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Abstract

Standardized pharmacist intervention practices and documentation among health-system
specialty pharmacies could improve understanding of the pharmacists’ role and value in
this setting. This study describes current health-system specialty pharmacies’ intervention
practices. A survey developed by a volunteer committee subgroup was distributed to two
health-system specialty pharmacy group email distribution lists. The survey evaluated the
types of tasks considered to be clinical or non-clinical interventions; who could perform
interventions; where and how they were documented; data elements included in documen-
tation; and how intervention data were classified, used, reviewed, and shared with internal
or external stakeholders. Twenty-four institutions responded to the survey. Tasks within
medication management, adverse drug events/monitoring, and education domains were
more commonly considered clinical interventions; tasks in the health maintenance and
coordination of care domains were more frequently considered non-clinical interventions
or not considered to be interventions. Interventions were completed by pharmacists (at
100% of sites) and were mostly documented in the electronic health record (92%). Inter-
vention data were primarily collected to meet accreditation purposes (96%) or for quality
auditing and review (88%). No respondents shared intervention data with patients. Results
demonstrate areas of alignment and variance in intervention definition and documentation
among health-system specialty pharmacies.

Keywords: pharmacists; documentation; electronic health records; health-system pharmacy;
interventions

1. Introduction
The term “intervention” is commonly used throughout pharmacy literature, yet guid-

ance on what to consider an intervention is limited. There are numerous examples of how
pharmacists perform and document clinical interventions, resulting in positive patient
outcomes across care settings [1–8]. Pharmacist interventions can often be tied to direct and
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indirect cost avoidance, most often avoiding costs for the patient and healthcare payor [9].
Determining what constitutes an intervention and assigning clinical and financial value to
those interventions is needed to justify pharmacy resources and the pharmacist’s role in
patient care.

Health-system specialty pharmacies (HSSPs) are integrated advanced practice models
wherein pharmacists manage patients prescribed specialty medications from the health
system across the continuum of care [10]. HSSPs are unique in that pharmacy services span
from medication selection through medication access, initiation, monitoring, optimization,
and ongoing coordination of care [11]. HSSP services are often provided to patients cared
for by the health system regardless of their ability to receive dispensing services from the
HSSP [11]. The HSSP model has shown several advantages, such as increased adherence
and persistence, improved clinical outcomes, financial savings for patients, payers, and
the healthcare system, enhanced quality of care, greater patient and provider satisfaction,
and highly efficient specialty pharmacy services [12]. Almost all HSSPs have at least one
specialty pharmacy accreditation (i.e., URAC, Accreditation for Healthcare Commission
[ACHC], or The Joint Commission [TJC]) [13]. Accreditation requirements vary by the
accrediting bodies, but all have components focusing on the documentation of clinical
intervention(s) and the outcomes from those interventions.

Despite the benefit of the HSSP model, HSSPs continue to be excluded from payer
and drug manufacturer networks, resulting in many HSSPs being able to dispense less
than half of the specialty medication prescriptions generated at their health system [11]. To
better demonstrate the value of the HSSP model to external stakeholders, HSSPs need to
be able to clearly articulate pharmacist interventions and the resulting impact on clinical
and financial outcomes. However, inter-institutional variability in intervention definitions
hinders aggregation and interpretation of HSSP intervention data at scale to demonstrate
these outcomes.

Because of their integration, HSSPs have valuable opportunities for targeted interven-
tions by leveraging electronic health records (EHRs) to monitor laboratory results, imaging,
medical history, and provider notes. Transparency into the EHR enables HSSPs to identify
and address potential therapy-related issues, such as nonadherence, medication appropri-
ateness, or adverse effects, and communicate these findings to the entire healthcare team.
Though growing evidence demonstrates the value of clinical interventions supported by
specialty pharmacists, there has been little evaluation of how these interventions can be
documented, tracked, and shared with stakeholders. A survey of HSSPs administered
by the American Society of Health-System Pharmacists (ASHP) showed that most HSSPs
perform clinical interventions, though the types of interventions varied [11]. Addition-
ally, URAC-accredited specialty pharmacies are required to track and document clinical
interventions as part of their patient management programs [14]. However, there is lit-
tle guidance on how specialty pharmacies should do this. The objective of this national
cross-sectional survey study was to describe current practices on how HSSPs perform and
document clinical interventions.

2. Materials and Methods
Survey Design: This exploratory survey was conceptualized by the Vizient Ambu-

latory Pharmacy Development Committee—Outcomes and Benchmarking Workgroup,
which is composed of pharmacists, pharmacy administrators, and pharmacy residents
from multiple health systems across the nation. Survey development followed an iterative
design process. At an initial meeting, study facilitators discussed the state of practice
regarding specialty pharmacy clinical interventions. During this discussion, facilitators
identified several themes and areas of interest for the survey, including the definition of a
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clinical intervention; which healthcare professionals can perform interventions; interven-
tion documentation practices; and utilization, analysis, and sharing practices of collected
clinical intervention data.

Facilitators created an initial survey draft and presented it to the workgroup at a sub-
sequent meeting to gather additional feedback. After incorporating revisions, workgroup
members were given a final review period of 14 days to provide further feedback via email.
Upon the conclusion of the review period, the survey was finalized and distributed for
responses. The final survey instrument is provided as Supplementary Material Survey S1.
As the survey was organizational in nature, this project was not considered human subjects
research and subsequently exempt from review by an institutional review board.

The survey evaluated the types of tasks considered to be clinical intervention, non-
clinical interventions, or neither within five domains (medication management, adverse
drug events/monitoring, education, coordination of care, health maintenance/social de-
terminants of health). The term “clinical intervention” was not defined within the survey,
as a goal of the survey was to better understand what the respondents determined to be
a clinical intervention. Task intervention type categorization was mutually exclusive, so
only one option could be selected. In addition, whether or not the task was routinely
documented in the organization’s practice was collected as a binary yes or no response.

The survey also evaluated which pharmacy team members could perform interven-
tions; where and how they were documented; data elements included in documentation;
and how intervention data were classified, used, reviewed, and shared with internal or
external stakeholders. These documentation practices were not mutually exclusive, so
multiple options could be selected for each answer.

Survey Distribution and Response Collection: The survey instrument was developed
utilizing Qualtrics XM 2.70.1 (Provo, UT, USA) survey building and distribution tools. The
survey was distributed for responses via two major organizational networks, the Vizient
Pharmacy Network and the Vanderbilt HSSP Outcomes Research Consortium. The Vizient
Pharmacy Network is a paid member-based organization composed of approximately
5000 pharmacy members from over 1400 hospitals. The Vanderbilt HSSP Outcomes Re-
search Consortium is open to any HSSP in the United States, with no membership or fee
requirements. At the time of the survey, there were approximately 48 HSSP members in the
Consortium. A link to the survey was provided via email to members of the Vanderbilt
HSSP Outcomes Research Consortium; the survey was distributed via a member group
forum to the Vizient Pharmacy Network. The survey was open for responses from 13 April
2023 to 26 May 2023. Survey instructions directed respondents to limit responses to one per
organization; however, respondents were given the option to respond anonymously.

Survey Analysis: Survey results were extracted from Qualtrics and summarized
descriptively. Several questions allowed for multiple selections, and reported total percent-
ages may exceed 100%. Data visualizations were created in Tableau 2023.2 (Seattle, WA,
USA) and R 4.4.2, packages ggplot2 3.5.1 and ggpubr 0.6.0.

3. Results
Twenty-four institutions responded to the survey. Figure 1 depicts various tasks ad-

dressed in the survey and whether they were determined to be a clinical intervention, a
non-clinical intervention, or not an intervention by the respondents. These figures also pro-
vide the frequency at which respondents document each task as an intervention in current
practice. Common themes for what HSSPs consider to be clinical and non-clinical inter-
ventions are shown in Table 1. For clinical interventions, pharmacists (100%) or pharmacy
interns (38%) were performing interventions, and for non-clinical interventions, pharma-
cists (100%), technicians (96%), and interns (75%) performed interventions (Table 2). Other
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staff responsible for documenting interventions varied and included financial counselors,
utilization nurses, enrollment coordinators, non-licensed office coordinators, and others.

Figure 1. The frequency at which respondents considered tasks to be a clinical intervention, a
non-clinical intervention, or not an intervention is shown in the first three columns, which are not
mutually exclusive. The far-right column is mutually exclusive and shows how often respondents
document these tasks as an intervention in current practice. Cells with a darker color indicate a higher
frequency. Sample size n = 24. ADE = adverse drug event; OTC = over the counter; REMS = risk
evaluation and mitigation strategy.
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Table 1. Themes for intervention categorization.

Clinical Intervention

• Performing a task that results in an alteration or
reevaluation of patients’ therapeutic course

• Educating patients on therapy management or
issues that arise throughout the course of
treatment

• Referring patients to healthcare providers for
evaluation including clinic and urgent care

Non-clinical intervention

• Addressing medication availability, recall,
replacement, and delivery issues

• Connecting patients to resources to address
social and financial needs

• Adjusting medication dispense quantities for
waste avoidance efforts

Less likely to be considered an
intervention

• Correcting prescription errors post-dispensing
• Coordinating care for infusion appointments
• Initial patient counseling

Table 2. Intervention details.

Question Response Number
(n = 24) Percentage

Who can perform clinical
interventions at your
organization?

Pharmacists 24 100.0%

Interns 9 37.5%

Technicians 3 12.5%

Who can perform non-clinical
interventions at your
organization?

Pharmacists 24 100.0%

Technicians 23 95.8%

Interns 18 75.0%

Other (enrollment coordinators, financial counselors,
office coordinator, nurses, students) 6 25.0%

How are interventions
documented in the electronic
health record?

Specialty pharmacy-specific note/encounter
documentation 19 79.2%

Reportable issue tracking functionality (e.g., iVent/MTP) 10 41.7%

Message to provider 9 37.5%

General note/encounter documentation 8 33.3%

Association with the medication record 4 16.7%

Other (Epic Flowsheets and Specialty Navigator,
Excel Document) 1 4.2%

Indicate if these elements are
included in your organization’s
intervention documentation

Cost/financial outcome if intervention was
not performed 4 16.7%

Time spent performing the intervention 14 58.3%

Potential adverse event had intervention not
been performed 10 41.7%

Probability of adverse event happening if intervention
had not been performed 2 8.3%

Would the intervention have been made regardless of
pharmacist involvement 0 0.0%



Pharmacy 2025, 13, 172 6 of 13

Interventions were most commonly documented in the EHR (92%, n = 22), pharmacy
dispensing software (46%, n = 11), or specialty pharmacy case management software (46%,
n = 11) (Figure 2). Seventeen percent of respondents (n = 4) reported documenting inter-
ventions in other places and described documenting in customizable EHR modules such as
Epic Flowsheets or Navigators, manual Excel documentation, and other billing software.
For respondents that reported documenting in the EHR, 79% (n = 19) documented within a
specialty pharmacy-specific note or encounter, 42% (n = 10) within a reportable issue track-
ing functionality (such as “iVents” in Epic), 38% (n = 9) in a message to provider, 33% (n = 8)
in a general note or encounter, and 17% (n = 4) in association with the medication record.

Figure 2. Responses to the question “Where are interventions documented?” are shown.

Intervention documentation elements (Table 2) included time spent performing the
intervention (58%, n = 14), potential adverse event had intervention not been performed
(42%, n = 10), cost or financial outcome if intervention was not performed (17%, n = 4), and
the probability of an adverse event happening if the intervention had not been performed
(8%, n = 2). Notably, no respondents reported documenting whether the intervention
would have been performed regardless of pharmacist involvement.

Intervention data were collected for the following reasons (Figure 3): accreditation
requirements (96%, n = 23), internal quality auditing and review (88%, n = 21), research
(50%, n = 12), contractual obligations (29%, n = 7), and cost allocation (8%, n = 2). Three-
quarters of the respondents (75%) reported reviewing intervention data quarterly (Table 3).
Internally, specialty pharmacies commonly reported intervention data to coordinators and
managers (92%, n = 22), staff (75%, n = 18), and administrators (67%, n = 16) (Table 3). Less
than half (42%, n = 10) of respondents stated they report intervention data to stakeholders
external to the specialty pharmacy. Notably, no respondents reported sharing intervention
data with patients.



Pharmacy 2025, 13, 172 7 of 13

Figure 3. Responses to the question “Why does your organization collect intervention data?” are shown.

Table 3. Use of intervention data.

Question Response Number
(n = 24) Percentage

How often does your organization review
intervention data?

Quarterly 18 75.0%

Monthly 7 29.2%

As needed 7 29.2%

Daily 3 12.5%

Yearly 3 12.5%

Unscheduled 1 4.2%

Weekly 0 0.0%

Which internal stakeholders receive reports of
intervention data?

Coordinators/Managers 22 91.7%

Staff 18 75.0%

Administrators 16 66.7%

None 0 0.0%

Does your organization report data to external
stakeholders?

No 14 58.3%

Yes 10 41.7%

Which external stakeholders receive reports of
intervention data? (n = 10)

Accrediting bodies 9 90.0%

Clinic providers 7 70.0%

Payors 7 70.0%

Hospital/health-system administration 6 60.0%

Other (manufacturers, REMS programs) 1 10.0%

Patients 0 0.0%

How does your organization categorize
intervention data in reporting?

Type of intervention 21 87.5%

Medication 12 50.0%

Diagnosis or therapeutic group 10 41.7%

Team/individual performing the intervention 6 25.0%

Medication type (i.e., specialty vs. specialty-lite) 5 20.8%

Adverse outcome avoided by from intervention 2 8.3%

Does your organization quantify the clinical or
financial value of interventions?

No 20 83.3

Yes 4 16.7%
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Intervention data were categorized for reporting in various ways, most commonly by
intervention type (88%, n = 21), medication (50%, n = 12), diagnosis or therapeutic group
(42%, n = 10), team or individual performing the intervention (25%, n = 6), medication
type (e.g., specialty vs. specialty-lite) (Table 3). Only 17% (n = 4) of respondents reported
quantifying interventions’ clinical or financial value. Some strategies shared from sites
that quantified the clinical or financial value of interventions included applying clinical or
financial data from published literature to the interventions and calculating cost avoidance
from medications that were held or stopped that otherwise would have been filled or
calculating costs from prevented therapy changes, readmissions or urgent care visits.

4. Discussion
Results from this survey provide valuable insight into the definition, documentation,

use, and reporting of HSSP pharmacist interventions. The growing body of research per-
formed by HSSPs has demonstrated the benefits of the specialty pharmacy model [12]. Most
of the current literature reporting specialty pharmacy interventions align with actions that
survey respondents consider to be clinical or non-clinical interventions [6–8,15,16]. How-
ever, there were many tasks in the survey considered to be interventions that HSSPs have
not reported, and they represent an opportunity for specialty pharmacies to demonstrate
their impact. Defining and increasing the documentation and reporting of interventions
can further demonstrate the value of this model by more distinctly tying pharmacist in-
terventions to patient outcomes and decreased healthcare costs. Survey results presented
herein can serve as a guide for HSSPs to improve intervention documentation practices
and reporting.

4.1. Interventions Defined and Documented

This survey revealed common themes for what HSSPs consider to be clinical and
non-clinical interventions. Of the potential interventions surveyed, most were considered
to be clinical or non-clinical interventions (rather than not an intervention). However, a few
categories were less likely to be considered interventions, such as medication access support,
coordinating appointments, and correcting errors after dispensing (Figure 1). Medication
access support is a key aspect of specialty pharmacies, as most specialty medications require
a lengthy process of obtaining insurance approval and financial assistance (if needed).
Several studies have demonstrated specialty pharmacy staff’s role in reducing patient
out-of-pocket costs using institutional grants or connecting patients with manufacturer
copay assistance, manufacturer patient assistance programs, or charitable foundation
grants [16–21]. Additionally, specialty pharmacy staff help reduce turnaround time from
prescription ordering to patients being approved for therapy and report high insurance
approval rates [21–29]. Though ensuring medication access is a key role of specialty
pharmacy staff, the current survey results indicate that specialty pharmacies do not deem
these actions to be considered an intervention.

Conversely, tasks where a change in therapy was made or recommended, such as a
medication, dose, or formulation change, were most frequently considered clinical inter-
ventions and likely to be documented as an intervention. An ASHP recent survey of HSSPs
showed that pharmacists are heavily involved in specialty medication selection, sometimes
using a collaborative pharmacy practice agreement to prescribe therapy [12]. Additionally,
HSSPs reported completing several tasks that result in therapy changes, including dis-
continuing/recommending discontinuation of a medication and ordering/recommending
ancillary drugs, dose adjustments, or new therapies [12]. The current survey data sup-
port that HSSPs consider these types of tasks to be interventions, and the high rate of
documentation of these tasks aligns with the ASHP HSSP Clinical Services survey [12].
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Tasks involving routine documentation or monitoring without action being taken were
more likely to be categorized as not an intervention. Almost half of the respondents did not
consider initial patient counseling to be an intervention, but when additional education was
provided for issues such as administration technique or adherence, these tasks were more
commonly agreed to be a clinical intervention and documented. Based on the variability
of responses, no consensus has been reached on whether routine documentation or moni-
toring tasks that do not require additional actions should be considered an intervention.
Consensus on these tasks as an intervention type would be useful, as monitoring is a
very common task and could therefore skew intervention numbers if it is not consistently
reported as an intervention across specialty pharmacies. Regardless of whether they are
classified as interventions, documenting routine counseling and monitoring tasks in the
EHR should be prioritized to demonstrate the care provided by pharmacists, enable calcu-
lation of intervention rates if deemed interventions, and support appropriate pharmacy
resource allocation.

Documentation of care coordination tasks as an intervention was variable, with most
categories being documented as an intervention by around 50% of respondents. Coordina-
tion of care tasks was mixed on categorization as clinical or non-clinical, with referral to
additional care and therapy changes (i.e., generic or formulary substitution) more frequently
considered clinical and all others non-clinical or not an intervention. One descriptive report
highlights the importance of HSSPs in managing the many types of care transitions that spe-
cialty patients experience, including transitions in sites of care, between different provider
types, among prescribed specialty medications, and during financial coverage changes [30].
Similar to the variability in considering documentation and monitoring an intervention,
the high frequency at which HSSPs perform care coordination tasks reinforces the need for
consensus on whether these tasks should be labeled and reported as interventions.

4.2. Intervention Documentation

The EHR was the primary tool for documenting interventions, performing pre-
treatment screening of medication appropriateness, and communicating with patients,
consistent with the ASHP HSSP Clinical Services Survey results [11]. Taken together, sur-
vey results indicate that HSSPs are highly advanced and invested in EHR capabilities for
providing patient care and creating a transparent platform for providers, pharmacists, and
patients to communicate and share medication-related information. Furthermore, research
is emerging demonstrating how HSSPs are using the EHR in innovative ways to provide
seamless medication management and advanced patient monitoring services [31,32].

Though over half of respondents tracked time spent on interventions, fewer docu-
mented potential adverse outcomes or financial impact if the intervention had not occurred.
HSSPs may be less inclined to document potential adverse outcomes or financial informa-
tion if the primary driver for documenting interventions is reporting to accrediting bodies
or auditing, as was most commonly cited (Figure 3). However, quantifying the financial
value of a pharmacist intervention is critical, especially in scenarios where many patients
cannot use the specialty pharmacy due to payer or manufacturer restrictions, because
these services are not reimbursed or covered in any way. Survey respondents reported
using previous literature for applying financial value to pharmacists’ interventions. Past
studies estimate pharmacist interventions save between $156,000 and $1.5 million over
a few months in various settings (multiple sclerosis, pediatric ambulatory care, hematol-
ogy/oncology) [6–8]. Estimating indirect cost avoidance from pharmacist interventions
can be complex. Patanwala et al. recommend using a panel to evaluate the probability
of the intervention occurring without the pharmacist (probability of trajectory change),
consequences if the intervention had not occurred, and a range of probabilities for the
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consequences [9]. This process may not be conducive to rapid reporting or prospective
documentation as part of routine care. Quantifying direct cost avoidance by pharmacist
interventions resulting in medication discontinuation or changes may be more feasible. A
standardized framework for documenting cost avoidance values for pharmacist interven-
tion could improve adoption and consistency in reporting by HSSPs.

4.3. Implementation Considerations

Without consensus on what is considered to be an intervention and standardized
reporting elements, the variability seen in the current survey results is likely to persist.
Resources exist for better aligning intervention documentation. Recently, the National
Association of Specialty Pharmacy (NASP) Outcomes Committee clinical intervention
group developed a framework for specialty pharmacist interventions, which defined an
intervention as “a clinical intervention occurs when a potential medication, therapy or
healthcare issue is identified by a pharmacy team member, and additional actions are
taken by a clinician to resolve the issue and positively impact patient care [33].” The group
recommended that interventions related to six categories be documented: safety, medicine
optimization, adherence/persistence, affordability, supply chain impact, and health and
coordination of care. Elements to be documented within interventions and metrics that
could be tracked related to interventions, including intervention success rate, likelihood
of adverse events, and cost efficiency, were recommended [33]. The framework was
based on the Pharmacy Quality Alliance’s (PQA) medication therapy problem categories,
which standardizes how identified problems are categorized [34]. Broad dissemination
and adoption of the NASP suggested intervention framework could improve uptake
and implementation, potentially leading to improvements in standardized intervention
reporting and benchmarking.

The current survey also identified areas for improvement in communicating interven-
tions. Though 90% of respondents reported interventions to accrediting bodies, only 60%
reported interventions to hospital/health-system administration, and none reported them
to patients. This finding somewhat aligns with the ASHP HSSP Clinical Services Survey
data in that very few HSSPs communicated specialty pharmacy metrics to patients, but
most reported metrics to hospital/health-system administration [11]. Patients often do
not have a choice in which specialty pharmacy they can use for dispensing their specialty
medication due to frequent manufacturer-limited distribution networks and payer network
restrictions. However, patients should be considered important stakeholders in the specialty
pharmacy field and could benefit from being better informed about pharmacy metrics and
interventions performed by the pharmacy through which they are receiving medication.

Limitations: This study was limited by a small sample size and the potential for
duplicates, as sites could have responded anonymously. A response rate could not be de-
termined since the survey was disseminated via a large community network post. Survey
results likely do not incorporate all HSSP perspectives and may therefore be limited in
generalizability, but similar results were seen in larger surveys conducted of this popula-
tion where questions overlapped [11]. Additionally, responding sites’ demographic data
were not collected, so no comparisons between types of HSSP models, sizes, geographic
location, or other characteristics were performed, which could provide further insight into
documentation variability.

5. Conclusions
HSSP pharmacists perform several interventions to ensure patients are prescribed

and able to access appropriate therapy and benefit from treatment once prescribed. Docu-
menting and reporting pharmacist interventions are essential to demonstrate pharmacists’
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role and value in specialty pharmacy. The national survey study results presented here
provide useful insight into what HSSPs consider to be a pharmacist intervention, how
and where interventions are documented, and how this data is used. Respondents com-
monly consider clinical interventions to be actions that impact a patient’s treatment plan,
including therapy adjustments, patient education beyond initial education, and referrals for
further medical evaluation. Based on the survey results, the authors support the recently
proposed NASP definition of a clinical intervention (“a clinical intervention occurs when a
potential medication, therapy or healthcare issue is identified by a pharmacy team member,
and additional actions are taken by a clinician to resolve the issue and positively impact
patient care”) [33]. However, it would be beneficial to further define what constitutes
“additional actions” as interventions. The current survey suggests that routine education
and monitoring activities, resolving prescription issues (e.g., access, prescription error,
or delivery), connecting patients to social/financial support resources, and optimizing
dispense quantities to reduce waste should be considered non-clinical interventions. The
authors agree that all tasks should be documented to help HSSPs collect workload metrics
and demonstrate pharmacists’ value. A standardized framework, such as the one proposed
by NASP for specialty pharmacist interventions, developed and agreed upon by multiple
specialty pharmacy stakeholders, could improve implementation and benchmarking.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/pharmacy13060172/s1, Survey S1: Vizient Outcomes and Bench-
marking Workgroup | Specialty Pharmacy Clinical Intervention Survey.

Author Contributions: Conceptualization, A.D.Z., K.C.T., E.D., S.T., R.S., K.C., T.P. and C.R.; Method-
ology, A.D.Z., K.C.T., E.D., S.T., R.S., K.C., T.P. and C.R.; Validation, C.R.; Formal Analysis, C.R.;
Investigation, C.R.; Resources, C.R.; Data Curation, C.R.; Writing—Original Draft Preparation, A.D.Z.,
K.C.T., E.D., S.T., R.S., K.C., T.P. and C.R.; Writing—Review and Editing, A.D.Z., K.C.T., E.D., S.T.,
R.S., K.C., T.P. and C.R.; Visualization, A.D.Z., K.C.T., E.D., S.T., R.S., K.C., T.P. and C.R.; Supervision,
C.R.; Project Administration, C.R. All authors have read and agreed to the published version of
the manuscript.

Funding: This research did not receive any specific grant from funding agencies in the public,
commercial, or not-for-profit sectors.

Institutional Review Board Statement: Ethical review and approval were waived for this study due
to this project involving a survey of health system specialty pharmacies, not human subjects, and
was conducted as part of an organizational operational initiative. In accordance with institutional
policies and federal regulations, the activity was reviewed and determined not to constitute human
subjects research as defined by 45 CFR 46.102. Therefore, Institutional Review Board (IRB) approval
was not required. All data were collected and analyzed in a manner that ensured the confidentiality
and anonymity of participating institutions and individuals.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.
Participation in the survey was voluntary. Respondents were informed of the purpose of the project,
which was conducted as part of an organizational operational initiative. Completion of the survey
was considered to indicate informed consent from the site. No identifiable personal or institutional
information was collected, and all responses were analyzed in aggregate to ensure confidentiality.

Data Availability Statement: All data generated or analyzed during this study are included in this
published article.

Conflicts of Interest: The authors declare no relevant conflicts of interest or financial relationships
relevant to this work.

https://www.mdpi.com/article/10.3390/pharmacy13060172/s1
https://www.mdpi.com/article/10.3390/pharmacy13060172/s1


Pharmacy 2025, 13, 172 12 of 13

Abbreviations
The following abbreviations are used in this manuscript:

HSSP Health-system specialty pharmacy
EHR Electronic health record
ASHP American Society of Health System Pharmacists
ACHC Accreditation for Healthcare Commission
TJC The Joint Commission
PQA Pharmacy Quality Alliance
NASP National Association of Specialty Pharmacy

References
1. De Rijdt, T.; Willems, L.; Simoens, S. Economic effects of clinical pharmacy interventions: A literature review. Am. J. Health Syst.

Pharm. 2008, 65, 1161–1172. [CrossRef]
2. Kaboli, P.J.; Hoth, A.B.; McClimon, B.J.; Schnipper, J.L. Clinical pharmacists and inpatient medical care: A systematic review.

Arch. Intern. Med. 2006, 166, 955–964. [CrossRef]
3. Ho, C.K.; Mabasa, V.H.; Leung, V.W.; Malyuk, D.L.; Perrott, J.L. Assessment of clinical pharmacy interventions in the intensive

care unit. Can. J. Hosp. Pharm. 2013, 66, 212–218. [CrossRef]
4. Finley, P.R.; Rens, H.R.; Pont, J.T.; Gess, S.L.; Louie, C.; Bull, S.A.; Bero, L.A. Impact of a collaborative pharmacy practice model on

the treatment of depression in primary care. Am. J. Health Syst. Pharm. 2002, 59, 1518–1526. [CrossRef]
5. Hawksworth, G.M.; Corlett, A.J.; Wright, D.J.; Chrystyn, H. Clinical pharmacy interventions by community pharmacists during

the dispensing process. Br. J. Clin. Pharmacol. 1999, 47, 695–700. [CrossRef] [PubMed]
6. Lankford, C.; Dura, J.; Tran, A.; Lam, S.W.; Naelitz, B.; Willner, M.; Geyer, K. Effect of clinical pharmacist interventions on cost in

an integrated health system specialty pharmacy. J. Manag. Care Spec. Pharm. 2021, 27, 379–384. [CrossRef] [PubMed]
7. Yung, E.; McNicol, M.; Lewis, D.; Fischer, J.; Petkus, K.; Sebastian, S.; Abdel-Rasoul, M.; Schmuhl, K.; Wise, K. Economic impact

of pharmacist interventions in pediatric ambulatory care clinics. J. Am. Pharm. Assoc. 2021, 61, 198–205.e1. [CrossRef] [PubMed]
8. Georgieva, D.; Markley, B.; DeClercq, J.; Choi, L.; Zuckerman, A.D. Cost avoidance from health system specialty pharmacist

interventions in patients with multiple sclerosis. J. Manag. Care Spec. Pharm. 2024, 30, 336–344. [CrossRef]
9. Patanwala, A.E.; Narayan, S.W.; Haas, C.E.; Abraham, I.; Sanders, A.; Erstad, B.L. Proposed guidance on cost-avoidance studies

in pharmacy practice. Am. J. Health Syst. Pharm. 2021, 78, 1559–1567. [CrossRef]
10. Stubbings, J.; Pedersen, C.A.; Low, K.; Chen, D. ASHP National Survey of Health-System Specialty Pharmacy Practice—2020. Am.

J. Health-Syst. Pharm. 2021, 78, 1765–1791. [CrossRef]
11. Zuckerman, A.D.; Mourani, J.; Smith, A.; Ortega, M.; Donovan, J.L.; Gazda, N.P.; Tong, K.; Simonson, D.; Kelley, T.; DeClercq, J.;

et al. 2022 ASHP Survey of Health-System Specialty Pharmacy Practice: Clinical Services. Am. J. Health Syst. Pharm. 2023, 80,
827–841. [CrossRef] [PubMed]

12. Zuckerman, A.D.; Whelchel, K.; Kozlicki, M.; Simonyan, A.R.; Donovan, J.L.; Gazda, N.P.; Mourani, J.; Smith, A.M.; Young, L.;
Ortega, M.; et al. Health-system specialty pharmacy role and outcomes: A review of current literature. Am. J. Health Syst. Pharm.
2022, 79, 1906–1918. [CrossRef] [PubMed]

13. Kelley, T.N.; Canfield, S.; Diamantides, E.; Ryther, A.M.K.; Pedersen, C.A.; Pierce, G. ASHP Survey of Health-System Specialty
Pharmacy Practice: Practice Models, Operations, and Workforce-2022. Am. J. Health Syst. Pharm. 2023, 80, 1796–1821. [CrossRef]
[PubMed]

14. Bonome, H.; Donovan, J. Pharmacy Hot Take: Tracking Your Clinical Intervention Outcomes; URAC: Washington, DC, USA, 2023.
Available online: https://www.urac.org/wp-content/uploads/2023/06/Tracking-Clinical-Interventions-Webinar-Slides.pdf
(accessed on 7 December 2023).

15. Sasnovskaya, V.; Kumor, L.M.; Stubbings, J.; Chevalier, A. A pharmacist-managed virtual consult service to improve tuberculosis
screening. Am. J. Health Syst. Pharm. 2021, 79, e41–e49. [CrossRef]

16. Farano, J.L.; Kandah, H.M. Targeting Financial Toxicity in Oncology Specialty Pharmacy at a Large Tertiary Academic Medical
Center. J. Manag. Care Spec. Pharm. 2019, 25, 765–769. [CrossRef]

17. Goldsberry, W.N.; Summerlin, S.S.; Guyton, A.; Caddell, B.; Huh, W.K.; Kim, K.H.; Liang, M.I. The financial burden of PARP
inhibitors on patients, payors, and financial assistance programs: Who bears the cost? Gynecol. Oncol. 2021, 160, 800–804.
[CrossRef]

18. Shah, N.B.; Mitchell, R.E.; Proctor, S.T.; Choi, L.; DeClercq, J.; Jolly, J.A.; Hemnes, A.R.; Zuckerman, A.D. High rates of medication
adherence in patients with pulmonary arterial hypertension: An integrated specialty pharmacy approach. PLoS ONE 2019, 14, e0217798.
[CrossRef]

https://doi.org/10.2146/ajhp070506
https://doi.org/10.1001/archinte.166.9.955
https://doi.org/10.4212/cjhp.v66i4.1267
https://doi.org/10.1093/ajhp/59.16.1518
https://doi.org/10.1046/j.1365-2125.1999.00964.x
https://www.ncbi.nlm.nih.gov/pubmed/10383549
https://doi.org/10.18553/jmcp.2021.27.3.379
https://www.ncbi.nlm.nih.gov/pubmed/33645240
https://doi.org/10.1016/j.japh.2020.11.009
https://www.ncbi.nlm.nih.gov/pubmed/33358098
https://doi.org/10.18553/jmcp.2024.30.4.336
https://doi.org/10.1093/ajhp/zxab211
https://doi.org/10.1093/ajhp/zxab277
https://doi.org/10.1093/ajhp/zxad064
https://www.ncbi.nlm.nih.gov/pubmed/36999452
https://doi.org/10.1093/ajhp/zxac212
https://www.ncbi.nlm.nih.gov/pubmed/35916907
https://doi.org/10.1093/ajhp/zxad235
https://www.ncbi.nlm.nih.gov/pubmed/37742303
https://www.urac.org/wp-content/uploads/2023/06/Tracking-Clinical-Interventions-Webinar-Slides.pdf
https://doi.org/10.1093/ajhp/zxab257
https://doi.org/10.18553/jmcp.2019.25.7.765
https://doi.org/10.1016/j.ygyno.2020.12.039
https://doi.org/10.1371/journal.pone.0217798


Pharmacy 2025, 13, 172 13 of 13

19. Wright, B.A.; Singh, S.B.; Schultz, J.L.; Ramsey, L.J.; Spading, K.A.; Mascardo, L.A.; Starner, T.D. Impact of pharmacy services on
cystic fibrosis transmembrane conductance regulator modulator prescribing at a pediatric cystic fibrosis center. Pediatr. Pulmonol.
2019, 54, 1591–1595. [CrossRef]

20. Zullig, L.L.; Wolf, S.; Vlastelica, L.; Shankaran, V.; Zafar, S.Y. The Role of Patient Financial Assistance Programs in Reducing Costs
for Cancer Patients. J. Manag. Care Spec. Pharm. 2017, 23, 407–411. [CrossRef]

21. Roder, L.; Simonsen, M.; Fitzpatrick, L.; He, J.; Loucks, J. Impact of pharmacy services on time to elexacaftor-tezacaftor-ivacaftor
initiation. J. Manag. Care Spec. Pharm. 2022, 28, 989–996. [CrossRef]

22. Patrawala, S.; Mustafa, S.S.; Ramsey, A. Role of an embedded health system specialty pharmacy on prescription of biologics in
allergy/immunology. Ann. Allergy Asthma Immunol. 2024, 133, 602–603. [CrossRef] [PubMed]

23. Wyatt, H.; Peter, M.; DeClercq, J. Assessing the impact of limited distribution drug networks on time to access oral oncolytic
agents at an integrated specialty pharmacy. J. Hematol. Oncol. Pharm. 2020, 10, 198–205.

24. Bagwell, A.; Kelley, T.; Carver, A.; Lee, J.B.; Newman, B. Advancing Patient Care Through Specialty Pharmacy Services in an
Academic Health System. J. Manag. Care Spec. Pharm. 2017, 23, 815–820. [CrossRef]

25. Reynolds, V.W.; Chinn, M.E.; Jolly, J.A.; Kelley, T.N.; Peter, M.E.; Choi, L.; Nwosu, S.; Leon, B.C.; Zuckerman, A.D. Integrated
specialty pharmacy yields high PCSK9 inhibitor access and initiation rates. J. Clin. Lipidol. 2019, 13, 254–264. [CrossRef]

26. Whetstone, M.; Reichard, J.; Sigmon, S. Impact of specialty pharmacy taking ownership of the prior authorization process of
multiple sclerosis specialty medications to increase access to infusible disease-modifying therapy (DMT). J. Drug Assess. 2019, 8
(Suppl. 1), 26. [CrossRef]

27. Burrus, T.E.; Vogt, H.; Pettit, R.S. Impact of a Pharmacy Technician and Pharmacist on Time to Inhaled Tobramycin Therapy in a
Pediatric Cystic Fibrosis Clinic. Pediatr. Pulmonol. 2021, 56, 2861–2867. [CrossRef]

28. Choi, D.K.; Cohen, N.A.; Choden, T.; Cohen, R.D.; Rubin, D.T. Delays in Therapy Associated With Current Prior Authorization
Process for the Treatment of Inflammatory Bowel Disease. Inflamm. Bowel Dis. 2023, 29, 1658–1661. [CrossRef]

29. Choi, D.K.; Rubin, D.T.; Puangampai, A.; Lach, M. Role and Impact of a Clinical Pharmacy Team at an Inflammatory Bowel
Disease Center. Crohns Colitis 360 2023, 5, otad018. [CrossRef]

30. Zuckerman, A.D.; Carver, A.; Cooper, K.; Markley, B.; Mitchell, A.; Reynolds, V.W.; Saknini, M.; Wyatt, H.; Kelley, T. An Integrated
Health-System Specialty Pharmacy Model for Coordinating Transitions of Care: Specialty Medication Challenges and Specialty
Pharmacist Opportunities. Pharmacy 2019, 7, 163. [CrossRef]

31. Fann, J.; Kozlicki, M.; Whelchel, K. Implementing a Letter Template to Expedite Specialty Medication Appeal Letter Submission.
J. Am. Pharm. Assoc. 2024, 65, 102262. [CrossRef]

32. Dale, J.R.; Murray, R.L.; Levet, C.M.; Babin, S.F. Beyond the call: Implementing a patient-first digital refill solution in a health-
system specialty pharmacy. Am. J. Health Syst. Pharm. 2025, zxaf192. [CrossRef]

33. Starr, M. Specialty Pharmacy Interventions Framework. Online; In NASP’s 5-Step Procedure Tracks Patient Intervention Effectiveness;
Specialty Pharmacy Continuum: New York, NY, USA, 2025. Available online: https://www.specialtypharmacycontinuum.com/
Clinical/Article/02-25/Specialty-Pharmacy-Interventions-Framework/76219?ses=ogst (accessed on 29 October 2025).

34. Pharmacy Quality Alliance. Medication Management Services; Pharmacy Quality Alliance: Alexandria, VA, USA, 2025. Available
online: https://www.pqaalliance.org/medication-management-services (accessed on 29 October 2025).

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1002/ppul.24446
https://doi.org/10.18553/jmcp.2017.23.4.407
https://doi.org/10.18553/jmcp.2022.28.9.989
https://doi.org/10.1016/j.anai.2024.07.012
https://www.ncbi.nlm.nih.gov/pubmed/39009218
https://doi.org/10.18553/jmcp.2017.23.8.815
https://doi.org/10.1016/j.jacl.2019.01.003
https://doi.org/10.1080/21556660.2019.1658304
https://doi.org/10.1002/ppul.25554
https://doi.org/10.1093/ibd/izad012
https://doi.org/10.1093/crocol/otad018
https://doi.org/10.3390/pharmacy7040163
https://doi.org/10.1016/j.japh.2024.102262
https://doi.org/10.1093/ajhp/zxaf192
https://www.specialtypharmacycontinuum.com/Clinical/Article/02-25/Specialty-Pharmacy-Interventions-Framework/76219?ses=ogst
https://www.specialtypharmacycontinuum.com/Clinical/Article/02-25/Specialty-Pharmacy-Interventions-Framework/76219?ses=ogst
https://www.pqaalliance.org/medication-management-services

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Interventions Defined and Documented 
	Intervention Documentation 
	Implementation Considerations 

	Conclusions 
	References

