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The Healthcare Challenge

The US spends $3.3 trillion on healthcare annually, or more than $10,000 per person, but is ranked 38th 
among developing countries for access to and quality of care by the World Health Organization, a ranking just 
two above Cuba, which spends approximately $800 per person per annum. US health systems face daunting 
challenges as they struggle to create systems that will reduce costs while improving quality and outcomes. 

Further complicating the healthcare challenge are changing demographics, as an older and sicker population 
strains hospital resources, millions of new patients entering the system via the Affordable Care Act create 
access issues, primary care provider shortages create preventative medicine challenges, and, overall, costs 
keep mounting.

Evolution of Integrated Delivery Networks (IDNs)

James Jorgenson, MS, RPh, FASHP

In a flurry of mergers, acquisitions, and consolidations, hospitals 
are creating Integrated Delivery Networks (IDNs) with the intention 
to achieve efficiencies of scale, reduce duplication of services, and 
gain market share, while reducing costs and balancing on razor-thin 
margins.  

The structures of IDNs evolved from 
simple coalitions, where logos changed but 
operations remained unchanged. A second 
phase involved some integration in specific 
departments such as human resources, 
informatics, supply chain or contracting, 
but clinical services remained siloed. 
Today’s IDNs are complex systems that are 
attempting to integrate different cultures, 
technologies, and operational systems into 
a coherent, unified system.



Today, pharmacy’s primary 
charge is to optimize 
medication utilization to 
produce better patient 
health outcomes and better 
organizational financial 
outcomes. 

Medications and medication optimization services 
that improve the patient’s health —leading to 
improved overall utilization and costs across the 
entire spectrum of care—are essential in calculating 
pharmacy’s value equation.   

Medications are central drivers of healthcare 
costs. Medication is the primary intervention for 

the majority of hospitalized patients, and the 
acquisition costs of today’s complex medication 
regimens are increasing dramatically, for example, 
approximately $50,000 for 12 weeks of treatment 
for Hepatitis C, a regimen that does not prevent 
future reinfection. As high-cost therapies confront 
pharmacists with ethical dilemmas about providing 
expensive care, they are evolving to become 
pharmacoethicists. A second medication-related 
cost driver arises from errors in medication, which 
are estimated to cost the US healthcare system $20 
billion annually. Traditionally, pharmacy is seen as a 
cost center for hospitals.

However, in the new world of medication 
management, some IDNs are adopting new drug 
strategies and services that contribute significant 
revenue. IDN pharmacies are making drug-related 
decisions, such as the choice to open retail 
pharmacies, perform sterile compounding, or 
capture revenue from specialty pharmacy programs, 
that impact the functioning and profitability of the 
entire IDN.

Medications Impact Both Costs and Revenue

The Role of Pharmacy Leadership in the IDN

Because medications are central 
to healthcare costs, revenue, 
and outcomes, health system 
pharmacists are no longer 
operating in isolation, but are 
making decisions that will 
impact the future success of 
IDNs. 

Pharmacy decisions impact both patient care 
and profitability. Successful IDNs have looked to 
Pharmacy leadership for insight into decisions that 
have far-reaching effects on the entire enterprise.

Therefore, Visante, Inc and Swisslog convened a 
gathering of health system pharmacy leaders from 
large IDNs. Collectively, the drug spend among 
the participants was estimated at $12 billion, 
with annual budgets as high as $1 billion. These 
substantial “Business of Pharmacy” operations have 
a profound influence on the profitability of the IDN. 
The objective of the meeting was to explore how 
these leaders could leverage their expertise, provide 
leadership and insights to their IDNs, and advance 
the profession of pharmacy to help create the new 
healthcare system.
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HEALTH SYSTEM AND IDN 
STRATEGIC SURVEY

Pei Jen (PJ) Lin, PharmD and Devlin V. Smith, PharmD

Survey Demographics
A survey was conducted among 26 integrated delivery networks (IDNs) 
incorporating a mix of academic medical centers, ambulatory care clinics, 
community hospitals, health plans, retail pharmacies, and specialty pharmacies, 
with a smaller representation of home health and specialty hospitals. The majority 
of respondents were Chief Pharmacy Officers, Vice Presidents, or Directors 
of Pharmacy, with a range of tenure from 0-2 years to 10+ years. Among the 
organizations, 88% were not-for-profit. Half of the participants reported to a CEO/
CMO/COO/CFO/CNO, while half responded “Other,” such as Vice President or 
Associate Administrator.

Strategic Planning
The survey explored the strategic planning processes pharmacy leaders use to 
communicate and accomplish their goals. It assessed the major priorities of 
pharmacy departments throughout the nation, and the key performance metrics 
and initiatives that are vital to achieving success for pharmacy departments.

Formal strategic planning processes are used by 96% of respondents; 85% reported 
that their department goals were formally aligned with their organization’s 
strategic plan, and 92% reported that their department’s key performance 
indicators were aligned with their organization’s strategic plan. 

Goal Alignment
The survey examined how institutional and pharmacy strategic planning 
practices and goals were aligned.  It identified the key performance indicators 
and key initiatives defined in those strategic plans. Finally, it elicited feedback on 
respondents’ perceived barriers to achieving success.

In the majority of cases, Pharmacy’s three-years plans included three key 
initiatives: quality and safety, regulatory compliance, and financial objectives, in 
that priority order. Less frequently, technology was identified as a key initiative.
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Annual Pharmacy Reports

Despite the scale of pharmacy operations—with 
budgets in millions to billions of dollars—and 
pharmacy’s impact on patient care and IDN 
profitability, Annual Pharmacy Reports are 
distributed to management by only 27% of 
respondents.

Barriers vs Supports for Success

Respondents identified the barriers that significantly 
impeded successful achievement of Pharmacy 
strategic initiatives. In order of their impact, these 
included executive support, budget support, capital 
requirements, turning data into information, trained 
workforce, technology, lack of time/expertise 
to develop Return on Investment analyses, and 
operational expertise.

Respondents identified factors that contribute to 
successful fulfillment of strategic plans, including 
the ability to leverage drug and productivity data, 
involvement in contracting strategies, pharmacy 
automation/robotics/information systems, product 
and formulary standardization, consolidated service 
center development, Accountable Care Organization 
strategies and telepharmacy. 

Metrics

The survey found that most IDN pharmacies are 
held accountable for performance metrics including 
(in order) total cost management, drug spending, 
staffing, and patient safety. Slightly fewer included 
clinical activities and order verification/medication 
turn-around time.

Pharmacy Leaders: A Broad 
Range of Information Needs 

When asked what information they needed 
to fulfill their expanded responsibilities as 
pharmacy leaders in IDNs, they included among 
their highest priorities:

> Payment model changes
> Population health management strategies
> Consolidated service distribution centers 
 with or without supply chain involvement
> Pharmacy benefit management programs
> Specialty pharmacy programs
> Drug diversion prevention and surveillance
> Transitions of care programs

Pharmacy leaders also noted the need for 
information concerning:

> Automation optimization
> Sterile products requirements
> 340B program requirements
> Workforce planning
> Rare disease drug strategy
> Productivity
> Retail pharmacy program

Business of pharmacy forum 6

The complexity and scope of 
Pharmacy’s challenges indicate 
the imperative for Pharmacy 
to evolve and operate as a 
“Business within a Business” in 
the IDN.



AMBULATORY PHARMACY 
INTEGRATED STRATEGY

Moderators: David Kvancz, MS, RPh, FASHP and Gregory Burger, MS, RPh, FASHP (Visante, Inc.)

Pharmacy Across the Continuum of Care

As IDN C-suites focus on shrinking financials, 
organizational changes are dramatically affecting 
what pharmacies provide today.  Care delivery from a 
highly reliable, high-performing, high-value pharmacy 
requires that pharmacy optimize the medication use 
process across the whole continuum of care. This 
presents significant challenges as sites of care become 
more distributed, and new units are acquired through 
mergers and acquisitions. For example, some IDNs are 
going back into home infusion, driven by a contraction 
in commercial services. Ambulatory care locations are 
proliferating, creating additional sites of care in an 
effort to keep patients within the IDN. 
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Break-Out Sessions

The Business of Pharmacy Forum provided 
opportunities for small group break-out 
sessions focused on some of the most 
pressing information needs facing Pharmacy 
Leaders, as the Business of Pharmacy 
evolves. The three topics addressed included: 
Ambulatory Pharmacy Integrated Strategy, 
Pharmacy Risk/Financial Management, and 
Consolidated Pharmacy Services Center.
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New Pharmacy Roles and 
Accountability

Not only are there new sites, new cultures and new 
technologies for pharmacy to manage and integrate 
as systems expand, but also new expectations from 
pharmacy. In today’s IDN, Pharmacy is expected 
to optimize medication use across all patient care 
sites, taking on accountability from procurement 
through clinical, compliance, and financial 
outcomes. These concerns are multi-disciplinary 
in nature and require a new level of expertise for 
pharmacy, re-positioning pharmacy as a “business 
within a business.”  “We need to broaden our lens,” 
participants agreed. 

With these new roles and 
expectations, pharmacy needs 
to take a multidisciplinary 
approach to managing its 
increasingly complex business. 
This may require new skill 
sets and consultation from 
outside the pharmacy realm, 
such as expertise in finance, 
compliance, quality, and 
informatics.  

One participant said his Pharmacy has a business 
manager who knows absolutely nothing about 
healthcare; but he knows if a proposal is a good or 
bad business decision. Adding people with business 
skill sets will improve pharmacy’s performance and 
business acumen. 

The Key Challenges for 
Integrated Ambulatory Services

Participants said a key challenge was not being 
involved in strategy sessions and what business 
options are being considered for ambulatory 
services in the future that could impact the 
Pharmacy. Some participants felt that they were 
always in a reactive mode, that they did not have a 
seat at the table for developing longer-term plans. 

Role of Pharmacy in Mergers 
and Acquisitions

Why are we expanding our geography and /or 
scope of services and what does that mean to our 
ambulatory services?  What we are trying to provide 
across the continuum of care? There is no “one-size 
fits all” model for acquisitions or mergers.  

In some cases, IDNs are growing 
faster than pharmacy leaders 
can respond. 

The problem is that the pace of change is faster 
than it has ever been before and the landscape 
is changing rapidly.  This is further complicated 
by frequent changes in the C-suite, and each 
leadership change brings new opinions and 
challenges, and often questions are raised regarding 
prior mergers. 

“We are a health system based 
on the acute care hospital,” 
but the future is not in acute 
hospitals. Today, within an IDN, 
less than 50% of pharmacy 
spend may be in the acute care 
hospital setting.
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Pharmacy leaders said they are often surprised by 
announcements of adding new clinics or infusion 
centers that will require pharmacy services, without 
upfront planning for how pharmacy will support the 
new site.  Furthermore, there always seems to be 
last-minute changes or changes in scope.

Some groups are getting ahead of this curve. One 
participant described collaborations between 
pharmacy and leadership to coordinate formulary 
actions between inpatient and outpatient settings.  
They have recently written a national best practice 
policy identifying where pharmacists should be in 
their clinics. “We have a whole plan for integrated 
pharmacy services across the IDN (developed 
with Visante), that considers specialty pharmacy, 
PBM, mail order and infusion centers.  We have a 
complete strategy that we are taking forward,” one 
participant reported.  

Do you have an up-to-date 
pharmacy org chart?  

One participant observed that updated 
organizational charts can help pharmacy leaders 
keep up with changes and are critical to help 
accomplish IDN pharmacy’s more complex 
objectives. “Regularly reviewing your org chart will 
help you assure that appropriate pharmacy resource 
allocations (and re-allocations) are being made for 
expansion or changes in organizational strategy 
and/or patient care services. The organizational 
chart becomes a proactive roadmap of what 
needs to be implemented in order to achieve the 
organizational mission and vision. 

What is driving growth in 
ambulatory care?  

The opportunity to meet patient demands 
for convenience and quality care while also 
contributing in a potentially significant manner to 
organizational margin are factors driving interest 
in Specialty Pharmacy, Population Health, and 
Pharmacy Benefit/Employee Retail strategies.  For 
several participants, oncology is the biggest growth 

driver.  Oncology and other ambulatory disease 
state clinics are proliferating as health systems 
aspire to become leading cancer care providers.  
IDNs may see this as a significant opportunity for 
care access and integration, improving quality 
outcomes and positive financial impact. 

How are expanded sites being 
integrated into the IDN? 

Patient care that was once provided in a single 
academic medical center or tertiary care community 
hospital is now spread out over many geographic 
areas and different facility types.  In general, 
pharmacy seems to be more reactionary rather 
than being part of the merger and acquisition team.  
They commented that integration of those sites 
is a work in progress, with a lot of disparity in the 
level of integration achieved. Some community-
based practices are not yet aligned to this strategy. 
One participant commented that his health system 
tends to identify these opportunities for merger 
or acquisition, then execute the legalities to build 
them into the system.  Eventually, about 3 years 
later, the operational issues have been ironed out.   

Integrated Ambulatory 
Pharmacy Strategy

Participants agreed that an 
integrated ambulatory program 
requires a cohesive strategy 
across the continuum.  

The integrated model coordinates numerous 
disparate services, including: population health, 
employee/retail, mail order, and specialty 
pharmacies, pharmacy benefit management (PBM) 
programs, and pharmacist clinical practice models.  
This creates an urgent need for more diverse 
expertise to meet the new requirements of a 
changing health system. 



Business of pharmacy forum 10

Specialty Pharmacy

Some participants saw specialty pharmacy as 
a significant financial opportunity.  But, the 
opportunity comes with a caveat: “You can make 
a lot of money in specialty pharmacy, but you can 
lose a lot if you don’t manage it correctly.” The 
opportunity to focus on high-cost, high-touch 
medication therapy for patients with complex 
disease states who need on-going medication 
management makes this an attractive strategy. 

Some acknowledged that they would like to get into 
specialty as well, recognizing that they have the 
facility with the infrastructure and the capabilities 
to perform the service.  There are concerns about 
getting accreditation.

One participant reported that his institution is 
partnering with a commercial specialty provider for 
private label clinical support, and their partner is 
helping them get their URAC Specialty Pharmacy 
accreditation.  For prescriptions Scripps fills, 
their partner will provide clinical support.  For 
medications Scripps cannot dispense, patients will 
be sent to their partner. An important driver was the 
opportunity to create centralized pre-authorization 
and capture reimbursement that is currently being 
lost due to denials. 

A participant also noted a significant opportunity 
around specialty infusions where almost 40% of 
infusions were being given without appropriate 
pre-authorization, followed by denials and lost 
reimbursement. 

Other participants said they used their retail 
pharmacies as dispensing sites for specialty 
medications. Some participants were more 
uncertain about entering the specialty pharmacy 
space. One participant asked, “If I build it, will they 
come?”  It was agreed that this is an important 
element for consideration.  Like any successful 
business a hospital based retail/specialty program 
must also include an effective marketing and 
prescription capture plan.

Population Health

The emergent focus on population health 
management puts the onus for the drug part 
of population health management squarely on 
the shoulders of pharmacies.  It also has led to a 
proliferation of ambulatory and specialty clinics and 
telepharmacy, which further complicate the services 
required from IDNs pharmacies. 

“Health outcomes are the ultimate goal, but we 
need support at ambulatory sites and must put 
pharmacy tools in place to coordinate care for 
patients.  We have to standardize and identify what 
services and drugs we have in different locations,” 
according to one participant.

Participants pointed out that some programs focus 
on overall population health outcomes, while others 
look at population health subsets. The appropriate 
focus depends on whether you are financially at 
risk for a specific patient-subset or whether you 
are responsible to the community for global health 
outcomes.  It continues to be a challenge to link 
prescribing with health outcomes, they noted.

> Who is responsible and has accountability 
for population health? In some IDNs, population 
health programs have been added into 
pharmacists’ existing workflow; in others, 
totally new population health teams have been 
hired. The reporting structure varies between 
organizations, and participants reported 
that often this reports up to such as the 
Administrative Chief Ambulatory Officer or Chief 
Medical Officer.

> What do the pharmacists do in a population 
health?  Pharmacists can be effective additions 
to a population health strategy through services 
such as perform review of medications, 
medication management, adherence, refill 
management and disease state monitoring 
(diabetes, CHF, hyperlipidemia, hypertension, 
COPD, HIV/AIDS, etc.).  
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Case Example

A collaborative effort from pharmacy and primary 
care in one IDN, placed 4 pharmacists in primary 
care clinics.  They see 10-12 patients a day, and 
actually call patients to come in, rather than waiting 
for referrals.  Their focus has been on diabetes and 
now are expanding to hypertension. 

A key to the program’s success is that pharmacy 
gets good information to identify high-risk target 
groups, based on such indicators as gaps in therapy, 
not on appropriate medications, or hypertension.  
The participant noted that “We have seen HbA1c 
go down.  I don’t know if that has translated 
into reduced hospitalizations because we don’t 
have enough data yet.”  He pointed out that the 
program is also generating additional revenue 
because patients are funneled to the IDN’s specialty 
pharmacies and retail pharmacy.  This not only 
generates revenue but also helps better manage the 
patient longitudinally by keeping the prescription 
information in the system and accessible.  and retail 
pharmacies.  accessible. Describing the program, 
the participant said his goal is to demonstrate 
ROI on this program with patient outcomes such 
as improved HbA1c, blood pressure, medication 
compliance, and with system outcomes such as 
lower readmission rates, fewer ER visits, and fewer 
lab tests in addition to the retail/specialty revenue 
generated from enhanced prescription capture 
rates.

He observed that there is a battle between primary 
care and population health. Primary care providers 
say they have been doing population health for 
20 years. They are supportive of the collaboration 
with pharmacy.  In contrast, the population health 
department believes it can accomplish its goals by 
using nurses without pharmacy.  

A key learning from this case study is the 
importance of identifying who are the best partners 
to help you achieve your aims.  At Henry Ford, 
Primary Care is their partner. 

Participants pointed out that different 
considerations, such as the Stark Law that prohibits 
self-referral, must be taken into account when the 
IDN has physician employee’s vs engaging with 
community physicians.  Different strategies are 
required when community physicians are providing 
the majority of care to the ambulatory population 
to engage them to drive the clinical population 
outcomes that you want to achieve.  For example, 
in one health system, an alliance developed that 
offers community physicians a share of any savings 
realized if they participate in the program.   

Transitions of Care

Much attention has been focused on the 
fundamental disconnect in healthcare systems, as 
sites proliferate. Pharmacy can play an important 
role in addressing this by participating in transitions 
of care, tracking medication history, performing 
medication reconciliation, and overseeing discharge 
prescriptions.  This is happening as pharmacists 
take on medication management roles for patients 
in different care settings.

However, connecting the dots in healthcare poses 
new challenges for pharmacy leaders because 
pharmacists are now working in acute settings, 
primary care clinics, population health, and chronic 
disease management.  Pharmacy has a footprint 
in all those sites, but care isn’t coordinated.  How 
many times are different pharmacists “touching” a 
patient?  This is both inefficient and confusing for 
patients.  

Fundamental Disconnect...

Patient

Hospital

Home

Rehabilitation

Hospice

Ambulatory Care

Nursing Facility

Outatient
Behavioral

Health Services
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Pharmacist-Navigator Role

A solution is to provide a pharmacist-patient 
coordinator role or “pharmacist-navigator”, someone 
who seamlessly manages pharmacotherapy for 
ambulatory chronic care patients.  This role is akin 
to the nurse-navigator program, but focused on 
the medication aspects of care. Pharmacists should 
be part of the interdisciplinary care coordination 
team.  If this activity was coordinated, patients 
could have one pharmacist who would have overall 
responsibility for their medication care coordination, 
instead of several individual pharmacists.  One 
way to structure the program would be to identify 
the 1-3% of the population who have complex 
medication regimens, are taking many drugs, or 
take drugs with risks for interactions. Identify the 
high-risk patients whose risks are drug-related and 
provide focused services to them.      

Organizational structures for the pharmacy program 
are also important.  Many IDN pharmacy programs 
report up to a single Director of Pharmacy, Chief 
Pharmacy Officer or Vice President of Pharmacy 
Services, which should allow better coordination 
of those pharmacists deployed at all patient care 
sites, they said.  However, others pointed out that 
other services, such as home infusion, might have 
a different reporting structure, care plan or supply 
chain source for medications.  If facility level 
pharmacy managers and directors in the IDN do not 
report to a centralized pharmacy program executive, 
effective integration of pharmacy operations and 
clinical services may be difficult to accomplish.

Retail Pharmacy Strategies

One participant advised, “We have to step back 
and figure out what is the job and the problem 
we are trying to solve.  Are we trying to serve our 
employees, or all patients, or trying to get a first fill 
or keep filling a prescription?  Are we trying to make 
money, or prevent re-admissions?  For example, 
if we know that 40% of our readmissions are due 
to medication issues, we need to know where the 
breaks in the system are that are driving this as the 
solutions will differ.”  The answers to these questions 
will determine the optimal strategy.

Partnering with Retail Chains

Some hospitals have partnered with retail chains 
with the expectation to get other referral business 
back to the hospital, but experience shows this 
concept has not been supported with data to date.  
date, participants said.  The types of patients that 
use urgent care or mini-clinics are rarely the types 
of patients that require a referral to the acute care 
hospital.  The retail chains want all of the profitable 
retail business. Some chains have expanded the 
number of diagnosis they are addressing, and 
their mini clinics threaten to capture a significant 
proportion of IDN patients. Other chains have 
captured the fully paid vaccination market.  Mini 
clinics are set up for cash flow, they are profitable 
because they also capture walk-through purchases 
of other goods.  This leaves the IDNs with the high-
cost patients with complex diseases.

In-House Retail Pharmacy

IDN pharmacies are challenged to capture as 
many scripts as possible in-house from their own 
employee programs and from their patients.  One 
effective strategy has been to work with the EMR 
and admission group and ask this question right 
at admission, “Do you want to go home with 
your meds? If so, we will fill it for you (an opt-in 
approach which preserves patient choice.)” Such 
programs have been instrumental by capturing 
patient scripts from the time patients are admitted, 
rather than asking them at discharge when they 
are being faced with too much information.  As a 
result, prescription capture rate went from 30-69%,” 
reported one participant. Others agreed noting 
that, “At admission, the medical assistant says, ‘We 
have a pharmacy here in the building. Would you 
like to receive your meds before you go home?’ 
Rather than asking for their local pharmacy.”  To 
be most effective these programs must ensure that 
patients and hospital staff understand that filling 
their prescriptions in the hospital-based retail 
pharmacy will not be more expensive, will not delay 
their discharge, and will still allow them to use 
their normal pharmacy for any future prescriptions. 
As a result, prescription capture rates improved 
significantly.   
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Capturing Specialty Scripts

A few participants said they review what is 
happening in their e-prescribing system and 
through other methods can see where scripts are 
being filled, “every minute of every day.  It is the 
life blood of the retail pharmacies; if we can’t get 
our own scripts then we are in trouble,” participants 
said.  But some systems are not capturing all 
specialty scripts from their own providers to their 
own pharmacies. Currently, it appears that at the 
point of prescribing, prescribers may not have the 
necessary information to route the script correctly.  
While most all hospital computer systems allow 
for e-prescribing some do not allow this to happen 
internally e.g. from the inpatient system to the 
outpatient system and this is a major problem that 
must be addressed.

Case Example  

Mergers pose significant hurdles for pharmacy, 
participants observed, especially when their 
strategies, personnel structures and retail pharmacy 
ownership of the merging entities differ widely. 

“Pharmacy needs 
information on Meds to 
beds, readmissions, tying the 
metrics back to how many 
discharges we did, how many 
times did we speak to our 
patients, how many times did 
we look at people that were 
at high risk for admissions,” a 
participant said.   

In this facility, all patients are administered a LACE 
(length of stay, acuity, comorbidities, emergency 
department visits) tool by a nurse and are asked a 

series of questions by pharmacy that will trigger 
a consult on the inpatient side if they are in the 
hospital, or, if they are at home, the request routes 
to the retail pharmacy. The pharmacy also has 
advocates who go to each of the rooms and know 
who said yes on the admission that they want their 
meds at discharge. Almost every patient opts into 
the service. As a result, their capture rate went from 
about 15% to 75%. The facility also has two mail 
order addresses.  One provides own-use pricing 
for employees. The second address was added 
to capture specialty prescriptions on the spot at 
the retail pharmacy.  Having different addresses 
provides safe harbor but also allows the IDN to 
capture retail and specialty scripts.

Outside the Box

One participant commented that he is always asking 
“Where can we (pharmacy) make money, or provide 
some key service to the organization?” He evaluated 
the clinic sites and decided that it is difficult for 
the pharmacy to make money doing primary care.  
Instead, he is looking for ways to supplement 
what the IDN can offer by partnering with other 
companies. 

One outside-the-box possibility is using external 
companies for distribution. One company, for 
example, will deliver medication to a patient’s home 
or business within 4 hours.  The strategic question 
is “Where can the IDN pharmacy make the greatest 
contribution?  Is it from distribution or from clinical 
services.” For distribution, it is possible to partner 
with companies to get the scripts to the patients 
from the IDN pharmacies.
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Scripts: Fill vs Control
Do you have to fill the script or 
control it? 

Participants were uncertain about the value of 
filling versus controlling prescriptions. Participants 
commented “How do we change utilization?  
PBMS’s change utilization, but they may not change 
utilization for the best interest of the employer 
where they manage utilization around the rebates.  
Someone is going to see we don’t need to spend 
this much on drugs to get better outcomes.  Do you 
have to fill the script to manage it?”   

Participants observed that IDN pharmacists are 
managing the risk; therefore, who fills the script 
does make a difference. If the wrong medication is 
given, it will have a negative impact for the IDN on 
these risk-based contracts.  “I would rather invest in 
personnel to provide blocking and tackling to ensure 
scripts are accurately filled,” one said, “It isn’t just 
about the 4% margin on the drug.”  While others 
agreed with this, they reflected that the bottom 
line is that there is money that can be made filling 
scripts. In addition, 340B considerations also affect 
the bottom line.

Moderator David Kvancz (Visante) observed, “Some 
of the chains put pharmacies in the hospital lobby 
not just to capture first fill, but for the on-going 
refills.” He queried the group “Can you create 
a model that–no matter who fills the script–the 
IDN has ownership and control of the script and 
continues to get economic benefit on the ongoing 
refills?” He pointed out, “I don’t think you need 
to fill the scripts to control them, I think you can 
control through a number of mechanisms such as 
clinic-based pharmacists or software.” Filling and 
re-filling scripts on an ongoing basis may have an 
economic value to the organization, he pointed out.

Perspective

One participant said his IDN is just beginning 
to develop an integrated pharmacy strategy for 
his health system.  Currently, the system has 3 
licensed retail pharmacies across 9 hospitals. He 
asked, “What is the rationale for retail pharmacies?  
Certainly, one of my goals is financial, so I have to 
ask ‘What will the P &L look like and what is the 
profit margin per script?’ 

However, pharmacy’s 
ultimate goal is ‘return 
on health.’ 

We want people to be well. We need the data and 
we need our people involved in the continuum 
of care to achieve this,” he observed. “But how 
do we measure the value of our pharmacists and 
physicians?  How do we measure outcomes and 
value?”  

One participant found that pharmacists from 
pharmacy retail chains who joined his IDN 
valued the fact that they have relationships with 
the prescribers and partnerships with patients. 
“Pharmacy is not about widgets and transactions 
and volume,” he advocated. “Rather, the value 
of pharmacy is based on: How many patient 
interactions mattered today?  How many people 
filled their prescriptions today instead of being 
lost to follow up, only because we connected them 
up with charity care or assistance?  That is our 
advantage in the health system, we are not only 
going after the P & L sheet,” he said. “We have to do 
a better job at calculating and communicating the 
total value equation.”
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Retail pharmacy affects many outcomes, and the 
true value of retail pharmacy services can best 
be seen when services are assessed as a “benefit 
portfolio,” a participant advised. Some CEOS may 
not be aware of all the revenue-generating activities 
undertaken by pharmacy, for example, generating 
profit through the 340B margin. Additionally, CEOs 
may not be aware that pharmacists are doing 
discharge counseling, telehealth for adherence, 
and helping with Medicare Access and CHIP 
Reauthorization Act of 2015 (MACRA) and Merit 
Based Incentive Payments System (MIPS) for 
physician offices, all of which add to the bottom 
line.

“There is a dollar value 
from each of the pharmacy 
activities. These activities 
have a net benefit on the 
P&L,” a participant stressed.  

When the benefits to the whole IDN system 
that accrued from pharmacy services are clearly 
articulated, the value of pharmacy is more 
accurately represented.  “For example, by providing 
in-kind services, we are able to leverage contracts 
on lengths of stay in certain key areas and avoid 
penalties. The service became profitable as long as 
you looked at it from a global perspective, like a 
balance score card,” one participant said.

One IDN maintains a balance dashboard for the 
whole enterprise, which allows pharmacy to track 
real balances; for example, revenue lost when 340B 
reimbursement, but we are advocates for 340B 
and wanted to keep the program.  It declined was 
balanced by an increase in payment in other areas.  
The dollars had shifted and knowing this allowed 
the 340B program to continue, and the net effect on 
the system was fairly minimal.  

It is essential that Pharmacy 
inform and educate the 
executives beyond the 
soundbite.  

We recommended that we do an analysis of the 
entire health system and not just 340B impact.  The 
analysis showed that the system lost $1.1 M dollar 
rather than the $12M that was initially projected. 

Key Points

> An integrated, cohesive strategy for 
 ambulatory pharmacy services across all 
 patient care sites should be developed for 
 the health system.

> A multi-disciplinary approach to managing 
 the “business of pharmacy” is essential, 
 especially for ambulatory pharmacy 
 services.  

> Executive leadership discussions should 
 include pharmacy to assess the operational, 
 clinical and financial impact of 
 medications to be used in ambulatory 
 care program expansions and/or new 
 service implementations.

A Pharmacy Benefit Portfolio Scorecard



PHARMACY RISK/
FINANCIAL MANAGEMENT

Moderators: James Jorgenson, MS, RPh, FASHP and Kristin Fox-Smith, MBA

Business of pharmacy forum 16

The Business of Pharmacy

“Care of patients is 
important, but the books 
still need to balance.”

Pharmacy today is a multimillion-dollar business 
within a business.  When operated as an efficient 
business, IDN pharmacies can capture new 
opportunities to drive system profitability. No longer 
a “cost center,” they can be a revenue-generating 
part of IDN operations. How can pharmacy capture 
these opportunities? How can they effectively 
communicate their impact on the revenue cycle? 
Participants discussed strategies that have been 
successful and looked for ways to adopt and apply 
them to their IDNs. 

Historically, pharmacy was measured based on 
the medication spend, calculated by looking at 
volume of medications dispensed over cost to 
dispense them. However, this ignores the more 
complex services provided by pharmacy today, 
where substantial costs may be incurred, but where 
there also are opportunities for revenue generation. 
Participants noted that the legacy reporting 
structure was set up through a supply chain focus, 
which created a struggle in helping leadership 
understand that pharmacy revenue functions go 
beyond drug spend. 

Pharmacy’s financial contributions to the system 
are complex. Pharmacy today engages in multiple 
businesses: in their traditional role, they dispense 
drugs in acute care settings, and hit the bottom line 
as a cost center. On the profit side of the ledger, 
they can engage in revenue- generating activities 
such as, services to capture lost payments such 
as pre-authorization and response to denials, 
ensuring that contract targets are hit, supporting 
better managed care contract terms around 
ambulatory medication services, supporting clinic 
and home infusion programs, capturing discharge 
prescriptions for in-house retail and specialty 
pharmacy services, supporting MACRA and MIPS 
processing to hit targets, among others.  

Additional financial contributions come from 
pharmacies’ core expertise; their clinical activities 
can contribute to improved patient outcomes, 
allowing IDNs to meet length of stay contracts 
and reduce readmissions, but savings from these 
outcomes are harder to quantify.

We need to get rid of the old 
legacy belief that pharmacy is 
“only a cost center” and pivot 
to take advantage of current 
pharmacy practice and revenue 
generation capabilities.
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Pharmacy CFO

Traditional hospital finance operations don’t 
have resources dedicated for pharmacy-related 
finance because they lack staff who understand 
pharmacy’s unique characteristics. If pharmacy 
were broken out as a stand-alone business at each 
of the participating IDNs, pharmacy alone would 
be akin to a midsize US corporation.  But are 
the finances of these IDN pharmacy operations 
organized and run like a successful business?  The 
answer is typically no.  No business of comparable 
size would run without a CFO and a defined 
financial infrastructure, yet that is exactly how 
most IDNs pharmacies operate.  The complex 
environment of the business of pharmacy is 
simply lumped into the general milieu of hospital 
financial operations.

The Business of Pharmacy needs a financial 
leader who understands how money works and 
moves in the IDN and who understands the 
unique elements of pharmacy business and can 

support pharmacy management.  A successful 
strategy noted by several IDNs is to embed 
someone from finance with this skill set into the 
pharmacy department to operate as the “CFO for 
the Business of Pharmacy.” That representative 
does not need to be a pharmacist, but can be a 
specialty trained individual who understands the 
pharmacy business and can navigate finances 
on their behalf. Ideal representative qualities 
include financial and business expertise as well 
as knowledge of pharmacy/medical benefit 
landscape.

Best Practice: 
Identify a “checklist” of 
pharmacy opportunities 
to improve the bottom 
line, such as revenue 
integrity and formulary 
management, and present 
this to the C-suite.

The Value of Pharmacy Equation

Better care + Better health +  Lower overall cost + Enhanced revenue
VALUE =

Cost of medication + Cost of medication optimization service

Best Practice: 
Engage C-suite (e.g., CFO, 
COO) and revenue team to 
unite in pursuit of a shared 
understanding of pharmacy 
finance. 

Infrastructure for Managing the 
Business of Pharmacy

Pharmacy, the C-suite, and financial departments need 
shared goals with shared governance in regard to 
transparency and functionality in financial management. 
To this end, some pharmacies partner with the Chief 
Operating Officer and/or Chief Financial Officer to coordinate 
shared goals and policies. When engaged with the C-suite, 
pharmacy gains access to expanded data and information, 
for example, on what charges are written off or adjusted. 
Having this insight will help identify payer trends in denials, 
reimbursements, and adjustments/write offs.
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The Cost of Drugs
Revenue Integrity/Charge 
Capture

“There is a “shroud of mystery” surrounding 
charge write-offs and billing practices,” 
participants noted. Financial individuals are 
experts in reimbursement, but they continually 
fail to connect with pharmacy to better leverage 
information and opportunities specific to 
pharmacy to enhance available reimbursement. 
They are willing to accept write-offs and discounts 
for hundreds of thousands (or even millions) of 
dollars in pharmacy revenue when this may be 
collectible when addressed in conjunction with 
information from pharmacy. Participants identified 
a need to educate reimbursement and finance 
teams on how pharmacy can assist in charge 
capture and establishment of revenue integrity for 
cost-heavy agents. 

Pharmacy leaders must have visibility and 
transparency for billing and payer practices in 
order to get performance metrics for finance. 
Participants identified a major need to educate 

the system on each element of the revenue cycle 
and how all components of the health system 
contribute, for example, tracking the life cycle of 
an infusion claim. For all pharmacy services, such 
as 340B program management or integrated care 
delivery model, pharmacy must vividly describe 
how these things affect the revenue cycle.

Participants advocated that Pharmacy should 
prospectively review payment clearance for 
high-cost medications. Denials should be sent 
back to pharmacy before they are written off so 
resubmissions are made to those manufacturers 
who provide reimbursement or drug replacement 
to recoup the loss. Some IDNs provide funding 
for additional pharmacy staff to manage revenue 
integrity.

Best Practice: 
Pharmacy needs its own Chief 
Financial Officer, a business 
person who interfaces with 
finance. 

Contracting

Money can be left on the table when pharmacy 
is left out of contract and pricing negotiations. A 
defined pharmacy resource is critical in managed 
care contract and pricing negotiations, because 
pharmacists know about reimbursement issues 
and drug cost, they understand treatment 
algorithms, and can take into account potential 
acute and chronic medication impacts that should 
be considered in contracting. In many IDNs, 
pharmacy has been left out of these negotiations. 

Management best practices should define who 
negotiates on the front end of contracting and 
also how the re-negotiating process works. 
Collaboration with other providers can help 
pharmacy gain traction with payer contracting. 

Participants wanted an overview of how to 
manage and negotiate contracts on a continual 
basis to improve coverage and reimbursement.

Best Practice: 
Create a formal connection to 
Revenue Cycle as a customer 
of the Pharmacy Business. 
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Case Studies 

Some IDN pharmacies have successfully 
integrated into finance by having weekly meetings 
with contracts, ethics, and IT (for charge setup), 
which keeps everyone on the same page through 
representation of front-line practice and concerns. 
Currently, they are adding a revenue integrity 
team to engage compliance, internal audits, and 
other departments. 

In some IDN pharmacies, pharmacy staff work 
with the revenue integrity group on charge 
description master (CDM) management, 
constantly looking for mismatches. They also have 
a tool on the side that alerts the team to a pick 
list of charges for immediate resolution, often 

during the patient’s stay, to prevent late charges. 
One participant reported that his pharmacy has 
both an inpatient and outpatient group who work 
with business managers of the major service 
lines, having calls every 2 weeks to coordinate.  
In addition, a pharmacy team partners with 
the managed care group during contracting 
discussions to ensure proper medications are 
written into contracts.   

Best Practice: 
Have a defined expert from 
pharmacy embedded in the 
contracting process.

Best Practice: 
Pharmacy works directly with 
contracting and finance to 
maximize revenue.

“Our challenge is that we 
think pharmacy-centric; 
we are very siloed in our 
thinking. We have to think 
bigger. We are trying to 
integrate in a larger capacity 
into our health systems to 
help navigate processes such 
as transitions of care.”

Demonstrating Value through 
Cost Avoidance Discharge 
Pharmacist

Pharmacy has an impact on margin through 
cost avoidance in a capitated world, participants 
said.  “We have to look beyond the medicine 
to decreased readmissions, length of stay, 
morbidity, etc.” When pharmacies took control 
of the discharge medication reconciliation 
process, they identified many patients who would 
have been re-admitted for medication-related 
incidents, if discharge pharmacists had not 
intervened to avoid the problem. 

How do we connect these interventions and 
readmissions to hard dollars? “30-35% of 
readmissions can be medication-related; if 
you just fix that, it can be enough to get most 
organizations out of a CMS penalty situation,” 
Jim Jorgenson observed.
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Prior Authorizations

Pharmacy can provide a centralized prior 
authorizations service. A centralized authorization 
system creates a major opportunity to ensure 
that medications for patients are filled by their 
own pharmacies. Today’s pharmacy has moved 
from a focus on non-value added to value- 
added services, focusing on high-risk, high-cost 
patients, and aligning pharmacy moves with the 
organization’s changes, participants said.

Best Practice: 
Pharmacy engagement in 
transitions of care activities to 
improve medication adherence 
and medication reconciliation 
on admission and discharge.

Medicare Targets/
Reimbursement

Health systems face major gaps in Medicare 
reimbursements of about 20%. The idea to get to 
“Medicare Breakeven” is becoming a focal point 
within organizations (e.g., Medicare + 20%), and 
commercial payers are starting to follow Medicare 
reimbursement models. Pharmacy can play a role 
in closing those gaps.

Best Practice: 
Centralized prior authorization 
program to support specialty/
retail/infusion pharmacy 
programs.

Pharmacists in Transitions of Care Teams

One IDN pharmacy found that more than 40% of questions after discharge were pharmacy-related. 
Therefore, they embedded pharmacists in physician-led transitions-of-care teams to establish patient 
monitoring and education before discharge. Kristin Fox-Smith (Visante) reported that there are 
significant revenue opportunities in managing care gaps. She recommended that IDN pharmacies refocus 
pharmacist time to align with organizational objectives.



Business of pharmacy forum 21

Best Practice: 
The pharmacy profession 
needs to set the strategy: 
How do we design a sys-
tem that benefits the patient 
and balances savings versus 
spending? 340B oversight, 
compliance and documenta-
tion should be an organized 
system-level activity across the 
pharmacy enterprise.  

340B Risks and Opportunities

Many clinical services in indigent clinics are 
provided for by 340B savings. However, often 
neither the public nor members of Congress and 
State Legislatures understand the true purpose 
of the 340B program. With critics of the program 
advocating for contraction or elimination of 
340B, pharmacists must educate patients and 
the larger community on what programs are at 
risk without 340B funding, participants said. 
They recommended that government, financial, 
hospital, pharmacy, and public representatives 
act together to develop the strategy for using the 
340B program. 

Some participants expressed a concern about 
disclosure of how 340B program savings are being 
used, because the program may dictate how the 
funds are allowed to be leveraged or may require 
proof of savings versus spending the balance. 

Best Practice: 
Explore the option of a fully 
transparent PBM that allows 
the flexibility to bring elements 
of the PBM service back into 
the IDN, up to and including, 
the full operation of the PBM.

PBM Contracting

Historically, Pharmacy Benefit Management (PBM) 
contracts have often been negotiated by Human 
Resources departments, without pharmacy input. 
Employee medications, if self-funded, are a major 
cost for IDNs. Pharmacy needs to be intimately 
involved in employee-health benefits because 
medications are a major component of cost. 
This is a difficult health plan decision point for 
institutions.

Significant revenue is being lost to the PBMs, 
participants observed. Some institutions now have 
pharmacists working to find cheaper medications.  

They also work to educate and improve adherence 
among employees.  Participants see opportunities 
for re-negotiating current PBM terms and building 
out their own PBMs or carving out specific 
elements such as specialty pharmacy or mail order 
programs for network members.  

Kristin Fox-Smith (Visante) stressed the 
importance of strategically evaluating pharmacy 
relationships to establish payer or drug access 
that pharmacy couldn’t previously acquire, rather 
than partnering with external vendors, where they 
benefit more than the IDN pharmacy. 



Business of pharmacy forum 22

Site of Care Issues

Site of care pricing differentials can have 
significant financial repercussions for IDNs. 
Participants identified this as a major concern: 
Who decides where is the best place for a patient 
to get care, and who decides the reimbursement 
for service provided at that site? A payer may 
refuse to pay for infusion care through a hospital 
system but reimburse for service at other sites.

Payer preferences and requirements may drive 
patients to new sites of care (e.g., home health), 
which can affect institutional pharmacy revenue. 
Pharmacy should consider and be able to support 
closed-loop referral documentation for infusion 
patients, they advocated. 

One participant noted, “We are behind the 
eight ball, some medical specialties, such as 
rheumatology, are adamant that patients not 
receive infusions at home and they have adopted 
a formal position on this topic; contrast this with 
much more aggressive home infusion programs 
such as those offered in the UK, they’re doing 
complex chemotherapy at home and they are 
benefitting from better outcomes at a lower cost.” 

Participants discussed billing practices that could 
address changes in site of care, for example, 
matching home-health pricing when patients 
get hospital-based infusions. Participants were 
uncertain if payers would consider this option 
or would rather require that patients go to other 
outpatient clinics or receive infusions at home.

They pointed out that payer mix can make a 
huge difference in system impact. If a major 
payer adjusts prices, they may not represent a 
true market trend, but they significantly affect 
pharmacy’s bottom line.

Best Practice: 
IDNs should have a defined 
strategy in place such as a 
home infusion alternative or 
an alternative pricing formula 
for market-sensitive drugs to 
address site-of-service shifts 
by payers.
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Pharmacists do not have reliable metrics for 
staff productivity. For many years, staffing was 
based on volume-- how many prescriptions were 
dispensed or how many orders were processed. 
Today, the metric must fully capture all of the 
facets of the pharmacy, including distributive, 
clinical, administrative, and educational activities 
as well as outcomes of therapy.

In today’s large IDNs, prescription volume growth 
may increase drug expense, but increased volume 
can contribute to a better bottom line, depending 
on which drugs are dispensed, where they are 
dispensed, to whom, and with what outcomes. 
Pharmacy leaders HAVE to differentiate between 
drug spend and revenue-generating pharmacy 
services and have to tie cost investments to 
outcomes.  

Pharmacy leaders noted that personnel costs only 
represent 18-20% of total pharmacy expenses 
while medications are 78-80% and everything 
else is 2%.  The only way to really optimize and 
manage the largest component of cost (drugs) 
is to have the right skill sets and numbers of 
pharmacists working directly with prescribers in 
the patient care areas.  However, to justify that 
investment in personnel, much better metrics that 
clearly connect that investment to defined clinical 
and financial outcomes must be in place.

Patient Risk Profiles   
Jim Jorgenson reported using a risk-profile 
approach for patients to stratify risk of an adverse 
drug event for inpatients or for an admission for 
outpatients and then using this to plan pharmacy 
services and needed staffing. 

Changes in Formulary

Participants have seen shifts in billing and 
reimbursement due to differences in payer vs. 
provider IDN formulary strategies. Biosimilars 
are an emerging point of confusion where the 
biosimilar may represent a lower cost alternative 
but payers may prefer the higher cost brand with 
a larger rebate potential or there may be a margin 
difference between the ASP based reimbursement 
on the biosimilar versus the brand. 

Major Issue: Formulary 
decisions don’t match 
payer reimbursement 
and contracting practices. 
Thus the importance 
of having a pharmacy 
representative participate 
in the contracting process.

The Costs of Staffing and Pharmacy Staffing Metrics
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Participants also reported using a pharmacotherapy 
complexity score as the basis for risk. They develop 
a standard of care, defining the time and personnel 
required to deliver specific pharmacotherapeutic 
regimens. Some pharmacies calculate a daily 
pharmacotherapy complexity score based on that 
day’s patient census. If their staffing is not adequate 
to deliver the expected standard of care, the 
pharmacy leader has the data to support a request 
for additional resources or to ask, “What part of 
today’s pharmacotherapy regimens should we not 
deliver?”

Nursing uses case-mix-adjusted-patient days as a 
unit of service to predict staffing needs; however, 
pharmacy and nursing workflow differ significantly, 
participants said, and neither this metric nor a 
daily census can be used effectively to determine 
pharmacy productivity and staffing needs. 

Flex Pharmacists
Some institutions are attempting to use a Flex 
Pharmacist Metric. However, no one reported any 
success with flexing. Unlike nursing one pharmacist 
may be covering 45 beds and if census drops to 
40 it still takes one pharmacist.  You don’t have 
the same numbers and distribution of workload in 
pharmacy as you have in nursing.

It was noted that flexing only works if you have an 
appropriate metric that drives the flex decisions. 
Participants said that adjusted daily census doesn’t 
address such factors as infusion pace or volume 
workload, which could dramatically alter the need 
for pharmacists. Some IDN pharmacies use case-mix 
adjusted patient days, but this is only reported once 
monthly. Others observed that case-mix index is not 
a functional measurement to use for drug related 
services or spend because it ranks things like bone 
marrow transplant and hip transplant equally when 
drug intensity and spend differs significantly. 

Outcomes
Further, pharmacy must have consistently defined 
and reported outcomes for determining staffing 
needs, especially as related to its role in transitions 
of care. How can pharmacies demonstrate ROI 
for transitions of care? Pharmacy ownership of 
discharge transitions of care process improves post-
discharge management and resultant outcomes. 
By identifying and ameliorating potential adverse 
community events prior to discharge, pharmacy 
can reduce readmissions and avoid those costs. This 
also provides the platform for a formal discharge 
prescription capture program to enhance the ability 
to fill these prescriptions in the organization’s 
outpatient/specialty pharmacy which drives added 
revenue.

Some participants described a model that is 
working to impact transitions of care through 
targeting the highest risk, most difficult patients 
with an overwhelming support structure, including 
pharmacists, social workers, and mid-level 
practitioners. In this model, staffing increases, but 
outcomes defray the excess cost.

Jim Jorgenson pointed out that this model makes 
sense in all care settings, “We should be seeing 
patients in order of risk instead of by geography or 
service.”

Documentation
A major impediment to demonstrating the value of 
pharmacy is the lack of standardized documentation 
processes for pharmacy services. Participants 
advocated for a joint effort to make this happen 
across IDNs. Some noted that documentation must 
be relatable, it should capture the key elements of 
pharmacy value. 
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Like any large corporate entity, IDN pharmacies 
need access to key data to operate their multi-
million dollar businesses successfully. Pharmacy 
leaders must manage cost and margin. However, 
some organizations report major access 
restrictions that inhibit analysts and financially-
minded pharmacists from accessing data 
necessary to meet departmental analytic needs. 
They cannot get HCAHPS or other data needed to 
support ROI. Even getting data from the EHR can 
be challenging. It’s not just data, but information 
that is needed, participants said.

Jim Jorgenson pointed out that pharmacy 
leadership often doesn’t have the tools to explain 
variations in spend or revenue because they don’t 
have the data easily available.  As drug spend 
increases pharmacy leaders should be able to 
easily identify if that increase is due to volume, 
price or utilization since strategies to address 
those drivers will be different.  Pharmacy leaders 
need the data on a daily basis. “You should have 
that data at your fingertips and be able to tell 
every morning what you’re doing!” 

Participants discussed the personnel skill sets, and 
analytics tools required to give pharmacy leaders 
the financial information they need.

Analytics Personnel
Clearly, pharmacies need substantial analytics 
support. They need analysts who are connected to 
the enterprise data warehouse, and who are adept 
at creating dashboards and turning data into 
information to support pharmacy management. 
Some IDNs have an entire pharmacy analytics 
team.  Far too often however IDN participants 
reported a severe shortage of analyst support, 
forcing clinicians, managers and directors to 
assume these roles and in essence creating the 
“world’s highest priced analysts”.

IDN pharmacies have a specialized need for 
analysts with business intelligence and pharmacy 
knowledge. They may have various backgrounds 
(some pharmacy technicians have become 
informatics specialists). Several of the participants 
reported using universities as a source for analyst 
talent, finding students looking for analytics 
projects or business school graduate students who 
needed Masters projects.

Some organizations have a Chief Data Analytics 
Officer with good data access and C-suite 
visibility, who can target which outcomes different 
stakeholders are interested in. They are uniquely 
positioned to create customized analytics tools for 
an institution. 

Leveraging Data in Pharmacy Business Management



Business of pharmacy forum 26

Analytics tools

The Ideal Analytics Tool would provide real-time 
data with an easy-to-use interface that tells 
“the pharmacy value story.” Pharmacy leaders 
recognize that they need specific insight into 
WHERE funds are spent as opposed to knowing 
simply that the money was spent somewhere. 
Today, data mining and analysis are challenging, 
participants said. Pharmacy leaders have to 
communicate with other administrators in the 
organization to get pharmacy data. They have 
difficulty tracking changes in drug spend and 
payer mix as the process is “rugged,” when 
attempting to do this within the limits of the 
system and purchasing data.

One pharmacy created its own categories to 
enable tracking, but the process requires hand-
coding of invoices into numerous subsets that 
are sent to finance, but they are prone to human 
error.

Participants observed that many analytics tools 
aren’t user-friendly or functional to use on a 
regular basis. “It’s easy to get lost in the data; you 
have to really understand what you’re trying to 
solve,” they said. 

Participants commented that ideally tools, would 
use actual utilization data from the EHR based 
on the charge generated rather than purchasing 
data, since this more accurately represented 
financial flows. Once institutions accurately know 
their true costs, they can benchmark against the 
institution’s historical information and against 
national metrics. 

System Variability vs Standardization
Participants agreed on the importance of 
identifying and eliminating utilization variability 
within their own systems and seek to identify 
which units or providers are the outliers. One 
IDN leader noted that examining each facility 
by provider allows him to identify prescribing 
patterns, which drives better conversations 

about utilization. At one IDN, the pharmacy is 
working to identify populations with high use of 
specific drugs and then contracting directly with 
manufacturers to drive down costs. Participants 
agreed they need a system with a uniform 
formulary and standardized utilization.  Most 
systems are working toward a single formulary 
across the whole continuum of care, but all 
participants noted that this is not as easy as it 
may sound. Medical staff governance issues, 
system infrastructure, IT differences and patient 
mix variations all contribute to the complexity 
of creating a high functioning system formulary 
process.

Participants saw the value of predictive analytics, 
machine learning, and artificial intelligence as 
applied to pharmacy analytics, and discussed an 
available technology that analyzes utilization data 
by type of patient, DRG, and other factors. The 
software determines which factors to combine 
in the analysis. Such an analysis would be a 
significant value for pharmacy and supply chain.

Best Practice: 
Pharmacy needs a Chief Data 
Analytics Officer and Analytics 
Team who produce actionable 
analytics reports.
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Drug Diversion 

The prevention of drug diversion is a challenge 
for pharmacy. With 16–20% of the US 
population struggling with addiction issues 
it stands to reason that hospital employee 
populations will be similarly impacted.  
However with all the other challenges facing 
hospitals this issue often is not addressed until 
some type of event occurs.  Participants noted 
that diversion prevention needs to be a much 
higher priority in IDNs.  One IDN pharmacy 
has developed a 3-tiered approach with a 
Workgroup in pharmacy assigned to assist 
sites in identifying opportunities for diversion 
and closing the gaps. A task force is looking to 
standardize software which will be tied to the 
RFP for ADCs, and will include diversion alerts. 
An established standing pharmacy compliance 
committee has accountability for drug diversion 
oversight. In other places, there is a community 
initiative where the DEA and community 
are partnering with the IDNs in diversion 
prevention activities.

Jim Jorgenson pointed out that drug diversion 
strategy needs to be proactive, because, 
typically diversion is “out of sight, out of mind” 
until a problem occurs.  It was noted that DEA 
scrutiny of hospital controls is increasing along 
with fines for lax controls.

Key Points

> IDN Pharmacy is a multi-million to billion-
 dollar business and must be run as a 
 Business within a Business.

> Today’s IDN pharmacies are more than 
 cost centers, they have the opportunity to 
 engage in many revenue-generating 
 services.

> Pharmacy requires personnel with 
 business acumen and data analytics 
 capabilities who can play an active role in 
 contracting, finance, and in the C-suite to 
 maximize the revenue-generating 
 opportunities available to today’s 
 pharmacies.



CONSOLIDATED PHARMACY
SERVICES CENTER

Moderators: Tammy Zukowski, MBA, Fred Massoomi, PharmD, FASHP and 
Beth Riggio, Solutions Management for Consolidated Service Centers at Swisslog Healthcare

Business of pharmacy forum 28

Pharmacy is one of the most 
regulated health system or IDN 
functions, with accountability to 
more than 55 external entities. 

In order to create a highly reliable, high-performing, 
high-value pharmacy program, pharmacies must 
gain accreditation and demonstrate compliance 
with myriad agencies and programs, including 
340B, United States Pharmacopeia, The Joint 
Commission, Centers for Medicare and Medicaid 
Services, Boards of Pharmacy, the Drug Enforcement 
Agency, the Food and Drug Administration, Health 
Resources and Services Administration and Office of 
Pharmacy Affairs, and others.  
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Pharmacy: Business Within 
a Business

IDN Pharmacies are big businesses, participants 
pointed out. Most are multi-million dollar 
enterprises that require the right business 
infrastructure to run efficiently. Unfortunately, as 
IDNs deal with decreasing margins, most do not 
fund pharmacy adequately to support an efficient 
business model. Consolidated Pharmacy Service 
Centers (CSC) are one approach to a more efficient 
business model.

CSC: Supply Chain and Pharmacy 
Integration
Pharmacy and supply chain currently operate 
separately, but IDNs are moving to consolidation to 
minimize clinical variation. This is moving higher on 
the agenda for hospital executives. The benefits of 
CSC for pharmacy include:
> Managing drug shortages
> Minimizing expired meds
> Opportunities to invest in automation to 
 increase efficiency and advance safety
> Combining pharmacy and supply chain to open 
 lines of communication
> Strong business case for standardization and 
 inventory control

Despite these clear advantages of a CSC, there were 
many unanswered questions about details that 
could be barriers to implementation. A key concern 
is defining and obtaining the necessary skill sets to 
run such an enterprise. Participants also debated 
which services should be centralized and which not. 
For each option, what is the investment, what is the 
effort, what is the return? they asked. They solicited 
guidance on how to assess risk and validate quality 
for various CSC activities. Some of their questions 
included:
> What are the high-cost, low-usage drugs? 
> How could inventory be shared between sites to 
 reduce waste?
> What is the difference in costs between bulk and 
 unit dose purchases? 

> What could be saved with a high-speed 
 packager at a CSC?
> Which hospitals are already serving as the hub 
 for clinics? How could a CSC alleviate that 
 burden on the hospital and streamline clinic 
 ordering/inventory management?
> What could be gained through mail order?
> Should you be charging each facility by dose for 
 stability testing?
> Areas of concern
 - Regulatory - 483 and 503B concerns
 - Can inpatient technology be used for 
  outpatient services; does it need different 
  technology; what are the available 
  technologies?

Consolidated Pharmacy 
Service Centers Business 
Modeling 
Additional potential 
advantages of CSCs include 
compliance assurance, system-
wide visibility and control 
of medication, enhanced 
efficiency and quality through 
automation, streamlined 
management of pharmacy 
and medical/surgical supply 
chains, and substantial 
cost savings through 
inventory management and 
standardization. 
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Sterile Compounding

The notoriety brought by the 2012 New England 
Compounding Center (NECC) meningitis outbreak 
that resulted in the deaths of 76 patients 
dramatically changed the landscape of sterile 
compounding. Today, sterile product preparation 
(503a/b) is highly regulated and is a key concern 
for IDN pharmacists, as they consider this activity 
for a consolidated pharmacy services center. 

The decision surrounding sterile compounding 
raises many questions, such as: What factors should 
be considered in the decision to insource 503B 
or outsource medications? What technologies are 
required to build and operate a 503B facility? How 
to evaluate the benefits of centralized pharmacy 
services across the IDN?

Rigorous Oversight

Under the 2013 Drug Quality and Security Act 
(DQSA), 503B outsourcing manufacturers (A.K.A.; 
compounders), which produce large batches of 
drugs that are not linked to a patient-specific 
prescription, are subject to FDA oversight and 
inspection. They must comply with the stringent 
requirements of Current Good Manufacturing 
Practices (cGMP) or risk government action. 

There are many opportunities in 503B for 
pharmacies, but this is not a pharmacy area 
of expertise, Fred Massoomi, PharmD, FASHP, 
commented, pointing out that 503B operations can 
be a vulnerable area for health systems, inviting 
the FDA and the DEA into the system. Having your 
doors continually open to government agencies is 
not a common practice health-systems embrace, 
however, this oversight is the standard of practice 
for the pharmaceutical industry. A few years ago, 
Dr. Massoomi said he would have cautioned against 
undertaking a 503B operation, but, today, with 
some successful models and better knowledge of 
what FDA expectations, 503B is a doable and more 
attractive opportunity. 
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For IDNs, a consolidated sterile compounding 
center (CSCC) would make sense. For a 9 hospital 
system, managing 9 separate clean rooms is 
challenging and expensive. A CSCC would mean 
managing only one site.

Pharmaceutical manufacturing must lead the design 
for 503B facilities in collaboration with pharmacy, 
rather than design from the pharmacy up, Dr. 
Massoomi observed, noting that there are 127 
requirements in cGMP that are not covered in USP 
<797>. You have to have the right stakeholders at 
the table.  Tapping the expertise of pharmaceutical 
manufacturing personnel will be key to the success 
of a 503B operation.

The 2017 FDA Report Card on compounding 
practices makes it clear that there are risks. Every 
one of the 73 registered 503B facilities had 

received 483 forms for violations of the Food 
Drug and Cosmetic (FD&C) Act and related Acts, 
or warning letters, consent decree, or injunctions. 
The most frequent citations were for insanitary 
conditions and lack of sterility assurance.

More than 4500 pharmacies perform 503A 
operations, compounding patient-specific 
medications to fill prescriptions. To date, they 
have been subject to oversight and regulation by 
their state boards of pharmacy. US Pharmacopeia 
Chapters <795> and <797> have always been 
the practice standards for nonsterile and sterile 
compounding, but today inspection is more 
rigorous. In its 2018 Compounding Priorities Plan, 
the FDA indicates plans to solidify its partnership 
with state regulatory authorities. Dr. Massoomi 
pointed out that the FDA has begun to review 503A 
operations.

Consolidated Sterile Compounding Center

Alternative Scenarios

Projections from the ASHP Foundation suggest that 50% of health systems will outsource production of 
nearly all sterile compounded products. 

However, as drug prices continue to rise and drug shortages occur, 
some healthcare systems may create their own drug companies and 
begin manufacturing generic medications from raw materials for 
sale to their member facilities.  The proposed model for this type of 
program will look considerably different than the standard generic 
pharmaceutical manufacture to get the anticipated results.   
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Collaborative Innovation

Pharmacy’s willingness to test new services is 
balanced against organizational hesitation to 
venture into service lines that invite greater 
scrutiny from the FDA (i.e. 503B) or DEA 
(distributing controlled substances).  However, 
participants recognized that services such as sterile 
compounding represents both an opportunity to 
address drug shortages and also to expand revenue 
generation. However, adding new services requires 
a new combination of intelligence, expertise, 
and skills that are not pharmacy-centric. The 
participants envisioned innovative strategies for 
pharmacy:  
> Create a 503B LLC. They proposed setting up 

a separate business entity outside the 
hospital (eg, an LLC) to do bulk sterile 
compounding, perhaps through collaboration 
with a pharmaceutical company. However, 
they mentioned the caveat that, if the drug 
spend goes through an LLC, it could put the 
organization’s 340B program at risk.

> Venture Capital. With more than $50 billion in 
venture capital (VC) available in the US, 
participants discussed the potential to leverage 
these capital sources, some of whom are looking 
for 503B opportunities and partnerships. 

> Partner with automation companies. 
Dr. Massoomi commented, “If people are doing 
any part of compounding and filling by hand, 
they will struggle with compliance for 503B.” 
This provoked a discussion about pharmacies 
partnering with companies that manufacture 
robotic aseptic filling machines meant for the 
pharmaceutical industry, such as VanRx.

> Partner to create a drug company. Buy 
and operate a defunct FDA-approved drug 
manufacturing plant. As some pharmaceutical 
companies have lost market share, they are 
selling off manufacturing plants that are already 
FDA-validated for drug manufacturing. A 
consortium of IDNs could acquire those facilities 
to produce compounded drugs. Intermountain 
Healthcare, for example, formed a not-for-profit 
generic drug company to provide drugs for 
more than 450 hospitals.

> Cut out the middle man. Pharmacy leaders 
projected that they could cut 40% of costs by 
negotiating directly with manufacturers. They 
pointed out how many middle men take a cut 
of the margin from when the drug leaves the 
manufacturer until it gets to the pharmacy. This 
has been Amazon’s strategy as they join the 
pharmacy business environment.

> Establish shared-risk programs with 
 pharmaceutical companies.  Participants 

discussed trials of type 2 diabetes drugs in a 
shared risk agreement with the manufacturers. 
Developing the agreement required the 
participation of the CMO, CIO, strategist, 
pharmacy, and the companies’ representatives. 
Defining the metrics and outcomes were some 
of the challenging details for negotiations, they 
said.

> Be your own GPO. Several comments indicated 
a general negativity toward GPOs in their 
current form. For example, “GPOs have 
overstepped their boundaries” and “GPOs are 
laughing all the way to the bank.” These large 
health systems no longer view these GPOs as 
valuable because the IDNs have the volume 
and scale to negotiate for themselves. The IDN 
can become its own GPO, especially in specialty 
drugs, where cost is high, but the GPO retains 
the profit.  

> Be your own Pharmacy Benefits Manager. Go 
 direct to IDN employees.

Participants acknowledged that these strategies are 
daunting, and said it would require a compelling 
case demonstrating the ROI to overcome their 
fears and engage C-suite buy-in. They stressed the 
importance of bringing all stakeholders into the 
discussion including manufacturing, insurance, 
regulatory, liability, and supply chain stakeholders. 



Business of pharmacy forum 33

Regional Partnerships

An important innovation was the consideration of 
partnerships among IDNs to buy into any of these 
strategies. “Competing” health systems (in similar 
geography) could partner to increase the control 
they have over the drug supply chain. They agreed 
that all health systems share one enemy—the dollar. 
Participants said the key advantages of collaborative 
efforts would be savings on space, staffing, and 
oversight.

“We need a shared risk mentality and the will to 
combine expertise,” one participant said. “Our 
systems may compete,” they said, “but based 
on the ROI, we may be able to partner with our 
competitors.” They suggested development of a 
regional formulary, with drugs manufactured by a 
collaborative enterprise.  A group of IDNs could own 
a subsidiary, a multi-drug compounding facility, that 
produces drugs based on the needs of the system’s 
patients. Legal and regulatory questions would, of 
course, need to be explored. 

Multi-site Management 

Partnership and 340B Program compliance issues 
complicate the idea of creating collaborations with 
a shared Centralized Pharmacy Service Center. The 
group expressed uncertainty about how to manage 
both covered and non-covered 340B entities from 
a CSC. They may share automation, but rely on 
inventory software to track National Drug Codes 
(NDC)s, in a shared environment. Split-billers 
don’t offer an enterprise solution and continue to 
install multiple, separate instances of the software. 
However, they acknowledged that a CSC allows 
them to centralize management of accumulations   
rather than de-centralizing these duties across the 
enterprise.  

Inventory Management 

One IDN reported that Epic was being considered 
for inpatient inventory management “Willow 
Inventory,” and the Information Technology 
Department is pushing hard to use only one 
software solution. Pharmacy didn’t have the 
knowledge, time, or energy to argue against it, they 
said. However, other participants argued strongly 
against this, providing specific examples of Epic’s 
deficiencies for inventory management in a 340B 
environment, for example, it can only accommodate 
one cost of goods per unique NDC.  



Business of pharmacy forum 34

Analytics

Sophisticated software and data analytics are 
essential tools for IDN pharmacy today. Often large 
IDNs have teams that work with Tableau, but when 
they ask these teams for help, they say “Tell me 
what you need.” Pharmacy does not know what the 
options are or how to articulate their needs. They 
want their analytics team to tell pharmacy what 
they need. They want examples of what should be 
on an enterprise dashboard. 

Pharmacy executives are often challenged to 
measure productivity and can’t find a way that does 
justice to the work being done. Relative Value Unit 
is one way that a few mentioned, but participants 
were not excited about that method. “Healthcare 
can’t be run from a balance sheet,” they said.

Innovative companies like Amazon and Google are 
using sophisticated analytics to gain insight into 
their customers. Amazon, for example, knows that 
93% of its 97,000 health products are purchased 
by millennials. They know by age, who orders 
which products. IDN pharmacies require more 
sophisticated data analytics support to run their 
businesses efficiently.

Breaking News: 
Amazon has hired a staff of 
pharmacy business executives, 
including PharmDs and is 
investigating buying a GPO. 
Amazon could become a main 
conduit from manufacturer 
to patient, capturing 340B 
program discounts. Recently, 
Amazon, JPMorgan Chase, and 
Berkshire Hathaway unveiled 
plans to create a healthcare 
company, causing healthcare 
sector stocks to lose $69 
billion.
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Key Points

> Consolidation of medication management 
 services by IDNs is a must.

> Consolidation of supply chain, non-
 sterile compounding, sterile compounding, 
 controlled substances and drug 
 manufacturing services will disrupt the 
 current medication management model.

> IDN Pharmacies must leverage regulatory 
 oversight to minimize the risks to their 
 organizations and patient safety.

Next Generation Technology

Hospital pharmacies that have been at the forefront 
of automation want to know what’s next. One IDN, 
which has a highly automated offsite pharmacy 
distribution center, noted that it now feels that 
is out of date. They are asking: How can they use 
artificial intelligence (AI) to get to the next level? 
How should pharmacy be using AI?

Communicating Up the Chain

Only 27% of participants reported disseminating 
their Pharmacy Annual Report to the C-suite. 
IDN Pharmacy executives said they need help 
to communicate in the language of the C-suite 
executive team. How can they frame cost avoidance 
and net benefit in a way that is meaningful? 
They need an “advocacy strategy”—a playbook 
for how to speak the language of finance, legal, 
and the C-suite—and the analytics to provide ROI 
information that clearly communicates the value of 
pharmacy to the enterprise.

Participants suggested that there is a critical role 
for a Chief Strategy Officer or Innovation Officer to 
drive and support the new types of ventures health 
systems are exploring. They recommended that it 
could become a Best Practice to add a Chief Strategy 
Officer to the pharmacy team.

Training and Education for CPOs 

Participants said they want a competency toolbox 
for pharmacy executives at their level. Pharmacy 
executives must be experts in so many areas outside 
of traditional pharmacy roles and responsibilities. 

“We need degrees in political 
science, law, facilities, real 
estate, and finance, in addition 
to our pharmacy degrees, to 
lead today’s pharmacy,” one 
participant observed. 

They feel they can’t rely on current associations 
such as the American Society of Health-System 
Pharmacists (ASHP) for this type of education. They 
want to know—what can they learn from other 
industries that they should be applying to their own 
businesses?



SUMMARY

Participants applauded the discussion and 
networking opportunities provided by the Business 
of Pharmacy Forum. They said this could be a 
pivotal summit for changing pharmacy business 
practice. 

“These are disruptive times, and 
this is a window of opportunity 
we must exploit, because 
pharmacy plays a role in 
outcomes at almost every point 
in the care continuum.”  

Participants agreed that IDN pharmacies face 
significant common challenges, and there was 
a strong advocacy for collaboration among the 
IDN pharmacies, even if their systems are in 
competition. We need to share best practices 
and become more strategic, rather than reactive, 
participants said. Participants endorsed the small-
group approach, which allowed candid, in-depth 
discussions and networking. They said they were 
able to admit their fears and concerns to others 
who shared their challenges. The discussions helped 
them move from vulnerability to assurance, and 
were reinvigorating, they said. It was valuable to 
recognize that “We are all in this together.”

“The Business of Pharmacy 
Forum is a community that 
shares best practices to solve 
real problems facing IDN 
pharmacies today.”
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Appendix B: Agenda

BUSINESS OF PHARMACY FORUM    SPONSORED BY

Business of Pharmacy Forum
Health Systems and Integrated Delivery Networks
AGENDA                             Dallas/Fort Worth Airport Marriott | 8440 Freeport Parkway, Irving, TX 75063

January 27, 2018

4:00 pm - 5:00 pm Welcome Reception

5:15 pm Depart for group event - Team building with Taste (meet in lobby)

6:00 pm - 9:00 pm Team Building with Taste (Iron Chef competition and dinner)

9:00 pm Depart for hotel

January 28, 2018

7:30 am - 8:00 am Breakfast

8:00 am - 8:15 am Introduction and goals for the day

8:15 am - 8:30 am Health System and IDN Pharmacy Challenges: What are they and how do we 
strategically prioritize?

8:30 am - 9:00 am Review survey results

9:00 am - 10:15 am Small group facilitated discussion 1

10:15 am - 10:30 am Break

10:30 am - 11:45 am Small group facilitated discussion 2

11:45 am - 12:45 am Lunch

12:45 am - 2:00 pm Small group facilitated discussion 3

2:00 pm - 2:15 pm Break

2:15 pm - 3:15 pm Summary of key takeaways: Group participation

3:15 pm - 4:00 pm Planning for the future: Jim Jorgenson

4:00 pm Adjourn

      2018 | DALLAS 
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Robert Adamson, PharmD, FASHP
Chief Pharmacy Officer
RWJ Barnabas Health 

Robert Carta, RPh
Vice President, Pharmacy Services
Carolinas HealthCare System
 
Christina Ciccarello, PharmD
Vice President, Clinical Services
Novant Health 

Charles Daniels, BS Pharm, PhD, FASHP
Pharmacist-in-Chief & Associate Dean
UC San Diego Health
 
Lynn Eschenbacher, PharmD, MBA, FASHP
National Director of Pharmacy Operations
The Resource Group 

Michael Magee, MS, RPh, FASHP
Vice President of Pharmacy Services
BayCare Health System
 
Brian Marden, PharmD
Chief Pharmacy Officer
Maine Health 

Laura Mark, PharmD, FASHP
Vice President, Pharmacy
Allegheny Health Network
 
Kathy Pawlicki, BS, MS, FASHP
Vice President and Chief Pharmacist
Beaumont Health  

Kenny Scott, BS Pharm
Assistant Vice President, Pharmacy Services
Scripps Health

Deepak Sisodiya, PharmD, MHA
Administrative Director, Pharmacy Services
Stanford Health Care 

Stephen Stoner, PharmD, BCPS, FASHP
Chief Pharmacy Officer
Providence Health & Services
 
Gregory Strohs, MBA, RPh
Corporate Director of Pharmacy
Adventist Health System 

Edward Szandzik, RPh, MBA, FASHP
System Vice President, Inpatient Pharmacy
Henry Ford Health System
 
Cedric Terrell, PharmD, MHA
Senior Vice President, Pharmacy Services
Novant Health 

Daniel Wandres, PharmD
Vice President, Clinical Services 
Chief Pharmacy Officer
UCSF Health System
 
Thomas Woller, RPh, MS, FASHP
Senior Vice President, Pharmacy Services
Aurora Health Care 

David Zilz, RPh, MS, FASHP
Consultant, Corporate Pharmacy Programs Board of 
Directors, Visante
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SPEAKERS AND FACILITATORS

James Jorgenson, MS, RPh, FASHP, is Visante 
Inc. CEO and Chair of the Boards for Visante 
Ltd., Visante UK, Ltd., and Visante Canada. Jim’s 
more than 30-year career has included pharmacy 
oversight of some very large health systems and 
their network associations as well as academic 
leadership in graduate pharmacy education.

Prior to working with Visante full time, Jim was 
Chief Pharmacy Officer, Vice President of Indiana 
University health (IU Health), the largest and most 
comprehensive state-based healthcare system in 
Indiana.

Before this, Jim was Administrative Director of 
Pharmacy Services for the University of Utah 
Health Care in Salt Lake City.

Gregory Burger, MS, RPh, FASHP, is Visante 
Senior Vice President, Hospital & Health Systems 
Services. He has particular skills in the areas 
of hospital pharmacy operations management, 
standards and compliance, patient safety, key USP 
chapters (<797> and <800>), multiple facility 
redesigns and launches, retail administration, 
automation and specialty pharmacy, including 
340B Drug Discount program.

Prior to joining Visante’s Hospital & Health 
Systems Services practice, Greg was Executive 
Director of Pharmacy Operations at Indiana 
University Health (IU Health) in Indianapolis, IN.

Kristin Fox-Smith, MPA, is Visante Senior Vice 
President, Hospital & Health Systems Services. She 
has more than 20 years’ experience specializing 
in 340B Program audits and specialty pharmacy 
assessments and implementation. As Visante’s 
Senior Vice President, she co-leads both 340B and 
specialty pharmacy services for Visante. Over the 
years, Kristin has led the assessment, analysis and 
implementation assistance needed to establish 
these offerings within hospital and health systems 
around the country. Along with her team, she has 
conducted audits of more than 75 covered entities 
representing almost every type of 340B covered 
entity.

Prior to her work with Visante, Kristin was a 
Reimbursement Manager at Indiana University 
Health. 

David Kvancz, MS, RPh, FASHP, Senior Vice 
President, Strategic Client Relationships, brings our 
clients a career of more than 30 years’ experience 
as a health system pharmacy leader and senior 
executive, most recently in top positions with 
Kaiser Permanente and The Cleveland Clinic 
Foundation. As Vice President, National Pharmacy 
Programs and Services at Kaiser Permanente, he 
was recruited to develop the vision and strategy 
and provide the influence required to integrate 
all eight KP regions into a national pharmacy 
program. This involved pulling together a network 
of 378 outpatient pharmacies, 37 hospital 
pharmacies, and multiple mail-order, specialty 
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and home care pharmacies, infusion clinics and 
member call centers. In addition, he had oversight 
of all aspects of the medication use system for 
inpatient, outpatient, and ambulatory clinic 
pharmacy operations and services for Kaiser’s 10M 
nationwide members, representing total operating 
costs in excess of $6B. With a staff of over 13,000 
FTEs, the national pharmacy leadership team was 
able to achieve drug cost savings in excess of 
$500M annually as well as identifying over $100M 
in potential labor cost improvements. Other 
major projects included a multi-year replacement 
of regional outpatient pharmacy systems with a 
single national system and significant analysis, 
development and refinements of all pharmacy 
compliance programs.

Firouzan (Fred) Massoomi, PharmD, FASHP, 
has a passion for the practice of pharmacy as a 
means of informing and safeguarding the many 
communities it serves. This sense of service has 
guided his work as a researcher, educator, and 
crusader for proper hazardous drug management 
and the safe disposal of pharmaceutical waste. In 
an effort to educate healthcare providers on the 
risks and best practices to protect themselves and 
the environment, he has presented his research 
and findings at professional meetings around the 
world as well as through numerous Internet-based 
continuing education programs.

Fred was the Pharmacy Operations Coordinator for 
the Nebraska Methodist Health System (NMHS) 
in Omaha for nearly 20 years. In this position he 
was responsible for the oversight of the Nebraska 

Methodist Hospital Pharmacy Department, 
Methodist Easterbrook Infusion Center Pharmacy, 
Methodist Women’s Hospital Pharmacy, Methodist 
Home Infusion Services, and the Midwest Surgical 
Hospital Pharmacy Services.

Beth Riggio
Based in Denver, Colorado, Beth Riggio leads 
Solutions Management for the Consolidated 
Service Center category at Swisslog Healthcare. 
Building from Swisslog’s pharmacy and supply 
chain automation business, Beth is working to 
develop solutions that meet the specific needs of a 
centralized distribution model.

Tammy Zukowski, MBA, is an expert in the 
development and operation of both 340B and 
specialty pharmacy programs. She has participated 
on numerous Visante engagements assisting 
with the assessment and then the detailed 
implementation of these facilities. Prior to 
her work with Visante, Tammy was Director of 
Specialty Pharmacy and Project Management 
for Caret, an oral oncolytic therapy management 
solution. She was formerly recruited by DirectRx 
Specialty Pharmacy to be Director of Operations 
and remains active as a member of its board of 
directors.
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