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Michael D. Maves, M.D., MBA

Executive Vice President and Chief Executive Officer

American Medical Association

515 N. State Street

Chicago, IL 60610

Dear Dr. Maves:

The American Society of Health-System Pharmacists (ASHP) provides these comments on the
recently published AMA Scope of Practice Data Series, Compendium on Pharmacists. We are
chagrined that the AMA would attempt to define, describe, and prescribe the scope of practice of
pharmacists. Furthermore, we believe that the inaccuracies, false statements, errors of fact, and
mischaracterizations in the document could not go unanswered. The attached comments are
intended to correct key points in the AMA Scope of Practice document.

Of particular concern was the repeated characterization of pharmacists as having inadequate
education and training, suggesting that their patient care roles should be limited. While the
pharmacy workforce varies with respect to degrees and level of residency training, one fact that
should not be in dispute is the level of basic sciences (pharmaceutical and biomedical),
pharmacology and therapeutics training that pharmacists receive as compared to physicians.
Most physicians are not substantially educated about the use of medications until they are well
into their residency training. In fact, pharmacists in academic health science centers and
elsewhere often play a key role in assuring that resident physicians learn to prescribe
appropriately and safely.

At a minimum, AMA should send a substantial correction to recipients of the pharmacist data
series or consider retracting the document altogether. There is a great deal of data in the
periodical literature and other credible sources supporting the benefits to patients when
pharmacists are involved in team based care. We would hope that there will be continued
opportunities to collaborate with physician colleagues on developing models of care that result in
improved drug, biological, vaccine and contrast media outcomes and safety for patients.

Sincerely,

g\ iz ‘"""“‘“7:)’

Henri R. Manasse, Jr.,"Ph.D., Sc.D.

Executive Vice President and Chief Executive Officer
American Society of Health-System Pharmacists
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Comments by the American Society of Health-System Pharmacists (ASHP) on the
American Medical Association’s (AMA) Scope of Practice Data Series document about
pharmacists, released in September 2009:

ASHP is the national professional association representing over 35,000 pharmacists who practice
in hospitals, interdisciplinary clinics of hospitals and health maintenance organizations, home
care, and long-term-care settings. ASHP’s membership also includes pharmacy students and
pharmacy technicians. Common to all these settings are organizational oversight and
management of all the health professionals providing care to the organization’s patients,
collaborative and interdisciplinary patient care, credentialing of health professionals, adherence
to external quality standards, and institutional and individual accountability. For brevity in this
communication, we will refer to these environments as health systems. ASHP has authoritative
expertise about medication use in health systems and can speak with an undiluted focus on those
matters.

ASHP recognizes that the AMA document dealt mostly with evolving scopes of practice (SOPs)
in community pharmacy. It is not ASHP’s purview or expertise to comment in detail on SOPs in
the community pharmacy arena. We will leave that commentary to those organizations whose
focus is on community pharmacy practice. AMA should be aware, however, that in community
pharmacy there are evolving circumstances and instances in which collaborative modifications of
traditional SOPs are logical and do lead to improvements in patient care.

Who determines scopes of practice for health professionals?

SOPs are determined on the basis of patients’ needs and the qualifications and accountabilities of
the health professionals who can best meet those needs. Four primary avenues exist for
determining SOPs for health professionals. First, SOPs in the health professions are ultimately a
creation of the citizens, speaking through their elected representatives, who enact laws and
related regulations and administrative procedures about what health care practitioners are
allowed or not allowed to do.

Second, regulatory bodies allow institutions such as hospitals and other health systems to
implement modified SOPs within limits for the health professionals that collaboratively care for
patients as long as adequate internal safeguards and accountability are ensured. AMA’s
document lightly acknowledged the collaborative successes of physicians and pharmacists in
hospitals. An important purpose of this letter is to bring further emphasis to that and to urge
medical groups and public policy makers to preserve that important avenue for determining
SOPs in hospitals and other health systems.

Third, as the AMA document acknowledged, the citizens (through laws and regulations) permit
individual physicians and pharmacists to forge modified, collaborative SOPs among themselves,
when they believe this will best serve patients’ needs, for example through collaborative practice



agreements (CPAs). The AMA document focused primarily on this third process for modifying
SOPs in community pharmacy.

And fourth, the self-determined knowledge, skills and behavioral traits (e.g. values, attitudes,
perspectives) of the profession rooted in their respective sciences and secundum artem.

AMA’s expression of concern about community pharmacy could lead medical groups and policy
makers to make uninformed decisions with respect to the SOPs of health-system pharmacists.
ASHP therefore finds it necessary to provide better information about this matter. ASHP will be
sharing this information with medical and pharmacy groups and with public policy makers.

The AMA document ignores increasing medication-use problems and unmet patient needs.

The AMA document failed to acknowledge the extent of and hazards of medication misuse” in
the United States and the valuable contributions that pharmacists already make toward mitigating
those problems. Most importantly it failed to acknowledge that given the increasing potency,
hazards, and complexity of medication therapy, medication misuse will likely get worse unless
qualified health professionals collaborate on ways to make medication use safer and more
effective for patients. ASHP believes that the dimensions of this problem justify it as a major
public health issue.™?

The AMA document failed to acknowledge that physicians alone cannot adequately prevent or
resolve all medication-use problems. It failed to acknowledge that pharmacists are the only
health professionals with the depth of education, training, experience, and interest to apply their
full-time collaborative efforts to preventing and resolving the problems. A simple comparison of
the curricular requirements of pharmacists as compared to physicians exemplifies this point. The
AMA document only lightly acknowledged that the evidence is already well established that
expansions in pharmacists’ SOPs in health systems have led to positive patient outcomes and not
to patient harm.

The document failed to acknowledge that unmet patient needs with respect to medication use
have been and continue to be the ultimate driving force behind changes in the SOPs of
pharmacists. Rather, the document depicted evolving SOP changes (at least in community
pharmacy) as worrisome incursions into the domain of more highly educated and trained
physicians. Fashioned as a communication to state medical associations, national medical
specialty societies, and policymakers, it seemed intended to rally them to preserve the status quo
and to label pharmacists as incapable of preventing and resolving medication-use problems. The
document inadequately acknowledged that many health-system pharmacists, by virtue of their
education, training, experience, and supportive organizational settings, are especially well
qualified to assist. The document had a defensive tone and did not call upon medical groups to
take a positive collaborative approach with qualified pharmacists to address the unmet needs of
patients. Nor did it call for the groups’ support of evidence-based SOP changes with respect to
pharmacists in any setting.

Includes drugs, biologicals, vaccines and chemical agents in contrast media and diagnostic agents.



Distinct attributes of health systems and health-system pharmacy practice.

In health systems, patient need has consistently been the driver of SOP changes for pharmacists.
There is an established history of successful collaborative and expanded SOP activities of health-
system pharmacists working with physicians, nurses, and others in the patient care process.
Hospital pharmacy has a long history, beginning with organized medication acquisition and
distribution in hospitals up through the 1930s. However, by the 1940s it was apparent that the
drug-related needs of patients in hospitals demanded pharmacists with more advanced drug
knowledge and institutional competence. ASHP was founded in 1942 with a focus on efforts to
establish standards of care and ensure the competence of hospital pharmacists. Hospital
pharmacists launched postgraduate, post-licensure residencies to cultivate pharmacists capable of
meeting the needs of hospitalized patients in the 1960s. Medication-use safety was a high
priority for hospital pharmacists. In the 1960s, with federal research funding, hospital
pharmacists, pharmacy academics, and ASHP quantified and publicized the safety hazards in
hospital drug distribution processes and developed and researched fundamental reforms to
improve safety.® Patient safety was the primary driver for the changes.

In the 1970s hospital pharmacists began expanding their focus from drug product preparation
and distribution to clinical monitoring and collaborative interventions to ensure safe and effect
medication use. Postgraduate Doctor of Pharmacy degrees were created to better prepare
pharmacists for clinical practice. Increasingly, medication therapy in hospitals (and now
extending into all other health-system settings) has become immensely more potent, inherently
more hazardous, and more complex. Health-system pharmacists have met those challenges by
increasing the educational requirements for both the pharmacists and pharmacy technicians
employed, expanding postgraduate, post-licensure residencies, establishing formal credentialing
processes for staff, and increasing collaboration and team work with physicians and nurses.

By the millennium, pharmacy made the decision to reform its education and to require doctorate-
level education with intense clinical content for all pharmacy graduates. Pharmacy also created
formal board certifications in several specialty areas.* Health-system pharmacists have
embraced the pursuit of such training and certification as ways to improve and sustain their
knowledge and competence. More recent developments in health-system pharmacy have
included a vigorous system-wide focus on medication-use safety, intensifying the development
of health-system pharmacy practice leaders, and the integration of technology to improve
medication-use processes.

Unmet patient needs drove all of these changes. Importantly, SOP expansions for pharmacists in
health systems have not been motivated by desires for more power or greater professional
autonomy. Health-system pharmacists have never sought independent prescribing authority.
Nor were the expansions motivated by personal compensation. Health-system pharmacists are
virtually all employees of their health systems and do not gain financially by expansions in
SOPs, even though these expansions serve to enhance the fiscal integrity of the health system.

Health system pharmacy’s pursuit of federal provider status enabling federal reimbursement to
health systems is motivated by pharmacists’ desire to administer health-system services that will
meet patient needs. As is well documented in the health literature, many services (e.g.,
anticoagulation monitoring and dosing clinics) can be administered by pharmacists using



interdisciplinary teams including pharmacists, physicians, and nurses. Most physicians are
probably unaware that a bureaucratic lack of a federal “provider status” designation for
pharmacists perversely requires the health system to place a non-pharmacist with a “provider
status” in charge of the service, even if the primary focus of the service is to manage patients’
medication therapy. Otherwise, the health system cannot receive Medicare reimbursement for
the service. This impedes pharmacist involvement and the development of badly needed
services. In the absence of the services, patients’ needs are not adequately met.

The Education and training of health-system pharmacists is more advanced. The AMA document
focused attention on pharmacy’s entry-level Doctor of Pharmacy degree and asserted that
pharmacy students are not sufficiently educated or trained to engage in expanded SOP activities.
ASHP does not accept that AMA assertion. The accreditation standards for Doctor of Pharmacy
degree programs are consistent with the core competencies in the Institute of Medicine’s report
Health Professions Education: A Bridge to Quality (2003).%" They are to produce graduates able
to provide patient-centered care, work in interdisciplinary teams, employ evidence-based
practice, apply quality improvement, and utilize informatics. A careful and objective analysis of
the pharmacy curriculum will demonstrate this position.

The AMA document lightly acknowledged that some pharmacists do participate in postgraduate
residencies. What the document did not acknowledge is that the proportion of residency-trained
and specialty-certified pharmacists in the health-system work force is higher than in other
pharmacy practice settings. This contributes to the competence of health-system pharmacists
and fosters collaborative respect and trust among physicians, pharmacists, nurses, and others in
health systems. This has fostered successful expansions of SOPs in health systems. In its vision
about the pharmacy work force in hospitals and health systems ASHP has stated unequivocally
that eventually every pharmacist in health systems will have to have advanced training and
credentials.® ASHP is the sole accrediting body in the United States for pharmacy residencies
and is recognized by the Centers for Medicare & Medicaid Services.® ASHP is a member of the
Association of Specialized and Professional Accreditors.’® There are more than 1,100 accredited
pharmacy residency programs in the United States that graduate about 2,200 residents per year,
most of whom practice in hospitals and other health systems.

A related factor is the competence of pharmacy technicians in health systems. It was health-
system pharmacists who pioneered formal training of pharmacy technicians and championed the
establishment of formal certification requirements for pharmacy technicians.** ASHP is the sole
accrediting body for formal pharmacy technician training programs in the United States.> The
reason for this support by health-system pharmacists was simple and was based on patient need.

The finite resources available to health-system pharmacy departments make it impossible for
health-system pharmacists to attend to all of the medication-related clinical needs of patients and
to collaborate with other caregivers to address medication-use issues when pharmacists must
apply their time to medication-distribution tasks. Yet, to assign the distribution tasks to
pharmacy technicians makes sense only if the pharmacy technicians are adequately qualified and
credentialed. Health-system pharmacy has a long history and tradition of supporting the
expansion of pharmacy technicians’ roles as long as their education, training, credentials, and
experience qualify them. Moreover, a strong and effective supervisory and accountability model
must be in place.



There is a fitting parallel in this to AMA’s view that expanding the SOPs of pharmacists is
dependent on similar criteria about pharmacists. In contrast, however, health-system pharmacy
is not resisting SOP expansions for pharmacy technicians. Health-system pharmacy is working
with pharmacy technicians to make their roles collaborative, effective, and safe. We believe
there is a valuable collaborative blueprint in that approach that AMA should consider with
respect to the expansion of pharmacists” SOPs: In order to meet patients’ needs, embrace
collaborative SOP changes for pharmacists, and construct a future together that will best meet
those needs. The dimensions of medication misuse simply are too great to believe that they can
be adequately addressed by physicians alone.

Evidence of benefits exists. As the AMA document noted, “The pharmacy literature is replete
with clinical studies and economic analyses demonstrating the benefits of pharmacist
participation in patient care.” The document also noted that most of that literature pertains to
institutional and inpatient care. Importantly, there is virtually no evidence of negative patient
outcomes from both traditional and expanded SOPs of health-system pharmacists. This warrants
some emphasis, and AMA should acknowledge the proven effectiveness of health-system
pharmacists. As laws and regulations evolve with respect to SOPs for pharmacists, appropriate
allowance and recognition must occur for the proven benefits of health-system pharmacists’
roles. A “one size fits all” approach to regulating SOPs for all of pharmacy - particularly to the
extent that poorly crafted provisions might interfere with collaboratively meeting the needs of
patients in health systems - would be extremely unwise public policy.

Although the AMA document did acknowledge that there is literature evidence of patient
benefits from expanded involvements by health-system pharmacists, medical groups and public
policy makers might find the attached bibliography especially helpful. The chosen literature
(only a portion of what is available) deals mostly with patient outcomes. There is substantial
other literature (also not included) that deals with economic benefits.

In addition to evidence in the literature, there are major quality groups and other organizations
that have either called explicitly for the involvement of pharmacists or called for improved
collaboration among caregivers.

a. The 2009 update of the National Quality Forum’s consensus report, Safe Practices for
Better Healthcare said, “Pharmacy leaders should have an active role on the
administrative leadership team that reflects their authority and accountability for
medication management systems performance across the organization.”*?

b. The Institute of Medicine’s report, Crossing the Quality Chasm: A New Health System
for the 21% Century highlights the importance of effective teams in delivering care to
patients and populations.**

c. A joint statement of ASHP and the Society for Hospital Medicine in 2007 said, *°
“Pharmacists should be involved in the care of hospitalized patients and can collaborate
with hospitalists in numerous ways, including

e Providing consultative services that foster appropriate, evidence-based medication
selection (e.g., during rounds),



d.

Providing drug information consultation to physicians, nurses, and other
clinicians,

Managing medication protocols under collaborative practice agreements,
Assisting in the development of treatment protocols,

Monitoring patient therapeutic responses (including laboratory values),
Continuously assessing for and managing adverse drug reactions,

Gathering medication histories,

Reconciling patients’ medications as patients move across the continuum of
hospital care, and

Providing patient and caretaker education, including discharge counseling and
follow-up.

In a 2000 position paper'®, the Society of Critical Care Medicine said that to provide the
best care to patients,

The pharmacist’s time is dedicated to critical care patients, with few commitments
outside the ICU area.

The pharmacist prospectively evaluates all drug therapy for appropriate
indications, dosage, drug interactions, and drug allergies, monitors the patient’s
pharmacotherapeutic regimen for effectiveness and ADEs [adverse drug events];
and intervenes as needed.

In conjunction with the clinical dietitian, the pharmacist evaluates all orders for
parenteral nutrition and recommends modifications as indicated to optimize the
nutritional regimen.

The pharmacist identifies ADEs and assists in their management and prevention,
and develops process improvements to reduce drug errors and preventable ADEs.
The pharmacist uses the medical record as one means to communicate with other
health care professionals and to document specific pharmacotherapeutic
recommendations.

The pharmacist provides pharmacokinetic monitoring when a targeted drug is
prescribed.

The pharmacist provides drug information and intravenous compatibility
information to the ICU team.

The pharmacist documents clinical activities that include, but are not limited to,
disease state management, general pharmacotherapeutic monitoring,
pharmacokinetic monitoring, ADEs, education, and other patient care activities.
The pharmacist acts as a liaison between pharmacy, nursing, and the medical staff
to educate health professionals regarding current drug-related procedures,
policies, guidelines, and pathways.

e. The 2007 Accreditation Council for Graduate Medical Education’s Common Program
Requirements: General Competencies require that medical residents be able to work in
interprofessional teams to enhance patient safety and improve patient care quality.*’

f.

The 1998 Pew Health Professions Commission’s fourth report, Recreating Health
Professional Practice for a New Century, specified working in interdisciplinary teams as
a key desired competency and noted that the coordinated efforts of practitioners from



many disciplines provide the best outcomes for the sickest patients. The report noted that
the future of medicine will call on all health professions - doctors, dentists, nurses,
pharmacists, allied professionals, and public health and social workers - to work together
in more focused ways. To assure effective and efficient coordination of care, health
professionals must work interdependently in carrying out their roles and responsibilities,
conveying mutual respect, trust, support, and appreciation of each discipline’s unique
contributions to health care.'®

g. The 2010 Guidelines for Essential Services, Personnel, and Facilities in Specialized
Epilepsy Centers, issued by the National Association of Epilepsy Centers, lists a
“Pharmacologist or Pharm.D. with interest and training in epilepsy” among the essential
personnel in specialized epilepsy centers.®

h. The 2008 criteria of the United Network for Organ Sharing require that “All transplant
programs should identify one or more pharmacists who will be responsible for providing
pharmaceutical care to solid organ transplant recipients.”*

i. The Association of American Medical Colleges’s 2000 Graduate Medical Education
Core Curriculum includes the objective that medical residents should demonstrate the
ability to work in team settings.?

J. In 2007 the Infectious Diseases Society of America and the Society for Healthcare
Epidemiology of America released guidelines for developing an institutional program to
enhance antimicrobial stewardship. The guidelines recommend that “Core members of
the multidisciplinary team include ... a clinical pharmacist with infectious disease
training.”%

k. The Bureau of Health Professions, Health Resources and Services Administration report,
Family Medicine. Report on Undergraduate Medical Education for the 21st Century
(UME-21): A National Medical Education Project (Supplement - January 2004, Volume
36) identified curriculum domains and included a learning objective to "promote effective
working relationships with other healthcare professionals to foster teamwork and
organization change."?

I. In 2007, the Committee on the Future of Emergency Care in the United States Health
System, in Hospital-Based Emergency Care: At the Breaking Point, advocated more
active pharmacist involvement.

Regulatory mechanisms are in place. Fortunately, state pharmacy regulatory boards have been
supportive of expansions in SOPs for health-system pharmacists. At the same time, however,
they maintain strict regulatory scrutiny and enforcement authority to act (via licensure
suspension and revocations) when SOP transgressions occur. Further, most BOPs are organized
within larger umbrella health regulatory board structures within state governments, enabling their
coordination of regulatory interventions and prosecutions among pharmacy, medical, and nursing
licensing boards whenever needed.




An excellent guidance document titled Changes in Healthcare Professions’ Scope of Practice
Legislative Considerations was developed in 2006 and revised in 2009 by the Association of
Social Work Boards, the Federation of State Boards of Physical Therapy, the Federation of State
Medical Boards, the National Board for Certification in Occupational Therapy, the National
Council of State Boards of Nursing, and the National Association of Boards of Pharmacy.?® That
guidance outlined four criteria for legislatively enabling SOP changes when they are needed: (1)
an established history of the practice scope within a profession, (2) education and training to
support the changes, (3) supporting evidence for the changes, and (4) an appropriate regulatory
environment. As explained above, in the case of health-system pharmacy, all four of those
criteria are well met.

Comments about specific parts of the AMA document.

1. The tables in the document clearly represented a snap shot in time. It would be helpful to
add a date to each table with a footnote to caution readers to anticipate the inevitable
obsolescence of the information.

2. InTable 4, the document said that in several states collaborative practice agreements are
patient specific. However, that typically is not the case (and it does not need to be so) for
health-system patients. Health systems are, by their very design, collaborative practice
environments.

3. The document said
e “The health and safety of patients are threatened ...when [non-physician providers]

are permitted to perform services that are not commensurate with their education or

training.”

e “ ... limitations in the education and/or training of non-physician health care
providers that may result in the substandard or potentially harmful care of patients ...

e “...solutions to actual or perceived work force shortages simply cannot justify
practice expansions that expose patients to unnecessary health risk.”

e “... 10 distinct non-physician professions that are currently seeking scope of practice
expansions that may be potentially harmful to the public.”

e *“...advocacy campaigns where the health and safety of patients may be threatened as

a result of unwarranted scope of practice expansions sought by non-physician health

care providers.”
All of these warnings appeared on the very first Overview page that introduced the
document. They seemed intended to provoke fear and alarm, and they establish a
negative tone for the rest of the document. The rest of the document, however, provided
no evidence at all that any scope expansions for pharmacists (in any setting) have actually
led to patient harm. The documented evidence is clear, in fact, that every SOP
modification for pharmacists has led to positive patient outcomes. Further, we assert that
the admonitions stated are relevant to physicians as well.

4. The Overview said that the document would provide information “... on the
qualifications physicians possess that prepare them to accept the responsibility for full,
unrestricted licensure to practice medicine in all its branches.” That information was not
provided in the document. It would be useful to consider whether it remains good public
policy to allow all physicians to prescribe all available prescription drugs in the U.S.
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The document made clear in the Introduction that its main focus was on collaborative
drug therapy management (CDTM) and depicted it as a scope expansion. Primarily, the
document focused concern about the qualifications of community pharmacists to perform
CDTM.

In contrast, in the first complete paragraph on page 6, the document acknowledged the
benefits of pharmacist participation in patient care in institutions. The document
attributed this to institutional oversight. ASHP agrees with that observation but
encourages a much deeper understanding and acknowledgement of the factors that
contribute to the benefits, including advanced education and training of health-system
pharmacists and pharmacy technicians, certification of pharmacy technicians, formal
board certification for pharmacists, adherence to external quality standards, direct access
to patients and their health records, and the collegial and interdisciplinary nature of
health-system care. Importantly, the document failed to call upon medical groups and
policy makers to preserve and sustain that kind of care by health-system pharmacists.
Instead, the overall tenor of the document seemed to be a call for resisting any scope
expansions by any pharmacists.

At the end of the second complete paragraph on page 6, the document said, “... there are
no accreditation standards or other evidence that the [pharmacy] profession has modified
the quality or manner in which pharmacy students are trained to provide direct care to
patients.” Actually, the 2007 accreditation standards for Doctor of Pharmacy degree
programs require that 30 percent of the curriculum be in the form of pharmacy
experience.” Hence, the statement is patently false.

On page 8, the document began a discussion of formal specialties in pharmacy. It
omitted one specialty: Ambulatory Care.

On pages 9 and 10, the document included 5 paragraphs about the history of pharmacy.
Understandably, the document could not devote more space to this subject. The material
presented was rudimentary and marginally useful as far as it went. However, it depicted
pharmacy’s changes as mostly the result of things like soldiers returning from war and
consumer movements. The material seriously failed to explain the immense expansion in
the number of more potent, more hazardous, and more complex medications and the
resulting need for managing the medication therapy of patients as being the primary
stimuli for the changes in the pharmacy profession. It neglected extensive advancements
in the sciences related to drug discovery and dosage form development.

It is unclear why, on page 11, pharmacists’ salaries were discussed (another snap shot in
time). The data were irrelevant to the matter of SOPs.

A lengthy discussion of the Asheville Project was included, but the document failed to
note whether AMA regarded this as a scope expansion for pharmacists. If it does not
represent an expansion, why was it in the document? AMA was silent about whether it
regarded the described roles of pharmacists in the Asheville Project as positive or
negative.

Section IV of the document was titled “Billing for Services,” but it actually was a
discussion of medication therapy management (MTM) services. The document did not
make clear whether AMA viewed MTM as a scope expansion.

In section V about pharmacy education, a table about the content of pharmacy school
curriculums was presented. Interestingly, there was no corresponding table about the
content of medical school curriculums. Nor was there any acknowledgement that, in
their education, pharmacists receive far more didactic education about medication
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therapy than do physicians. Nor was there any acknowledgement that the greatest
proportion of the learning of physicians about drugs occurs during residencies through a
Socratic method. For pharmacists who complete residencies, they receive both the more
intense didactic education of pharmacy students and they experience the same type of
practical, “application” learning about medication use during their residencies. Further,
they receive more of it than medical residents, since the entire focus of pharmacy
residencies is on medication use.

In section V about pharmacy education, on pages 23 and 24, the document said, “Neither
[the Accreditation Council for Pharmacy Education] ACPE nor state licensing
requirements mandate direct patient contact as a requirement for student practice
experience.” Actually, both require actual experience in pharmacy, which inherently is a
direct patient contact profession.(4) Again, the AMA statement is patently false.

Section V of the document discussed the entry-level education of pharmacists and
postgraduate residency training, noting that 10% of students enter pharmacy school
having completed a bachelor’s degree. In health system pharmacy, we believe the
proportion of pharmacists with degrees (in addition to the entry-level degree) is higher.
Some of the additional degrees are earned before entry to pharmacy school, and some
after graduating.

On page 7 of the document, AMA said, “Physicians are encouraged to thoroughly
consider a pharmacist’s education, training, and experience when evaluating his or her
competence to assist the physician’s patients with their medication regimen(s).” Unsaid
is the reality that pharmacists will, similarly, evaluate the competence of physicians to be
appropriate partners in collaborative practice agreements. Regrettably, in section VI
about CDTM, the document pejoratively said on page 27, “It is imperative that a
physician entering into a CPA with a pharmacist be cognizant of the limited training
pharmacists receive in comparison to their own.” We assert that physicians be more
transparent as to how they select and prescribe drug therapy via their scientific and
clinical evidence base.

Page 24. ASHP is the sole accrediting body for all pharmacy residencies and
promulgates the related standards.”’

Page 28 of the document badly misled readers in suggesting that pharmacists seek to
provide clinical laboratory services. However, ordering clinical laboratory tests in order
to appropriately monitor patients” medication therapy (e.g., ordering an INR test for a
patient receiving an anticoagulant) or determining their pharmacokinetic course is a
logical thing for a pharmacist to be authorized to do.

Pages 31-33 listed selected pharmacy organizations. An important organization was
omitted: The American Association of Colleges of Pharmacy, located in Alexandria,
VA% Although the section was titled “Professional Organization,” it would have been
more accurate to title it “Pharmacy-Related Organizations” and to further subdivide these
into professional associations, trade associations, and regulatory bodies. It would be
instructive to examine the extent to which all of these truly function as associations and
the extent to which their operating margins are applied to efforts to benefit members.

On page 38 began a list of state pharmacist associations. Missing from the document was
a list of state societies of health-system pharmacists, which could be valuable sources of
information and collaboration with state medical groups and state legislators and
regulators as they contemplate appropriate SOPs for health-system pharmacists.?’



Summary

Medication misuse in the United States is a major public health problem, and patients in all
settings need the engagement of competent health practitioners practicing collaboratively to
prevent and resolve medication-use problems on their behalf. Physicians alone cannot prevent or
resolve all of the problems. Scopes of practice for pharmacists in general and for pharmacists in
health systems will likely evolve over time commensurate with patient needs, pharmacists’
qualifications, and characterization of the entire drug armamentarium and scientific
developments in drug discovery. Expanded collaborative SOPs for pharmacists in health
systems are already common, and there is abundant professional and scientific literature
evidence that this produces positive patient outcomes. As statutory and regulatory SOP changes
occur, ASHP urges all medical groups and public policy makers to recognize those benefits to
hospital and health-system patients and to preserve the freedom of hospitals and other health
systems to establish and manage the SOPs of all staff. True patient-centered practice requires
this.
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