from 10 percent to 22 percent since 2010
7
. 

Contract pharmacy arrangements present covered entities with revenue generation potential, 

improved patient access to reduce readmissions and unnecessary emergency room visits, as well 

as another layer of compliance challenges to which covered entities are held accountable. This 
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significant progression of the 340B program adds to the complexity and compliance risk that is 

inherent to the program. For this reason, the program has received a surge of attention from 

various stakeholders and critics. The 2011 OIG report highlighted concerns of inconsistencies in 

Medicaid Exclusion practices that ensure prevention of duplicate discounts. Since this is one of 

the cornerstones of 340B compliance, the report findings contributed to the spotlight on the 

program. The 2011 GAO report evaluated the overall integrity of the program, particularly 

whether or not the program has been supporting its initial legislative intent, as a request through 

the passage of the PPACA. The GAO study concluded that all covered entities reported that the 

340B program was used to support or expand access to services, and that its consequential cost 

savings have been an integral component to the sustainability of covered entity’s operations
5
. 

Another pertinent conclusion of this report is the insufficiency of HRSA oversight of the 340B 

program.  The systematic examination of the program’s impact on covered entities was 

paramount in demonstrating potential consequences of program restriction. This report was 

integral in shedding light on 340B program compliance and integrity and led to sweeping 

consequences to all stakeholders involved.  

Historically, the 340B program has lacked a metrics-driven reporting framework that 

captures the value of the 340B program to the covered entity, how the covered entity benefits the 

underserved populations with its realized savings, and cost consequences associated with 

statutory compliance. This is in part because there is no statutory requirement or standardized 

guidance on what or how to measure program integrity and effectiveness. Today’s political 

environment has led to a surge of visibility in the 340B program as it faces Congressional 

scrutiny that pressures for growth containment, increased program oversight and enforcement by 

OPA, and consistency in regulatory compliance. In response to this vigorous regulatory 
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landscape, covered entities are more than ever held accountable for the manner in which they 

utilize the program. Further, there is a lack of current availability of defined and standardized 

metrics and accompanying tools to demonstrate an effective 340B program.  

The complexity of the 340B program stems from its statutory genesis, in its vagueness 

and propensity for multiple interpretations. The lack of consistency in policy-to-practice 

interpretation has led to decades of shortcomings in compliance. Covered entities have been self-

policing and obtain guidance and recommendations from multiple sources including attorneys, 

consultants, and vendors. Further, it was not until the OIG and GAO reports in 2011 that all 

stakeholders were held accountable for the program’s livelihood and integrity. This new era of 

program oversight and visibility came abruptly in the form of audits by both the Federal 

government and participating manufacturers. In an already multifaceted program, the sudden 

stringency in evaluating the 340B program has led to a level of panic among covered entities. 

Amendments to guidance and new regulations and policy statements regarding 340B program 

components have led to extreme operational and implementation challenges for affected 

institutions. This era is occurring during a time period when the program has been expanded 

through additional types of eligible covered entities and multiple contract pharmacy 

arrangements, leading to subsequent extensive growth. Ultimately, as demonstrated in the GAO 

2011 report, “HRSA’s current approach to oversight does not ensure 340B program integrity, 

and raises concerns that may be exacerbated by changes within the program. With the program’s 

expansion, program integrity issues may take on even greater significance unless effective 

mechanisms to monitor and address program violations, as well as more specific guidance are 

put in place”
5
. The 2014 Omnibus Spending Bill became Public Law No. 113-76 on January 17

th
 

and increased the HRSA OPA budget from $4.4 million to $10.2 million to help support 340B 



14 

 

 

 

program integrity efforts and strengthen program oversight through compliance audits of covered 

entities and manufacturers, mechanisms to validate 340B prices, among other initiatives
8
. This 

regulatory setting makes demonstration of program integrity of the utmost importance.  

 Because the 340B program has persisted in status quo for many years, most 

covered entities do not have close oversight of their internal program. “[340B] participants have 

little incentive to comply with program requirements, because few have faced sanctions for non-

compliance.”
5
 Prior to this new era, the extent of complacency ranged at many levels, but many 

of the covered entities did not have a clear view of how they utilize the 340B program, their level 

of regulatory compliance, and how the original intent of the program was satisfied through their 

practices.  Some covered entities did not monitor the financial consequences of the 340B 

program on their facility, as the savings were an assumed part of their operations. Covered 

entities have been realizing these savings on outpatient drugs for decades and subsequently have 

ingrained the savings in their budget and operations. 340B savings have provided covered 

entities with sustainability in order to meet the intent of the program. Further, no guidance had 

been provided to indicate that covered entities should be measuring program integrity in 

regulatory compliance, program savings, as well as improving patient access.  

 Another obstacle to 340B program implementation and maintenance is the major gap in 

knowledge regarding the program’s compliance requirements and financial impact among 

covered entity stakeholders both within and outside pharmacy departments. One of the foremost 

misconceptions of the 340B program is that it is solely a pharmacy-driven program. Since the 

implications of the 340B program and its sustainability impacts multiple decision-makers  who 

are accountable within a facility, it is pertinent to ensure proper education among them. 

Awareness of the environment surrounding the program as well as program best practices is 
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often lacking among pharmacy leadership, hospital executives, legal counsels, and internal audit 

departments.  

 

 Objectives: 

The objective of this project is to address the challenge engrained in the 340B program in 

regards to implementation and maintenance by designing and implementing a metrics dashboard 

that supports a macro-evaluation of 340B program effectiveness and integrity at Memorial 

Hermann Health System (MHHS) in Houston, Texas.  MHHS, composed of twelve hospitals 

located throughout the Greater Houston area, is the largest not-for-profit health system in 

Southeast Texas. The system contains seven DSH hospital covered entities.  This includes a 

1000-bed academic medical center and community hospitals with bed sizes ranging from 80 to 

600. Through the deployment of this dashboard, the pharmacy division and hospital executives 

will be able to evaluate the utilization and integrity of the 340B program both at a system and 

facility-specific level.  

 

Hypothesis: 

The development of a dashboard with cost, community benefit, and compliance metrics 

would provide Memorial Hermann Health System with a useful tool to evaluate 340B program 

effectiveness and integrity.  

 

Methods: 

The primary goal of this dashboard is to provide a covered entity with a holistic view of its 

utilization of the 340B program. In order to ensure a comprehensive measurement of program 
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effectiveness, a stakeholder needs analysis was completed (Table 1). After a thorough literature 

review, stakeholders were identified as the covered entity’s pharmacy department and hospital 

leadership, 340B covered entity organizations, legislators, the Prime Vendor Program and 

HRSA. Most of these stakeholder groups were contacted directly through in-person or phone 

interviews in order to evaluate their priorities in defining program effectiveness during this 

phase. As covered entities, MHHS facilities would benefit from metrics that would reveal the 

impact of the program on operations and subsequently financial sustainability of pharmacy 

services. Pharmacy department leadership and hospital executives within various covered entities 

revealed that they did not calculate 340B cost savings but rather estimated it based on the 

reported average 340B savings. They derived this estimation by calculating savings of 25 to 50% 

off the AWP for covered outpatient drugs
9
. In addition, there was an evident increase in the 

allocation of resources towards the 340B program, leading to direct and indirect costs associated 

with being a compliant covered entity. The lack of literature surrounding cost consequences 

incurred by covered entities demonstrates that quantifying program maintenance costs would be 

essential in assessing a covered entity’s return on investment of participation in the 340B 

program. Although the 340B statute does not obligate a covered entity to demonstrate 

community benefit through 340B program utilization, the political environment has prioritized 

correlating the investment of cost savings to meet the intent of the program. From a covered 

entity’s perspective, this correlation helps illustrate program integrity. 340B advocacy 

associations rely on community impact as a justification for the program, particularly in response 

to critics of the program. The component of the program to which each stakeholder allotted 

highest priority is compliance. The results of this stakeholder analysis were compartmentalized 

into four domains; cost savings, program maintenance costs, community benefit and compliance. 
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The metrics within each domain would be determined based on relevancy, utility, and 

availability. Data collection methodology was defined through the creation of a data collection 

tool, which was validated through a facility application pilot prior to system-wide 

implementation. 

 

Results/Expected Uses: 

Cost savings/revenue domain. This domain permits the covered entities to monitor cost savings 

on a monthly, quarterly and annual basis. An analysis of the facility purchase data for the given 

time period is completed by comparing 340B price, Group Purchasing Organization (GPO) price, 

and Wholesale Acquisition Cost (WAC) price for each National Drug Code (NDC).  Metrics in 

this domain adjust cost savings based on what the spend would have been at GPO price. Further, 

financial implications of the GPO Prohibition policy guidance from HRSA are captured by 

incorporating drug spend in WAC accounts. The statutory prohibition on GPO participation of 

certain covered entities, including DSH, is a program eligibility requirement that disallows 

covered entities from “obtain[ing] covered outpatient drugs through a group purchasing 

organization or other group purchasing arrangement”
10

.  To replenish needed inventory on the 

shelf without the 340B drug already accumulated, the covered entity must purchase that drug at 

WAC price. Since WAC pricing is substantially higher than GPO pricing, accounting for this 

additional drug spend in order to be compliant with this 340B requirement is crucial in 

accurately evaluating financial impact of the 340B program. This dashboard domain also 

evaluates the financial gain from contract pharmacy arrangements. Metrics within this domain 

capture the direct revenue stream, taking into account any expenses associated with the fee 

structure of the contract pharmacy agreements. According to the 2010 HRSA Final Notice 
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regarding 340B Contract Pharmacy Services, “the contract pharmacy will assure that all 

pertinent reimbursement accounts and dispensing records, maintained by the pharmacy, will be 

made available to the covered entity”.
11 

With the accessibility of financial statement information 

through the contract pharmacies, revenue generation secondary to eligible prescriptions 

dispensed by the contract pharmacies to eligible patients is readily available. The domain 

demonstrates the net revenue collected by the covered entity by accounting for administrative 

fees, dispensing fees and inventory cost associated with transactions.  

Program maintenance costs domain. . As the 340B program becomes more complex and 

covered entities allocate more resources to program implementation and compliance, it is 

important that the entities continually monitor program maintenance costs. Perhaps one of the 

most prevalent maintenance costs associated with compliance is the employment of split-billing 

software to help address compliance with the GPO Prohibition. In a Mixed-use setting model 

commonly seen in DSH covered entities, split-billing software electronically captures drug 

utilization to populate three accumulators; GPO, Non-GPO/WAC, and 340B. The GPO 

Prohibition guidance has also led to buyer’s time spent ensuring appropriate purchasing 

processes as well as conservative WAC account spend. For example, a buyer must critically 

assess the need to replenish inventory on the shelf that may have not accumulated on the 340B 

account to avoid unnecessary spend in the costly WAC account. Administrative salaries would 

also be captured for system leadership and pharmacy directors’ time spent on the 340B program. 

This accounts for hiring of 340B positions and time spent by pharmacy staff on internal audits.  

Legal counsel fees are expected to increase given the stringent focus on program compliance. 

Often, legal personnel employed by the covered entity may not be well versed in the 340B 

program, leading to the need for external legal counsel or attendance to educational programs. 
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Many covered entities are also incurring external auditing fees to ensure sound 340B program 

operations. The need for incorporation of external resources depends on the knowledge-base of 

personnel at each covered entity. This domain would include miscellaneous costs associated with 

program education and 340B association membership in order to better equip the covered entities 

with the resources to maintain program integrity. By quantifying program maintenance costs, a 

covered entity would be able to capture net 340B savings and subsequently a return on 

investment of program participation.  

Community benefit domain. Because increased patient access is often difficult to quantify, the 

community benefit domain is composed of both measurable and anecdotal metrics. In order to 

have a numerical representation of community benefit, the Internal Revenue Service (IRS) 

Schedule H (Form 990) and the American Hospital Association (AHA) Annual Survey were two 

recognized sources of varying definitions of hospital’s community benefit. Hospital 

organizations use Schedule H to provide information on community benefit and charity care 

provided by its facilities during the tax year, particularly reporting of financial assistance 

policies, the availability of community benefit reports, and the cost of financial assistance and 

other community benefit activities and programs
12

. Throughout the data collection process, there 

were several limitations with the Schedule H Form that were identified. Most notably, these 

forms are filed on behalf of a health system and lack facility-specific information. In a health 

system such as MHHS, where not all of the hospitals within the system are 340B entities, 

facility-specific information is critical to make 340B correlations. The AHA Annual Survey is an 

alternative for health systems to attain metrics for uncompensated care provided by each facility. 

Uncompensated care is defined as “an overall measure of unreimbursed hospital care provided to 

medically indigent and underinsured patients… it is the sum of a hospital’s ‘bad debt’ and the 
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charity care it provides”
13

. As such, this value includes costs of services for which the hospital 

anticipates to collect as well as those for which the hospital did not expect to receive. These 

quantifiable metrics of community benefit are supplemented with anecdotal ways the covered 

entity has been able to expand access to indigent populations through its realized cost savings. 

Covered entities have reported various approaches to re-invest savings to benefit the community, 

including the implementation of a medication therapy management program, patient assistance 

programs, and school-based clinics, among others. Through the anecdotal benefit inclusion 

within the dashboard, the covered entity is able to tell its individual story on 340B impact to its 

patients.  

Compliance domain. The intent of the compliance domain was to serve as a framework for 

compliance standards evaluation. The domain includes an internal auditing tool that allows the 

covered entity to assess the current state of a comprehensive list of integrity standards, as well as 

any subsequent adverse findings and action plans. The components of the auditing tool were 

defined based on policy guidelines provided by HRSA and the Prime Vendor Program. Each 

standard has a designation of either a quarterly and/or annual requirement. Quarterly evaluations 

include transactional tracers and confirmation of appropriate site registration and eligibility 

requirements. A much more thorough evaluation is featured in the annual audit tool, which also 

assesses policies and procedures, contracts with government entities and contract pharmacies, as 

well as procedures to ensure appropriate Medicaid billing and prevention of duplicate discounts. 

As such, this domain can help support quarterly and annual internal audit program requirements. 

Each component of the audit tool is to be assigned a risk-level by the covered entity’s auditor. 

Low, moderate, and high risk levels are designated one, two and three points, respectively. The 

primary metric is an overall exposure risk based on all of the risk levels assigned to the various 
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components of the tool. Because of its subjectivity, the quantification of risk is to merely provide 

stakeholders within the covered entity with insight on their program’s perceived areas of 

opportunity.  

System dashboard implementation. One of the challenges of the design and implementation of 

this metrics dashboard is that the data resides in various sources. It was important to validate the 

metrics themselves as well as the data collection approach for each of the metric fields. This was 

done through a pilot of one of the MHHS DSH hospitals. The process of populating metrics 

within each domain revealed pertinent data availability lag times that would help better define 

which metrics should be collected at which period in time and at what frequency. For example, 

the AHA survey information incorporated in the community benefit domain is submitted at 

varying times by each facility. As such, the actual survey results are made available with a 

variable one-year lag. Metrics with extensive lag times in availability, such as the AHA survey, 

would need to be reported retrospectively within the dashboard. It was determined that cost 

savings/revenue and program maintenance costs domains would be reported quarterly and 

community benefit and compliance domains would be reported annually. Once the dashboard 

data collection tool was piloted at one facility, the findings were presented to the Director of 

Pharmacy, Pharmacy Operations Manager, Chief Operations Officer, Chief Finance Officer and 

System Director of Operations responsible for the 340B program to elicit their feedback 

regarding the relevance and use of the dashboard components.  The next stage was collecting all 

metrics for one quarter for the seven DSH covered entities in our system, using the same data 

collection tool that was piloted. In the infancy of the dashboard, the metrics will serve an 

informational purpose, without current benchmarks in place for some of the domains. As data is 

collected for future quarters, the dashboard will serve as a trending and benchmarking tool. In 
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regards to the structure of the dashboard (Figure 1), the surface of the tool consists of one gauge 

for each domain. The dashboard gauge represents the designated primary metric of each of the 

four domains. For example, for the cost savings domain, the primary metric is “net cost savings” 

and is denoted on the surface of the domain. Each domain and subsequent dashboard gauge 

provides a user interface that allows the user to view a graphical representation of each of the 

metrics that reside within that domain. This allows for trending of each of the various metrics 

that make up a particular domain. With the compliance domain, the primary metric is an over-all 

risk level evaluation. The user interface allows one to view quarterly and annual internal audit 

tool and results.   

 Dashboard education. Once the dashboard was completed for the quarter, it was 

presented to the Pharmacy Coordinating Council (PCC), which is composed of the pharmacy 

leadership throughout the system. For the dashboard to serve its purpose with sustainability, it 

was vital that pharmacy leadership defines the dashboard’s value in context of their 340B 

program’s framework. Education regarding the 340B program itself, the metrics featured in the 

dashboard, and the use potential of the dashboard was important. This dashboard can support 

collaboration with the system’s legal team, internal auditing department, government reporting 

group, and hospital executive communication regarding 340B utilization.  

 

Discussion: 

 Given the political landscape surrounding the 340B drug pricing program, 

covered entities like Memorial Hermann Health System are faced with ensuring their appropriate 

utilization of the program. Unfortunately, standardized and established metrics that define an 

effective program are lacking. The definition of an “effective” program will often vary to each 
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stakeholder group. A dashboard that supports a macro-evaluation of these various values will 

allow for a comprehensive definition of 340B program integrity and success.  

 One of the limitations of the dashboard is the need for manual entry of metric data. In 

identifying relevant metrics for each domain, it was evident that data will be derived from 

multiple sources. These sources range from Medicare Cost Reports, annual American Hospital 

Association surveys, facility drug purchasing data, and split billing software, among others. For 

the dashboard to be effective and useful, a global evaluation of 340B and its implication on the 

covered entity is necessary. The effect of 340B on the pharmacy departments, the hospital’s 

financial sustainability and community benefit must be captured. Metrics used to measure that 

impact are multi-faceted and resided in varying sources. This limits the user-friendliness 

capability of the tool. The user will have to manually collect data from the various sources and 

input them into the dashboard. Further, there is a significant lag time of certain data field 

availability. Certain data fields such as community benefit derived from the AHA survey are 

published with at least a one year lag. This limits the dashboard capability to merely 

retrospective assessment of that particular domain. 

 Critics of the 340B program often express concerns of the lack of quantitative data 

associated with 340B program integrity. From a program sustainability perspective, metrics 

within this dashboard can be useful in advocating for the 340B program, as covered entities 

continually monitor and ensure its effective application. This project highlights the importance in 

establishing robust and standardized metrics methods for the 340B program.  There is an 

opportunity to encourage covered entities to utilize this dashboard to measure their utilization of 

the 340B program in each of the four domains. Metrics could be aggregated to provide HRSA 

and stakeholders with national indicators of 340B program utilization. Such national indicators 
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can subsequently identify areas of opportunity and strength in 340B policy to practice 

interpretation. Future steps for this project would include a feasibility assessment of the 

implementation of this dashboard at other health-systems, once the data collection viability is 

evaluated at hospitals with varying organization structures and resources. Due to the varying 

program requirements for the other categories of covered entities, this dashboard concept can 

serve as a starting point for program measurement at those types of providers. Metric 

adjustments, particularly in the compliance domain, would be required when incorporated at 

other covered entities.   
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Table 1. Summary of stakeholder metrics needs analysis findings. 

 Dashboard Domains 

Cost Savings Program 

Maintenance 

Costs 

Community 

Benefit 

Compliance 

S
ta

k
eh

o
ld

er
s Pharmacy Department ++++ +++ +++ ++++ 

Hospital Executives ++++ ++ +++ ++++ 

340B Advocacy 

Association† 

+++ + ++++ ++++ 

Legislators + + ++++ ++++ 

HRSA & PVP* + + ++++ ++++ 
† Safety Net Hospitals for Pharmaceutical Access  

* Prime Vendor Program 
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Figure 1. Dashboard surface prototype with domain primary metrics. 

Cost Savings/Revenue Domain: 

Net cost savings 
Community Benefit Domain: 

Charity care at cost 

  
Program Maintenance Domain: 

Total program maintenance costs 
Compliance Domain: 

Compliance risk level 
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