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COUNCIL ON EDUCATION AND WORKFORCE
DEVELOPMENT POLICY RECOMMENDATIONS
The Council on Education and Workforce
Development is concerned with ASHP
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practitioners. Within the Council’s
purview are (1) student education, (2)
postgraduate education and training, (3)
specialization, (4) assessment and
maintenance of competence, (5)
credentialing, (6) balance between
workforce supply and demand, (7)
development of technicians, and (8)
related matters.
Kristina Butler, Board Liaison
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1. Advancing Diversity, Equity, and Inclusion in Education and Training
1
2
3
4
5

To advocate that health systems and organizations cultivate training and education
partnerships that advance diversity, equity, and inclusion; further,
To advocate that the pharmacy workforce actively participate in the equitable training
and education of Black, Indigenous, and People of Color (BIPOC) and other people with
marginalized identities.

Rationale
Black, Indigenous, and People of Color (BIPOC) and other people with marginalized identities
can experience disparities when receiving or accessing healthcare. Implicit biases exist against
underrepresented minorities among many healthcare providers (Hall WJ, Chapman MV, Lee
KM, et al. Implicit racial/ethnic bias among health care professionals and its influence on health
care outcomes: a systematic review. Am J Public Health. 2015; 105:e60-e76), which can further
perpetuate medication nonadherence, decreased trust in healthcare, and ultimately increased
morbidity and mortality.
ASHP created the Task Force on Racial Diversity, Equity, and Inclusion in June 2020. One
of its three focus areas was education and training, which resulted in two key recommendations (13 and 16). The first of these recommendations encourages hospitals and health systems
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to include statements and/or integrate expectations into their departments’ planning and
operations for the equitable training of underrepresented minorities. Further, the Task Force
recommended hospitals and health systems partner with knowledgeable organizations to help
educate and train the pharmacy workforce on how to support future underrepresented
minority pharmacy workforce members (e.g., training on implicit bias, cultural competency, and
fostering an inclusive climate)(Report of the ASHP Task Force on Racial Diversity, Equity, and
Inclusion. Am J Health-Syst Pharm. 2021; 78:903–906). Organizations are encouraged to partner
with their respective offices of diversity, equity, and inclusion (DEI) as well as local or national
organizations to support these education and training efforts (e.g., National Association for
Equity, Diversity, and Inclusion [NAEDI] and Government Alliance on Race and Equity [GARE]).
By advancing DEI in the education and training of the pharmacy workforce, the profession can
positively impact patient care.
Background
The Council considered this topic as a recommendation of the ASHP Task Force on Racial
Diversity, Equity, and Inclusion. The proposed policy recommendation underscores the critical
effort to prioritize advancing DEI in the education and training of the pharmacy workforce and
the positive impact those efforts have on patient care.
2. Cultural Competency
1
2
3
4
5
6
7

To foster the ongoing development of cultural competency within the pharmacy
workforce; further,
To educate the pharmacy workforce to interact with patients and caregivers in a manner
that demonstrates respect for and responsiveness to personal and social identities;
further,
To educate healthcare providers on the importance of providing culturally and spiritually
congruent care to achieve quality care and patient engagement.
Note: This policy would supersede ASHP policy 1613.

Rationale
The United States is rapidly becoming a more diverse nation. Culture influences a patient’s
belief and behavior toward health and illness. Cultural competence can significantly affect
clinical outcomes. Research has shown that overlooking cultural beliefs may lead to negative
health consequences. According to the National Center for Cultural Competency, there are
numerous examples of benefits derived from the impact of cultural competence on quality and
effectiveness of care in relation to health outcomes and well-being. Further, pharmacists can
contribute to providing “culturally congruent care,” which can be described as “a process of
effective interaction between the provider and client levels” of healthcare that encourages
provider cultural competence while recognizing that "[p]atients and families bring their own
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values, perceptions, and expectations to healthcare encounters which also influence the
creation or destruction of cultural congruence.” The Report of the ASHP Ad Hoc Committee on
Ethnic Diversity and Cultural Competence and the ASHP Statement on Racial and Ethnic
Disparities in Health Care support ways to raise awareness of the importance of cultural
competence in the provision of patient care so that optimal therapeutic outcomes are achieved
in diverse populations.
When considering holistic approaches to patient care, clinicians should recognize and
respond effectively to all personal and social identities, including but not limited to the
categories of sexual identity and gender expression, age, national origin, socioeconomic origin,
ethnicity, culture, gender, race, religion or spirituality, and physical, sensory, or mental
disability. Spiritually congruent care may be expressed in prayer requests, in clinician-chaplain
collaborations, and through health care organizations’ religious accommodations for patients
and staff. Numerous publications have outlined the role of spirituality in overall health,
longevity, and quality of life, especially for patients with severe illness. The pharmacy workforce
should be educated on the importance of individual patient spirituality and its impact on health
and on ways to facilitate patient access to spiritual care services.
Background
The Council reviewed ASHP policy 1613, Cultural Competency, in response to a delegate
recommendation from the 2021 ASHP House of Delegates and at the request of a Council
member and voted to recommend amending it as follows (underscore indicates new text):
To foster the ongoing development of cultural competency within the pharmacy
workforce; further,
To educate the pharmacy workforce to interact with patients and caregivers in a
manner that demonstrates respect for and responsiveness to personal and social
identities; further,
To educate healthcare providers on the importance of providing culturally and
spiritually congruent care to achieve quality care and patient engagement.
The Council reviewed the recommendation and background proposed by the delegates and felt
that existing policy 1613, Cultural Competency, could be revised to address the intent of the
delegate recommendation regarding the pharmacist’s role in spiritual care. To ensure this
concept is clearly addressed in the revised policy, the Council recommended adding the second
clause and changing the third clause to recognize individual patient spirituality in holistic
approaches to care.

COUNCIL ON PHARMACY MANAGEMENT
POLICY RECOMMENDATIONS
The Council on Pharmacy Management is
concerned with ASHP professional policies
related to the leadership and management
of pharmacy practice. Within the Council’s
purview are (1) development and
deployment of resources, (2) fostering costeffective use of medicines, (3) payment for
services and products, (4) applications of
technology in the medication-use process,
(5) efficiency and safety of medication-use
systems, (6) continuity of care, and (7)
related matters.
Pamela Phelps, Board Liaison

Council Members
Arpit Mehta, Chair (Pennsylvania)
Christopher Scott, Vice Chair (Indiana)
Ryan Costantino (Texas)
Daniel Dong (California)
Monica Dziuba (Louisiana)
Amanda Hays (Missouri)
Jessica Hill (New Jersey)
Christy Norman (Georgia)
Joseph Pinto (New York)
Alex Shantiai, Student (Florida)
Tara Vlasimky (Colorado)
Jason Wong (Oregon)
Eric Maroyka, Secretary

1. Revenue Cycle Management and Reimbursement and Pharmacist Compensation for Drug
Product Dispensing
1
2
3
4
5
6

To encourage pharmacy departments to serve as leaders in the development and
implementation of strategies to optimize medication-related revenue cycle compliance,
which includes verification of prior authorization, patient portion of payment, billing,
reimbursement, and financial documentation for the healthcare enterprise; further,
To advocate for the development of consistent, transparent billing and reimbursement
policies and practices by both government and private payers; further,

9

To collaborate with payers in developing improved methods of reimbursing pharmacies
and pharmacists for the costs of drug products dispensed, pharmacy and pharmacist
services, and associated overhead; further,

10

To educate pharmacists and stakeholders about those methods; further,

11

To advocate that information technology (IT) vendors enhance the capacity and
capability of IT systems to support and facilitate medication-related purchasing, billing,
and audit functions; further,

7
8

12
13
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To investigate and publish best practices in medication-related revenue cycle compliance
and management.
Note: This policy would supersede ASHP policies 1710 and 1807.

Rationale
Pharmacy has an increasingly important role in optimizing revenue capture and avoiding
revenue erosion resulting from improper billing or inadequate documentation of medicationrelated charges. Pharmacy needs to be involved in aspects of medication-related billing,
including not just pharmacy drug charges and billing but also contracting and negotiating for
carve-outs. Pharmacy leaders need to actively engage senior leadership and collaborate with
various departments to ensure organizational success in revenue cycle management.
Recently, organizations have experienced increasing compliance pressures. This
pressure comes from many sectors, including Centers for Medicare & Medicaid Services (CMS)
programs plus state-specific requirements, third-party payers, and financial intermediaries.
These policies impact organizations in two ways: increased requirements before the insurers
will pay for a claim, and increased audit pressure to be sure the organizations are billing
accurately. The frequency and nature of audits has also been changing. Insurers have increased
the use of audits to control costs. Government agencies have also increased the use of audits.
CMS has implemented Recovery Audit Contractor (RAC) audits, and the Office of the Inspector
General is also auditing organizations. Results of the audits can have significant financial impact
on the organization when money needs to be returned based on improper billing or lack of
documentation.
Historically, pharmacy departments have great strength in managing supply chain
issues. Drug expenditures are typically a significant portion of any hospital’s budget, and the
pharmacy department is a key leader in managing these expenses. However, pharmacy
departments are involved in broader revenue cycle management in variable ways. In some
organizations, the billing or patient accounting departments, or in some cases a contracted
third-party vendor, handle all billing issues with various degrees of pharmacy department
involvement. Accurate billing requires integration of the organization’s clinical services,
pharmacy, billing, and chargemaster functions. The required elements for proper billing may
reside in several systems. As coverage decisions become more complex, pharmacy expertise is
increasingly required in the clinical coverage decisions and information integration in order to
be successfully reimbursed for services. For the healthcare enterprise to successfully manage
compliance and optimize revenue capture there must be effective collaboration among various
departments. Pharmacy knowledge and leadership is increasingly required to ensure
organizational success in revenue cycle management.
In well-intentioned efforts to reduce healthcare costs, public and private payers often
seek to minimize the reimbursement to pharmacies for drug products. Historically, those
reimbursements have sometimes exceeded the simple cost of the drug product to reimburse
pharmacies for associated costs (e.g., storage, compounding, preparation, dispensing). Each
insurer has different requirements for coverage determinations, and coverage decisions have
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become more complex. More drugs now require prior authorization processes. In some cases,
even if the prior authorization process has been used, the charge is denied. Medicare has
implemented requirements for self-administered drugs (SADs), and diabetic supplies are now
handled under durable medical equipment (DME) requirements, which may require different
data elements before a bill is processed. Medicaid requires the National Drug Code (NDC) prior
to payment, and billing requirements for Medicare and Medicaid programs are not harmonized.
Healthcare Common Procedure Coding System (HCPCS) codes also need to be attached where
indicated. It is challenging to keep up with all the changes. International Classification of
Disease 10 (ICD-10) codes further complicate required coding.
Current IT solutions are inadequate and do not effectively facilitate effective billing. Current
systems are often not designed to capture all necessary information required to properly
document and bill. Even when necessary data is captured, it often resides in different
departmental computer systems that are not integrated and designed to share data. There is a
need for better IT solutions to facilitate both billing and audits. Greater consistency in billing
and reimbursement practices would facilitate greater compliance and enable the development
of effective technology solutions to improve billing and reimbursement processes.
Since pharmacy leaders have had variable levels of engagement in revenue cycle
management, there is a need for education, tools, and resources related to best practices.
Because cost-management efforts are likely to continue to reduce pharmacy reimbursement,
other means of compensating pharmacies for those expenses will need to be found, and
pharmacists and other stakeholders will require education about those reimbursement
methods. In addition, pharmacists and pharmacies need to be reimbursed for professional
services associated with management of medications and related patient care. Some pharmacy
departments have created a business manager position in part to deal with these issues. This
position is often not a pharmacist, but a staff member with business training. New roles for
pharmacy technicians have also emerged in this area. ASHP and the Section of Pharmacy
Practice Leaders are committed to developing and sharing best practices and providing
education to support pharmacists in optimizing reimbursement and pharmacist compensation
for drug product dispensing and pharmacy’s role in revenue cycle compliance.
Background
The Council reviewed ASHP policy 1710, Revenue Cycle Compliance and Management, as part
of sunset review and voted to recommend consolidating it with ASHP policy 1807,
Reimbursement and Pharmacist Compensation for Drug Product Dispensing. Policy 1807 is
incorporated as the third and fourth clauses, amending policy 1710 as follows (underscore
indicates new text; strikethrough indicates deletions):
To encourage pharmacists pharmacy departments to serve as leaders in the
development and implementation of strategies to optimize medication-related revenue
cycle compliance, which includes verification of prior authorization, patient portion of
payment, billing, reimbursement, and financial documentation for the healthcare
enterprise; further,
To advocate for the development of consistent, transparent billing and reimbursement
policies and practices by both government and private payers; further,
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To collaborate with payers in developing improved methods of reimbursing pharmacies
and pharmacists for the costs of drug products dispensed, pharmacy and pharmacist
services, and associated overhead; further,
To educate pharmacists and stakeholders about those methods; further,
To advocate that information technology (IT) vendors enhance the capacity and
capability of IT systems to support and facilitate medication-related purchasing, billing,
and audit functions; further,
To investigate and publish best practices in medication-related revenue cycle
compliance and management.
The Council noted revision of the policy is to express that revenue cycle management expertise
may extend beyond the pharmacist to include pharmacy technicians and support staff. The
Council concluded that the incorporation of ASHP policy 1807 eliminates redundancy between
the two policies and adds increased emphasis on the importance of collaborating with payers.
Finally, the Council noted the need for intentional education of pharmacists and stakeholders
(e.g., healthcare executives, finance team) as a best practice.

2. Role of the Pharmacist in Service-Line Development and Management
1
2
3
4

To recognize pharmacists bring unique clinical, operational, and financial expertise to
help organizations develop and manage high-value, health-system service lines; further
To support the role of pharmacy leadership in the development and management of
high-value, health-system service lines.

Rationale
To drive success in the current market, health systems, especially those within integrated
delivery networks, must optimize growth by applying strong tactics to acquire and retain
patients. Service-line development is structuring patient-centered care in clinically specific
areas across the healthcare system. Service-line design groups patients into specific areas of
need, improving care coordination and accountability and allowing for a nimble response to
changes (e.g., in the allocation of resources).
Pharmacists bring clinical, operational, and financial expertise to help organizations (1)
optimize resources, (2) ensure safe medication use and patient-centric system design, (3) drive
patient and provider satisfaction, (4) improve patient outcomes, and (5) achieve financial
growth when part of critical decision-making for setting an organization’s overall service-line
growth and management strategy. For example, pharmacists working as part of a specialty
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pharmacy can leverage their expertise to assess a certain population within a service line, with
the goal of improving care and patient safety while promoting use of cost-effective treatments.
Most specialty pharmacies allow pharmacists to oversee financial, operational, and clinical
services, which has led to growth in patient access and revenue for health systems. Health
systems can reap many benefits from expanding service lines, including increased patient
volumes, improved health outcomes, boosted market share, and improved patient and
provider satisfaction. By focusing on developing high-value service lines, health systems have
the opportunity to achieve financial growth and significant return on investment. Growing highvalue service lines is one of the most effective ways in which hospitals and health systems can
add value to the healthcare system. Growing service lines requires careful strategic planning,
and success hinges on an organization’s proficiency in (1) understanding and predicting patient
needs; (2) acquiring commercial health plans; (3) using an omni-channel approach; (4) focusing
on provider referrals; (5) safe medication use and patient-centric system design (e.g.,
medication stewardship, formulary alignment, medication-use policies); and (6) ensuring the Csuite is fully committed to the service-line development strategy. High-value service lines
exemplify exceptional performance in many ways, including attracting the most patients and
providers, driving the most revenue, achieving the highest care success rates, and presenting
the greatest growth potential. Healthcare organizations identify their high-value service lines by
analyzing financial data, external market factors (e.g., value-based contracts), and other
relevant economic conditions. Data analytics and effective patient communication are
important when healthcare organizations are working to grow service lines. High-value service
lines may differ among hospitals, depending on the patients and markets they serve. During
times of scarce capital and growing demand for services, service-line analysis becomes a highpriority task for hospital and health-system decision-makers. Leaders must face hard questions
when it comes to identifying the areas of operations critical to an institution’s long-term
financial viability and should ensure those service lines get the investment and management
attention they need. Service-line analysis may also mean eliminating low-volume and/or
unprofitable service lines that drain resources. Before hospital leaders decide to discontinue a
given service line, they should consider whether the line has been properly managed. Many
hospitals may have inadvertently harmed service-line management by not investing sufficiently
in the resources needed for success.
In today’s environment, successful service-line development efforts need input from
pharmacy leaders from the outset of discussions through implementation and management.
Engagement in every step of service-line development and management assures long-term
success as strategic direction is set. Success as a pharmacy leader is predicated on building and
maintaining relationships with diverse groups of people in order to be part of setting the overall
strategy for an organization. This relationship-building may include partnering with
nontraditional healthcare participants to develop new strategies for care. As healthcare
markets continue to shift away from volume and toward value, appealing to patients by
building high-value service lines designed to meet patients’ unique needs will become
increasingly important.
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Background
The Council recognized that organizations commonly struggle to assemble the right mix of
decision-makers to ensure the strategic success of service-line-related discussions. Pharmacy
possesses the knowledge, skills, and abilities in a variety of key areas (e.g., people, process
efficiencies, technology, revenue cycle, formulary decisions) to help ensure enterprise strategic
decisions that are most beneficial at the outset of discussions. The Council suggested ASHP
explore the creation of a business development resource to assist pharmacy leaders in
approaches to getting a seat at the table and understanding role once at the table (e.g., growth,
revenue, process sustainability, clinical outcomes, operational considerations, medication
safety).
3. Value-Based Purchasing
1
2
3
4
5
6
7
8
9
10
11

To support value-based purchasing reimbursement models when they are appropriately
structured to improve healthcare quality, patient satisfaction, and clinical outcomes, and
encourage medication error reporting and quality improvement; further,
To affirm the role of pharmacists in actively leading the design and interdisciplinary
implementation of medication-related value-based purchasing initiatives; further,
To support pharmacy workforce efforts to ensure safe and appropriate medication use
by using data and technology for continuous quality improvement in pharmacy-designed,
medication-related value-based purchasing initiatives; further,
To advocate that the Centers for Medicare & Medicaid Services guide the development
of a common portfolio of measures for potential alignment across regulated programs,
federal programs and agencies, and the private sector.
Note: This policy would supersede ASHP policy 1209.

Rationale
Value-based purchasing is one aspect of a portfolio of healthcare reform incentives based on
pay-for-performance principles. The Hospital VBP Program adjusts payments to hospitals under
the Inpatient Prospective Payment System (IPPS) based on the quality of care they deliver. In
April 2021, the Centers for Medicare & Medicaid Services (CMS) announced efforts to (1)
readdress 2020 policies during the duration of COVID-19 public health emergency (PHE) and (2)
close healthcare equity gaps and provide greater accessibility to care, requesting comments
regarding the modernization of the quality measurement enterprise to digital quality
measurement. In response to the pandemic, CMS established the New COVID-19 Treatments
Add-on Payment (NCTAP) for eligible discharges during the PHE. To enhance the medical
workforce in rural and underserved communities, CMS is proposing to distribute 1,000
additional physician residency slots to qualifying hospitals, phasing in 200 slots per year over
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five years. To address the future of digital quality measurement, CMS is currently reviewing
proposals and holding discussions through 2022.
CMS was seeking comment on plans to modernize its quality measurement enterprise
by:
• clarifying the definition of digital quality measures;
• using the Fast Healthcare Interoperability Resources (FHIR) Standard for electronic
clinical quality measures that are currently in the various quality programs;
• standardizing data required for quality measures for collection via FHIR-based
application programming interfaces;
• leveraging technological opportunities to facilitate digital quality measurement;
• better supporting data aggregation; and
• developing a common portfolio of measures for potential alignment across CMS
regulated programs, federal programs and agencies, and the private sector.
ASHP recognizes the pharmacist’s leadership role while explicitly acknowledging the
interdisciplinary nature of initiatives designed to achieve value-based purchasing measures.
Background
The Council reviewed ASHP policy 1209, Value-Based Purchasing, as part of sunset review and
voted to recommend amending it as follows (underscore indicates new text; strikethrough
indicates deletions):
To support value-based purchasing reimbursement models when they are appropriately
structured to improve health care quality, patient satisfaction, and clinical outcomes,
and encourage medication error reporting and quality improvement; further,
To encourage affirm the role of pharmacists to in actively leading in the design and
interdisciplinary implementation of medication-related value-based purchasing
initiatives; further,
To support pharmacy workforce efforts to ensure safe and appropriate medication use
by using data and technology for continuous quality improvement in pharmacydesigned, medication-related value-based purchasing initiatives; further,
To advocate that the Centers for Medicare & Medicaid Services guide the development
of a common portfolio of measures for potential alignment across regulated programs,
federal programs and agencies, and the private sector.
The Council discussed the importance of pharmacy engagement in hospitals and health systems
when it comes to designing the initiatives that drive value-based purchasing initiatives. Often,
active membership on the design team does not include pharmacy. There needs to be
thoughtful consideration of what pharmacy can reasonably control within an organization in
terms of achievable tactics to improve a specific goal. Pharmacy leaders need to engage their
entire departments in these efforts to ensure that there is a concerted approach toward
improving patient care.
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4. Financial Management Skills
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18

To foster the systematic and ongoing development of management skills for the
pharmacy workforce in the areas of (1) health-system economics, (2) business plan
development, (3) financial analysis, (4) metrics for clinical and distributive services, (5)
pharmacoeconomic analysis, (6) diversified pharmacy services, (7) compensation for
pharmacists' patient-care services, and (8) revenue cycle compliance and management;
further,
To encourage colleges of pharmacy to incorporate these management areas in course
work, electives (e.g., financial and managerial accounting), and experiential education;
further,
To promote the growth of dual Pharm.D./M.B.A. degree programs and similar certificates
or concentrations offered by colleges of pharmacy; further,
To encourage financial management skills development in pharmacy residency training
programs; further,
To provide education for new practitioners and student pharmacists on foundational
skills for business administration and personal financial management; further,
To promote education on financial management for other members of the pharmacy
workforce (e.g., pharmacy technicians, data scientists, inventory specialists, department
business managers).
Note: This policy would supersede ASHP policy 1207.

Rationale
Revenue cycle compliance and management represent an increasingly important aspect of the
business operations of hospitals and health systems. Pharmacy leaders must exert leadership in
managing medication-related revenue cycle compliance in order to ensure financial success of
the healthcare enterprise. The development of foundational skills in financial literacy and
business management is critical for many members of the pharmacy workforce (e.g., residents,
new practitioners, student pharmacists, pharmacy technicians, and support staff such as data
scientists, inventory specialists, or department business managers) to gain perspectives on
contemporary management techniques and fiscal solvency. Some ways to achieve this are
through (1) college of pharmacy curriculum (e.g., dual Pharm.D./M.B.A. degree or similar
programs) or experiential program requirements; (2) during residency training as incorporated
projects; or (3) as a certificate program for student pharmacists, residents, and new
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practitioners. Pharmacy leaders must also develop and maintain knowledge in this area to
sharpen skills in planning, forecasting, decision-making, and implementation.
Background
The Council reviewed ASHP policy 1207 Financial Management Skills, as part of sunset review
and voted to recommend amending it as follows (underscore indicates new text; strikethrough
indicates deletions):
To foster the systematic and ongoing development of management skills for healthsystem pharmacists the pharmacy workforce in the areas of (1) health-system
economics, (2) business plan development, (3) financial analysis, (4) metrics for clinical
and distributive services, (5) pharmacoeconomic analysis, (6) diversified pharmacy
services, (7) compensation for pharmacists' patient-care services, and (8) revenue cycle
compliance and management; further,
To encourage colleges of pharmacy to incorporate these management areas in course
work, electives (e.g., financial and managerial accounting), and experiential education;
further,
To promote the growth of dual Pharm.D./M.B.A. degree programs and similar
certificates or concentrations offered by colleges of pharmacy; further,
To encourage financial management skills development in pharmacy residency training
programs and new practitioner orientation; further, [CLAUSE MOVED UP FROM BELOW]
To provide education for new practitioners and student pharmacists on foundational
skills for business administration and personal financial management; further,
To encourage financial management skills development in pharmacy residency training
programs and new practitioner orientation. [CLAUSE MOVED UP WITH EDITS]
To promote education on financial management for other members of the pharmacy
workforce (e.g., pharmacy technicians, data scientists, inventory specialists, department
business managers).
The Council suggested ASHP provide education and resources, including assembling existing
resources as a portfolio of products (e.g., certificate program, Pharmacy Leadership Academy,
Pharmacy Manager Boot Camp) to help pharmacy leaders, residents, new practitioners, and
student pharmacists develop or sharpen foundational financial management skills in the critical
functions necessary for success in pharmacy business administration. Other opportunities for
ASHP to explore related to member professional development in this area include personal
financial management and career planning and development strategies.
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5. Health-System Use of Drug Products Provided by Outside Sources
1
2
3
4
5
6
7
8
9
10
11
12

To support care models in which drug products are procured and/or prepared for
administration by the pharmacy and are obtained from a licensed, verified source to
ensure drug product and patient safety and continuity of care; further,
To encourage hospitals and health systems not to permit administration of drug products
supplied to the hospital, clinic, or other healthcare setting by the patient, caregiver, or
pharmacy contracted by a healthcare insurance payer or pharmacy benefit manager;
further,
To advocate adequate reimbursement for preparation, order review, and other costs
associated with the safe provision and administration of drug products; further,
To advocate that insurers and pharmacy benefit managers be prohibited from mandating
drug-distribution models that introduce patient safety and supply chain risks or limit
patient choice.
Note: This policy would supersede ASHP policy 2032.

Rationale
Hospitals and health systems have a responsibility to confirm drug product integrity and
pedigree to ensure safe and appropriate administration of drug products. Drug products
supplied to a hospital or health system without an institution’s direct oversight raise questions
about the product’s proper storage and pedigree. These drug products include patient home
drug products, including clinician-administered pharmaceuticals (i.e., brown bagging) brought in
by the patient or caregiver, and clinician-administered pharmaceuticals shipped from an external
pharmacy directly to the location where they are being administered (i.e., white bagging). ASHP
supports care models in which drug products are procured and/or prepared for administration
by the pharmacy and are obtained from a licensed, verified source and encourages hospitals and
health systems not to permit administration of drug products supplied by the patient, caregiver,
or a pharmacy contracted by a healthcare insurance payer or pharmacy benefit manager.
Healthcare insurance and pharmacy benefit management (PBM) models should ensure
fair reimbursement and payment for drug product preparation and administration and in the
provision of direct patient care services for drug products supplied to patients. Due to patient
safety and supply chain risks, hospitals and health systems should advocate for action from
boards of pharmacy to directly address payer-mandated drug-distribution models and
encourage state policymakers to prohibit insurers and PBMs from mandating white and brown
bagging, including prohibiting insurers and PBMs from steering patients away from hospitals and
health systems that refuse to accept potentially dangerous white-bagged or brown-bagged drug
products.
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Background
The Council reviewed ASHP policy 2032, Health-System Use of Medications Supplied to
Hospitals by Patients, Caregivers, or Specialty Pharmacies, and voted to recommend amending
it as follows (underscore indicates new text; strikethrough indicates deletions):
To support care models in which medications drug products are procured and/or
prepared for patient administration by the pharmacy and are obtained from a licensed,
verified source to ensure drug product and patient safety and continuity of care;
further,
To encourage hospitals and health systems not to permit administration of medications
drug products supplied to the hospital, or clinic, or other healthcare setting by the
patient, caregiver, or specialty healthcare insurance payer or pharmacy benefit
management-contracted pharmacy contracted by a healthcare insurance payer or
pharmacy benefit manager when storage conditions or the source cannot be verified,
unless it is determined that the risk of not using such a medication exceeds the risk of
using it; further,
To advocate adequate reimbursement for preparation, order review, and other costs
associated with the safe provision and administration of drug products medications.;
further,
To advocate that insurers and pharmacy benefit managers be prohibited from
mandating drug-distribution models that introduce patient safety and supply chain risks
or limit patient choice.
ASHP has been focusing on addressing white-bagging as a top advocacy priority. The Council
noted the need for more detailed policy to support ASHP advocacy efforts addressing the
disruptions in patient care and risks to patient safety associated with white- and browningbagging of clinician-administered drug products. The Council emphasized that specialty drug
products should not be equated with clinician-administered drug products, because some
specialty drug products can be self-administered, and conversely, some clinician-administered
drug products might not be considered specialty drug products. It was noted the definition of
specialty drug products is itself amorphous and open to varying interpretations. Since specialty
drug products are often high-cost therapies, there is much interest devoted to specialty drug
products, and ASHP should be cautious not to craft policy that bad actors could theoretically
sidestep by simply changing their definition of specialty drug products.
6. Screening for Social Determinants of Health
1
2

To facilitate social determinants of health (SDoH) screening and data collection using
standardized codes during the provision of pharmacy patient care services; further,
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To promote the integration of SDoH data into the design and delivery of clinical
pharmacy services, including the creation of targeted interventions and leveraging the
use of clinical decision support to improve patient outcomes; further,
To encourage the use of SDoH data in reporting and evaluating the effectiveness of
pharmacist patient care; further,
To encourage the use of SDoH data to identify opportunities to reduce healthcare
disparities and improve healthcare access and equity; further,
To educate the pharmacy workforce and learners about SDoH, including cultural
competency, and the impact on patient care delivery and health outcomes; further,
To advocate for the funding of community resources related to improving patient access
to medications, and the integration of these resources into health-system care delivery
models; further,
To encourage research to identify methods, use, and evaluation of SDoH data to
influence key quality measures and patient outcomes.

Rationale
Social determinants of health (SDoH) are defined by the Centers for Disease Control and
Prevention (CDC) as the “conditions in the environments where people are born, live, learn,
work, play, worship and age.” These conditions can have a significant impact on healthcare
outcomes, health equity, and the quality of life for individuals and communities. SDoH have
been found to account for 80-90% of modifiable contributors to health outcomes. The CDC
recognizes five distinct SDoH domains: Economic Stability, Education Access and Quality,
Healthcare Access and Quality, Neighborhood and Built Environment, and Social and
Community Context. From a third-party payer perspective, the recent shift of many
organizations from fee-for-service to value-based reimbursement models places more
emphasis on SDoH, screening, and evidence-based decision making to prioritize long-term
health outcomes. Healthy People 2030, a national program developed by the Office of Disease
Prevention and Health Promotion within the U.S. Department of Health and Human Services,
includes 355 measurable, data-driven, national objectives to improve the health and well-being
of the American public by the year 2030. Efforts to address SDoH through pharmacy practice
have varied. A 2018 survey of postgraduate pharmacy residents and their program directors
found that only 1% of residents and 4% of residency program directors stated they had received
training on Healthy People 2030.
The pharmacy workforce has opportunities to advance the use of SDoH in clinical
practice (e.g., consults, medication reconciliation, patient assistance programs) to improve
health outcomes. Patient screenings and data collection to ascertain SDoH should use
standardized codes (e.g., ICD-10-CM Z codes, SNOMED-CT value sets) that are consistent,
discrete data elements that are reportable and can be shared with other technologies, leading
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to actionable intelligence to enhance quality improvement initiatives. To support this goal,
there is a need for broader implementation of SDoH health information technology (IT) tools
into general practice and development of policies for how to appropriately use SDoH in clinical
decision-making. The Office of the National Coordinator for Health Information Technology has
identified four priority areas for advancing interoperability and use of SDoH data: standards and
data, infrastructure, policy, and implementation. The 2020-2025 Federal Health IT Strategic
plan includes strategies such as increasing standardization of SDoH data, integrating all
captured SDoH data into electronic health records, strengthening health IT infrastructure
through secure exchange of data and interprofessional collaboration, and leveraging data to
improve related health outcomes. Many health IT and electronic health record (EHR) vendors
have invested significant resources in development of SDoH tools and products. Among these
products are screening tools, population health metrics, referral and care transition tools, and
analytic and reporting tools. Most vendors use the Protocol for Responding to and Assessing
Patients’ Assets, Risks, and Experiences (PRAPARE) framework, which is a standardized patient
risk assessment tool as well as a repository of resources to act on SDoH data. Vendors develop
screening tools that are largely customizable to the needs of each customer organization or
health system. In many situations, there is a need for patients to be referred to communitybased organizations or external programs to address SDoH during transitions of care. Health
systems must have access to appropriate technology-based platforms to exchange SDoH data
and make referrals for patients at discharge or transfer to another institution. Lack of
standardization of data and reporting across health systems makes sharing of best practices
and metric goal-setting difficult. Additional tools available within some EHR platforms include
those measuring quality of life, suicidal ideation rating, community service referral capabilities,
and use of secondary survey data in conjunction with the CDC social vulnerability index to
further evaluate population health at a community level. SDoH tools can be categorized as
either single domain, such as the Hunger Vital Sign tool to evaluate food insecurity, or multiple
domain, such as the WE CARE survey to evaluate education, employment/income, food
insecurity, and housing/utility domains. The validity of each tool should be considered before
implementing into practice. The Pharmacy Quality Alliance (PQA) has developed a Medication
Access Framework for Quality Measurement and is evaluating a pharmacy measure concept to
address the social determinants of health that hinder patient medication access and contribute
to poor health outcomes.
Background
The Council acknowledged that advancing the use of SDoH data in clinical and community
settings with integration within electronic clinical decision support workflows to support
patient-centered care is of considerable interest among stakeholders. ASHP should continue to
expand and amplify its efforts to provide education, training, and resources to equip the
pharmacy workforce and learners with knowledge on how to have sensitive conversations with
patients, triage concerns raised from SDoH screening, and influence a culture of understanding
(e.g., food bank volunteer, free clinic support), leading to action.
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1. Stigmatizing and Derogatory Language in Healthcare
1
2
3
4
5
6

To promote the use of inclusive verbal and written language in patient care delivery and
healthcare communication; further,
To urge healthcare leadership to promote use of inclusive language through
organizational policies and procedures; further,
To provide education, resources, and competencies for the pharmacy workforce and
other healthcare workers regarding the use of inclusive verbal and written language.

Rationale
Inclusive verbal and written language (i.e., language that is free of stigma, bias, and oppression)
is essential for the provision of equitable patient care. The use of derogatory and stigmatizing
language in the healthcare environment is a risk to patient safety and a threat to optimal
health. In addition, when used among care team members, it introduces a culturally insensitive
and noninclusive work environment. Stigmatizing language may fuel and trigger implicit or
explicit bias in a healthcare clinician or team member and harm patients, worsen health
outcomes, and compromise team dynamics. Derogatory and stigmatizing language may occur
between patients and the care team, among care team members, and in medical

Council on Pharmacy Practice: Policy Recommendations

Page 20

documentation. Commitment to the use of conscious language—the intentional use of words
and terms to create empathetic, inclusive, and non-stigmatizing content—is suggested as an
alternative to ensure language and communication does not lead to poorer health outcomes,
health inequities, and stigma.
The use of stigmatizing and derogatory language in medical chart documentation
becomes even more damaging as patients have increased access to their own health records
(Davis B. Derogatory language in charting: the domino effect. Patient Safety. 2021; 3:74-8.).
Patients may not be empowered to take ownership of their care if stigmatizing and derogatory
language is used. The same can apply for verbal communications. The use of argot or slang to
disguise the meaning to bystanders may be useful to build bonds between colleagues but is
unprofessional and creates judgments about patients not based in facts (Goldman B.
Derogatory slang in the hospital setting. AMA J Ethics. 2015; 17:167-71).
There are multiple strategies for eliminating the use of stigmatizing language in the
course of caring for a patient, such as using person-first and technical language and avoiding
the use of sensational or fear-based language. Eliminating derogatory and stigmatizing
language from healthcare settings requires leadership commitment across the spectrum of care
delivery and an educated and empowered healthcare workforce. Pharmacists, student
pharmacists, and pharmacy technicians have a professional duty to provide culturally
competent and compassionate patient care and can serve as champions in eliminating the use
of stigmatizing language in healthcare.
Background
The Council considered this new policy topic after a recommendation was made during the
2021 ASHP House of Delegates calling for ASHP to develop policy that directly addresses the use
of derogatory and stigmatizing language in healthcare. The Council recognized that
pharmacists, student pharmacists, and pharmacy technicians have a professional duty to
practice culturally competent and compassionate care and that the pharmacy workforce can be
champions of eliminating the use of stigmatizing language in healthcare.
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2. Autoverification of Medication Orders
1
2
3
4
5
6
7
8
9
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To recognize the importance of pharmacist verification of medication orders, and the
important role pharmacists have in developing and implementing systems for
autoverification of medication orders; further,
To recognize that safe and efficient autoverification of medication orders can allow more
effective use of pharmacist resources by expanding access to pharmacist patient care;
further,
To discourage implementation of autoverification as a means to reduce pharmacist
hours; further,
To promote and disseminate research on the safety, effectiveness, and efficiency of
autoverification of medication orders; further,
To encourage healthcare organizations to develop policies and procedures to determine
which care settings, medications, and patient populations are appropriate candidates for
autoverification of medication orders, and to support the implementation of
autoverification models for those circumstances; further,
To advocate for laws, regulations, and accreditation standards that permit
autoverification of medication orders in circumstances in which it has proven safe.

Rationale
The purpose of autoverification of medication orders is to improve medication-use safety and
quality and more efficiently and effectively utilize pharmacy personnel. When autoverification
functionality is used, medications ordered via computerized provider order entry (CPOE) are
evaluated against predetermined parameters in electronic health records (EHRs). Orders that
fall within set parameters are autoverified and available to be administered; those that fall
outside the parameters require review by a pharmacist. Critical values, patient history, and
clinical decision support tools are used to create the algorithm that determines whether a
medication order is reviewed. The healthcare community has long recognized the importance
of pharmacist verification of medication orders, and that role is no less important when
developing and implementing systems for autoverification of medication orders. Recent
experience has shown that autoverification of medication orders, when done safely and
efficiently, can allow more effective use of pharmacist resources by expanding access to
pharmacist patient care.
In the 2016 ASHP survey of health systems, 51.6% of hospitals utilized the
autoverification functionality in the CPOE system; this rose to 62.2% utilization by the 2019
survey. Of the health systems surveyed in 2019 that utilized autoverification, 52.9%
autoverified in selected areas (e.g., all emergency department orders, perioperative orders);
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50.2% identified selected medications for autoverification in specific areas (e.g., pain
medications in the emergency department); and 17.1% of hospitals had autoverification for
selected medications (e.g., flushes, influenza vaccine) throughout the hospital. Between 2016
and 2019, overall use of autoverification and autoverification of selected medications
throughout the hospital and for selected medications in certain areas increased. In contrast, the
use of autoverification for all medications in a selected area of the hospital decreased from
2016 to 2019.
According to the ASHP survey, the most commonly cited reasons for not implementing
autoverification were patient safety concerns (40.4%); “our hospital has not discussed this”
(23.2%); and requirements by law, regulation, or accreditors (22.9%). Less common reasons
were that EHR software does not have the functionality (6.9%) and EHR limitations on criteria
used for autoverification (4.6%). Healthcare professionals have also expressed a concern about
medication optimization: medication appropriateness may not be the same as medication
optimization. Pharmacy directors have also stated that staffing determinations based on
pharmacist workload and other measurable metrics must be carefully considered;
autoverification should not be a mechanism for reducing pharmacist hours, which would
negate the potential to expand patient care services.
Background
The Council considered this new policy topic because current ASHP policy does not explicitly
address autoverification. Council members strived to create a policy position that outlines
safeguards for the selective application of autoverification within healthcare settings in order to
improve medication quality and safety while efficiently and effectively leveraging the expertise
of the pharmacy workforce. The Council felt it was important to also address aspects of
autoverification such as balanced performance and productivity measures, continuous quality
improvement and research, and aligned regulatory standards.

3. Pharmacist Prescribing in Interprofessional Patient Care
1
2
3
4
5
6
7
8

To advocate that healthcare delivery organizations establish credentialing and privileging
processes that delineate the scope of and support pharmacist prescribing within the
hospital or health system and to ensure that pharmacists who prescribe are competent
and qualified to do so; further,
To advocate for autonomous and accountable prescribing authority for pharmacist
practitioners as part of comprehensive medication management, recognizing that a
single prescriber should not be responsible for prescribing and dispensing any given
medication.
Note: This policy would supersede ASHP policy 1213.
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Rationale
The American Medical Association and the American Academy of Family Physicians have
publicly and staunchly opposed any expansion of pharmacist scope of practice perceived to
encroach on the practice of medicine. Pharmacist prescribing is implicit to interprofessional
care delivery, however. Independent drug therapy decision-making by pharmacists in hospitals
is already common and is often accepted or even expected by other licensed independent
practitioners (e.g., physicians, physician assistants, and nurse practitioners). Practitioners
participating in multidisciplinary teams with pharmacists come to rely on their knowledge and
see an opportunity to free themselves from tasks that can be done by another professional with
demonstrated competency and expertise. Pharmacists in specialty practices such as
anticoagulation management, solid organ transplant, and nutrition support have long
functioned in roles in which near-independent authority to manage drug therapy has resulted
in improved outcomes. In settings such as the Indian Health Service and Veterans Affairs health
systems, where access to primary or specialty care may be limited, care provided by
pharmacists with prescribing authority has demonstrated the benefits of this model.
Some hospitals authorize pharmacists to manage drug therapy by enacting pharmacy
and therapeutics committee policies that require use of an approved medical staff protocol and
physician oversight for pharmacist-initiated orders. In practice, however, pharmacists often
manage patients’ clinical needs that cannot be appropriately treated per protocol with minimal
physician oversight. Depending on the patient, medication, and degree of trust, physicians may
co-sign such orders with only cursory review. To the extent allowed by hospital or healthsystem policy, physicians often delegate therapeutic decision-making to pharmacists, secure in
the trust developed through established professional relationships and shared experiences in
successfully dealing with challenging clinical situations, rather than through formal
collaborative practice agreements. Common examples of de facto pharmacist prescribing
include independently managing symptoms and side effects in oncology patients, identifying
and resolving drug-induced disease or problems, managing anticoagulant therapy for patients
whose clinical status falls outside specified parameters, and responding to general directives to
simply “fix the problem” when medication therapy is indicated. Additionally, there are settings
of care and pharmacy practice models that allow for autonomous and accountable prescribing
authority for pharmacist practitioners as part of comprehensive medication management,
without the need for collaborative practice authority. These are to be encouraged when
possible while ensuring there is a firewall between prescribing and dispensing of medications.
Credentialing by individual healthcare organizations is a natural selection process for
determining who is authorized to prescribe that avoids distinguishing pharmacists by practice
setting and allows more latitude in scope of practice. The credentialing procedures to establish
pharmacists’ competency to prescribe must ensure that patients receive treatment from highly
qualified caregivers. In addition to verifying appropriate education, licensure, and certification,
the process should include
• the same transparency and rigor applied to other prescribers,
• criteria used to measure patient care quality, and
• peer review by pharmacists and others who are authorized to prescribe.
Healthcare organizations should use privileging methods that establish the scope of practice
and clinical services that pharmacists are authorized to provide commensurate with their
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demonstrated competency within an area or areas of clinical expertise. Pharmacists practicing
in hospitals and health systems do not have or need privileges, such as admitting, that are not
related to medication use.
Finally, interdisciplinary health professional training programs should incorporate the
concept of pharmacist prescribing in a standard way.
Background
The Council reviewed ASHP policy 1213, Pharmacist Prescribing in Interprofessional Patient
Care, as part of sunset review and voted to recommend amending it as follows (underscore
indicates new text; strikethrough indicates deletions):
To define pharmacist prescribing as follows: patient assessment and the selection,
initiation, monitoring, adjustment, and discontinuation of medication therapy pursuant
to diagnosis of a medical disease or condition; further,
To advocate that healthcare delivery organizations establish credentialing and
privileging processes that delineate the scope of and support pharmacist prescribing
within the hospital or health system and to ensure that pharmacists who prescribe are
competent and qualified to do so; further,
To advocate for autonomous and accountable prescribing authority for pharmacist
practitioners as part of comprehensive medication management, recognizing that a
single prescriber should not be responsible for prescribing and dispensing any given
medication.
The Council sought to encourage autonomous prescribing authority rather than authority
driven by delegation protocols or collaborative practice agreements. The changes are not
intended to replace the review process of the dispensing pharmacist. Council members also
discussed the need for a firewall between pharmacist prescribing and dispensing. They felt that
ASHP policies 2137, Documentation of Pharmacist Patient Care, and 1215, Pharmacist’s Role in
Team-Based Care, were supplemental to this policy to ensure appropriate and consistent
documentation of a treatment plan.

4. Universal Vaccination for Vaccine-Preventable Diseases in the Healthcare Workforce
1
2
3
4
5

To support policies and mandates that promote universal vaccination for preventable
infectious diseases among healthcare workers, including all members of the pharmacy
workforce, as a safeguard to patient and public health; further,
To encourage the use of evidence-based risk assessments to determine inclusions in and
exemptions from mandatory vaccine requirements; further,
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To support employers in establishing and implementing mandatory vaccine requirements
for healthcare workers if evidence-based risk assessments determine they would be safe
and promote patient and public health; further,
To urge healthcare organizations to have policies that address additional infection
prevention practices required for the expected small number of exempted healthcare
workers; further,
To develop tools, education, and other resources to promote vaccine confidence,
increase vaccination rates, and prevent vaccine-preventable diseases among healthcare
workers.
Note: This policy would supersede ASHP policies 2140 and 2138.

Rationale
Vaccine-preventable diseases (VPDs) pose a threat to vulnerable patients, the healthcare
workforce, and public health. Vaccines are effective in protecting the healthcare workforce and
the patients they care for and with whom they interact.
Voluntary vaccination of healthcare workers (HCWs), supported by employer-offered
strategies, increases vaccination rates to some extent. For example, the Centers for Disease
Control and Prevention (CDC) estimates that in the 2019-2020 season, approximately 80% of
healthcare workers were vaccinated against influenza, with rates over 90% among hospital
employees, despite the fact that only approximately 70% of hospitals require an annual
influenza vaccination and the CDC has recommended influenza vaccinations for HCWs since
1981.
Mandatory vaccination requirements, in contrast, carry heavier weight and can result in
near-universal vaccination rates (Schumacher S et al. Increasing influenza vaccination coverage
in healthcare workers: a review on campaign strategies and their effect. Infection. 2021; 49:
387–99. https://doi.org/10.1007/s15010-020-01555-9). The effectiveness of the mandatory
approach has led to HCW vaccination requirements from the Occupational Safety and Health
Administration, recommendations from the Centers for Disease Control and Prevention (CDC),
policy endorsements from numerous professional organizations, and quality measures for
federal and commercial payer reporting programs. For example, the CDC Advisory Committee
on Immunization Practices proposes recommendations for the immunization of healthcare
workforce based on (1) those diseases for which routine vaccination or documentation of
immunity is recommended for healthcare personnel because of risks to them in their work
settings and, should healthcare personnel become infected, to the patients they serve; and (2)
those diseases for which vaccination of healthcare personnel might be indicated in certain
circumstances. The current list of VPDs in which healthcare personnel are considered to be at
substantial risk for acquiring or transmitting and in which vaccination is recommended includes
hepatitis B, influenza, measles, mumps, rubella, pertussis, and varicella. In the future, this list
may include vaccination against SARS-CoV-2.
In its recommendations, the CDC considers HCWs to include (but not be limited to)
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physicians, nurses, nursing assistants, therapists, technicians, emergency medical service
personnel, dental personnel, pharmacists, laboratory personnel, autopsy personnel, students
and trainees, contractual staff not employed by the healthcare facility, and persons (e.g.,
clerical, dietary, housekeeping, laundry, security, maintenance, administrative, billing, and
volunteers) not directly involved in patient care but potentially exposed to infectious agents
that can be transmitted to and from HCWs and patients.
The vaccination-related policies of various healthcare professional organizations contain
similar themes. These policies recognize that mandatory vaccination policies improve
vaccination rates, protecting patients and the healthcare workforce; acknowledge the limited
circumstances that may preclude an HCW from being vaccinated (e.g., medical
contraindications and legally required religious exemptions); express support for following
evidence-based practices in determining which vaccines should be mandatory; and support
education of the healthcare workforce on the benefits of vaccination.
Background
In response to discussion at the 2021 Regional Delegates Conferences (RDCs), the Council on
Pharmacy Practice examined ways to harmonize and consolidate existing ASHP vaccination
polices and voted to recommend amending ASHP policy 2140, Universal Immunization for
Vaccine-Preventable Diseases in the Healthcare Workforce, as follows (underscore indicates
new text; strikethrough indicates deletions):
To support policies and mandates that promote universal vaccination for preventable
infectious diseases among healthcare workers, including all members of the pharmacy
workforce, as a safeguard to patient and public health; further,
To encourage the use of evidence-based risk assessments to determine inclusions in and
exemptions from mandatory vaccine requirements; further,
To support employers in establishing and implementing mandatory vaccine
requirements for healthcare workers vaccines approved by the Food and Drug
Administration (FDA) and encouraging the use of vaccines that have received FDA
emergency use authorization, if evidence-based risk assessments determine it they
would be safe and promote patient and public health; further,
To urge healthcare organizations to have policies that address additional infection
prevention practices required for the expected small number of exempted healthcare
workers; further,
To develop tools, education, and other resources to promote vaccine confidence,
increase vaccination rates, and prevent vaccine-preventable diseases among healthcare
workers.
The 2021 ASHP House of Delegates approved four vaccination-related policies (2121, 2122,
2138, and 2140) and one vaccination-related NBI. The NBI was revised by the Board, and the
House of Delegates voted in November to reconsider the proposed policy at its June meeting.
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During the RDC discussions, delegates asked whether any of the related policy
recommendations could be consolidated. In addition, the ASHP Board of Directors amended the
NBI, COVID-19 Vaccination Requirements to Advance Patient Safety and Public Health, at its
meeting in July, and those changes require review of ASHP policy position 2140, Universal
Immunization for Vaccine-Preventable Diseases in the Healthcare Workforce, to harmonize the
language of the two policies.
One of the questions raised by delegates at the RDC discussions was whether ASHP
policy 2140, Universal Immunization for Vaccine-Preventable Diseases in the Healthcare
Workforce, makes ASHP policy 2138, Influenza Vaccination Requirements to Advance Patient
Safety and Public Health, redundant, given that influenza is a vaccine-preventable disease. In
discussing the question, the Council on Pharmacy Practice considered whether influenza
vaccination is important and specific enough to warrant its own policy and concluded that
mention in the rationale of a revised policy 2140 would be adequate for ASHP policy purposes.
In recommending amendment of ASHP policy 2140, the Council recommended that the
revised policy supersede ASHP policy 2138, Influenza Vaccination Requirements to Advance
Patient Safety and Public Health, which reads as follows:
To advocate that hospitals and health systems require healthcare workers to receive an
annual influenza vaccination in accordance with U.S. Centers for Disease Control and
Prevention Advisory Committee on Immunization Practices recommendations; further,
To encourage the hospital and health-system pharmacy workforce to take a lead role in
developing and implementing policies and procedures for vaccinating healthcare
workers and in providing education on the patient safety benefits of annual influenza
vaccination; further,
To work with the federal government and others to improve the vaccine development
and supply system in order to ensure a consistent and adequate supply of influenza
virus vaccine.
In its proposed amendments to ASHP policy 2140, the Council incorporated the core concepts
of the NBI approved by the House of Delegates in June 2021 and amended by the Board of
Directors, COVID-19 Vaccination Requirements to Advance Patient Safety and Public Health,
which reads as follows:
To support employers in establishing and implementing mandatory COVID-19 vaccine
requirements; further,
To advocate that healthcare organizations limit patient and staff risk of exposure to
SARS-CoV-2 from individuals who are not immunized, which may include requiring
unimmunized individuals to refrain from direct contact with patients and staff; further,
To urge healthcare organizations to have policies that address additional infection
prevention practices required for healthcare workers who remain unimmunized against
SARS-CoV-2; further,
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To recognize that a small number of healthcare workers cannot be required to be
vaccinated due to medical and religious reasons and therefore should be exempted
from a mandate.

5. Pharmacy Workforce’s Role in Vaccination
1
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To affirm that the pharmacy workforce has a role in improving public health and
increasing patient access to vaccinations by promoting and administering appropriate
vaccinations to patients and employees in all settings; further,
To collaborate with key stakeholders to support the public health role of the pharmacy
workforce in the administration of adult and pediatric vaccinations; further,
To advocate that states grant pharmacists and appropriately supervised student
pharmacists the authority to initiate and administer all adult and pediatric vaccinations;
further,
To advocate that states grant appropriately supervised pharmacy technicians the
authority to prepare and administer all adult and pediatric vaccinations; further,
To advocate that members of the pharmacy workforce who have completed a training
and certification program acceptable to state boards of pharmacy and meeting the
standards established by the Centers for Disease Control and Prevention may provide
such vaccinations; further,
To advocate that state and federal health authorities establish centralized databases for
documenting administration of vaccinations that are accessible to all healthcare
providers; further,
To advocate that state and federal health authorities require all vaccination providers to
report their documentation to these centralized databases, if available; further,
To encourage the pharmacy workforce to educate all patients, their caregivers, parents,
guardians, and healthcare providers to promote vaccine confidence and convey the
importance of vaccinations for disease prevention; further,
To encourage the pharmacy workforce to seek opportunities for involvement in disease
prevention through community vaccination programs; further,
To advocate for the inclusion of pharmacist-provided vaccination training in college of
pharmacy curricula and pharmacy technician-provided vaccination training in formal
technician training programs; further,
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To foster education, training, and the development of resources to assist the pharmacy
workforce and other healthcare professionals in building vaccine confidence; further,
To advocate for adequate staffing and resources for the pharmacy workforce to support
vaccination efforts and avoid or respond to occupational burnout; further,
To work with federal, state, and local governments and others to improve the vaccine
development and supply system in order to ensure an adequate and equitably
distributed supply of vaccines.
Note: This policy would supersede ASHP policies 1309 and 2122.

Rationale
Increasing adult and pediatric patients’ access to vaccinations is an important public health
challenge. The unique training and expertise of members of the pharmacy workforce in all
aspects of the medication-use system can help expand patients’ access to vaccinations and
promote disease prevention in all practice settings. Hospital and health-system pharmacists,
student pharmacists, and pharmacy technicians provide care to a patient population that is
vulnerable and often critically ill, and such patients are especially dependent on herd immunity.
Patients in rural areas, where a pharmacy may provide the only convenient access to a
healthcare professional, will benefit from increased pharmacist vaccination authority.
Although all states permit pharmacist administration of some vaccines, state laws differ
in the range of vaccines pharmacists may administer and the patient populations they are
permitted to vaccinate. During the COVID-19 public health emergency, new regulatory
flexibility under the Public Readiness and Emergency Preparedness (PREP) Act allowed
pharmacy technicians and pharmacy students, under the supervision of a licensed pharmacist,
to administer COVID-19 and pediatric vaccinations. Permanently allowing trained and certified
pharmacists, including student pharmacists, to order and administer all adult and pediatric
vaccines (e.g., by eliminating the requirement that some pharmacist-provided vaccinations be
conducted within a collaborative drug therapy management agreement) would encourage
standardization of pharmacy vaccination practice within and among states, as would permitting
appropriately supervised pharmacy technicians to prepare and administer vaccinations.
Only pharmacists, student pharmacists, and pharmacy technicians who undergo
appropriate training and certification should be authorized by state boards to provide
vaccinations. To ensure their consistency and quality, those training and certification programs
should meet Centers for Disease Control and Prevention standards.
To aid in sharing important patient vaccination information, centralized databases of
patient vaccinations should be established, and all authorized vaccination providers, including
pharmacists, student pharmacists, and pharmacy technicians, should be required by law or
regulation to document their vaccinations in those databases when they become available.
Pharmacists, student pharmacists, pharmacy technicians, and pharmacy educators
should embrace their role in this important public health effort by providing education about
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the importance of vaccination in disease prevention, participating in community vaccination
programs, and training vaccination providers.
The pharmacy workforce has an integral role in promoting disease prevention and
health equity by promoting vaccine confidence. The CDC defines vaccine confidence as “the
trust that patients, their families, and providers have in recommended vaccines, the providers
who administer vaccines, and the processes and policies that lead to vaccine development,
licensure or authorization, manufacturing, and recommendations for use.” Building vaccine
confidence can involve helping patients, caregivers, healthcare providers, and members of the
public overcome vaccine hesitancy, which is a delay in acceptance or refusal of vaccination
despite availability of vaccination services. Vaccine hesitancy is complex and context specific,
varying across time, place, and vaccines, and is influenced by factors such as complacency,
convenience, and confidence. Vaccine-hesitant patients, healthcare providers, and caregivers
have been found to be responsive to vaccine information, consider vaccination, and are not
opposed to all vaccines, and therefore would benefit from counseling.
The pharmacy workforce, and in particular its leaders, also has an important role in
working with federal, state, and local government, the pharmaceutical industry, and other
stakeholders to improve the vaccine development and supply system to ensure a consistent
and adequate supply of vaccines, and to ensure that vaccines supplies are equitably distributed
to promote public health by reducing disparities in vaccine access.
Background
In response to discussion at the 2021 Regional Delegates Conferences (RDCs), the Council on
Pharmacy Practice examined ways to harmonize and consolidate existing ASHP vaccination
polices and voted to recommend amending ASHP policy 1309, Pharmacists’ Role In
Immunization, as follows (underscore indicates new text; strikethrough indicates deletions):
To affirm that pharmacists the pharmacy workforce has have a role in improving public
health and increasing patient access to immunizations vaccinations by promoting and
administering appropriate immunizations vaccinations to patients and employees in all
settings; further,
To collaborate with key stakeholders to support the public health role of pharmacists
and student pharmacists the pharmacy workforce in the administration of adult and
pediatric immunizations vaccinations; further,
To advocate that states grant pharmacists and appropriately supervised student
pharmacists the authority to initiate and administer all adult and pediatric
immunizations vaccinations; further,
To advocate that states grant appropriately supervised pharmacy technicians the
authority to prepare and administer all adult and pediatric vaccinations; further,
To advocate that pharmacists and student pharmacists members of the pharmacy
workforce who have completed a training and certification program acceptable to state
boards of pharmacy and meeting the standards established by the Centers for Disease
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Control and Prevention may provide such immunizations vaccinations; further,
To advocate that state and federal health authorities establish centralized databases for
documenting administration of immunizations vaccinations that are accessible to all
healthcare providers; further,
To advocate that state and federal health authorities require pharmacists and other
immunization all vaccination providers to report their documentation to these
centralized databases, if available; further,
To strongly encourage pharmacists the pharmacy workforce to educate all patients,
their caregivers, parents, guardians, and healthcare providers to promote vaccine
confidence and convey about the importance of immunizations vaccinations for disease
prevention; further,
To encourage pharmacists the pharmacy workforce to seek opportunities for
involvement in disease prevention through community immunization vaccination
programs; further,
To advocate for the inclusion of pharmacist-provided immunization vaccination training
in college of pharmacy curricula and pharmacy technician-provided vaccination training
in formal technician training programs; further,
To foster education, training, and the development of resources to assist the pharmacy
workforce and other healthcare professionals in building vaccine confidence; further,
To advocate for adequate staffing and resources for the pharmacy workforce to support
vaccination efforts and avoid or respond to occupational burnout; further,
To work with federal, state, and local governments and others to improve the vaccine
development and supply system in order to ensure an adequate and equitably
distributed supply of vaccines.
The Councils’ recommended revisions address the pharmacist’s role in promoting vaccine
confidence outlined in ASHP policy 2122, Vaccine Confidence, which reads as follows:
To recognize the importance of vaccination to public health in the United States;
further,
To affirm that members of the pharmacy workforce are integral members of the
interprofessional team to promote disease prevention and health equity through
vaccine confidence and access; further,
To foster education, training, and the development of resources to assist healthcare
professionals in building vaccine confidence; further,
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To promote pharmacy workforce engagement with patients, healthcare providers, and
caregivers, and to educate patients on the risks of vaccine hesitancy and the importance
of timely vaccination.
In addition, the Council adapted and broadened the final clause of ASHP policy 2138, Influenza
Vaccination Requirements to Advance Patient Safety and Public Health, to describe the role of
the pharmacy workforce in improving the vaccine development and supply system.

COUNCIL ON PUBLIC POLICY
POLICY RECOMMENDATIONS
The Council on Public Policy is concerned
with ASHP professional policies related to
laws and regulations that have a bearing
on pharmacy practice. Within the Council’s
purview are (1) federal laws and
regulations, (2) state laws and regulations,
(3) analysis of public policy proposals that
are designed to address important health
issues, (4) professional liability as defined
by the courts, and (5) related matters.

Leigh Briscoe-Dwyer, Board Liaison

Council Members
Rusol Karralli, Chair (Texas)
Adam Porath, Vice Chair (Nevada)
Caryn Belisle (Massachusetts)
Michael Gabay (Illinois)
William Kernan (Florida)
Bernice Man (Illinois)
Luke Miller (Texas)
Delaney McGuirt, Student (Maryland)
Keenan Ryan (New Mexico)
Jeffrey Schnoor (Vermont)
Elizabeth Rodman (Wisconsin)
Kenric Ware (South Carolina)
Jillanne Schulte Wall, Secretary

1. Patient Disability Accommodations
1

To promote safe and accessible care for patients with disabilities; further,

2

To advocate for research to enhance capabilities in meeting the needs of patients with
disabilities; further,

3
4
5
6
7

To advocate for inclusion of caring for patients with disabilities in college of pharmacy
and pharmacy technician program curricula and in postgraduate residencies; further,
To support pharmacy workforce training to increase awareness of and learning about
patients with disabilities.

Rationale
Current statistics indicate that 20–30% of Americans have some type of disability. Many of
these patients would benefit from the creation and adoption of technology and communication
tools that improve how pharmacists and other providers interact with them. Because there is
such a broad spectrum of potential patient needs, additional research on appropriate and safe
implementation of technology and the creation of new solutions is needed and should be
supported by federal, state, and private funding. Further, pharmacy schools and other
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pharmacy workforce training programs should integrate education on serving patients with
disability into their established curricula.
Background
The Council considered the need for policy regarding how pharmacists interact with patients
with disabilities, including the potential need for policy advocating for technology and
communications equipment that improves care for patients with disabilities. The Council’s
discussion of this topic was wide-ranging, with consideration of the different types and scale of
disabilities that impact patients, and consequently, their interactions with pharmacists and
other providers. The Council felt that policy was warranted but noted that the terminology and
scope of the policy should be reviewed by experts on patients with disabilities and/or patient
advocacy groups. Further, the Council recommended the following additional actions:
• including disability as an area of diversity for the DEI Task Force, ensuring adequate
representation of various disability types;
• utilizing the DEI Task Force or a similar workgroup to develop a best practices document
or white paper regarding accommodation of patients with disability that could function
as a living, iterative document to supplement a static policy statement; and
• developing education and training on issues surrounding care for patients with
disability.
2. Most-Favored Nation and Drug Pricing Proposals
1
2
3

To advocate for drug pricing mechanisms that ensure patient access to affordable
medications, preserve existing clinical service lines and patient safety standards, and do
not increase the complexity of the medication-use system.

Rationale
As drug prices have continued to climb, policymakers have proposed numerous solutions. While
each proposal will need to be evaluated on its merits, it is critical that, at a minimum, policy
solutions protect patient access to medications and limit or reduce patient out-of-pocket costs.
However, drug pricing solutions should not threaten programs that support expanded patient
services (e.g., the 340B Drug Pricing Program), create patient safety risks (e.g., certain drug
importation proposals), or add to the administrative or practice burden of healthcare providers.
Background
The Council discussed drug pricing broadly initially, then focused in on Medicare price
negotiation and most-favored nation proposals. Without detailed policy proposals, including
implementation plans, the Council felt that it could not support specific solutions. Instead, the
Council felt that ASHP policy that views drug pricing holistically would better serve member
needs. As such, the Council outlined a few key elements that should be included in any policy
that ASHP supports. Specifically, the Council suggested the following:
• if Medicare price negotiation is adopted, savings should be passed along to the patient;
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if a policy solution includes reductions in hospital reimbursement because of the way
drug pricing has historically been structured, hospitals and health systems should be
made whole to ensure that patient access is maintained;
large-scale or mandatory demonstration of potential solutions should be designed to
ensure patient safety; and
the 340B program must be preserved.

COUNCIL ON THERAPEUTICS
POLICY RECOMMENDATIONS
The Council on Therapeutics is concerned
with ASHP professional policies related to
medication therapy. Within the Council’s
purview are (1) the benefits and risks of
drug products, (2) evidence-based use of
medicines, (3) the application of drug
information in practice, and (4) related
matters.

Jamie Sinclair, Board Liaison

Council Members
Rena A. Gosser, Chair (Washington)
Kelly Bobo, Vice Chair (Tennessee)
Brandon Bailey (California)
Scott Bolesta (Pennsylvania)
Rachel Chandra (Ohio)
Abigail Danos, Student (North Carolina)
Calvin Ice (Michigan)
Wesley Kufel (New York)
Andrew Mays (Mississippi)
Zahra Nasrazadani (Kansas)
Carolyn Oxencis (Wisconsin)
Russel Roberts (Massachusetts)
Vicki Basalyga, Secretary

1. Post-ICU Syndrome
1

To recognize that rehabilitation is essential for recovery after intensive care; further,

2

To support research on and dissemination of best practices in the prevention and
treatment of post-intensive care syndrome (PICS) in patients of all ages; further,

3

6

To advocate that health systems support the development and implementation of
interdisciplinary clinics to treat patients with PICS, including provisions for telehealth and
innovative practice models to meet the needs of PICS patients; further,

7

To advocate for the integration of post-ICU patient and ICU caregiver support groups.

4
5

Rationale
Post-intensive care unit (post-ICU) rehabilitation is essential for recovery after critical illness.
Post-intensive care syndrome (PICS) is a conglomerate of new or worsening multidimensional
impairments in physical, psychological, cognitive, and social status arising from critical illness
that continue after hospital discharge. PICS is associated with high morbidity among patients
discharged from ICUs, with 30-80% of patients having issues with remembering, paying
attention, solving problems, or organizing and working on complex tasks.
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The burden of PICS continues to grow. With only up to 50% of patients able to return to
work within the first year, some are unable to return to the jobs they had before their illness
and need help with activities after leaving the hospital. While PICS is widely discussed across
medical disciplines, it not well defined, nor are ways to prevent and treat this disorder well
researched. It is recognized that these patients require an interdisciplinary treatment effort,
including cognitive rehabilitation, mental health treatment, and intensive transitions of care
interventions, as patients may be discharged on medications that should not be continued and
they may need support to resume daily activities. The rapid COVID-19-related increase in
patients requiring the use of ICUs has exacerbated the demand for high-quality PICS care, but
the simultaneous expansion of telemedicine and other innovative patient care models has
shown that rapid changes in team-based care can be achieved with the proper incentives and
flexibilities.
Background
The Council discussed the needs of patients with PICS and the relationship of PICS care to
innovative practice models such as the hospital-at-home model and telehealth pharmacy
practice. The Council recognized that PICS is becoming a larger factor in the healthcare
landscape and that pharmacists should be taking a leadership role as COVID-19 impacts the ICU
patient care load.
2. Use of Veterinary Compounds in Human Subjects
1

To oppose human use of pharmaceuticals approved only for veterinary use; further,

2

To support use of veterinary pharmaceuticals only under the supervision of a licensed
veterinarian in compliance with the Animal Medicinal Drug Use Clarification Act of 1994;
further,

3
4
5
6
7
8
9
10
11
12
13
14

To engage stakeholders and regulatory bodies to address the misuse of veterinary
pharmaceuticals in humans; further,
To encourage state and federal regulatory bodies as well as other stakeholders to
monitor the misuse of veterinary pharmaceuticals and, when appropriate, limit the public
availability of those pharmaceuticals; further,
To educate healthcare professionals and the public about the adverse effects of human
consumption of veterinary pharmaceuticals; further,
To encourage research on the adverse effects of human consumption of veterinary
pharmaceuticals to define the public health impact of and to quantify the strain these
agents place on the healthcare system.
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Rationale
Medications that are formulated for veterinary use are often supplied at higher concentrations,
contain compounds not safe for human use, and require specialized knowledge to administer.
The prevalence of drug misuse in the veterinary setting is not well documented, but surveys of
veterinarians by the Idaho Board of Veterinary Medicine, Colorado Veterinarians, and
Veterinary Hospitals in Pennsylvania found that they suspect 23% of animal owners misuse
veterinary medicines on themselves, their children, or friends, and that the most-documented
misused drugs are opioids, benzodiazepines, and ketamine. These findings are concerning
because animals often require a more potent dose of controlled substances, which can be
appealing for individuals with substance use disorders, and medications are often dispensed
directly to the animal owner, bypassing pharmacists, who are critical players in prescription
drug misuse risk mitigation.
In the in United States, licensed veterinarians can prescribe, administer, carry, stock,
and dispense medications, including veterinary-only drugs, drug compounds, and FDAapproved over-the-counter veterinary drugs. These drugs are typically veterinary formulations
that are not tested for human safety or approved for human use, and the Animal Medicinal
Drug Use Clarification Act of 1994 (AMDUCA) permits veterinarians to prescribe those drugs in
an “extralabel” manner. Under AMDUCA regulations, “extralabel use” means the actual or
intended use of a drug, by or on the order of a veterinarian, in a manner that is not in
accordance with approved labeling (similar to off-label use in human medicine). Any deviation
from labeled use, by veterinarians or lay persons, is an illegal use unless it meets all the
requirements of FDA's extralabel drug-use rules. Deviations from the label include use in a
species or production class not on the label and use of a different route of administration.
More recently, the COVID-19 pandemic has exacerbated human consumption of
veterinary compounds, as some medications being studied for efficacy against the virus
produce promising or equivocal preliminary results that are seized upon by the public and some
prescribers, leading to inappropriate prescribing. For example, ASHP, APhA, and AMA have
called for an immediate end to the prescribing, dispensing, and use of ivermectin for treatment
of COVID-19 outside of a clinical trial. Due to the response of the medical community, many
physicians and pharmacies are not writing or filling prescriptions for this medication, driving
patients to purchase the animal formulation of ivermectin for human consumption. Earlier in
the pandemic, a patient in Arizona consumed chloroquine phosphate meant for fish as a
treatment for COVID-19 and died. The FDA, aware of the misuse of chloroquine products,
issued a cautionary letter to stakeholders and worked with online marketplaces to remove the
products from the market.
Finally, some veterinary compounds produce mild to life-threatening human adverse
effects upon accidental or intentional exposure or ingestion. Patients exposed to or ingesting
these products present to the emergency department with symptoms that range from
bronchospasm, central nervous system stimulation, and miscarriage to sudden death, which
demonstrates the need for timely reporting of abuses, misuses, or accidental exposures of
these agents.
Background
This topic was discussed during Policy Week in response to reports that an increasing number
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of patients are seeking out veterinary compounds in places like feed stores to prevent or treat
COVID-19, based on preliminary studies reported by the media. The Council noted the clear and
present danger in this approach to treatment of COVID-19, as the veterinary compounds often
have different concentrations than those intended for human use, require dilution, contain
excipients not safe for human consumption, or have resulted in morbidity and mortality. Upon
research and discussion, the Council found that although the current environment has focused
on COVID-19 therapies based on limited studies, this problem is not new, with concerns also
surrounding the misuse of opioids intended for veterinary likely contributing to the opioid
epidemic. Therefore, the Council believed a broad policy was necessary to address all facets of
human consumption of veterinary compounds.
3. Pharmacist’s Role in Respiratory Pathogen Testing and Treatment
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

To advocate that state board of pharmacy regulations include respiratory pathogen
testing and associated prescribing or dispensing under pharmacists’ scope of practice;
further,
To support the development of specific and structured criteria for pharmacist
prescribing, dosing, and dispensing of antimicrobials for treatment of respiratory
infections; further,
To advocate for laws and regulations that would allow pharmacists to dispense
antimicrobials when clinically indicated or refer patients, as appropriate, based on pointof-care testing; further,
To support the diagnosis and tracking of reportable diseases through pharmacist-driven
testing and reporting to appropriate public health agencies prior to dispensing of
antimicrobials; further,
To advocate for reimbursement for pharmacists’ patient care services involved in
respiratory pathogen testing and treatment; further,
To promote training and education of the pharmacy workforce to competently engage in
respiratory pathogen testing and treatment when clinically indicated.

Rationale
There is currently a patchwork of state legislation that permits pharmacists in collaborative
practice agreements to perform rapid testing to diagnose group A streptococcal pharyngitis and
prescribe antimicrobial therapy when a test is positive. This practice model has been shown to
decrease the cost of diagnosis and treatment for children and adults and has demonstrated
increased patient satisfaction. The availability of rapid influenza tests allows pharmacists to
quickly diagnose and recommend treatment for influenza A and B, which has been found to
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reduce the time to first dose of antiviral drugs among individuals with influenza-like illness,
compared to those referred to prescribers. ASHP advocates development of specific and
structured criteria for pharmacist prescribing, dosing, and dispensing of antimicrobials for this
purpose, under a variety of models (e.g., autonomous prescribing authority for pharmacists,
delegation protocols, or collaborative practice agreements).
Furthermore, a 2018 study found that 69% of pharmacists are willing to perform point
of care testing (POCT) in a community pharmacy setting, and 86% either strongly agreed or
agreed to be willing to recommend appropriate treatment for influenza and group A
streptococcal pharyngitis. With collaborative practice agreements in place, patients can bypass
visiting a primary care provider, empowering pharmacists to assume an active role not only in
treating patients but also in promoting public health by reporting positive cases to local health
departments, should rapid testing and reporting be a requirement of dispensing.
Finally, a Washington State University study demonstrated that after a POCT training
module, student pharmacists were not only able to proficiently perform POCT for group A
streptococcal pharyngitis, influenza, and human immunodeficiency virus, but also showed an
increased willingness to perform and recommend the tests, which could expand access.
Background
The Council discussed how the availability of expanded respiratory panels in recent years, along
with provisions of the Public Readiness and Emergency Preparedness (PREP) Act, has presented
pharmacists with opportunities to order and perform testing, with the inclusion of serology,
allowing for more comprehensive patient care. With the advent of the COVID-19 pandemic,
such testing has expanded to include testing that indicates the administration of monoclonal
antibodies in the outpatient arena as well as testing and treatment of pediatric patients. The
Council recognized, however, that while some of these activities are authorized by the federal
government, state-to-state variability on reimbursement and pharmacist duties remains. The
Council strongly believed that respiratory pathogen testing and treatment should be a part of
the pharmacy workforce responsibilities as a component of public health and antimicrobial
stewardship initiatives.
4. Use of Intravenous Drug Products for Inhalation
1
2
3
4
5
6
7
8

To encourage healthcare organizations to develop an interdisciplinary team that includes
pharmacists and respiratory therapists to provide institutional guidance, safety
recommendations regarding delivery and exposure, and electronic health record support
for prescribing and administration of intravenous drug products for inhalational use;
further,
To advocate for further research on the pharmacokinetic and pharmacodynamic
characteristics of drugs not approved for inhalational administration, devices for
administration, and the effects of excipients; further,
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To foster the development of educational resources on the safety and efficacy of
inhalational administration of drug products not approved for that route and devices for
administration; further,
To encourage manufacturers to develop ready-to-use inhalational formulations when
evidence supports such use.

Rationale
Practitioners have been increasingly seeking out novel delivery mechanisms for drugs to
patients who require a more localized application. This approach has more frequently seen
through the nebulization of antibiotics and antifungals that are formulated for intravenous (IV)
use as a part of an effort to treat an invasive pulmonary infection in critically ill patients.
Nebulization of IV morphine has also been used to provide relief in chronic obstructive
pulmonary disease exacerbations, dyspnea in cancer patients, and pain management in trauma
patients. Data for these treatment efforts is limited to small patient populations, and the
information on the pharmacokinetics, safety, and efficacy of drugs administered by this method
remain insufficient. Furthermore, the number of drug products that are formulated exclusively
for the purpose of aerosolization is limited, and the degree of pulmonary penetration depends
on the properties of antimicrobial formulations, including size, viscosity, surface tension,
osmolality, tonicity, and pH. Drug stability, safety for both the patient receiving and the person
administering the drug, and the method of delivery also bear consideration. The mechanism of
nebulization also introduces uncertainty. Because pneumatic nebulizers and ultrasonic
nebulizers have different particle size tolerance and deliverability capabilities, susceptibility for
contamination may vary, depending on the device used.
Nebulized drugs also present a potential risk to healthcare providers, who may be
exposed to drug particles that are expelled through the device when administering the drug.
Therefore, an interdisciplinary team that includes representatives from pharmacy and
respiratory therapy (as it is often a respiratory therapist who administers the drug in an
inpatient setting) is needed to ensure that occupational exposure is minimized, that patients
are placed in rooms with proper ventilation, and that, if necessary, caregivers are provided with
appropriate masks during administration.
There is evidence that certain drugs delivered by nebulization have a beneficial role in
management of patient disease. It important to recognize that nebulized drugs that are not
commercially available may be compounded with both sterile and nonsterile ingredients and
that, when possible, should be compounded with preservative- and additive-free formulations
in order to improve patient tolerability. Due to this variability and potential source for sterile
compounding and potential administration errors, where there is evidence that supports the
use of compounded nebulized drugs, manufacturers should be encouraged to create a
commercially available formulation for delivery via nebulizer.
Background
The Council discussion on the use of IV formulations for nebulization explored the logistical
considerations that are required for creating nebulized drugs and often the paucity of data that
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support the use in certain clinical situations. The Council identified the importance of including
respiratory therapists in any conversation that includes adding a compounded nebulized drug
to a patient’s regimen, as they would be the caregiver at highest risk when administering drugs
that have minimal data on safety and efficacy. The Council explored the informatics and patient
safety considerations when ordering IV drugs for inhalation, as these drugs are often much
more concentrated to be administered via nebulization and as a result may be inadvertently
administered IV if someone is not familiar on administering via nebulization. For example, one
member shared that in their institution a compounded racemic epinephrine/dexamethasone/
sodium chloride nebulized solution made for peri-extubation is made in the hood, with a LuerLok syringe, and the only thing differentiating a drug to be given IV besides the label indicating
administration is a blue cap. The member shared that a near-miss error that happened
occasionally would be that a normal cap would be placed on the top of the syringe meant for
nebulization and the contents of the syringe could have potentially been administered IV
instead via inhalation. The Council did recognize that there are clinical situations in which the
benefits of compounded nebulized solutions may benefit patient care, such as in palliative care,
and suggested when such benefit has been demonstrated, that manufacturers should be
encouraged to make commercially available products.

5. Enrollment of Underrepresented Populations in Clinical Trials
1

To support the enrollment of underrepresented populations in clinical trials; further,

2

To encourage drug product manufacturers to conduct and report outcomes of
pharmacokinetic and pharmacodynamic research in underrepresented populations to
facilitate safe and effective dosing of medications in these patient populations; further,

3
4
5
6
7
8
9
10
11
12

To advocate that if such research considers age, sex, gender, ethnicity, or race, the
reason for such consideration be based on validated ethical or scientific reasons and be
specified in the research protocol; further,
To foster the use and development of postmarketing research strategies to support the
safe and effective use of drug products for approved and off-label indications in
underrepresented populations; further,
To recognize that pharmacists should provide guidance on drug dosing, administration,
and monitoring in all patient populations.
Note: This policy would supersede ASHP policy 1723.
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Rationale
Pregnant patients, fetuses, neonates, children, members of racial or ethnic minority groups, the
elderly, and transgender individuals are populations in which the pharmacokinetic and
pharmacodynamic properties of medications may differ from those of people typically enrolled
in clinical trials. These differences can dramatically alter the behavior of drugs, producing supraor subtherapeutic levels, which may result in adverse effects. While there has been legislation
that provides incentives for drug manufacturers to study these effects, many drugs already
approved by the FDA do not have such information or robust outcomes reporting for these atrisk populations. The need for this guidance is supported by the complexity of dosing for these
patients, which varies based on medication- and patient-specific characteristics. There is a
paucity of research in these patient populations, which is similar to the lack of preapproval
studies in obese patients. ASHP also encourages independent clinical and practice-based
research to further define clinical use of medications in the treatment of these patients, as well
as clinician reporting of patient experience via published articles and clinical registries.
Background
The Council reviewed ASHP policy 1723, Clinical Investigations of Drugs Used in Elderly and
Pediatric Patients, as part of sunset review and voted to recommend amending it as follows
(underscore indicates new text; strikethrough indicates deletions):
To advocate for increased enrollment and outcomes reporting of pediatric and geriatric
patients in clinical trials of medications; further,
To support the enrollment of underrepresented populations in clinical trials; further,
To encourage drug product manufacturers to conduct and report outcomes of
pharmacokinetic and pharmacodynamic research in pediatric and geriatric patients
underrepresented populations to facilitate safe and effective dosing of medications in
these patient populations; further,
To advocate that if such research considers age, sex, gender, ethnicity, or race, the
reason for such consideration be based on validated ethical or scientific reasons and be
specified in the research protocol; further,
To foster the use and development of postmarketing research strategies to support the
safe and effective use of drug products for approved and off-label indications in
representative populations; further,
To recognize that pharmacists should provide guidance on drug dosing, administration,
and monitoring in all patient populations.
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6. Pediatric Dosage Forms
1

To support research on and development of pediatric-specific drug formulations; further,

2

To encourage manufacturers to develop formulations suitable for pediatric
administration during research that includes pediatric patients; further,

3
4
5
6
7
8

To advocate that manufacturers comparably price a newly developed pediatric-specific
commercial product to that of its extemporaneously prepared formulation; further,
To educate prescribers and caregivers regarding the nuances of pediatric drug
administration to ensure the availability of an appropriate dosage form is considered
when selecting and administering safe and effective therapies for a pediatric patient.
Note: This policy would supersede ASHP policy 9707.

Rationale
Pediatric patients are at high risk for medication errors because so few formulations are
created for them. Challenges to pediatric dosage development include insufficient background
information on the drug molecule in the target population, issues with safety and tolerability of
excipients, taste-masking issues, technology requirements, the risks involved in clinical trials,
small market size and low profitability, and lack of regulatory clarity.
To ensure that the proper dose is administered, different routes of administration,
dosage forms, and strengths may be required. Because many existing formulations are not
suitable for children, many hospitals and health systems will use components to
extemporaneously prepare a formulation that provides a measurable, stable, and consistent
delivery of a needed medication. The concentration and availability of these formulations, most
often in the form of suspensions and solutions, may also vary in storage requirements,
bioavailability, and palatability, all which can affect patient tolerability and adherence.
Furthermore, since many medications are needed for a relatively small patient
population, often only a few commercial products are manufactured, resulting in the need for
compounding. As a result, research is often stymied in the pediatric patient population as well,
since compounding a medication may introduce variables that may affect results in
unpredictable ways.
Boards of pharmacy have also recognized the safety issues surrounding variability in
stability and concentrations of the same drug, and many have laws in place that prohibit the
extemporaneous compounding of drugs in concentrations that are commercially available.
As pediatric patients have different tolerability to excipients, organ development, taste
preferences, and swallowing abilities as they age, it is essential that pharmacists are a part of
the team that determines a medication regimen. It is also important that caregivers are taught
to properly measure, store, and administer pediatric formulations as a part of patient care.
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Background
The Council reviewed ASHP policy 9707, Pediatric Dosage Forms, as part of sunset review and
voted to recommend amending it as follows (underscore indicates new text; strikethrough
indicates deletions):
To support efforts that stimulate development of pediatric dosage forms of drug
products.
To support research on and development of pediatric-specific drug formulations;
further,
To encourage manufacturers to develop formulations suitable for pediatric
administration during research that includes pediatric patients; further,
To advocate that manufacturers comparably price a newly developed pediatric-specific
commercial product to that of its extemporaneously prepared formulation; further,
To educate prescribers and caregivers regarding the nuances of pediatric drug
administration to ensure the availability of an appropriate dosage form is considered
when selecting and administering safe and effective therapies for a pediatric patient.
7. Substance Use Disorder
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

To affirm that substance use disorder (SUD) is a disease state with associated
neurological changes and is not a personal choice; further,
To recognize that dehumanizing language and stigmatization regarding SUD and persons
who inject drugs (PWID) create barriers to healthcare access and result in poor clinical
outcomes; further,
To recognize the disproportionately harmful health impact that criminalization and
policing practices related to SUD and PWID have had on communities of color; further,
To advocate for destigmatization efforts and elimination of barriers to care for PWID;
further,
To support syringe services programs, recognizing the roles they have in public health
efforts to reduce infectious disease burden, improve access to healthcare, and reduce
expenditures; further,
To encourage the inclusion of longitudinal SUD training in didactic pharmacy curricula,
starting with an early initiation of education, use of evidence-based practices including
harm reduction strategies, and increasing experiential education sites pertaining to SUD;
further,
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To support and foster standardized education and training on SUD including dispelling
common misconceptions to the pharmacy workforce and other healthcare professionals.
Note: This policy would supersede ASHP policy 9711.

Rationale
Substance use disorder (SUD) is a public health crisis that has grown to epidemic levels in the
United States over the past 30 years. The Department of Health and Human Services recognized
it as a public health emergency in 2017. In 2019, over 70,000 people died from drug overdoses,
and between June 2019 and June 2020, overdoses of synthetic opioids caused over 48,000
deaths. Additionally, the Centers for Disease Control and Prevention (CDC) estimates that the
economic burden of prescription opioid misuse alone in the United States is $78.5 billion a year,
including the costs of healthcare, lost productivity, addiction treatment, and criminal justice
involvement. The National Academy of Medicine and the Department of Health and Human
Services identify several populations that are at risk for SUD, including justice-involved
populations; those living in rural areas; people who inject drugs (PWID); pregnant patients;
children born to SUD; and those with lower incomes, insecure housing, and lacking access to
health insurance. Additionally, researchers have demonstrated links between the increase in
opioid overdoses and the rate of opioid prescriptions, particularly in populations in which
overdoses had not been seen before. Age-adjusted rates of opioid overdose deaths from 1990
to 2017 have increased sixfold among Whites, climbed from 3.5 to 6.8 overdoses per 100,000
people among Hispanics, and among Blacks has increased from 3.5 to 12.9 per 100,000 people
in the U.S. When considering infectious diseases, SUD had also been cited as a cause for a
tripling of hepatitis C cases from 2010 to 2017 as well as increases in hepatitis B, human
immunodeficiency virus, bacterial, and fungal bloodstream infections, as well as sexually
transmitted infections and endocarditis.
SUD is a disease state with associated neurological changes, not a personal choice.
Dehumanizing language and stigmatization regarding SUD and PWID create barriers to
healthcare access and result in poor clinical outcomes. In addition, criminalization and policing
practices related to SUD and PWID have disproportionately harmful health impact on
communities of color.
The best approach to managing SUD is a multifaceted one that requires involvement at
the community, hospital and health system, legislative, government, and provider levels.
Programs must also include stakeholders from these levels at the planning, implementation,
and enduring service stages to optimize uptake, adoption, and sustainability. Clear
communication and coordination are also crucial so that successes and failures can be assessed,
modified, or discontinued to suit the goals of prevention, treatment, harm reduction, and
recovery.
Syringe service programs have proven effective as harm reduction strategies, not only in
preventing deaths from injectable drug overdoses and infections but also as a site of care for
providing such additional services as vaccinations; testing; referral to infectious disease care
and substance use treatment; and access to and disposal of needles, syringes, and other
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injection equipment. Elimination of barriers to sterile syringe access, including discouraging
prescription or logbook requirements and providing methods of syringe disposal, promotes
access to healthcare.
Education and tools for the pharmacy workforce that assist in supporting the needs of
PWID should also incorporate specifics about destigmatization, harm reduction strategies,
evidence-based practices, social determinants of health, and ways to provide trauma-informed
and culturally sensitive care to patients. Education should include efforts to recognize bias and
misinformation, as these contribute to the stigma that serves as a major barrier in treating SUD.
Background
The Council reviewed ASHP policy 9711, Interventions to Reduce High-Risk Behaviors and
Intravenous Drug Users, as part of sunset review and voted to recommend amending it as
follows (underscore indicates new text; strikethrough indicates deletions):
ASHP supports the use of needle and syringe exchange programs, drug abuse treatment,
and community outreach programs for substance abusers to reduce the risk of
transmission of the human immunodeficiency virus (HIV), hepatitis B virus, and hepatitis
C virus in intravenous drug users.
To affirm that substance use disorder (SUD) is a disease state with associated
neurological changes and is not a personal choice; further,
To recognize that dehumanizing language and stigmatization regarding SUD and persons
who inject drugs (PWID) create barriers to healthcare access and result in poor clinical
outcomes; further,
To recognize the disproportionately harmful health impact that criminalization and
policing practices related to SUD and PWID have had on communities of color; further,
To advocate for destigmatization efforts and elimination of barriers to care for PWID;
further,
To support syringe services programs, recognizing the roles they have in public health
efforts to reduce infectious disease burden, improve access to healthcare, and reduce
expenditures; further,
To encourage the inclusion of longitudinal SUD training in didactic pharmacy curricula,
starting with an early initiation of education, use of evidence-based practices including
harm reduction strategies, and increasing experiential education sites pertaining to SUD;
further,
To support and foster standardized education and training on SUD including dispelling
common misconceptions to the pharmacy workforce and other healthcare
professionals.
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The Council also recommended changing the title of the policy and to use a more universally
accepted term to describe this patient population (i.e., people who inject drugs).

