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Pharmacy Network | Member-driven

We measure our success by our members’ success. 

We fuel powerful connections that help members focus on what they do best: deliver exceptional, 
cost-effective care.

Membership benefits

• Harness powerful insights

• Accelerate performance

• Achieve scale and efficiency

• Make innovative connections

• Promote agility

• Build knowledge

• Develop trusted relationships

• Gain advocates on important policy issues
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Vizient Pharmacy Network

This network provides a forum for leading the 
advancement of pharmacy to transform healthcare 
through collaboration, innovation and adoption of best 
practices.

Target audience

Pharmacy leaders including senior, system-level 
pharmacy executives, pharmacy staff and pharmacy 
residents.

The Pharmacy Network meets virtually and in-person in 
addition to numerous topical network webcasts and real-
time online connections.

2022 strategic 
areas:

• High value pharmacy 
enterprise

• Leveraging big data 
and artificial 
intelligence

• Workforce of the 
future

• Advocacy

Contact

Karl Matuszewski

mailto:karl.matuszewski@vizientinc.com


Pharmacy Network Strengths

• Member engagement

• Strong relationships, knowledge sharing, collaboration

• Many of the best and most committed leaders in pharmacy are engaged in 
our networks

• Comprehensive, well-documented infrastructure

• CE is top notch (meetings, webinars, white papers)



Network Structure

Cancer Care

Programming, 
Innovation, and 

Engagement

Business of the 
Pharmacy 
Enterprise 
Committee 

Antimicrobial 
Stewardship

Pediatric 
Pharmacy

Professional 
Development and 

Workforce

Practice 
Advancement

Ambulatory 
Pharmacy 

Development

Supply Chain 
Optimization

Research
Quality, Safety, 
and Compliance

Pharmacy 
Network

Executive 
Committee

Advocacy
Subcommittee

11 committees
423 committee members

121 organizations



Pharmacy Network Committees Structure
11 topical committees

• Each has a specific charge/initiative

• This is where work gets done to achieve network goals and strategies

• 25-60 members per committee

• Lots of resident involvement (must have member on that committee)

• Each committee averages ~8 projects annually

• Conference calls monthly

• Pharmacy Network Meeting occurs annually in December

• Participation open to all members, usually one per hospital per committee

• Complete online application available on Community committee page



Pharmacy Network Priorities 
and Recent Results



High Value Pharmacy Enterprise Domains

• Patient Care Services/Practice Model 

• Business services  

• Retail and Specialty pharmacy 

• Inpatient Operations

• Quality and Safety

• Workforce

• Information Technology 

• Leadership



Key Attributes of the HVPE Framework

• Active, disciplined commitment to the services we provide

• Accountability for the medication needs of our patients

• Continuous approach to advancing practice through new ways of 
working and measuring what we do to demonstrate value. 



5 Guiding Principles of HVPE

• Patient 

• Accountability

• Innovation

• Responsibility

• Metrics

High-value pharmacy enterprise project report

https://www.vizientinc.com/-/media/documents/sitecorepublishingdocuments/public/Pharmacy_HVPE_Report_2020_Public.pdf


2022 Webinars developed by the Pharmacy Network
• 340B: Surviving a Medication Access Meltdown!

• Medication Safety: A Focus on Pediatric Patients 
and the KIDs List

• Medication Management Accreditation: Updates 
from 2021 Surveys

• Manuscript Writing for Residents 

• Perioperative Services: Pharmacy Practice Models 
and Safe Medication Practices

• Managing in a Digital World

• Stimulating the Brain: Erythropoiesis-Stimulating 
Agents for Neonatal Encephalopathy Webinar

• Recruitment webinar: Sugammadex Research 
Project

• The First 90 Days: Getting off to a Great Start

• 340B: Surviving a Medication Access Meltdown

• Selecting the “Right” Resident Project

• Four Strategies for Drug Diversion Detection and 
Prevention Webinar

• Leading Through Empathy 

• Mental Health First Aid 

• How to Prepare for the BEST Interview – Open 
Forum 

• How to Prepare for the BEST Candidate

• Pharmacy Network meeting

• Tough Conversations and Effective Feedback

• Residency Year Building Resilience

• Pharmacy Workforce, Retention and Engagement



2022 Publications
Pharmacist intervention on prescribing errors: Use of a standardized 
approach in the inpatient setting

Published in AJHP and developed by the Antimicrobial Stewardship and Research Committees

Maximizing pharmacists’ scope of practice

Publish in AJHP and developed by the Pharmacy Executive Committee



Pharmacy Network Community



Connect and engage on the Community!

Our platform enhances your options for connecting with your colleagues:

• Share knowledge and collaborate in groups

• Post queries and exchange insights

• Customize the discussion to your interests

• Access network news, publications, and webinar recordings, as well as studies from the 
Vizient Research Institute and Sg2®

• Use the group directory to connect one-on-one with colleagues

• As a reminder, upload your photo!

Access the Pharmacy Network Community 

From the Vizient website, select ‘My Dashboard’, select ‘My Networks & Groups,’ and then 

select Pharmacy Network. To request access, please email Erika Johnston and Joy Downey.

https://www.vizientinc.com/
mailto:erika.johnston@vizientinc.com
mailto:joy.downey@vizientinc.com


Vizient Community mobile app

Next steps: 

• Scan the QR code to download and log in

• Stay connected and network with peers on the go

Access the power of the Vizient Community in the palm of 

your hand! With the new mobile app:

• Easy to log in – biometrics unlocks the app

• Quickly review push and in-app notifications – don’t rely on emails

• Tap from the member profile to call or email directly

• Create a query, respond to peers and more



Pharmacy Community – Topical Groups

These are open to most network members. 
Quickly join groups (topics) of interest – within the Community, simply click on Groups, 
filter by all groups, find the one of interest and click join.

• Antimicrobial Stewardship
• Business Practices
• Cancer Care
• Pharmacy Executives*
• Investigational Drug Services
• Medication Safety Officers
• Pediatrics
• Resident Program Directors & Coordinators
• Outpatient Services

*Available to directors and above



Resources at a glance

Group Resources
This resource repository includes member-generated assets along with Vizient® and 
external industry resources. These resources enable you to learn from your peers, 
compare components of your pharmacy strategy, gain insights from independent 
thought leadership, and stay abreast of key trends shaping healthcare today.

Group Meetings

• Includes all webinars
• Upcoming: Description and link to 

register
• Past Meetings: Links to 

presentations and recordings, if 
applicable

Group Notices

• Pharmacy Network Pulse
• Washington Update
• Research Institute blog

Quick Links

• Community Tips
• Pharmacy Solutions link
• Pharmacy Workspace link 

o Available on committee pages

• Member Networks informative documents

Resources can be accessed in the right-hand column of 
the Pharmacy Network Community below the Group 
Managers. 

https://vizientinc.my.site.com/Community/s/all-meetings?groupId=0F92S000000AaBlSAK
https://vizientinc.my.site.com/Community/s/all-meetings?groupId=0F92S000000AaBlSAK
https://vizientinc.my.site.com/Community/s/notices?groupId=0F92S000000AaBlSAK


How Members Can Get Involved 

Karl Matuszewski, MS, PharmD

Vice President

Sybil Thomas, PharmD, MBA 

Associate Vice President

Erika Johnston

Networks Manager

Joy Downey

Networks Manager
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• Obtain login and password to Vizient Website

• Sign up for access to the Pharmacy Community

• Participate on a committee

• Sign up for Community Discussion Groups

• Learn to navigate online resources

• Participate in webinars

• Attend Pharmacy Network meetings and receptions

Contact

Karl Matuszewski at Karl.Matuszewski@vizientinc.com

Sybil Thomas at Sybil.Thomas@vizientinc.com

Erika Johnston at Erika.Johnston@vizientinc.com

Joy Downey at Joy.Downey@vizientinc.com

mailto:Karl.Matuszewski@vizientinc.com
mailto:Sybil.Thomas@vizientinc.com
mailto:Erika.Johnston@vizientinc.com
mailto:Joy.Downey@vizientinc.com


Advocacy Panel Discussion
Christine Collins, MBA, RPh, FASHP

Vice President & Chief Pharmacy Officer 
Lifespan – Rhode Island Hospital

Dan Kistner, PharmD

Group SVP, Pharmacy Solutions
Vizient

Eric M. Tichy, PharmD, MBA

Division Chair
Mayo Clinic



Advocacy Sub-committee of the 
Pharmacy Network Executive Committee



Charter

The purpose of the Advocacy Sub-committee of the Pharmacy Network Executive Committee is 
to provide support to the Committee and membership in both driving, and responding to, new 
and proposed changes to medication-related policies.  

The scope of this sub-committee is medication-related policy issues that:

1) are within the purview of pharmacy services

2) require urgent or short-term response (i.e., timely)

3) have the ability to impact a significant portion of the membership (i.e., relevant)

4) apply to operational, clinical, safety, quality, financial, or supply chain aspects of 
medications



Charges/Initiatives

1) Awareness

2) Research

3) Development

4) Collaboration

5) Communication

6) Action



Committee Members
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Advocacy Committee 
Partners

Christine Collins, MBA, RPh, FASHP
Vice President & Chief Pharmacy Officer

Lifespan

Brian Cotter, MS, RPh
Senior Director, System Pharmacy 

Services
University of Maryland Medical System

Erin Fox, PharmD, BCPS, FASHP
Senior Pharmacy Director
University of Utah Health

Mina Kato
Senior Advocacy Communications & 

Stakeholder Engagement Partner
Vizient

Dan Kistner, PharmD
Group Senior Vice President 

Pharmacy Solutions
Vizient

Steven Lucio, PharmD 
Senior Principal

Pharmacy Solutions
Vizient

John Pastor, PharmD, FMSHP, FASHP
System Vice President, Pharmacy & 

Respiratory Care
M Health Fairview

Eric Tichy, PharmD, MBA, BCPS
Division Chair, Supply Chain Management

Mayo Clinic

Rita Shane, PharmD, FASHP, 
FCSHP

Vice President & Chief 
Pharmacy Officer

Cedars Sinai

Deb Simonson, PharmD
Vice President 

Pharmacy Services
Ochsner Health 



Recent Topics for Action/Review/Monitoring

• White Bagging

• 340B

• Drug Shortages

• Unapproved Drug Initiative

• Drug quality

• Biosimilars

• Drug pricing/gouging legislation

• PBMs (on radar)

• Site of Care Infusions (on radar)

• Gray Market (on radar)



White Bagging

Actions

• Open access website on Payer Policies (https://www.vizientinc.com/what-we-
do/pharmacy/payer-policy)

• Members only website: Putting policy into action (https://www.vizientinc.com/what-we-
do/pharmacy/member-programs/payer-policy-members)

• Survey on the patient care impact and additional expense of white/brown bagging, 2021 
(access via member website)

• Presentations, recorded webinars

• Resources (policy templates, white bagging 101, patient impact examples, SBAR, etc.)

• Member impact statements and experiences

• Tracking of state bills and legislation

• Member collaboration with ASHP

https://www.vizientinc.com/what-we-do/pharmacy/payer-policy
https://www.vizientinc.com/what-we-do/pharmacy/member-programs/payer-policy-members


https://www.vizientinc.com/-/media/documents/sitecorepublishingdocuments/public/noindex/whitebaggingreport.pdf

The Clinical and Financial Impact of White Bagging
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https://www.vizientinc.com/-/media/documents/sitecorepublishingdocuments/public/noindex/whitebaggingreport.pdf


White Bagging updates

All Vizient members are 

invited to share their 
white bagging 

experiences on this 

interactive webpage



340B

Actions

• SBAR on actions to mitigate 
contract pharmacy restrictions 
by manufacturers

• Communication to health system 
executives by Vizient CEO

• Interactive webpage for 
members to provide feedback 
on impact

• 340B Infographic (Business of 
Pharmacy Enterprise 
Committee)

Members share their experiences 

concerning the impact of manufacturer 
restrictions and other topics.



End Drug Shortages Alliance vision and mission

VISION

To end drug shortages through ensuring access to essential medications 

and ​improving quality of life for patients that rely on these medications.

MISSION

An alliance of select health system, supply chain, industry and other 

stakeholders dedicated to solving pharmaceutical supply challenges by 

collaborating to increase visibility, access and advocacy. Collectively we will 

end drug shortages through focus on transparency, quality, redundancy 

and production of additional supply to achieve measured and sustainable 

results.



Diverse Supply Chain Representation
122 EDSA Participants

56%
29%

8%

5% 2%

56%
29%

8%

5% 2%



Join us in our mission to end drug shortages
enddrugshortages.com/join
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Transparency & Redundancy - Laura Bray

▪ laurabray@angelsforchange.org

Quality - Stephen Colvill

▪ stephen.colvill@riscratings.com

Production of Additional Supply - Lindsey Thomas

▪ lindsey.thomas@fresenius-kabi.com

Pediatrics and Special Populations - Terri Wilson

▪ terri.wilson@childrenshospitals.org

Committee Chair ContactsBecome a member today!

Please contact us with any questions at 

info@enddrugshortages.com

mailto:info@enddrugshortages.com


Recent Topics for Action/Review/Monitoring

• White Bagging

• 340B

• Drug Shortages

• Unapproved Drug Initiative

• Drug quality

• Biosimilars

• Drug pricing/gouging legislation

• PBMs (on radar)

• Site of Care Infusions (on radar)

• Gray Market (on radar)



The Future of Transparency: 
Solving Healthcare’s Toughest Challenges

Don’t miss this session!

Wednesday, 1:30 -2:45 p.m. in the Lafleur room

Pharmaceutical and supply shortages continue to impact the delivery of care 

We will discuss insights into areas of collaboration and new sourcing strategies that are 
challenging the norm, improving data transparency and increasing access to inventory. 

• Deborah Hunt Simonson, Ochsner Health System

• Kristine M. Komives, University of Michigan Health

• Mittal Sutaria, Vizient Pharmacy

• Margaret Steele, Vizient Med-Surg Supply Chain

• Moderated by Steven Lucio, Vizient CPPE



Questions about advocacy?

For more information contact:

Christine Collins at ccollins2@lifespan.org

Dan Kistner at daniel.kistner@vizientinc.com

Eric Tichy at tichy.eric@mayo.edu

mailto:ccollins2@lifespan.org
mailto:daniel.kistner@vizientinc.com
mailto:tichy.eric@mayo.edu


A Guide to Reducing Medical Necessity Denials in Oncology
Anthony Boyd, PharmD, BCPS

Cleveland Clinic – Taussig Cancer Center

Luke Mennen, PharmD, MBA, MS

Cleveland Clinic - Akron General



Disclosure of Relevant Financial Relationship

• Vizient, Inc., Jointly Accredited for Interprofessional Continuing 
Education, defines companies to be ineligible as those whose 
primary business is producing, marketing, selling, re-selling, or 
distributing healthcare products used by or on patients.

• An individual is considered to have a relevant financial relationship 
if the educational content an individual can control is related to the 
business lines or products of the ineligible company.



Disclosure of Relevant Financial Relationship

• Luke Mennen has no financial relationships to disclose

• Anthony Boyd, speaker for this educational activity, has Advisory 
Board participation from Baxter, Fresenius Kabi, BMS, Regeneron, 
TerSerra.

• All relevant financial relationships listed for these individual(s) have 
been mitigated.

• All others in a position to control content for this educational 
activity have no relevant financial relationship(s) to disclose with 
ineligible companies.

• The speakers will discuss non-standard off label treatments.



Learning Objective

• Describe opportunities for pharmacists to improve patient care 
while potentially reducing costs.



Goals

• Explain medical necessity denials and their financial impact on an 
organization

• Examine strategies around non-standard off label medication use 

• Evaluate strategies to reduce utilization of improper diagnosis 
code(s) within the electronic health record



A Guide to Reducing Medical Necessity 
Denials in Oncology



Background – Mitigating Rising Costs

• Payers determine outpatient infusion coverage through: 

• Meeting medical policies as defined by the payer

• Only considering FDA approved therapies and indications

• Approving therapies endorsed by NCCN guidelines 

• Provider adherence to patient care pathways

44
Goulet BHL, Shankaran V. Financial burden of cancer care. In: Reference Module in Biomedical Sciences. Elsevier; 2018.
Change Healthcare 2020 Denials Index. Change Healthcare. https://www.changehealthcare.com/insights/denials-index. Published 2022. Accessed May 16, 2022.



Background – Mitigating Rising Costs 
• Prior authorization (PA)

• Process used to determine if coverage is available for a service or 
treatment 

• Obtained prior to patient’s infusion 

• PA does not guarantee payment 

• Medical necessity (Med Nec)

• Ensuring treatment meets payer determined criteria (e.g., covered 
diagnosis)

• Can sometimes be obtained prior to patient’s infusion 

• Obtaining medical necessity upfront does not guarantee payment 

• Often claim are denied post treatment due to not meeting payer criteria

• Results in subsequent medical necessity denial 

45
Medically Necessary. Healthcare.gov. https://www.healthcare.gov/glossary/medically-necessary/. Published 2022. Accessed May 14, 2022.



Background – PA + Med Nec Workflow
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Medical Necessity Denial Data
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Medical Necessity Denials – Top 5 Meds

48

Medication (CPT®) 

Denied Cases (2021)
(Total # of Doses 

Administered)

Darbepoetin alfa (J0881) 875

Nivolumab (J9299) 138

Pembrolizumab (J9271) 51

Permetrexed (J9305) 94

Cetuximab (J9055) 86

Top 5 Medications Combined 1,244



Quality Improvement Work

• Quality Improvement (QI) workgroup formed in June 2021 and met 
weekly 

• Pharmacists

• Revenue cycle management (RCM) specialists

• Billing/coding analysts

• PA team members 

• Completed root cause analysis (RCA) on top medical necessity 
denials 

49



RCA Analysis Findings

• Revise existing non-standard off label standard operating procedure (SOP)
• Include both a clinical and financial review 

• Reduce the use of unspecified and non-covered diagnosis codes on medical 
infusion claims

• Nivolumab and Cetuximab
• Secondary Malignant Neoplasm of Unspecified Site: C79.9

• Darbepoetin alfa
• Chronic Kidney Disease (CKD): Primary & Secondary Diagnoses Codes 
• Myelodysplastic Syndrome (MDS): Primary Diagnoses Codes 
• Other Cancer Diagnosis: Secondary Diagnoses Codes 

50



Non-Standard Off Label SOP



Non-Standard Off Label Definitions 

• Oncology treatments are considered “non-standard off label” per Medicare 
when therapy for an indication is either not approved by the FDA and/or is not 
supported by disease guidelines/compendia (e.g., NCCN)

• Medicare Administrative Contractors (MAC) defined off-label payer coverage 
by geographical area

• Private health care insurer that oversees a geographic jurisdiction to 
process Medicare Part A and Part B (A/B) medical claims

• Florida – First Coast Service Options

• Ohio – CGS Administrators

52

Article - Off-Label Use of Drugs and Biologicals for Anti-Cancer Chemotherapeutic Regimen (A58113). Cms.gov. https://www.cms.gov/medicare-coverage-
database/view/article.aspx?articleid=58113&ver=5&DocID=A58113&bc=gAAAAAgAAAAA&=. Published 2022. Accessed May 16, 2022.
What's a MAC. Cms.gov. https://www.cms.gov/Medicare/Medicare-Contracting/Medicare-Administrative-Contractors/What-is-a-
MAC#:~:text=A%20Medicare%20Administrative%20Contractor%20(MAC,%2DService%20(FFS)%20beneficiaries. Published 2022. Accessed June 3, 2022.



MAC Definitions for Non-Standard Off Label

• Ohio: NCCN guidelines with category 1, 2A or 2B recommendation are 
considered standard of care therapy (category 3 is not indicated and 
considered off label)

• Florida: NCCN guidelines with category 1 or 2A recommendation are 
considered standard of care therapy (category 3 is not indicated and 
considered off label. There is no comment regarding category 2B)

53
Article - Off-Label Use of Drugs and Biologicals for Anti-Cancer Chemotherapeutic Regimen (A58113). Cms.gov. https://www.cms.gov/medicare-coverage-
database/view/article.aspx?articleid=58113&ver=5&DocID=A58113&bc=gAAAAAgAAAAA&=. Published 2022. Accessed May 16, 2022.
LCD - Label and Off-label Coverage of Outpatient Drugs and Biologicals (L33915). Cms.gov. https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?lcdId=33915&ver=17. Published 
2022. Accessed May 16, 2022.



Updated Non-Standard Off Label SOP

• Clinical Review 

• First request - ongoing patient approval which requires one well designed 
study (e.g., Phase I/Phase II trial) and external physician support from 
comparable cancer centers. 

• Second request - patient specific approval based on review at Genomic 
Tumor Board (GTB) including letter of medical necessity 

• Financial Review

• Commercial insurance – upfront precertification with PA team and medical 
necessity review

• Government insurance – RCM specialist assessment for denial risk 
completed 

54



Intervention: Non-Standard Off Label  
• Implemented new procedure beginning in February 2022

55



Results: Non-Standard Off Label

• Financial impact measured by tracking cases submitted following February 
2022 implementation

• February 2022 – May 2022

• 8 non-standard off label cases submitted

• 3/8 resulted in treatment adjustment after clinical and financial review 
completed

• 5/8 proceeded forward as non-standard off label

56



Results: Non-Standard Off Label

• Cost Avoidance

• Calculated for treatments that were modified from non-standard off-label to 
alternative therapies

• Equation Used

• (WAC ($) per mg x Dosing Regimen (based on mg)) x (Treatment Duration - Doses 
Given) = Med Cost Avoidance ($)

• Wholesale Acquisition Cost (WAC): An estimate of the manufacturer’s list price for a drug to 
wholesalers or other direct purchasers, not including discounts or rebates

• Dosing Regimen: Anticipated therapy submitted via the non-standard off label

• Treatment Duration: FDA approved length of therapy or median overall survival time based on 
available literature

• Doses Administered: Number of scheduled doses patients received

57



Results: Non-Standard Off Label
• Financial impact of non-standard off label submissions

58

Original Non-Standard 
Off Label Requests

Diagnosis Code
Regimen Administered 

After Review
Est Med Cost Avoidance 

(Annualized)

ipilimumab + nivolumab C56.3 - Malignant neoplasm of bilateral ovaries pembrolizumab-obtained through patient assistance $190,457

azacitidine + romidepsin
C84.41 - Peripheral T-cell lymphoma, not classified, 

lymph nodes of head, face, and neck
romidepsin $45,600

doxorubicin +
bevacizumab-bvzr

C54.1 - Malignant neoplasm of endometrium doxorubicin $161,448

durvalumab + standard 
cisplatin/gemcitabine

(three cases)
C22.3 - Angiosarcoma of liver

durvalumab + standard cisplatin/gemcitabine
(three cases)

N/A

brentuximab vedotin + nivolumab
C81.90 - Hodgkin lymphoma, unspecified, unspecified 

site
brentuximab vedotin + nivolumab N/A

pembrolizumab
C56.9 - Malignant neoplasm

of unspecified ovary
pembrolizumab N/A

*Cost Avoidance calculations based on WAC and methodology shown on Slide 20



Unspecified and Non-Covered 
Diagnosis Codes



Unspecified and Non-Covered Diagnosis Codes 

• Unspecified diagnosis code

• Defined as coding that does not fully define pertinent patient condition parameters 
and contain the word “unspecified” within their description

• Non-covered diagnosis codes

• Codes that lead to medication reimbursement denials per payer coverage plan 

• Strategies developed in Electronic Health Record (EHR) to reduce frequency of these 
preventable denials 

60

Zegan J. Improving Specificity in ICD-10 Diagnosis Coding. Library.ahima.org. https://library.ahima.org/doc?oid=302473#.YoQ6iOjMKUk. Published 2022. Accessed May 14, 2022



Unspecified and Non-Covered Diagnosis Codes 

• Nivolumab 
• Cancer Center did not receive payment on 138 cases in 2021

• 21/138 cases associated with primary diagnosis code of C79.9 (secondary malignant 
neoplasm, unspecified site)

• Cancer Center had thirty-three (33) active patients with primary diagnosis code of C79.9 in 
2022 at time of intervention

• Cetuximab
• Cancer Center had one (1) patient at time of intervention with active denial with primary 

diagnosis code of C79.9 where patient received ongoing treatment

• Darbepoetin-alfa 
• Cancer Center accounted for 875 denied cases in 2021

• Review of the top five (5) providers with highest number of denials indicated 159/382 
cases were denied due to improper diagnosis coding

• Attributed to both primary and secondary coding
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RCA Analysis Findings

• Reduce the use of unspecified and non-covered diagnosis codes on medical infusion 
claims

• Nivolumab and Cetuximab
• Secondary Malignant Neoplasm of Unspecified Site: C79.9

• Darbepoetin alfa
• Chronic Kidney Disease (CKD): 

• Primary: N18.9 [CKD] (Not Covered-Needs Greater Specificity)
• Secondary: D63.1 [Anemia in chronic kidney disease] (Covered)

• Myelodysplastic Syndrome (MDS):
• Primary: D46.9 [MDS] (Not Covered-Needs Greater Specificity)

• Other Cancer Diagnosis:
• Secondary: D64.81 [Antineoplastic chemotherapy induced anemia] 

(Covered)
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Intervention: Unspecified and Non-Covered Codes

• Nivolumab and Cetuximab

• Education to disease team leaders and treating providers on C79.9 

• Updated diagnosis codes for patients receiving ongoing treatment with active denials 

• Order sets were updated where applicable to prevent providers from selecting C79.9 
(secondary malignant neoplasm, unspecified by site) as a primary diagnosis code

• Darbepoetin alfa

• Communication created when a treatment plan was applied, to alert provider when 
non-covered primary diagnosis code was used and/or a secondary diagnosis code was 
missing 
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Results: Unspecified Diagnosis Codes 
• Nivolumab and C79.9 intervention 

• Three (3) cases updated with active denial 

• Cetuximab and C79.9 intervention 
• One (1) case updated with active denial 

• Darbepoetin alfa diagnoses code(s) intervention
• Tool launched in May 2022: 144 unique patient alerts to date

64

Total C79.9 Cases 
(N=33)

Medication
Est Med Cost 

Avoidance 
(Annualized)

Denied Cases (n=3) nivolumab $392,856

Cases without 
Active Denials

(n=30)
nivolumab N/A

*Cost Avoidance calculations based on WAC and methodology shown on Slide 20



Intervention: Unspecified and Non-Covered Codes

• Algorithm for EHR Communication Alert  
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Disease State

Non-covered Primary 
Diagnosis Code 

Selected at 
Treatment Plan 

Application

Alert to provider for 

Primary Diagnosis 
Code

Secondary Code not 
Selected at 

Treatment Plan 
Application

Alert to provider for 

Secondary Diagnosis 
code

Chronic 

Kidney 
Disease (CKD)

N18.9 - CKD

Direct provider to 
select diagnosis code 

with specific CKD 
stage per patient

Intervention for 

Primary Diagnosis 
Codes of CKD

Direct provider to add 
required secondary 

diagnosis code (D63.1 -
Anemia in CKD)

Myelodysplast
ic Syndromes 

(MDS)
D46.9 - MDS

Direct provider to 
select diagnosis code 

with specific MDS 
subtype per patient

No Intervention 

Required
N/A

Cancer 
Diagnosis 
(excluding 

MDS)

No Intervention
Required

N/A

Intervention for 
Primary Diagnosis 
Codes of Cancer 

Diagnoses

Direct provider to add 
required secondary 

diagnosis code (D64.81 -
Antineoplastic 

chemotherapy induced 
anemia)



Overall Trend of Denied Cases
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In Summary

• Medical necessity denials can result due to a number of factors

• Multi-disciplinary workgroup of Pharmacy, Prior Authorization (PA), and 
Revenue Cycle Management (RCM) team members formed:  

• Reviewed denial data to identify trends in medical necessity denials

• Developed strategy and interventions to minimize medically necessity 
denials
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Questions?

For more information contact: 
Anthony Boyd at boyda4@ccf.org

Luke Mennen at mennenl2@ccf.org

mailto:boyda4@ccf.org
mailto:mennenl2@ccf.org
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Objectives

• Identify management tools and strategies to address new pharmacy 
challenges in practice.



Goals

• Describe the opioid epidemic and its impact on Arkansas

• Describe the processes used for a successful conversion to electronic opioid 
prescriptions at UAMS.

• Explain barriers and solutions encountered in the implementation process at 
UAMS. 

• Examine the monitoring procedures in place for continued compliance with 
legal regulations.

• Explain the legal requirements for transitioning to the electronic prescribing of 
controlled substances.

• Discuss the adoption of electronic prescribing of controlled substances at 
UAMS.



Adoption of Opioid Electronic Prescribing 
in a Healthcare System and Academic 

Medical Center



University of Arkansas for Medical Sciences

• Arkansas’ only academic health system

• Hospital capacity – 535 beds

• Family Medical Centers at six Regional Campuses 

• Colleges of:

• Medicine

• Nursing

• Pharmacy

• Health Professions 

• Public Health 

• Graduate school

• Patient Care Clinics include:

• Statewide network of regional health education centers

• Advanced telehealth and telemedicine program

• Winthrop P. Rockefeller Cancer Institute

• Jackson T. Stephens Spine & Neurosciences Institute

• Donald W. Reynolds Institute on Aging

• Harvey & Bernice Jones Eye Institute

• Psychiatric Research Institute

• Translational Research Institute

• Institute for Digital Health & Innovation



FY22 Priorities

SAFETY QUALITY EXPERIENCE ACCESS

Healthcare Acquired Infections

PSI-90

Falls

Pressure Injuries

Opioid Stewardship

Workplace Violence Prevention

Mortality Reduction

Readmissions

Responsiveness

Interdisciplinary Communication

Nurse Communication

Length of Stay

Improve patient and partner satisfaction
Increase community impact in all mission areas

Improve performance in evolving healthcare finance models
Improve all aspects of clinical care

CMS Star Ratings

NCI US News & 
World Report

Vizient Q&A Magnet

Leapfrog

Safe and Just Culture    - Safety Absolutes   
Patient and Family Centered Care   - Staff Wellbeing   - Continuous Improvement  
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Advanced Care Planning Follow-up Visits after HospitalizationOpioid Stewardship

Falls

Interdisciplinary Communication

Nurse Communication

Healthcare Disparities
Readmissions HgbA1c Control

Hypertension Control
Colon Cancer Screening

Access to care
Trust your provider



How the Epidemic of Drug Overdose Deaths Ripple Across America

CDC Shareable Image for Public Use. Shareable Content – Prescribing Graphics https://www.cdc.gov/drugoverdos e/resourc es/graphics/p rescribin g.html. 



Drug Overdose Deaths:

• Quadrupled+ since 1999

• 5% increase 2018-2019

• 30% increase 2019-2020

Opioid Related Death Rates 
2019 to 2020:

Opioids ↑ >6%

Rx opioids ↓ ~7%

Heroin ↓ >6%

Synthetic opioids ↑ >15%Opioid-
Related

CDC Shareable Image for Public Use. https://www.cdc.gov/drugoverdose/resources /graphics/overdose.html . 
Kariisa M, Davis NL, Kumar S, et al. Vital Signs: Drug Overdose Deaths, by Selected Sociodemographic and Social Determinants of Health Characteristics — 25 States and the District of Columbia, 2019–2020. MMWR Morb Mortal Wkly Rep 2022;71:940–947. 



Opioid Dispensing Rates by State for 2020

CDC Shareable Image for Public Use. Shareable Content – Prescribing Graphics https://www.cdc.gov/drugoverdos e/resourc es/graphics/p rescribin g.html. 



Opioid Dispensing Rates by State

State
Opioid Dispensing Rate

/ 100 people

Alabama 80.4

Arkansas 75.8

Tennessee 68.5

Louisiana 68.3

Kentucky 68.2

Mississippi 64.2

Kansas 59.8

Oklahoma 59.3

Indiana 56.9

South Carolina 56.6

National Rate: 43.3

Original images by Presenters. Data from U.S. State Opioid Dispensing Rates, 2020. Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. Available at: https://www.cdc.gov/d rugoverdose/rxrate-maps/state2020.html.



Opioid Stewardship
• “Stewardship” - careful and responsible management of opioids

• What type of pain is it?

• What is the intensity of the pain?

• Only use opioids when appropriate.

• Can adjuvant medications help relieve the pain or decrease the amount of 
opioids needed?

• Goal of pain management:
• NOT to relieve all pain

• Decrease pain to tolerable amount 

• Setting up patients to have realistic expectations:
• Traumatic injury (including surgery) will hurt! The goal is not to reach 0 on 

the pain scale.

• Where is Arkansas with opioid prescribing/stewardship?

Image from open source at Wikimedia Commons at https://commons.wikimedia.org/wiki/F ile:Flag_map_of _Arkansas _%281913 -1923%29.png.
Data from: U.S. State Opioid Dispensing Rates, 2020. Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. Available at: https://www.cdc.gov/drugoverdose/rx rate-maps/state2020.html.

Arkansas Average:
75.8 opioid 

prescriptions per 
100 people in 2020

National Average:
43.3 opioid prescriptions 
per 100 people in 2020
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1. Electronic Prescribing. Center for Medicare & Medicaid Services. https://www.cms.gov/Medicare/E-Health/Eprescribing. 
2.  Prescriptions--Mandatory electronic prescribing. Arkansas Code Act 447 of 2019.

Problem Statement

• Arkansas legislation expands this mandatory 
e-prescribing for controlled substances with 
few exceptions and penalties in January 1, 
2022.2 

• CMS penalty and Arkansas enforcement was 
further delayed to January 1, 2023.

• The Medicare Modernization Act of 2003 and 
the Institute of Medicine Report in 2006 
increased awareness of this enhanced patient 
safety and began talks of requiring this safety 
measure.  

• Effective January 1, 2021 e-prescribing of all 
controlled substances, including opioids, for 
CMS patients was mandatory”.1

Electronic prescribing is “a prescriber's ability to electronically send (e-script) an accurate,
error-free and understandable prescription directly to a pharmacy from the point-of-care - is
an important element in improving the quality of patient care”.1



Impact of Electronic Prescribing of Controlled Substances on 
Opioid Prescribing: Evidence From I-STOP Program in New York

• 2014: Decrease 5.7 opioid prescriptions per prescriber per year

• Larger effect on: 
• short-acting opioids

• prescribers prescribing medication for predominantly younger beneficiaries

• Overall reduction:
• Number of beneficiaries being prescribed opioids 

• Number of opioid claims in the state of New York

• Suggesting positive implications for other states intending to curtail opioid overprescribing and 
misuse through the use of EPCS.

Pylypchuk Y, Parasrampuria S, Smiley C, Searcy T. Impact of Electronic Prescribing of Controlled Substances on Opioid Prescribing: Evidence From I-STOP Program in New York. Med Care Res Rev. 2022 Feb;79(1):114-124.



• Suggest mandatory EPCS use could be an additional mechanism to:
• Reduce opioid overprescribing and misuse, while further 

• Facilitating the use of health information technology to advance health care 
delivery and patient safety. 

• Particularly important for those states:
• Highest rates of opioid prescriptions per capita 

• Oftentimes the least likely to currently be using needed technology

Abouk R, Powell D. Can electronic prescribing mandates reduce opioid-related overdoses? Econ Hum Biol. 2021 Aug;42:101000.

Impact of Electronic Prescribing of Controlled Substances on 
Opioid Prescribing: Evidence From I-STOP Program in New York



SMART Goal
Goal

To increase the utilization of electronic opioid prescribing at UAMS 
from a baseline of 87% to at least 95% by July 2022 

Outcome

Opioid prescriptions are transmitted electronically to pharmacies

Setting

Outpatient & Inpatient

Start Date

July 2021

Baseline

January to July 2021
Average 85%



Stakeholders & Team
Executive Sponsor: OPS 

program committee chair

Physician 
Operations Lead:

Team Members

Ad Hoc Members: 
Accreditation/Compliance

Subject-Matter Experts: 
Pharmacists and clinicians

Team Mentor: Process 
Improvement Analyst

Project
Lead: OPS 
program 
manager

Original image created by Presenters.
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Process Map
Opioid Prescription Pathway

P
ro

vi
d

er
P
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y

Pain management 
includes opioid 

Evaluate need 
for opioid?

Insert order entry 
for opioid in Epic

Yes
Prescription 

modality
Electronic

Imprivata 
Verification

Paper

Hard copy 
prescription

Imprivata 
verified?

Yes
Surescript 

transmission 

No

Order goes to 
queue

Prescription and 
provider verified?

Yes

Pharmacy received 
the prescription

Pharmacy fill 
medication and 

counsel the patient

No opioid 
prescription 

needed

Patient to fill 
prescription at 

pharmacy

Provider to 
verify?

Yes
Enter Token code 

to verify and 
release 

No
Provider to remove 

from queue

Legal to fill 
presciption?

Contact provider 
and/or police

No

Yes

Appropriate 
prescription 

(Dose, frequency, 
..etc)  

Yes

Contact provider 
to change 

prescription 
appropriately 

Original image created by Presenters.



Root Cause & Barriers

Access to secondary device

Workflow

Mid-Level

ENVIRONMENT

MEASUREMENT

Lack of utilizing 
electronic 

prescribing for 
opioid prescriptions

METHODPEOPLE

EQUIPMENT

Controlled Substance e-Rx %

Manage EHR

Imprivata App

Service Lines (SL)

Residents

SL Quality Officers 

Secondary device

App in deep sleep

Network outage

Pace of care

Patient burden

Attendings

Patients

Lack of knowledge entering e-Rx

Misunderstanding importance of e-Rx

Default to print Rx

Patient insurance

PHARMACY

Pharmacy Open Hours

Patient vs Pharmacy location

Pharmacy availability

Inpatient vs Outpatient Care

Original image created by Presenters.



To increase the 

utilization of electronic 
opioid prescribing at 
UAMS from a baseline 

of 87% to at least 95% 
by July 2022 

Provider utilization 
of e-scripts

Outpatient 
prescribing 
workflow

Inpatient discharge 
prescribing 
workflow

E-script Hesitancy

Provider in Imprivata 

Imprivata on Device

ED Dispensing Medications

Triage Rx Problems

Identify & notate pharmacy to receive 
prescription

Level of care for discharge: eRx vs MAR

• Announcement in OSC—10/2020
• OSP handout Imprivata sign-up 11/20
• Imprivata sign-up “clinics”— 11-12/20
• Partnership w/Care Mgnt—4/21
• Partnership with Ortho—7-9/21
• Presentation to ED SLQO—8/21
• Information to departments—8-12/21

• Legal highlights in OSC meeting—8/21
• Legal emphasizes in email—9/21
• Hospital Medical Board emphasizes compliance 

date—10/21, 12/21, 3/22
• Noncompliance e-mails to prescriber, SLD, 

SLQO, Chair HMB—12/7 

• Workflow and Epic build or modifications to 
support e-prescribing

• Notifying SL of low utilizer status & low utilizer 
providers

SMART Goal Primary Drivers Secondary Drivers Change Ideas

Epic to SureScripts
to Pharmacy 

Communication

Epic to SureScripts
to Pharmacy Fits 
Limited Exclusion 

in AR Law

Pharmacy 
Availability

Time of Prescribing

Cancellation of prescriptions

Transmission failure workflow

UAMS Outpatient Pharmacy not 24/7 

One pharmacy open in Little Rock

Epic Downtime

Legal Verifies ExclusionOriginal image created by Presenters.



Set Milestones and Timeline

Original image created by Presenters.



Communication Plan

Message Audience Communication Method/Media Frequency Responsibility

Initial opioid e-Rx status
Service Line (SL) 
Leaders and SL Quality 
Officers

QUEST, Quality Officer Meetings, Service Line 
Notifications

Once
SL Leadership/ 
Quality Officer

Grand Round Presentations SL Staff Meetings As Needed Project Leader

Distribute data and determine pathways to 
compliance

Prescribers & SL 
Leaders

QUEST, Quality Officer Meetings, Service Line 
Notifications

Monthly
Project Leader & 
Project Sponsor

Communicate changes in workflows with social 
care, informatics, etc.

Prescribers & SL 
Leaders

Staff Meetings, Grand Rounds, & E-mails Monthly Project Leader

Distribute Imprivata education & sign-up to SL, 
providers: Epic provider training, Opioid 
Stewardship website

SL & Targeted 
individuals

Staff Meetings, Grand Rounds, & E-mails As Needed
Project Leader, SL 
Leadership, & 
Quality Officer

Communicate data availability in PowerBI
SL Leaders & SL 
Quality Officers

QUEST, Quality Officer Meetings, Service Line 
Notifications

Monthly
Project Leader & 
Project Sponsor

Reporting update to Hospital Medical Board
Hospital Medical Board 
& Administration

Presentation
Quarterly, As 
needed

Project Sponsor



Action Plan

Areas of low utilization of opioid e-Rx

Requirement knowledge by prescribers and staff

Accessibility to “paper” prescriptions

Why printed prescriptions?

Workflow



Action Plan: Initial Utilization Analysis

• Baseline Data Review – Utilization 

• Clinical Service Lines

o Utilization of opioid e-Rx

o Identify quality managers and leadership

• Analysis by provider type for trends

o Physician

o Medication 

• Education of upcoming changes

o Grand rounds

o SL leadership – especially low utilizers

o Opioid Stewardship Committee

• Covid, Covid Covid



Action Plan: Initial… Delay

Final Policy, Payment, and Quality Provisions Changes to the 
Medicare Physician Fee Schedule for Calendar Year 2021

We proposed implementation of the EPCS mandate effective 
January 1, 2022, but based on comments received, are 
finalizing the provision with an effective date of January 1, 
2021, and a compliance date of January 1, 2022, to encourage 
prescribers to implement EPCS as soon as possible, while 
helping ensure that our compliance process is conducted 
thoughtfully.

Section 2003 of the SUPPORT Act requires that, effective January 1, 
2021, the prescribing of a Schedule II, III, IV, or V controlled substance 
under Medicare Part D be done electronically in accordance with an 
electronic prescription drug program, subject to any exceptions, which 
HHS may specify.

Effective Date: 
January 1, 2021

Compliance Date: 
January 1, 2022

CMS   
Newsroom 

Update 
12/1/2020

Final Policy, Payment, and Quality Provisions Changes to the Medicare Physician Fee Schedule for Calendar Year 2021  @ cms.gov



Action Plan: Initial… Delay

Arkansas Concurrent Law

§ 5-64-308. Prescriptions--Mandatory electronic prescribing

(d) of this section, a practitioner shall not issue a prescription for a
controlled substance included in Schedule II through Schedule VI unless the
prescription is made by electronic prescription from the practitioner issuing
the prescription to a pharmacy.

Arkansas code § 5-64-308. Prescriptions--Mandatory electronic prescribing.



Action Plan: Second Initial Utilization Analysis

• Service Lines

o Utilization of opioid e-Rx initially

o Identify quality managers and 
leadership

• Analysis by provider type for trends:

o Physician

o Medication 

• Education of upcoming changes

o Grand rounds

o SL leadership – especially low utilizers

o Opioid Stewardship Committee

• Administrative Support

o C-suite buy-in and backing

o “You’re breaking the law!”



Action Plan: Roll-Out Plan

• Announcements

o Opioid Stewardship Committee

o Hospital Medical Board

• Contact “main offenders” – high utilization of 
non-eRx opioid prescriptions

o Directly to prescriber

o Included leadership, Chief of Staff, etc.

CHANGE



Action Plan: Roll-Out Plan

• Second E-mail – Reinforcing Compliance

E-mail recipients:

• Prescriber

• (Resident Director)

• Attorney from Legal Department

• Quality Officer SL

• Chair of SL

• Chair, Hospital Medical Board

• Chief Medical Officer

• Initial E-mail Communications – Reminder

• Non-compliant e-mails, standard wording

• “Naughty List” (Dec 2021)

• Read receipt



Opioid E-Prescribing Rate

Open in Power BI
UAMS Service Line Opioid Metrics
Data as of 8/2/22, 8:20 AM
Filtered by Date (is on or after 4/1/2021 12:00:00 AM and is before 5/1/2021 12:00:00 AM), E-Prescribed 
1/0 (is 0)

Original image created by Presenters.

https://app.powerbi.com/MobileRedirect.html?action=OpenReport&groupObjectId=e073f9fa-0be4-41a2-9847-0fa1f814aade&reportObjectId=4ce362b4-fcd1-4483-9b8b-6743ee21f5eb&ctid=5b703aa0-061f-4ed9-beca-765a39ee1304&reportPage=ReportSectione5c30d0e2e930ba96021&pbi_source=copyvisualimage


Opioid E-Prescribing Rate

Original image created by Presenters.



Project Results

Goal Obtain at least 95% compliance for electronic opioid prescribing by July 2022 

Current Average 97.8% Target ≥95% Baseline 85%

Opioid E-Prescribing Rate





Sustaining the Change

Opioid 
Stewardship 
Committee

Hospital 
Medical 
Board

SL 
Leadership

SL Quality 
Officers

SL Quality 
Managers

QUEST 
Committee

Hospital 
Legal Dept



Questions?

For more information:
Sarah Norman at senorman@uams.edu
Abdullah Rajoub at arajoub@uams.edu

mailto:senorman@uams.edu
mailto:arajoub@uams.edu


Current State of High-Value Pharmacy 
Enterprise Implementation

Jennifer Austin Szwak, PharmD, BCPS
The Johns Hopkins Hospital, Baltimore, MD



Disclosure of Relevant Financial Relationship

• Jennifer Austin Szwak, speaker for this educational activity, is an Advisory 
board member for Baxter Pharmaceuticals, Inc.

• All relevant financial relationships listed for these individual(s) have been 
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• All others in a position to control content for this educational activity have no 
relevant financial relationship(s) to disclose with ineligible companies.



Disclosure of Relevant Financial Relationship

• Vizient, Inc., Jointly Accredited for Interprofessional Continuing Education, 
defines companies to be ineligible as those whose primary business is 
producing, marketing, selling, re-selling, or distributing healthcare products 
used by or on patients.

• An individual is considered to have a relevant financial relationship if the 
educational content an individual can control is related to the business lines or 
products of the ineligible company.



Objectives

• Identify management tools and strategies to address new pharmacy 
challenges in practice.

• Review opportunities to optimize pharmacy operations practices through 
project management techniques.



Goals

• Summarize implementation of High-Value Pharmacy Enterprise (HVPE) across 
the Pharmacy Network 

• Describe opportunities within the Pharmacy Network to increase HVPE 
implementation 

• Demonstrate how to use the self-assessment tool 



Current State of High-Value Pharmacy 
Enterprise Implementation



High-Value Pharmacy Enterprise (HVPE)

• Strategic & tactical roadmap to advance pharmacy 
practice 

• Provides evidence- and expert opinion-based 
recommendations to provide safe, efficacious, and 
patient-centered medication management 

• Aims to inspire development of pharmacy practice at the 
highest level 

• Contains 8 critical domains & 336 performance elements 

Rough et al. Am J Health-Syst Pharm 2021; 78(6): 498-510



Structure of HVPE Framework

Domain

Topic

Statement

Performance Element



Structure of HVPE Framework Example

Domain 1: Patient Care Services

Topic: Continuity of healthcare

Statement: 

Performance Element:

Rough et al. Am J Health-Syst Pharm 2021; 78(6): 498-510

Pharmacy is accountable for comprehensive medication 
management across the continuum of care to optimize drug 
therapy and patient safety. 

Pharmacy is accountable for ensuring the 
accuracy of patient medication lists.



Evaluating HVPE Implementation

• HVPE framework was adapted into a REDCap Cloud survey & an excel template 
by the Research Committee 

• Survey sent to Vizient Pharmacy Network listserv in May 2022 

• Responses submitted through July 25th, 2022, were included in this analysis 

• Incomplete submissions were included in the analysis as follows: 

• For statements, if all performance elements were scored

• For domains, if all statements were completed



Levels of Implementation
Definition Scoring in Self-

Assessment Tool
Explanation

Fully achieved 100 
Implemented in >90% of patients OR >90% of 
services are offered by the pharmacy department

High 
achievement

75
Implemented in 61-90% of patients OR 61-90% of 
services are offered by the pharmacy department

Moderate 
achievement

50
Implemented in 26-60% of patients OR 26-60% of 
services are offered by the pharmacy department

Limited 
achievement 

25
Implemented in 1-25% of patients OR 1-25% of 
services are offered by the pharmacy department

Service not 
offered

0 Not offered



Demographics of Survey Respondents
Characteristic Respondents (n = 22)*

Pharmacy Entity Included in Response, n (%)
Multiple hospital system 
Multisite pharmacy enterprise 
Single hospital/institution

9 (40.9)
4 (18.2)
9 (40.9)

Type of Institution(s), n (%)
Academic medical center 
Community teaching hospital 
Community hospital, non-teaching
Critical access hospital

11 (50)
7  (31.8)
7 (31.8)
2 (9.1)

Setting(s), n (%)
Urban
Suburban 
Rural 

17 (77.3)
9 (40.9)
11 (50)

Bed Size, median (IQR) 781 (491.5 – 1268.75)

*Only 22 of 24 respondents provided demographic information



Summary of Implementation within Domains

Domain
Median 

Implementation 
Score

Level of Implementation by 
Institution, 

% (n)

Full/High Moderate

Domain 1: Patient Care Services 65.3 23%   (5/22) 77%   (17/22)

Domain 2: Business Services 72.7 38%   (6/16) 63%   (10/16)

Domain 3: Ambulatory & Specialty 61.7 21%   (3/14) 79%   (11/14)

Domain 4: Inpatient Services 73.8 50%   (7/14) 50%   (7/14)

Domain 5: Safety & Quality 82.6 79%   (11/14) 21%   (3/14)

Domain 6: Pharmacy Workforce 64.7 29%   (4/14) 71%   (10/14)

Domain 7:  IT, Data & Informatics Mgmt 65.7 29%   (4/14) 71%   (10/14)

Domain 8: Leadership 83.7 86%   (12/14) 14%   (2/14)

Full/High: ≥75         Moderate: 25.1 – 74.9           Low/No: ≤ 25



Summary of Implementation within Domains

Domain
Median 

Implementation 
Score

Level of Implementation by 
Institution, 

% (n)

Full/High Moderate

Domain 1: Patient Care Services 65.3 23%   (5/22) 77%   (17/22)

Domain 2: Business Services 72.7 38%   (6/16) 63%   (10/16)

Domain 3: Ambulatory & Specialty 61.7 21%   (3/14) 79%   (11/14)

Domain 4: Inpatient Services 73.8 50%   (7/14) 50%   (7/14)

Domain 5: Safety & Quality 82.6 79%   (11/14) 21%   (3/14)

Domain 6: Pharmacy Workforce 64.7 29%   (4/14) 71%   (10/14)

Domain 7:  IT, Data & Informatics Mgmt 65.7 29%   (4/14) 71%   (10/14)

Domain 8: Leadership 83.7 86%   (12/14) 14%   (2/14)

Full/High: ≥75         Moderate: 25.1 – 74.9           Low/No: ≤ 25



Data Analysis Example
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Data Analysis Example
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Domain 1: Patient Care Services
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Topic 1: Pharmacy Services

Statement Performance Elements Full/High Moderate Low/No

C. Pharmacists ensure 
appropriate use of 
pharmacogenomic 
information and biomarkers 
to optimize drug therapy 
selection, prevent adverse 
events, and reduce the 
total cost of care.

a. Pharmacists collaborate with the 
healthcare team to ensure 
appropriateness of genetic testing and 
align pharmacotherapy with results.

3 (14%) 3 (14%) 16 (73%)

b. Pharmacy provides resources for 
clinical interpretation of 
pharmacogenomic data.

3 (14%) 5 (23%) 14 (63%)

c. Pharmacy provides 
pharmacogenomics education to 
patients and other caregivers.

2 (9%) 3 (14%) 17 (77%)

d. Pharmacy is responsible for 
managing pharmacogenomics in the 
electronic health record

5 (23%) 1 (5%) 16 (73%)



Topic 2: Continuity of Healthcare

Statement Performance Elements Full/High Moderate Low/No

A. Pharmacy is accountable for 
comprehensive medication
management across the 
continuum of care to optimize 
drug therapy and patient safety.

a. Pharmacy is accountable for 
medication reconciliation services 
during care transitions, including 
upon hospital admission, transfer 
and discharge as well as in 
ambulatory and post-acute care 
settings.

5 (23%) 7 (32%) 10 (45%)

b. Pharmacy is accountable for 
ensuring the accuracy of patient 
medication lists.

6 (27%) 6 (27%) 10 (45%)

c. Pharmacists are accountable 
for avoidance of polypharmacy 
and de-prescribe as appropriate.

9 (41%) 6 (27%) 7 (32%)



Domain 2: Business Services
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Domain 2: Low Scoring Performance Elements
Statement Performance Elements Full/High Moderate Low/No

2A. Pharmacy is accountable for 
ensuring effective and efficient 
patient access to medications, 
including benefits review, prior 
authorization, and prescription refill 
services, to support patients and 
providers and to optimize revenue.

c. Centralized, pharmacy-run 
prescription renewal and refill 
authorization services are available 
for providers. 

3 (17%) 4 (22%) 11 (61%)

2B. Pharmacy is accountable for 
ensuring effective and efficient 
patient access to medications, 
including provision of 
comprehensive medication 
assistance program  services to 
assist uninsured and underinsured 
patients in accessing free 
medications.

a. Pharmacy provides a medication 
assistance program to access free 
take home and clinic administered 
medications. 

4 (24%) 4 (24%) 9 (53%)



Domain 3: Ambulatory & Specialty Services
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Domain 3: Low Scoring Performance Elements
Statement Performance Elements Full/High Moderate Low/No

1C. Pharmacists provide comprehensive 
medication management services for patients 
with complex medical regimens and patients 
on high-risk therapies across the continuum.

e. Pharmacists collaboratively manage 
patients with substance use disorders in 
medication-assisted treatment programs.

3 (20%) 1 (7%) 11 (73%)

1D. Pharmacists are actively involved in de-
prescribing efforts for patients with 
polypharmacy or taking inappropriate high-risk 
medications.

d. Pharmacists follow-up with patients to 
monitor the effect of de-prescribing 
efforts. 2 (13%) 4 (27%) 9 (60%)

4A. Pharmacy helps lead and oversee 
employer-funded health plan medication 
management practices to ensure formulary 
alignment, coordination with pharmacy benefit 
managers (PBMs), plan design, and use of 
health-system-owned specialty
and retail pharmacies.

a. PBM services for direct-to-employer 
plans are separately carved out from the 
health plan third-party administrator 
contract. 

7 (47%) 0 (0%) 8 (53%)

e. Pharmacy data scientists work with 
pharmacists to identify opportunities for 
enhancing the clinical management of 
health plan members. 

5 (33%) 0 (0%) 10 (67%)



Domain 4: Inpatient Operations
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Domain 5: Safety & Quality 
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Domain 6: Pharmacy Workforce
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Topic 2: Pharmacist Scope of Practice, Staffing, & Practice 
Model

Statement Performance Elements Full/High Moderate Low/No

C. The health system only hires 
and retains pharmacists 
competent for top of license 
practice.

a. The health system requires all 
entry-level pharmacists to have 
completed residency training.

2 (14%) 3 (21%) 9 (64%)

b. The health system requires 
certification of all pharmacists in 
direct patient care roles as 
defined by BPS.

4 (29%) 2 (14%) 8 (57%)



Domain 6: Low Scoring Performance Elements

Statement Performance Elements Full/High Moderate Low/No

1A. The health system engages in 
a collaborative relationship with 
associated schools of pharmacy.

f. A pathway for health-system 
clinical pharmacists to advance 
within associated schools of 
pharmacy is established.

3 (21%) 4 (29%) 7 (50%)

3A. Pharmacy technicians 
participate in advanced roles in all 
practice settings to expand the 
scope of pharmacist practice, 
promote efficiency and improve 
patients’ access to care.

a. Patient outcomes as a result of 
advanced pharmacy technician 
roles are evaluated.

2 (14%) 4 (29%) 8 (57%)



Domain 7: IT, Data & Informatics Management
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Topic 3: Manage data, information, and analytic platforms to evaluate 
end use acceptance & efficiency while improving patient safety & 
outcomes

Statement Performance Elements Full/High Moderate Low/No

B. Pharmacists should have 
access to real-time 
aggregated inpatient and 
outpatient data to assist 
with care management.

a. Pharmacists have access to intervene 
with hospitalized patients who are deemed 
high risk based on predictive analytics to 
identify, prioritize, and manage populations 
of patients, such as those at risk for 
hospital readmissions or specific disease 
conditions or both.

5 (36%) 2 (14%) 7 (50%)

b. Patient registries should be used by 
pharmacists to identify the outpatients 
eligible for interventions and target high-
risk populations.

3 (14%) 4 (29%) 5 (36%)

c. A review process exists for additions or 
updates to clinical decision support, 
predictive analytics tools, and other patient 
care tools that rely on aggregated data.

8 (57%) 2 (14%) 4 (29%)



Domain 7: Low Scoring Performance Elements

Statement Performance Elements Full/High Moderate Low/No

3A. Integrate and capitalize on 
existing big data and predictive 
analytics tools to measure and 
improve outcomes and efficiency.

c. Predictive analytics models are 
developed internally and are 
made available for clinician use 
following appropriate validation. 

6 (43%) 1 (7%) 7 (50%)



Domain 8: Leadership
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How can the self-assessment tool help you?

• Identify areas for continued improvement or growth 

• Track progress over time & develop plan to build pharmacy services



What can Vizient do to increase HVPE implementation?

• Areas with low implementation can be targeted for webinars, presentations at 
pharmacy meetings, and toolkits 

• High performers can be identified to provide best practices & assist in 
development of appropriate metrics for each domain & topic 

• Vizient members can continue to re-evaluate progress using the HVPE Self-
Assessment Tool found in the Pharmacy Network Group Resources

https://groups.vizientinc.com/amcpn/RESEARCH/HVPE%20Self%20Assessment%20Tool.xlsx


How to Use the Scoring Tool



Self-Assessment Summary



How can you help Vizient?

• Add your data to the Vizient REDCap database

• Use the link on the instructions tab of the 
excel form

OR

• Use the QR code to go directly to REDCap



Key Takeaways

• HVPE provides a strategic roadmap to advance pharmacy practice 

• A self-assessment tool is available through the Vizient Group Resources page

• The Vizient Pharmacy Network will use the data provided to create  
programming for members



Questions?

For more information contact: 
Jennifer Szwak at jszwak1@jhmi.edu

Project Team: 
Melissa Badowski
Michael Postelnick

Lucas Schulz

mailto:jszwak1@jhmi.edu


Strategic development of a process to identify, prioritize, 
track, and complete specialty pharmacy projects

Karen C. Thomas, PharmD, PhD, MBA

Outcomes Coordinator, University of Illinois Hospital and Health Sciences



Disclosure of Relevant Financial Relationship

• Vizient, Inc., Jointly Accredited for Interprofessional Continuing Education, 
defines companies to be ineligible as those whose primary business is 
producing, marketing, selling, re-selling, or distributing healthcare products 
used by or on patients.

• An individual is considered to have a relevant financial relationship if the 
educational content an individual can control is related to the business lines or 
products of the ineligible company.

• No one in a position to control the content of this educational activity have 
relevant financial relationships with ineligible companies



Objectives

• Identify management tools and strategies to address new pharmacy 
challenges in practice.

• Review opportunities to optimize pharmacy operations practices through 
project management techniques.



Goals

• Explain 3 benefits of a structured project process

• Describe the development and implementation of a pharmacy project process



Strategic development of a process to 
identify, prioritize, track, and complete 

specialty pharmacy projects



University of Illinois Hospital and Health Sciences System

• Located in Chicago, Illinois

• 462 bed tertiary care hospital

• 26 outpatient clinics with > 500K 
patient encounters annually

• 7 health science colleges

• 7 outpatient pharmacies



UI Health Specialty Pharmacy Services (SPS)

• Specialty pharmacies focus on medication 
access, dispensing, and clinical 
management for patients on high-touch, 
high-cost medications

• UI Health SPS is a health-system based 
specialty pharmacy 

• Established in 2012

• Manage more than 1,000 patients 
each month

• Dual accreditation



UI Health SPS Org Chart

Senior Associate 
Director, Specialty 

and Infusion 
Pharmacies

SPS 
Coordinator, 
Operations

SPS 
Coordinator, 

Business

SPS 
Coordinator, 

Accreditation 
and Residency

SPS 
Coordinator, 

Clinical

SPS 
Coordinator, 

Outcomes



UI Health SPS Leadership

Senior 
Associate 
Director

Outcomes

Business

Operations

Accreditation 
& Residency

Clinical



UI Health SPS Project Program 

Identify

Prioritize

Track

Complete



Having a clear process adds value

Standard 
process 

• Conserve resources

• ↑ Efficiency

Project 
list

• ↑ Transparency

• ↑ Collaboration

FY22 Goal: Develop a process to identify and prioritize 
specialty pharmacy projects



Project Program Steps

Defined project 
& important 

elements

Identified 
projects

Created and 
shared a list of 

projects

Add & 
remove 
projects

Prioritize



Steps

Defined project 
& important 

elements

Identified 
projects

Created and 
shared a list of 

projects

Add & 
remove 
projects

Prioritize



UI Health SPS definition of ‘project’

• Is a project

• Task (or series of tasks) requiring 
some kind of support

• Help from someone else

• Resources (time, bodies)

• Has a beginning and an end

• Is not a project

• Something minor, doesn’t involve 
others

• You can figure it out without 
additional resources

• Routine responsibilities

Limited 
time frame

Needs 
resources



Important project elements

What

• Title

• Objectives

• Deliverables

Why

• Strategic 
goal 
alignment

Who

• Project 
leader

• Project 
team

• Learners?

When

• Start date

• End date

How

• Resources 
needed

Where

• Project 
status



Project status

Initiation Planning
Execution & 
Monitoring

Completion Finished
Parking 

lot



Steps

Defined project 
& important 

elements

Identified 
projects

Created and 
shared a list of 

projects

Add & 
remove 
projects

Prioritize



Project identification

• Initial

• Qualtrics survey

• Individual meetings

• Current

• Casual mentions

• Admin meetings

• Monthly project 
meetings

Volunteered Collected



Steps

Defined project 
& important 

elements

Identified 
projects

Created and 
shared a list of 

projects

Add & 
remove 
projects

Prioritize



Shared project list



Shared project list

36! 
projects

Initial list 
March 
2022

22 
projects

After 
definition 
May 2022

21 
projects

Current
August 
2022

Identified 
projects

Defined 
project & 

important 
elements

Revised 
projects

Created and 
shared a list 
of projects



Steps

Defined project 
& important 

elements

Identified 
projects

Created and 
shared a list of 

projects

Add & 
remove 
projects

Prioritize



UI Health SPS definition of ‘prioritization’

Prioritization:
• Systematic evaluation for deciding 

what should be done next

• When you finish something – how 
do you know what to work on 
next?

• Considers impact & effort

Caveat:
• Must first align with annual goals

Quality Innovation
Financial 
Strength



Project prioritization matrix
Low effort High effort

High 
impact

Quick wins –
do today

Major projects –
schedule

Low 
impact

Filler tasks –
as you can

Thankless tasks –
delegate or delete



August 2022 project mix
Low effort High effort

High 
impact

4
Quick wins –

do today

14
Major projects –

schedule

Low 
impact

0
Filler tasks –
as you can

3
Thankless tasks –
delegate or delete



Steps

Defined project 
& important 

elements

Identified 
projects

Created and 
shared a list of 

projects

Add & 
remove 
projects

Prioritize



Project status

5 finished projects

Completion: 

2

Execution: 
9

Planning: 5

Initiation: 
6

Parking 
lot: 3



Next steps

Process 
refinement

Develop 
effective 

project habits

Expand 
outside of 

admin team



Summary with Key Takeaways

Process ImplementationPossible Benefits

Defined 
project & 
important 
elements

Identified 
projects

Created and 
shared a list 
of projectsStandard 

process 

• Conserve resources

• ↑ Efficiency

Project 
list

• ↑ Transparency

• ↑ Collaboration Add & 
remove 
projects

Prioritize



Questions?

For more information contact:
Karen C. Thomas at kct@uic.edu

mailto:kct@uic.edu


Vizient Pharmacy Executives and Leaders

Peer-to-Peer Meeting


