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Believing what we know: Pharmacy provides value

would like to thank Dr. John R.

Reynolds and Mr. William A.

Gouveia for their wonderful hos-
pitality and Northeastern University
for the opportunity to present the
22nd Annual John W. Webb Lecture.
I would also like to acknowledge the
presence of Mr. John W. Webb and
thank him for his inspiration and
leadership in hospital pharmacy
practice; I especially thank him for
being here today.

I want to share a message of love
for pharmacy and call for a renewal
of emphasis in advancing our prac-
tice roles to better serve our patients.
To some of our more experienced
leaders and previous Webb lectur-
ers, | may say nothing new, but I
am going to remind you of things
you already know. To our younger
practitioners, residents, and students,
I hope to seed a vision for hospital
pharmacy practice in the future and
encourage a passionate drive toward
leadership and management excel-
lence in pharmacy practice. I hope
to encourage you to believe what you
know and live what you believe.

BURNIS D. BRELAND
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Health care and the practice
of health-system pharmacy have
changed significantly over the past 50
years since the comprehensive audit
of hospital pharmacy was conducted
in 1955 and published in the Mir-
ror to Hospital Pharmacy in 1964.!
That publication and many other
landmark events have transitioned
much of pharmacy practice from
a product-oriented practice to a
patient-care-focused practice. Ex-
panded medical knowledge, advances
in technological equipment and med-
ical devices, and radically increased
communication and information
exchange have dramatically affected
pharmacy and the health care system.
The remarkable advances in develop-
ment of pharmaceutical products
through synthetic design, biological
modifiers, immune-system facilita-
tors, and gene therapy have markedly
increased the number and diversity
of pharmaceutical products available
to prevent and treat illnesses.

For centuries pharmacists have
been caregivers, assisting those in
need by providing patients with

formulas, remedies, and therapies
to treat disease. These remedies have
included medications derived from
raw products and those that have
been chemically engineered. The
patient care role of pharmacists and
the amount of time pharmacists have
allocated to working directly with
the patient have varied over the past
50 years as pharmacists have been
consumed with adapting to changes
in the availability of commercially
prepackaged and ready-to-use medi-
cations, including intravenous fluids
and sterile injectable pharmaceuti-
cal products, unit dose medications,
and advanced medication delivery
systems. As medical and pharmacy
technology have changed, health-
system pharmacists’ roles have
changed. Pharmacists are now faced
with diverse roles and widely ex-
panded work functions and responsi-
bilities within hospitals, ambulatory
care clinics, long-term-care facilities,
and home health programs. With the
pharmacist’s broad scope of knowl-
edge and skills, the pharmacist is
faced with vast opportunities to serve
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patients and other health care pro-
fessionals. Pharmacists in hospitals
have more work functions, practice
opportunities, and responsibilities
than can be accommodated with the
traditionally available work force and
time constraints.

The pharmacist’s transition from
a product-focused role to a clinical
or patient-focused role was espe-
cially evident in the late 1960s and
1970s. The curriculum in pharmacy
schools took on a new dimension,
moving rapidly to include thera-
peutics courses which required the
lengthening of pharmacy school
programs to three professional years
and later to four years. The concept
of training pharmacists as clinicians
with expanded knowledge of pathol-
ogy, pharmacology, and therapeutics
evolved through the 1970s and 1980s,
and the doctor of pharmacy program
was accepted as the route to accom-
plish a transition toward equipping
pharmacists to practice in the clinical
patient care environment.

Practice changes were especially
evident after the Hilton Head Con-
ference in 1985. This invitational
conference helped catapult hospital
pharmacy practice toward a focus
on the patient, with the pharmacist
as a direct provider of patient care,
a clinician at the bedside. The idea
of a hospital or clinic pharmacist
analyzing a patient’s illness, includ-
ing signs, symptoms, laboratory data,
and medication regimens, and then
providing valuable information that
would be used to improve a patient’s
care was exciting.

The pharmacist’s unique body
of knowledge was recognized to be
very beneficial in the clinical care of
patients. Pharmacists took on vari-
ous specialty practice roles during
the 1980s and 1990s, capitalizing on
unique knowledge bases. Practice
areas including pharmacokinetics
and nutrition support were initially
popular, and pharmacists recognized
a demand for practitioners with
clinical expertise in these areas. Phy-
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John W. Webb Lecture Award

The John W. Webb Lecture Award recognizes a hospital or health-system phar-
macy practitioner or educator who has distinguished herself or himself through
extraordinary dedication to fostering excellence in pharmacy management.

This annual award was first established as the John W. Webb Visiting Professor-
ship in Hospital Pharmacy by the Northeastern University College of Pharmacy and
Allied Health Professions, Boston, Massachusetts, in 1985. In 2006, a memorandum
of understanding between ASHP and Northeastern University transferred respon-
sibility for administration of the award to ASHP. Beginning this year, the recipient
delivered the award lecture at the ASHP Conference for Leaders in Health-System
Pharmacy and presented a lecture as Visiting Professor in Hospital Pharmacy at the
Northeastern University. Beginning with the 2007 award recipient, the selection
process will be conducted by the ASHP Section of Pharmacy Practice Managers.
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sicians lacked training in pharma-
cokinetics and parenteral nutrition
support and generally lacked interest
in spending the time required to deal
with these specialties. But clinical
involvement in these areas opened
the clinical doors, and hospital phar-
macists quickly recognized windows
of practice opportunity that would
lead them to the patient’s bedside to
practice collaboratively with physi-
cians and nurses. These initial clinical
opportunities helped pharmacists
move toward greatly expanded future
clinical practice roles.

In 1989 and 1990, Hepler and
Strand** published articles on a new
philosophy of pharmacy practice that
caught the profession by storm. This
new philosophy of practice described
pharmacists as caregivers focusing on
the medication-related needs of indi-
vidual patients. It created a vision in
which pharmacists assumed respon-
sibility for individual patients’ total
pharmaceutical care needs, not just a

1986
1985

Paul G. Pierpaoli
Robert B. Williams

single aspect of care, such as provid-
ing pharmacokinetic recommenda-
tions for one or two medications and
ignoring the many other facets of a
patient’s medication-related needs.
With this philosophy, pharmacists
accepted responsibility for drug
therapy outcomes. In March 1990, a
Special Feature section of AJHP was
dedicated to this new philosophy of
practice called pharmaceutical care.
In a 1989 editorial published in
AJHP, Zellmer* challenged phar-
macists not to be subservient to
physicians and the pharmaceutical
industry but to accept the mandate
of society to be patient advocates
and optimize the effectiveness and
safety of patients’ drug therapy. The
pharmaceutical care philosophy of
practice gave the pharmacy profes-
sion a common vision and purpose
that pharmacists could embrace,
regardless of their practice site. The
vision was clear, but the mechanism
to achieve that vision was not. Phar-
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macy struggled to understand how
the philosophy could be operation-
ally transformed into reality.

In 1993, ASHP convened an invi-
tational conference in San Antonio
to identify the barriers that inhibited
the implementation of pharmaceuti-
cal care in health systems.® The phi-
losophy of practice had been adopted
by the professional pharmacy organ-
izations, but it was evident that the
profession was in its infancy when it
came to implementing pharmaceuti-
cal care. Speakers at the San Antonio
conference, including Linda Strand
and Max Ray, challenged pharmacy
practitioners to identify mechanisms
and overcome barriers to implement
the concept of pharmaceutical care.
It was the work of the participants at
this conference to determine why the
profession had not made more prog-
ress in implementing pharmaceutical
care practice models. The participants
concluded that a lack of pharmacists’
time, a lack of human resources,
inadequate clinical training, liability
fears of pharmacists, and inadequate
pharmacy leadership were significant
factors delaying the implementation
of pharmaceutical care. Pharmacists
were struggling to identify and imple-
ment practice models.

A lack of effective pharmacy
leadership was recognized as one of
the major reasons for the delay in
implementing pharmaceutical care
practice models. Pharmacy direc-
tors were perceived to be reluctant
to implement new practice models
because they had an inadequate un-
derstanding of the futuristic practice
concepts, a lack of global vision,
an inability to obtain the necessary
number of staff members (pharma-
cists and support staff), and a lack of
commitment to this new philosophy
of practice. Although acceptance by
other disciplines was another con-
cern identified, the primary factors
inhibiting the progress of the pro-
fession were felt to be factors under
the control of the profession itself. It
was clear, however, that much work

Pharmacy provides value

had to be done before the profession
could accomplish its goal of imple-
menting pharmaceutical care. Since
the San Antonio conference, phar-
macy has worked for over a decade
trying to develop and implement
practice models to accommodate
the pharmaceutical care philosophy
of practice. Despite ASHP funding
many conferences in the late 1990s
to promote the implementation of
pharmaceutical care and the publish-
ing of untold numbers of articles and
presentations on the subject, we are
still not where we need to be.® We
have much more work to do.

Health-system challenges

Health-system pharmacy manag-
ers are faced with many challenges
that affect their ability to develop
patient-focused practice models.
Some of these challenges include
staffing, the cost of pharmaceuticals,
clinical quality improvement, meet-
ing regulatory and accreditation
standards, and medication safety.

Medication safety. In 1999, the
Institute of Medicine (IOM) released
a report citing the dangers of medi-
cal errors and the large number of
injuries and deaths caused each
year by medical errors, especially
medication errors.” After the report
was published, institutions began to
more rapidly implement technolo-
gies, including automated dispens-
ing systems, enhanced pharmacy
computer systems, robotic dispens-
ing systems, bedside point-of-care
medication administration systems,
and computerized prescriber-order-
entry systems in an effort to reduce
medication errors. The IOM report
created a wave of momentum that
enabled pharmacies to purchase
pharmacy technology that would not
have been possible otherwise. Insti-
tutions rushed to install and imple-
ment technologies that would make
the medication process safer.

Since 1999, the mandate from pub-
lic advocacy groups, quality organ-
izations, government agencies, and
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the health care system has been to im-
prove the safety of the medication-use
process. Medication safety has be-
come the primary focus of others for
pharmacy. Health-system pharmacy
has been consumed with technol-
ogy changes and resultant process
changes to address medication safety.
While efforts to improve medication
delivery processes have been produc-
tive, the time spent implementing
these changes has, in many ways, di-
verted efforts away from strategically
planning the evolution of pharmacy
practice. The IOM report gave phar-
macy a significant boost in technolo-
gy acquisition, but the time required
to manage these new systems has fur-
ther delayed the implementation of
effective, patient-focused pharmacy
practice models in health systems.
Implementation of automated
pharmacy systems was expected to
free up pharmacists’ time and allow
them to concentrate on clinical func-
tions, improving the safety of the
medication-use process and patient
care outcomes through the optimi-
zation of drug therapy. However,
as the new pharmacy technology
systems were implemented, the drug
distribution systems were dramati-
cally changed. As old problems were
solved, new problems were created.
The automation intended to improve
drug distribution systems in many
cases significantly changed the sys-
tems themselves, requiring pharma-
cists to adjust to these new systems
and diverting their efforts away from
patient-focused care. For example,
some traditional unit dose cart-
exchange systems were eliminated
and replaced by automated dispens-
ing cabinets or modified using ro-
botic dispensing. The new systems
changed medication distribution
processes, and thus pharmacist prac-
tice roles were also changed.
Implementation of bedside medi-
cation verification systems using bar-
code technology has been a major
focus of many hospitals over the past
several years. Since many medication



errors are the result of failures in the
medication administration process,
the bedside verification process has
been targeted as the system with the
most significant cost benefits. The
bar-coding requirements for individ-
ual dosage forms have led to signifi-
cant changes in product packaging.
The limited number of medications
containing bar codes at the unit-of-
use level and the lack of standardiza-
tion in bar codes and bar-code readers
have created many challenges for
pharmacy. Health-system pharmacists
continue to struggle to meet their
medication packaging needs. Unfor-
tunately, the pharmaceutical industry
has been slow to implement readable
bar codes on unit-of-use packaging.
It is also unfortunate that many com-
panies do not offer products in unit
dose packaging, and some have even
discontinued products formerly sup-
plied in unit dose packages.

Clearly, as pharmacy technol-
ogy has evolved, pharmacists’ roles
and the support roles of phar-
macy technicians have dramatically
changed. However, automation has
not brought the dramatic reductions
in pharmacy labor requirements that
were hoped for. The changes have
merely altered the functions dispens-
ing pharmacists and technicians per-
form. Technicians who once focused
on manually filling cassettes may now
be assigned to package products for
robots, fill automated dispensing cabi-
nets, spend more time on medication-
order entry, solve problems related to
automated system issues, or perform
other tasks that assist pharmacists in
meeting the needs of patients and the
institution.

Pharmacy automation has rapidly
changed hospitals’ drug distribution
systems and many pharmacists’
dispensing roles, but it has not revo-
lutionized pharmacists’ practice at
the bedside. It has not provided the
time and opportunity needed to
dramatically restructure pharmacy
practice models to more fully meet
all patients’ drug-related needs. It
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has not facilitated the cultural shift
that is needed to move the profes-
sion toward pharmaceutical care.® In
fact, the infatuation with technology
systems has served as a distraction
to the shift from system-based phar-
macy services to the pharmaceutical
care of individual patients. The chal-
lenge still exists to develop pharmacy
practice models (using automation
and technology effectively) that pro-
vide optimum value to the patient by
optimizing clinical care and medica-
tion effectiveness while maximizing
medication safety.

Staffing. The pharmacist short-
age has plagued pharmacy over the
past two decades, and this factor may
have been one of the leading causes
for delays in the implementation of
pharmaceutical care. Without phar-
macists, clinical programs cannot be
built or expanded, and labor costs
rise as demand exceeds supply. With
rising labor costs, justification of
new pharmacist positions becomes
more difficult. Administrators faced
with spiraling labor and supply costs
and reduced reimbursement may
decide to pay what it takes to get the
pharmacist but reduce full-time-
equivalent staff positions to a level
that maintains labor costs within
budget.

Costs. Drug costs are usually
seen as a pharmacy director’s biggest
problem. Unfortunately, drug costs
are most often viewed as a pharmacy
problem rather than an institution
problem or opportunity. Financial
officers do not usually see drug
therapy as an investment to get the
patient well and out of the hospital
sooner but as an expense that grows
the longer the patient is hospital-
ized. One of the greatest challenges
pharmacy managers face is defending
pharmacy budgets. Increasing labor
costs due to increasing compensation
rates, the need for expanded staff
positions, and drug cost inflation
rates at double-digit levels have made
managing the pharmacy within bud-
get limitations very difficult.

Pharmacy provides value [

Performance improvement. The
pharmacy manager is faced with
many other challenges including
serving as a leader within the institu-
tion in drug therapy management.
Development of clinical protocols
and pathways to improve quality
through standardization of processes
has become a major focus. The be-
lief is that by reducing variation in
processes, clinical outcomes will be
improved and the cost of care will be
reduced. Unfortunately, it is the cost
of care that is most likely driving the
standardization process rather than
the potential for advancing the qual-
ity of care. The application of sci-
entific evidence to define processes,
select drug therapy regimens, and
define treatment parameters has be-
come the pharmacist’s responsibility
in improving quality and reducing
costs.

With these and other major issues
facing health-system pharmacy man-
agers, it is understandable why there
have been delays in implementing
practice model changes.

Management excellence

Excellence in pharmacy manage-
ment—that is what this presentation
is about. Management excellence in
health-system pharmacy practice is
about understanding the pharmacy
business within the global health
care environment, especially the
acute care hospital environment. It
is about the never-ending learning of
a changing body of pharmaceutical,
medical, and business knowledge. It
is about perseverance, passion, and
believing what you know. Believing
what you know—we will come back
to that.

Management excellence is learn-
ing how to adapt to the rapid changes
required in pharmacy practice while
providing a vision and leading a
group of professionals and non-
professionals. It is about meeting
patients’ needs, organizational needs,
and the needs of other professionals.
It is about advancing the profession
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through the building of a practice
model that enables pharmacists to
provide safe, effective, and efficient
drug distribution systems. It is about
assuming responsibility for drug
therapy outcomes and meeting the
wishes and expectations of the pa-
tient. It is about providing optimum
clinical value to the patient and eco-
nomic value to the institution. Phar-
macy must bring recognizable, docu-
mentable value to the patient and the
institution. How can we do it?

Practice models

Pharmacists are valuable to pa-
tients. The pharmacist is, or should
be, the patient’s personal drug ther-
apy advocate, ensuring medication
safety and optimizing drug therapy.
Pharmacists bring value to the in-
stitution through the provision of
pharmacy services and pharmaceuti-
cal care and efficient financial man-
agement of scarce resources.

A major challenge for the pharma-
cy manager is to develop a practice
model with a safe and efficient drug
distribution system in which phar-
macists have the opportunity to fully
demonstrate their abilities. Pharma-
cists need the time and opportunity
to practice their clinical skills and
apply their unique knowledge base,
where other practitioners accept
the pharmacist as a direct caregiver,
where pharmacists serve as patients’
drug therapy advocates, and where
pharmacists do not shy away from
assuming responsibility for drug
therapy outcomes.

The value of pharmacy cannot be
recognized unless a practice model
is established that provides hospital
and health-system pharmacists with
the opportunity to practice contem-
porary pharmacy practice in their
respective institutions. Pharmacists’
practice roles must provide tradition-
al core pharmacy services, including
drug selection, drug purchasing,
drug storage, drug compounding,
drug dispensing, and patient moni-
toring; however, the practice model
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of the future must allow pharmacists
the time, orientation, authority, and
responsibility needed to provide clin-
ical, patient-specific care functions.

The pharmacy director must pos-
sess a vision of a practice model for
the future that will fit the specific
institution. The practice model must
be based on the types of patients
served by the institution, the clini-
cal needs of the patients, the needs
of other health care providers, the
availability of trained pharmacists,
and the willingness of the institution
to support the practice model. The
practice model should incorporate
contemporary pharmacy practice
standards and promote advanced
pharmacy practice roles.

Education, training, experience,
and awareness of practice standards
and practice trends help create the
practice model vision. Having broad
practice experience, including clini-
cal practice experience, helps create
a vision that is encompassing, pro-
viding an understanding that better
enables the individual to address the
various practice functions that phar-
macy must perform, should perform,
or might better perform. Providing
a pharmacy service and reaching a
level of practice excellence in one
specific patient care function or in
one specific area may be wonderful,
but, if reaching excellence in one
area comes at the expense of not be-
ing able to provide a well-rounded
service that meets the needs of all
patients, the opportunity to best
serve the institution’s patients’ needs
may be missed. Our practice models
need to be well-rounded, providing
the core pharmacy functions and the
patient-specific clinical functions
that pharmacists are expertly quali-
fied to perform. Providing the great-
est value to the patient should be the
mission of the pharmacist. How to
build the practice structure or model
to deliver this value is the challenge
facing pharmacy leaders. The goal is
to provide optimum value through
practice excellence.
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The vision of the practice model,
the mission of the department, and
the goals must be shared with other
members of the pharmacy depart-
ment. The vision must also be under-
stood and embraced—the staff must
understand and believe in the vision
in order to support the vision.

The pharmacy department needs
to be united as a pharmacy family to
achieve its greatest potential. There
must be an effective departmental
structure to manage the department,
but there also must be leaders within
the staff to guide, encourage, support,
and nurture others. The director must
manage, the director must lead, and
the director must create the environ-
ment that fosters leadership by others.
Creating and sharing the vision are
only part of the job, but they are criti-
cal to achieving excellence.

Gaining the resources is the next
critical component. Trained staff, ad-
equate facilities, appropriate fixtures,
and complementary equipment,
including information systems and
supplies, must be justified and put
into place to support the practice
model. It is important that all the
components be obtained and put
together to provide the infrastructure
needed to support the practice mod-
el. I see the director as being at the
bottom of an inverted pyramid. The
director must provide the resources
needed to support the staff. The staff
must be fed with opportunity, infor-
mation, support, optimism, and pas-
sion. The department is only as good
as the people, and the people need
to believe in themselves. They need
to know that they make a difference.
They need to see the effect that they
are having on patients’ lives, and they
need to be recognized for the accom-
plishments of the pharmacy fam-
ily. Management excellence involves
supporting the pharmacy family with
resources so that the frontline staff
can do their work, providing value to
patients and their loved ones.

What is a practice model? A
practice model is the operational



structure that defines how and where
pharmacists practice, including the
type of drug distribution system used,
the layout and design of the depart-
ment, how pharmacists spend their
time, practice functions, and practice
priorities. The practice model is prob-
ably the most important factor deter-
mining the role and effectiveness of
the pharmacy department. It sets the
stage and defines the roles.

The practice model should be spe-
cifically described, understood, visu-
alized, and emphasized to pharmacy
staff and others within the organiza-
tion. The staff must understand how
the structure contributes to fulfilling
the mission of the department. Staff
members must understand their indi-
vidual roles and how each member of
the pharmacy family is valuable and
serves an important role. The family
must work as a team. Members must
value the role filled by each other, and
they must at all times guard against
divisions within the team, which may
lead to “us-versus-them” attitudes.
Management excellence is helping
everyone feel appreciated and that
they contribute value to the patient
and institution.

Pharmacy staff members need to
have the opportunity to change prac-
tice roles within the department, gain
new skills, and be multifunctional to
meet the changing needs of the de-
partment and the institution. Giving
pharmacists this ability to practice in
different areas can help pharmacists
develop into more well-rounded
practitioners and assist in preventing
burnout. Management excellence en-
sures that staff members are in place
to provide uninterrupted services,
that they are available in sufficient
quantity to handle the workload, and
that the staffing and workload are
matched appropriately. This requires
having competent pharmacists with
advanced practice skills and the con-
fidence to practice in different areas,
including highly specialized areas,
such as neonatal critical care, adult
critical care, oncology, and other ar-
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eas requiring unique practice skills.
To provide consistent services, there
must be enough pharmacist “gen-
eralists” to meet the pharmaceutical
care needs of diverse patient popu-
lations. Generalists are pharmacists
with broad practice skills who can
care for patients of all ages with di-
verse illnesses.

The practice model describes
whether pharmacists practice in
a decentralized or centralized ar-
rangement. It determines whether
pharmacists are based in patient care
areas, satellites, the central pharmacy,
clinics, or other practice settings. The
model determines which pharmacists
perform medication-order review,
compounding and dispensing func-
tions, and clinical functions. Clinical
functions may include drug therapy
consultations, medication therapy
management, the provision of drug
information, patient counseling, and
addressing individual patients’ drug-
therapy-related problems.’

Performing these clinical func-
tions may be common in many hos-
pitals. Practice roles have expanded
over the past decade, and more
pharmacists than ever before are
now working in hospitals and health
systems performing traditional phar-
macist dispensing roles and advanced
clinical practice roles. Pharmacists’
practice responsibilities have greatly
expanded in the provision of patient
care and drug therapy management.
Pharmacist specialists are now man-
aging nutrition support services,
infectious disease services, pharma-
cokinetic services, anticoagulant ser-
vices, pharmacotherapy consultation
services, clinical research programs,
and outpatient pharmacy clinics.
Pharmacy has more opportunities to
affect patient care than pharmacists
have time to provide patient care or
pharmacy services.

With so many demands on phar-
macists, it is very important that
seven basic principles be kept in
mind when designing the hospital
pharmacy practice model.
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1. Each patient deserves to have a
pharmacist.

2. Patients should be provided consis-
tent care by the same pharmacist or
by another pharmacist who is knowl-
edgeable of the patient’s case and his
or her care needs.

3. All patient care areas of the hospital
or health system should be served by a
pharmacist who can oversee patients’
drug therapy at all hours of the day,
with staffing adequate to meet pa-
tients’ needs.

4. Pharmacists must strive to recognize
the pharmaceutical care needs of
patients, and pharmacists must pri-
oritize their work to meet those needs
based on urgency and value to the
patient.

5. Pharmacists cannot spend an inor-
dinate amount of time performing
functions they enjoy more and ne-
glect other work functions that are
valuable to the patient.

6. Pharmacists’ schedules should be
arranged to allow pharmacists to
consistently work in specific practice
areas to advance their knowledge and
skills in those areas.

7. The pharmacist is first responsible to
the patient.

Keeping these basic principles in
mind when developing and staffing
the practice model will help ensure
that pharmacists’ efforts are focused
on meeting patients’ needs and pro-
viding consistent value to the patient
and the institution.

After spending years building a
pharmacy program based on the
pharmaceutical care philosophy of
practice, after working to establish
collaborative practice arrangements,
and after obtaining highly trained
pharmacist practitioners capable of
providing the absolute highest qual-
ity of pharmaceutical care, the reality
hits that a demand for services has
been created that exceeds the ability
of the pharmacy department to meet.
When pharmacists establish their
credibility and demonstrate their
competence, physicians gain confi-
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dence in the ability of pharmacists to
manage their patients” drug therapy.
The demand for pharmacists’ clini-
cal skills can become so great that
pharmacists do not have time to per-
form other basic functions, including
medication-order review, order entry
or order confirmation, and confir-
mation that patients are receiving
appropriate medication therapy.

The practice model must be struc-
tured in such a way that the basic
pharmacy services are provided in
a consistently high-quality manner.
Basic pharmacy services, including
the dispensing of medications, are still
core functions of a pharmacy depart-
ment. Providing high-quality clinical
pharmacy services is for naught if
the basic pharmacy services are ne-
glected. The pharmacy department
must always provide basic services,
which include providing the right
medication to the right patient at
the right time in the right strength
and dosage form. They must be
performed correctly and in a timely
manner. If the pharmacy cannot
provide quality basic pharmacy ser-
vices, the institution will lose faith
in the pharmacy, regardless of how
competent specific clinical special-
ists may be. Management excellence
is never forgetting the basics—never
forgetting the importance of pro-
viding quality core pharmacy ser-
vices. Failure to maintain quality
core pharmacy services may result
in the loss of resources needed to
provide advanced clinical pharmacy
services. The pharmacy family must
recognize the importance of sup-
porting all elements of the phar-
macy program.

Is the practice model employed
consistent with the philosophy of
providing total pharmaceutical care?
Is there a strategic plan to design a
practice model while recognizing
the importance of seizing windows
of opportunity along the way? Is the
practice model structured to provide
comprehensive pharmaceutical care
to all patients of the institution?

Pharmacy provides value

Pharmacists practice most effec-
tively when they are working directly
with the patient at the bedside with
direct patient contact. They are most
able to influence drug therapy plan-
ning when they are involved in pa-
tient assessment. They are most able
to determine patients’ total pharma-
ceutical care needs when they fully
know the patient and his or her med-
ical problems and are fully engaged
in collaborative practice. Physicians,
nurses, and other caregivers respect
pharmacists most when pharmacists
share the responsibilities for assess-
ment, planning, monitoring, and
patient outcomes. Pharmacists need
to practice as close to the patient as
possible.

The placement of pharmacy satel-
lites in patient care areas was, and
still is, a very effective mechanism
to make pharmaceuticals and phar-
macists more readily available to
patients and other health care pro-
fessionals. However, the work-force
requirements are greater than with
a central pharmacy dispensing sys-
tem, and, more importantly, like
the central pharmacy structure, at
least one pharmacist has to stay with
the satellite to provide dispensing
services. Pharmacists need to be
mobile; pharmacists need to be in
the patient care area when therapy
decisions are being made. Pharma-
cists need to be highly accessible and
highly visible in order to be prospec-
tively involved in therapy planning
and decision-making.

The practice model that has
worked well in my acute care com-
munity hospital is one that places
pharmacists in all patient care areas
of the hospital based from modified
satellites. These satellites are actually
offices with pharmacy references and
computer resources. The satellites
(except for surgery) have no drugs
but serve as home bases from which
pharmacists, technicians, residents,
and students may work. The phar-
macists use laptop computers, text
pagers, and cell phones so that they

e24

Am J Health-Syst Pharm—Vol 64, 2007

can easily communicate quickly and
efficiently as they move from patient
to patient and unit to unit. Most
pharmacists practice in the patient
care areas, but a highly specialized
group of pharmacists and technical
staff members practice in the central
pharmacy to compound and dis-
pense medications.

Unit-based pharmacists and tech-
nicians are responsible for the
frontline pharmacist care of patients
from 7 a.m. until 11 p.m. daily,
seven days per week. This includes
medical-surgical units; adult, pe-
diatric, and neonatal critical care
areas; labor and delivery; surgery;
the emergency department; and the
outpatient oncology center. Basing
the pharmacist, with support staff,
in the patient care areas makes the
patient, patient information, and
other practitioners more accessible to
the pharmacists, and the pharmacists
more accessible to the patient and
other professionals. Therefore, from
7 a.m. until 11 p.m. daily, medication
orders are reviewed and entered into
the pharmacy computer system by
decentralized pharmacy staff. From
11 p.m. until 7 a.m., the pharma-
cists and technicians in the central
pharmacy provide all pharmacy
services. Pharmacists in the central
pharmacy are specialized in medica-
tion dispensing and distribution, but
they also perform many drug therapy
management functions during the
night shift. Dispensing is performed
by central pharmacy staff using the
pharmacy robot and automated dis-
pensing cabinets.

Pharmacists practicing in patient
care areas complemented by other
central-pharmacy-based staff can
provide valuable patient care servic-
es. This practice model also affords
pharmacy staff the opportunity to
provide pharmacy services and phar-
macist care at a level consistent with
the philosophy of pharmaceutical
care. However, the demand for phar-
macists’ services can be so great with
this practice model that pharmacists



are required to prioritize work func-
tions. In order to maintain consis-
tency in practice and to provide guid-
ance to pharmacist practitioners on
prioritizing pharmacists’ activities,
we developed a policy on pharma-
ceutical care. It provides guidance to
staff on pharmacists’ work functions
and prioritizes patient care respon-
sibilities. For example, when time
does not allow the pharmacist to
perform all requests and tasks identi-
fied by the pharmacist and additional
pharmacists are not available to offer
support, emergency or urgent patient
services take priority over nonemer-
gency services, such as inservice edu-
cational programs, medication-use
evaluations, and protocol develop-
ment. The priority list should be de-
veloped by the pharmacy department
and reviewed and revised as staffing
and technology systems change.

We have used this practice model
for over 18 years and found it to be
very effective. The major drawback
is the requirement for adequate staff-
ing. Pharmacists and highly trained
technicians are necessary to make the
model work effectively. The national
pharmacist shortage, which is worse
in certain rural regions of the United
States, has proven to be a major bar-
rier to efficient, consistent opera-
tions. To provide collaborative drug
therapy and practice pharmacy at
an advanced level, competent, highly
trained pharmacists and technicians
are required. Lack of competent,
trained staff can be a major deterrent
to building an effective pharmacy
program.

Although this practice model was
implemented in our institution be-
fore the introduction of the pharma-
ceutical care philosophy of practice,
this philosophy closely described our
vision for pharmacy practice in our
institution. It gave us the terminol-
ogy to use in describing our practice
model and helped us explain the
concepts to our own staff and to new
practitioners joining the staff.

The pharmacy manager needs to
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clearly define the practice model, and
it is important to continually redefine
the model as new staff members join
the department and as staff members
tend to deviate over time from the
plumb line. The director must show
consistency, holding the course and
focusing on the goals created by the
vision. There is also the tendency
to give in, take the easier course,
make exceptions, compromise your
standards, and agree to the wishes
of staff members who want to take a
different course and may not clearly
understand or support the vision.
Management excellence is being able
to hold the course by discerning right
from wrong and knowing which
path is best to follow. The key to dis-
cerning the right course is to always
consider what is best for the patient.
Remembering the patient as our first
priority will always keep our practice
path true to the plumb line.

Advanced practice models

When the pharmacy practice
model has been established and
pharmacists are practicing in the
desired roles, what then? Pharmacists
may be performing requested servic-
es, such as antibiotic or anticoagulant
dosing, but providing these services
requires a lot of time. Since the phar-
macist: patient ratio is usually too
low and pharmacist time is insuf-
ficient to handle the workload, how
should pharmacists allocate time?
The clinical pharmacist working in a
medical-surgical unit may be respon-
sible for 35-60 patients or more.

The pharmacist’s work functions
may include patient assessment,
medication-order review, order entry,
order confirmation, pharmacothera-
py recommendations in response to
consultations, management of drug
therapy as requested for specific pa-
tients, monitoring of all measured
serum drug levels, monitoring for
drug-related problems, and problem
resolution (e.g., drug interactions,
incompatibilities, adverse reactions,
missing medications). These rou-

Pharmacy provides value [

tine daily functions are in addition
to the other tasks that pharmacists
may perform, such as participating
in cardiopulmonary events, counsel-
ing patients, documenting patient
interventions, orienting and training
new staff, and teaching students and
residents. With all these responsibili-
ties, when do pharmacists have time
to meet the patient? It is obvious
that pharmacists who have been
given the privilege to practice at this
level are overwhelmed with opportu-
nity. There is more to do than can be
done. Each hour, pharmacists decide
what gets done and what goes un-
done. Is it more important to provide
drug therapy consultations for a few
patients or actively review and moni-
tor drug-therapy-related problems in
more, most, or all patients?

The answers to what services or
patient care functions are most im-
portant for pharmacists to perform
may be difficult to find. Pharmacists
must prioritize care functions based
on professional judgment; unfortu-
nately, pharmacists may not be aware
of all the patient’s pharmaceutical
care needs when making decisions.
If pharmacists are focused only on
medication-order review, order
entry, or answering requests for con-
sultations, the pharmacists may miss
some important patient care func-
tions. The real question is, what is
most valuable to the patient?

Pharmacy needs to agree on what
the advanced practice model of the
future for hospital pharmacy should
look like. Research into advanced
practice models is needed to assist
hospital pharmacists in designing
practice models that fully utilize the
knowledge, skills, and abilities of the
pharmacist and provide the greatest
value to the patient and the institu-
tion. We need studies that will tell us
where unit-based pharmacists should
focus their time and how the many
pharmacist care functions should be
prioritized and carried out. It is un-
likely that the supply of pharmacists
will be adequate to meet all the phar-
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maceutical care needs of all patients.
If the supply is adequate, it is unlikely
that the institution will be willing to
incur the labor costs that would be
required. Therefore, it is important
that the pharmacy profession defines
the practice model of the future.

We have worked for almost two
decades to build our current practice
models based on the pharmaceutical
care philosophy of practice. We have
worked for over three decades to gain
the collaborative practice opportuni-
ties and clinical practice rights that
we now possess. The philosophy of
pharmacy practice known as phar-
maceutical care helped establish a
vision of pharmacy practice. It is now
time to rethink the philosophy and
recognize where we are in terms of
patient needs, practice ability, work
force, and organizational and nation-
al health care priorities. If we have in
place a strong patient-focused prac-
tice model and a relatively abundant
work force but still cannot meet the
numerous practice demands, where
do we go from here? Our pharmacists
may be very busy providing patient
care services, but are they the services
that deliver the most value to the
patient?

Pharmacists become frustrated
very quickly when the opportunity
to practice at an advanced level is
realized, but they spend long hours
(beyond their assigned work time)
trying to meet the most critical pa-
tient care needs while leaving many
important recognized needs unmet.
Management excellence is more
than providing the opportunity; we
must also manage the process. We
must understand what pharmacist
functions are most important to the
patient and how the pharmacist can
deliver the greatest value. We need to
strategically design practice models
based on accumulated evidence that
will enable pharmacy to deliver the
greatest value to the patient.

Practice standards
Pharmacy practice standards
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should provide guidance to hospital
pharmacy directors. They should tell
us how to design the hospital phar-
macy program and the functions
that should be performed. We need
practice standards that offer guid-
ance for establishing practice models.
ASHP has provided a valuable service
to hospital and health-system phar-
macists over the years by establishing
and maintaining practice standards.
Unfortunately, hospital pharmacists
are not thoroughly aware of ASHP’s
practice standards and, consequently,
do not always apply these standards.

Do the standards reflect contem-
porary pharmacy practice? Although
there is a process in place to peri-
odically review, update, and maintain
ASHP’s practice standards, more
effort should be directed at ensuring
the adequacy, appropriateness, and
up-to-date status of the standards.
The completeness of our ASHP prac-
tice standards needs to be evaluated,
and I believe that an ASHP commis-
sion should be established with the
purpose of continually reviewing the
standards, their completeness, their
pertinence, their correctness, and
their applicability to contemporary
pharmacy practice.

Management excellence is easier
to achieve when we have the right
tools in place. ASHP needs to work
toward more fully equipping our
hospital pharmacists with current,
relevant, practical practice standards
that guide our steps toward provid-
ing high-quality pharmacy services
and optimum pharmacist care to
individual patients.

Unfortunately, hospital pharmacy
practice is currently driven more by
the standards of the Joint Commis-
sion on Accreditation of Healthcare
Organizations (JCAHO) than by our
own professional practice standards.
JCAHO sets priorities for health-
system pharmacists by mandat-
ing accreditation standards, which
consequently dictate procedures in-
volved in the medication-use process.
Since medical safety, and specifically
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medication safety, is currently a ma-
jor focus of JCAHO, the accredita-
tion survey is heavily focused on the
medication-management process
within the hospital (i.e., the selection
and procurement, storage, ordering
and transcribing, preparing and dis-
pensing, administration, and moni-
toring of medications).® The intent
of the JCAHO standards and the Na-
tional Patient Safety Goals is to drive
quality and safety in hospitals and
health systems. However, the phar-
macy department spends more time
focusing on JCAHO priorities than
institution-specific patient priorities.
To measure the degree to which the
institution is meeting its standards,
JCAHO focuses on specific indica-
tors including handwashing, medica-
tion reconciliation, and core mea-
sures, such as time to administration
of an antibiotic for patients admitted
with community-acquired pneumo-
nia. The institution may become so
focused on addressing the current
hot issues of JCAHO that the institu-
tion loses sight of the importance of
overall quality within the institution
in meeting patients’ needs.

The pharmacy profession needs to
lead the way in advocating medica-
tion safety and effective medication
management within hospitals and
health systems. JCAHO should be
able to follow the lead of ASHP and
require adherence to practice stan-
dards identified by the profession.
However, pharmacy is not being
proactive enough; JCAHO is being
proactive. Therefore, pharmacy finds
itself being reactive to JCAHO’s “hot-
button” issues of the year, through
the standards revisions and interpre-
tations, the latest sentinel event alert,
or the newest National Patient Safety
Goal. ASHP must take a leading role
in defining medication-management
practice standards within hospitals
and health systems. ASHP needs to
work more closely with JCAHO to
affect the content of the medication-
management standards and their in-
terpretations in order to improve the



quality of pharmacy practice and the
usefulness of the survey process.

The profession, through profes-
sional associations like ASHP, should
be responsible for providing relevant
practice standards by which accred-
iting organizations may effectively
evaluate the pharmacy department
and overall institution’s performance
related to medication management. I
propose that ASHP offer to write the
medication-management standards
and the standards’ interpretations for
JCAHO. ASHP needs to take a more
active role in the development of
medication-management standards,
since pharmacists spend more time
addressing JCAHO practice stan-
dards than ASHP’s “best practice”
standards. Until pharmacy exhibits
more initiative to set quality prac-
tice standards related to medication
management that can be accurately
and effectively used to measure de-
partmental and institution perfor-
mance, we will have to accept the
initiatives set by JCAHO. It is difficult
to ensure management excellence
related to survey standards when the
profession has little to do with stan-
dards development.

Education

Availability of a trained work
force is essential to developing an
effective pharmacy practice model.
The schools of pharmacy have made
significant progress in changing the
curriculum to meet the educational
needs of today’s pharmacists. The
graduates have good clinical knowl-
edge bases, and residencies advance
this knowledge. Residencies help
pharmacists develop the practice
skills needed to work in the advanced
practice models.

Clinical clerkships provide excel-
lent learning opportunities for phar-
macy students, but it is important
that pharmacy students be taught
under a slightly different model than
medical students. Placing pharmacy
students on patient rounds on a med-
icine service in a university teaching
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hospital with physicians but without
a pharmacist practitioner as a role
model may misdirect the pharmacy
student toward diagnosis and disease
management rather than focusing on
the patient and medication manage-
ment. It may also give the student the
perspective that pharmacy practice
primarily consists of attending
rounds with a team and plan-
ning and monitoring drug therapy.
Pharmacy students need practicing
pharmacists as role models, and stu-
dents need to see pharmacy practice
models in hospitals that are meeting
the pharmaceutical care needs of pa-
tients. Students need to visualize the
importance of all elements of the
medication-management process,
and they need to be given practice
responsibilities during their clinical
clerkship training programs.

Pharmacy residency programs are
essential for training and preparing
new pharmacy graduates to practice
in the advanced practice roles needed
in today’s hospital pharmacy practice
models. Today, residents who suc-
cessfully complete a well-rounded
pharmacy practice residency are able
to start practice in advanced practice
models and perform competently
and with confidence. These practi-
tioners are highly sought after and
somewhat difficult to find because
of the high demand. In order to en-
sure an adequate supply of trained
pharmacist clinicians with the long-
standing pharmacist shortage, it
is best to train your own future
practitioners. Conducting a quality
residency program requires a strong
commitment from all the pharmacy
staff. There are significant financial
costs required to offer a residency
program, but the residency program
is one of the best investments a
hospital or health system can make
toward ensuring practitioners for the
future.

Regardless of how excellent the
manager is, the pharmacy program
will never reach its full potential
without knowledgeable trained staff
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in adequate numbers. Management
excellence involves developing mul-
tiple strategies to ensure availability
of a trained work force, and succes-
sion planning is an important part of
preparing for the future.

Leadership

What is leadership? A fairly com-
prehensive definition offered by
experts is “the process of influenc-
ing an organized group toward ac-
complishing its goals.”"! Both strong
leadership and competent manage-
ment are essential for developing an
effective pharmacy practice model.
One is not sufficient without the
other. The pharmacy director should
lead the way, but finding all the an-
swers necessary to implement and
maintain the right practice model
and make the system work must be
a shared responsibility. The depart-
ment director needs to take the lead
role in defining a vision that oth-
ers may share, but others must also
demonstrate leadership to make the
practice model a reality. Building a
consensus on practice roles based on
common values is also critical. The
pharmacy family needs to agree on
principles, ideals, and commitment
to the practice model.

Demonstrating management ex-
cellence in hospital and health-system
pharmacy involves performing many
key tasks well. Management consists
of planning, organizing, implement-
ing, and controlling. The following
list is somewhat of an extrapolation
of these basic management func-
tions to hospital pharmacy practice
management:

Understand the environment,
Develop and share a vision,
Recognize needs and opportunities,
Create opportunities and strategies,
Justify and gather resources,

Take advantage of opportunities,
Equip the staff,

Provide the framework (practice
model),

9. Lead, direct, and show the way,
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10. Nurture and coach,

11. Mentor and train,

12. Assess the processes and outcomes,
13. Adapt to change,

14. Maintain flexibility, and

15. Assess and understand the needs.

The pharmacy manager must
understand the environment, from
the local institution level to the state
and national levels. This includes
understanding national health is-
sues such as quality initiatives and
reimbursement practices. It involves
gaining awareness of the needs of
the institution related to pharmacy,
the politics within the organization,
and the key leaders and stakehold-
ers within the institution. Having an
understanding of pharmacy systems,
practice models, and practice stan-
dards helps create the vision for the
scope of services and establishment
of the practice model.

Recognizing the patient care and
medical staff needs and seizing op-
portunities to meet those needs cre-
ate opportunities for the department.
Acting on these unexpected opportu-
nities may definitely alter the initially
envisioned practice model, but it can
also provide the opportunity to ex-
pand the pharmacy program or take
it to a new level of practice.

Justifying new programs or ex-
panding practice roles is essential for
obtaining the resources, especially
staff, to meet the new practice re-
quirements. Ensuring that staff are
trained to meet the new roles and
that work schedules are appropriate
to meet the workload requirements
consistently, seven days a week, is es-
sential. Offering a service or provid-
ing a patient care function inconsis-
tently does not promote confidence
in the pharmacy.

Determining the practice model
to include where and how staff will
be allocated and their practice roles
and responsibilities comprises the
skeleton of the pharmacy depart-
ment. Pharmacy managers typically
do not put enough emphasis on stra-
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tegically defining the practice model
and helping staff understand their
roles and relationships with other
pharmacy staff members. Nurturing
and mentoring are crucial to staff
development, and ongoing planning
to fill vacancies is essential, especially
during a pharmacist shortage.

It is important to assess the quality
of the pharmacy program, the level
and completeness of services offered,
and the extent to which the pharma-
ceutical care needs of patients are be-
ing met. The manager must continu-
ally evaluate the quality and extent of
pharmacy services and pharmacists’
functions to ensure that patients’
needs are being met and that value
is being delivered to the patient and
recognized by the institution.

Flexibility to change is important,
as medical knowledge and technolo-
gy are continually changing. Change
is inevitable, and our ability to seize
opportunities created by change to
improve the pharmacy program is
another example of practice excel-
lence. Always look for the oppor-
tunity that adversity and crisis may
create. Management excellence is
turning tragedy into opportunity.

Value

What is the value that health-
system pharmacy affords to the pa-
tient, to the institution, and to society?
Do practice models that give pharma-
cists the opportunity to provide direct
patient care and work collaboratively
with other caregivers offer more
total value than traditional practice
models, which are primarily focused
on drug distribution? The pharmacy
and medical literature have provided
convincing evidence that clinical
patient care functions performed
by health-system pharmacists pro-
vide value.'”” These studies confirm
what practicing pharmacists know:
pharmacists improve drug therapy
outcomes by optimizing medication
therapy and increasing patient safety.

The current opportunity phar-
macy has to increase its role in pa-
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tient care has been emphasized by
pharmacy leaders."” The emphasis on
patient safety has created new oppor-
tunities and demands for pharma-
cists’ skills. However, the concepts of
clinical pharmacy practice and phar-
maceutical care must be recognized
and merged into realistic practice
models for the patient to recognize
the full benefits of the pharmacist’s
ability.

Key ingredients

There are many actions and per-
sonal attributes that contribute to ex-
cellence in pharmacy practice man-
agement. I have tried to point out
some of these in this discussion on
developing hospital pharmacy prac-
tice models. However, I believe some
of the most important ingredients of
management excellence have not yet
been mentioned. They are passion for
pharmacy, determination to improve
the profession, and a sincere caring
attitude for helping people in need.
Passion can justify programs that
numbers cannot. Believing in a pro-
gram or practice model is the most
important ingredient to convinc-
ing others. Pharmacists know that
health-system pharmacists providing
patient care functions in an inte-
grated practice model that provides
quality traditional compounding and
dispensing services, along with phar-
macists’ clinical management of drug
therapy in a patient-specific form,
provide conclusive value to patients
and the institution.

Now back to the point we dis-
cussed much earlier. Do pharmacists
believe what we know? We know what
we believe but do we believe what we
know? We know that pharmacists
improve drug therapy outcomes,
that pharmacists improve the health
of patients, that patients value phar-
macists, and that pharmacists deliver
significant financial value to the in-
stitution. If we believe what we know,
then we should be more assertive in
carrying the message that pharmacy
provides value. We should advocate



adequate numbers of pharmacists to
meet patients’ pharmaceutical care
needs, and we should aggressively
build practice models that provide
opportunities for hospital pharma-
cists to use their skills to the fullest
benefit of the patient. We need stron-
ger pharmacy leaders and managers
who will believe what we know and
stand for what we believe.

As pharmacy managers, we should
look at ourselves as servant leaders
supplying our staff with the re-
sources and opportunities needed to
meet the individual pharmaceutical
care needs of our patients. As servant
leaders, we should put the needs of
those we serve ahead of our own
interests.'* We are best able to ac-
complish our purpose by putting our
patients’ needs first and then sup-
porting the needs of our staff so they
may serve our patients to the best of
their ability.

Summary

The evolution of hospital and
health-system pharmacy practice
over the past 50 years has positioned
pharmacists to provide a wide array
of pharmacy services and to perform
diverse patient care functions. Over-
all, pharmacists are better trained
clinically and pharmacists are better
qualified than ever before to plan and
manage patients’ drug therapy inde-
pendently or in collaborative practice
arrangements. However, the hospital
pharmacy department is challenged
with the demand for extensive phar-
macy services, and pharmacists are
overwhelmed with opportunities to
provide patient-specific functions.
Pharmacists striving to provide
pharmaceutical care are forced to
prioritize patient care functions, and
seldom are all of a patient’s pharma-
ceutical care needs met. Developing
an effective pharmaceutical-care-
oriented practice model will improve
the ability of pharmacists to provide
patient-specific pharmacist care and
improve the overall delivery of phar-
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macy services. The effective practice
model will thus improve patients’
health outcomes and provide sig-
nificant value to the patient and the
institution.

Excellence in pharmacy leader-
ship and management is essential to
meeting the challenges in pharmacy
today and in the future. However,
management excellence may be a
relative concept that is difficult, if not
impossible, to actually achieve, but
we must strive to demonstrate char-
acteristics of excellence as we lead and
manage our pharmacy programs. We
must work tirelessly to the best of
our ability using the knowledge and
talents we have to design pharmacy
programs so that our pharmacy
family can provide the greatest value
to those in need—our patients. We
must study and learn more about
variations in practice models so that
we can make our medication systems
safer and more effective. We must
determine what pharmacist func-
tions are most valuable to patients,
and we must reconcile differences
in value to patients and value to the
institution. We must be patients’
primary drug therapy advocates. We
must also delineate and promote our
practice standards, not just minimal
standards but also our best prac-
tices. All hospital pharmacists should
know what patient care functions
and services are most important and
how pharmacy can provide the great-
est value.

Pharmacists observe daily the
benefits of pharmacists’ care to pa-
tients, and we know with confidence
that pharmacists help patients make
the best use of medications. Now our
responsibility is to create practice
models that give pharmacists the op-
portunity to deliver optimum value.

We must renew our commit-
ment to patient-focused pharmacist-
provided care. We must build ef-
fective practice models that give
pharmacists the ability to provide
patient-focused care. And, we must
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communicate the value of pharma-
cist care and pharmacy services. We
must believe in ourselves.

Management excellence is creating
the environment where pharmacists
believe what we know. Pharmacy de-
livers value. In this, I believe.
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