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Proceedings of the 68th annual session of the  
ASHP House of Delegates, June 12 and 14, 2016
Paul W. Abramowitz, Secretary

The 68th annual session of the ASHP House of Delegates 
was held at the Baltimore Convention Center, in Baltimore, 
Maryland, in conjunction with the 2016 Summer Meetings.

First meeting

The first meeting was convened at 1:00 p.m. Sunday, June 
12, by Chair of the House of Delegates Amber J. Lucas. 
Chair Lucas introduced the persons seated at the head 
table: Christene M. Jolowsky, Immediate Past President of 
ASHP and Vice Chair of the House of Delegates; John A. 
Armitstead, President of ASHP and Chair of the Board of 
Directors; Paul W. Abramowitz, Chief Executive Officer of 
ASHP and Secretary of the House of Delegates; and Susan 
Eads Role, Parliamentarian.

Chair Lucas welcomed the delegates and described the purposes 
and functions of the House. She emphasized that the House 
has considerable responsibility for establishing policy related to 
ASHP professional pursuits and pharmacy practice in hospitals 
and health systems. She reviewed the general procedures and 
processes of the House of Delegates.

The roll of official delegates was called. A quorum was present, 
including 201 delegates representing 49 states and the District 
of Columbia and Puerto Rico (no delegates from Hawaii were 
present), as well as the federal services, chairs of ASHP sections 
and forums, ASHP officers, members of the Board of Direc-
tors, and ASHP past presidents (see Appendix I for a complete 
roster of delegates).

Chair Lucas reminded delegates that the report of the 67th 
annual session of the ASHP House of Delegates had been 
published on the ASHP Web site and had been distributed to 
all delegates. Delegates had been advised earlier to review this 
report. The proceedings of the 67th House of Delegates session 
were received without objection.

Report of the Committee on Resolutions. President Armitstead 
presented the Report of the Committee on Resolutions 
(Appendix II). Debate and action on the Report took place at 
the second meeting of the House. 

Report of the Committee on Nominations. Chair Lucas called 
on Leigh Briscoe-Dwyer for the report of the Committee on 
Nominations (Appendix III).a Nominees were presented as 
follows:

President 2017–2018

Paul W. Bush, Pharm.D., M.B.A., BCPS, FASHP, Chief 
Pharmacy Officer, Duke University Hospital, Durham, NC

Kelly M. Smith, Pharm.D., FASHP, FCCP, Professor and 
Interim Dean, University of Kentucky College of Pharmacy, 
Lexington, KY

Board of Directors, 2017–2020

Stephen F. Eckel, Pharm.D., M.H.A., BCPS, FASHP, Associ-
ate Dean for Global Engagement, Clinical Associate Profes-
sor, and Vice Chair of Graduate and Postgraduate Education, 
UNC Eshelman School of Pharmacy, Chapel Hill, NC

Seena L. Haines, Pharm.D., BCACP, BC-ADM, CDE, FASHP, 
FAPhA,  Professor and Chair, Department of Pharmacy Prac-
tice, University of Mississippi School of Pharmacy, Jackson, MS

Nishaminy Kasbekar, B.S., Pharm.D., FASHP, Corporate 
Director of Pharmacy, University of Pennsylvania Health 
System, Director of Pharmacy Services, Penn Presbyterian 
Medical Center, Philadelphia, PA	

Linda S. Tyler, Pharm.D., FASHP, Chief Pharmacy Officer, 
University of Utah Health Care, Salt Lake City, UT

A “Meet the Candidates” session to be held on Monday, June 
13, was announced. Chair Lucas announced the candidates for 
the executive committees of the five sections of ASHP.

Policy committee reports. Chair Lucas outlined the proc-
ess used to generate policy committee reports (Appendix 
IV). She announced that the recommended policies from 
each council would be introduced as a block. She further 
advised the House that any delegate could raise questions 
and discussion without having to “divide the question” and 
that a motion to divide the question is necessary only when 
a delegate desires to amend a specific proposal or to take an 
action on one proposal separate from the rest of the report; 
requests to divide the question are granted automatically 
unless another delegate objects. Chair Lucas reminded del-
egates that policies not separated by dividing the question 
would be voted on en bloc before the House considered the 
separated items.

Chair Lucas also announced that delegates could suggest minor 
wording changes (without introducing a formal amendment) 
that did not affect the substance of a policy proposal, and that 
the Board of Directors would consider these suggestions and 
report its decisions on them at the second meeting of the House.
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(Note: The following reports on House action on policy com-
mittee recommendations give the language adopted at the first 
meeting of the House. The titles of policies amended by the 
House are preceded by an asterisk [*]. Amendments are noted 
as follows: italic type indicates material added; strikethrough 
marks indicate material deleted. If no amendments are noted, 
the policy as proposed was adopted by the House. For purposes 
of this report, no distinction has been made between formal 
amendments and wording suggestions made by delegates.

The ASHP Bylaws [Section 7.3.1.1] require the Board of 
Directors to reconsider an amended policy before it becomes 
final. The Board reported the results of its “due consider-
ation” of amended policies during the second meeting of 
the House; see that section of these Proceedings for the final 
disposition of amended policies.)

___________________

Timothy R. Brown, Board Liaison to the Council on Thera-
peutics, presented the Council’s Policy Recommendations 1 
through 6.

*1.	 Stewardship of Drugs with Potential for Abuse
To encourage stewardship of drugs with potential for abuse; 
further, 

To advocate for the inclusion of a clinically appropriate indica-
tion of use, the intended duration, and the goals of therapy when 
prescribing drugs with potential for abuse; further,

To encourage pharmacists to engage in interprofessional efforts 
to promote the appropriate, but judicious, use of drugs with the 
potential for abuse, including education, monitoring, assessment 
of clinical progress, and discontinuation of therapy or dose reduc-
tion, where appropriate; further, 

To advocate that pharmacists lead efforts to prevent inappropriate 
use of drugs with potential for abuse, including engaging in strate-
gies to detect and address patterns of use in patient populations 
at increased risk for adverse outcomes; further, 

To facilitate the development of best practices for prescrip-
tion drug monitoring programs and drug take-back disposal 
programs for drugs with potential for abuse. 

*2.	 Appropriate Use of Antipsychotic Drug Therapies
To advocate for the documentation of appropriate indication 
and goals of therapy to promote the judicious use of antipsy-
chotic drugs and reduce the potential for harm; further, 

To support the participation of pharmacists in the manage-
ment of antipsychotic drug use, which is an interdisciplinary 
interprofessional, collaborative process for selecting appropri-
ate drug therapies, educating patients or their caregivers and 
monitoring patients, continually assessing outcomes of therapy, 
and identifying opportunities for appropriate discontinuation 
or dose adjustment; further,

To advocate that pharmacists lead efforts to prevent inappropri-
ate use of antipsychotic drugs, including engaging in strategies 
to detect and address patterns of use in patient populations at 
increased risk for adverse outcomes.

*3.	 Safety of Epidural Steroid Injections
To encourage healthcare providers to 1) inform patients about 
the significant risks and potential lack of efficacy of associated 
with epidural steroid injections, and 2) request their informed 
consent, and 3) inform patients of alternative therapies and their 
risks and benefits; further, 

To encourage healthcare organizations to prevent adverse events 
related to epidural steroid injections by having pharmacists 
involved in the development of protocols that promote the safe 
use of such injections.

To recommend pharmacist involvement in the medication-use 
process associated with epidural steroid injections in cases where 
medically necessary.

*4.	 Drug Dosing in Renal Replacement Therapy
To encourage research on the pharmacokinetics and pharmaco-
dynamics of drug dosing in renal replacement therapy; further, 

To support development and use of standardized models of 
assessment of the pharmacokinetics and pharmacodynamics 
of drug dosing in renal replacement therapy; further, 

To collaborate with stakeholders in enhancing aggregation and 
publication of data on the pharmacokinetics and pharmacody-
namics of drug dosing in renal replacement therapy.

*5.	 Use of Methadone to Treat Pain
To acknowledge that methadone has a role in pain management 
and that its pharmacologic properties present unique risks to 
patients; further,

To oppose the payer-driven use of methadone as a preferred 
treatment option for acute and chronic pain; further,

To advocate that all healthcare practitioners who prescribe 
or dispense methadone complete a standardized educational 
program specific to the drug; further,

To advocate that pain management experts, payers, and 
manufacturers collaborate to provide educational programs 
for healthcare professionals on treating acute and chronic 
pain with opioids, including the proper place in therapy for 
methadone; further,

To advocate that all facilities that dispense methadone, includ-
ing addiction treatment programs, participate in state prescrip-
tion drug monitoring programs.

*6.  Therapeutic Indication of Prescribing
To advocate that healthcare organizations optimize use of 
clinical decision support and prescribing systems by structuring 
them to include the appropriate indication for high-risk and 
problem-prone medications.
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Donald E. Letendre, Board Liaison to the Council on Educa-
tion and Workforce Development, presented the Council’s 
Policy Recommendations 1 through 5.

1.	 Pharmacy Technician Training and Certification
To advocate that Pharmacy Technician Certification Board 
(PTCB) certification be required for all pharmacy technicians; 
further,

To advocate that all pharmacy technicians maintain PTCB 
certification; further,

To support the position that by the year 2020, the completion 
of a pharmacy technician training program accredited by ASHP 
and the Accreditation Council for Pharmacy Education (ACPE) 
be required to obtain PTCB certification for all new pharmacy 
technicians; further,

To foster expansion of ASHP-ACPE accredited pharmacy 
technician training programs.

This policy supersedes ASHP policy 1519.

*2.	 Career Opportunities for Pharmacy Technicians
To promote the image of pharmacy technicians as valuable 
contributors to healthcare delivery; further, 

To develop and disseminate information about career opportu-
nities that enhances the recruitment and retention of qualified 
pharmacy technicians; further, 

To support pharmacy technician career advancement oppor-
tunities, commensurate with training and education; further, 

To encourage compensation models for pharmacy technicians 
that provide a living wage. 

(Note: This policy would supersede ASHP policy 0211.) 

3.	 Developing Leadership Competencies
To work with healthcare organization leadership to foster op-
portunities, allocate time, and provide resources for pharmacy 
practitioners to move into leadership roles; further, 

To encourage leaders to seek out and mentor pharmacy prac-
titioners in developing administrative, managerial, and leader-
ship skills; further, 

To encourage pharmacy practitioners to obtain the skills nec-
essary to pursue administrative, managerial, and leadership 
roles; further, 

To encourage colleges of pharmacy and ASHP state affiliates to 
collaborate in fostering student leadership skills through devel-
opment of co-curricular leadership opportunities, leadership 
conferences, and other leadership promotion programs; further, 

To reaffirm that residency programs should develop leadership 
skills through mentoring, training, and leadership opportuni-
ties; further, 

To foster leadership skills for pharmacists to use on a daily basis 
in their roles as leaders in patient care. 

This policy supersedes ASHP policy 1518. 

*4.	 Interprofessional Education and Training
To support interprofessional education as a component of 
didactic and experiential education in Doctor of Pharmacy 
degree programs; further, 

To support interprofessional education, mentorship, and pro-
fessional development for student pharmacists, residents, and 
pharmacists; further, 

To encourage and support pharmacists’ collaboration with 
other health professionals and healthcare executives in the 
development of interprofessional, team-based, patient-centered 
care models; further, 

To foster documentation and dissemination of outcomes 
achieved as a result of interprofessional education of healthcare 
professionals. 

(Note: This policy would supersede ASHP policy 1014.) 

*5.	 Cultural Competency and Cultural Diversity
To endorse foster the development of cultural competency of 
within the pharmacy workforce educators, practitioners, resi-
dents, students, and technicians; further, 

To educate healthcare providers on the importance of providing 
culturally congruent care to achieve quality care and patient 
engagement; further, 

To advocate for an ethnically and culturally diverse workforce. 

(Note: This policy would supersede ASHP policy 1414.) 

___________________

Lea S. Eiland, Board Liaison to the Council on Pharmacy 
Management, presented the Council’s Policy Recommenda-
tions 1 through 4.

*1.	 Controlled Substance Diversion and Patient Access
To enhance awareness by pharmacists pharmacy personnel, 
healthcare providers, and the public of drug diversion and 
abuse of controlled substances; further, 

To advocate that pharmacists the pharmacy profession take a 
leadership role in national lead collaborative efforts to reduce 
the incidence of controlled substance abuse; further, 

To advocate that pharmacists lead collaborative efforts by 
organizations of healthcare professionals, patient advocacy or-
ganizations, and regulatory authorities to develop and promote 
best practices for preventing drug diversion and appropriately 
using controlled substances to optimize and ensure patient ac-
cess and therapeutic outcomes; further, 



4

PROCEEDINGS OF THE 68TH ANNUAL SESSION

To advocate that the Drug Enforcement Administration and 
other regulatory authorities interpret and enforce laws, rules, 
and regulations to support patient access to appropriate thera-
pies, minimize burdens on pharmacy practice, and provide 
reasonable safeguards against fraud, misuse, abuse, and diver-
sion of controlled substances; further, 

To encourage healthcare organizations to establish advocate 
establishment of programs to support patients and personnel 
with substance abuse and dependency issues.

*2.	 Protecting Workers from Exposure to Hazardous Drugs
To advocate that pharmaceutical manufacturers eliminate 
surface contamination on packages and vials of hazardous 
drugs; further,

To inform pharmacists and other personnel of the potential 
presence of surface contamination on the packages and vials 
of hazardous drugs; further,

To advocate that the Food and Drug Administration require 
standardized labeling and package design for hazardous drugs 
that would alert handlers to the potential presence of surface 
contamination; further,

To encourage healthcare organizations, wholesalers, and other 
trading partners in the drug supply chain to adhere to published 
standards and regulations, such as United States Pharmacopeia 
Chapter 800, to protect workers from undue exposure to haz-
ardous drugs. 

(Note: This policy would supersede ASHP policy 0618.)

3.	 Pharmaceutical Distribution Systems (withdrawn)
In Council on Pharmacy Management (CPM) policy recom-
mendation 3, Pharmaceutical Distribution Systems, the Council 
revised ASHP policy 1016 to add the following clause:

To encourage wholesalers and other trading partners in the 
drug supply chain to implement policies and procedures con-
sistent with United States Pharmacopeia (USP) Chapter 800 
in order to mitigate the risk of hazardous drug exposure as 
products move through the supply chain.

The House of Delegates determined that the additional lan-
guage was better suited to CPM policy recommendation 2, 
Protecting Workers from Exposure to Hazardous Drugs, and 
amended that policy recommendation to incorporate the con-
cepts in the new clause. Removing the now-redundant language 
from CPM policy recommendation 3 would result in a policy 
identical to existing ASHP policy 1016, so CPM policy recom-
mendation 3 was withdrawn, with the result that ASHP policy 
1016 will remain ASHP policy. 

*4.	 Patient Experience
To encourage pharmacists to evaluate their practice settings 
for opportunities to improve the level of satisfaction experience 
patients have with healthcare services and with the outcomes 
of their drug therapy; further,

To educate pharmacists and pharmacy personnel about the 
relationship between patient satisfaction experience and positive 
health outcomes; further,

To develop or adopt tools that will (1) provide a system for 
monitoring trends in the quality of pharmacy services to 
patients, (2) increase recognition of the value of pharmacy 
services, and (3) provide a basis for making improvements 
in the process and outcomes of pharmacy services in efforts 
to engage patients and improve satisfaction their experience; 
further,

To facilitate a dialogue with and encourage education of national 
patient satisfaction experience database vendors on the role 
and value of clinical pharmacy services to include the value of 
pharmacists and pharmacy services in patient experience.

(Note: This policy would supersede ASHP policy 0104.)

___________________

Ranee M. Rannebaum, Board Liaison to the Council on 
Pharmacy Practice, presented the Council’s Policy Recom-
mendations 1 through 4.

*1.	 Automated Preparation and Dispensing Technology for 
Sterile Preparation

To encourage advocate that health systems to adopt automa-
tion and information technology for preparing and dispens-
ing compounded sterile preparations when such adoption is 
(1) planned, implemented, and managed with pharmacists’ 
involvement; (2) implemented with adequate resources to 
promote successful development and maintenance; and (3) 
supported by policies and procedures that ensure the safety, 
effectiveness, and efficiency of the medication-use process; 
further,

To educate patient safety advocacy groups and regulatory 
agencies on the capabilities and benefits of automation and 
technology for preparing and dispensing compounded sterile 
preparations, and to encourage them to establish expectation 
of adoption by health systems; further,

To foster further research, development, and publication of best 
practices regarding automation and information technology for 
preparing and dispensing sterile preparations.

*2.	 Integrated Approach for the Pharmacy Enterprise
To advocate that pharmacy department leaders promote an 
integrated team approach for all pharmacy professionals  
personnel involved in the medication-use process; further,

To advocate a high level of coordination of all components of 
the pharmacy enterprise across the continuum of care for the 
purpose of optimizing (1) medication-use safety, (2) quality, 
(3) outcomes, and (4) the value of drug therapy; further,

To encourage pharmacy department leaders to develop and 
maintain patient-centered practice models that integrate into 
a team all pharmacy professionals engaged in the medication-
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use process, including general and specialized clinical practice, 
drug-use policy, product acquisition and inventory control, 
product preparation and distribution, and medication-use 
safety and other quality initiatives.

(Note: This policy would supersede ASHP policy 0619.)

*3.	 Preventing Exposure to Allergens
To advocate for pharmacy participation in the collection, as-
sessment, and documentation of a complete list of allergens 
pertinent to medication therapy, including food, excipients, 
medications, devices, and supplies, for the purpose of clinical 
decision-making; further, 

To advocate that vendors of medication-related databases in-
corporate and maintain information about medication-related 
allergens and cross-sensitivities; further, [clause moved here 
from lower down]

To advocate that pharmacy departments pharmacists actively 
review allergens pertinent to medication therapy and minimize 
patient and healthcare worker exposure to known allergens, as 
feasible; further, 

To advocate that pharmacy departments be actively involved 
soliciting information about patient food and environmental 
allergies that may indicate a potential for medication interac-
tion or adverse event; further, 

To encourage pharmacist pharmacy personnel education on 
medication-related allergens. 

4.	 Accreditation of Compounding Facilities 
To discontinue ASHP policy 0617 which reads: 

To encourage facilities where extemporaneous compounding 
of medications occurs to seek accreditation by a nationally 
credible accreditation body.

___________________

Kelly M. Smith, Board Liaison to the Council on Public Policy, 
presented the Council’s Policy Recommendations 1 through 6.

*1.	 Off-Label Promotion by Pharmaceutical Manufacturers
To advocate for authority for the Food and Drug Administration 
(FDA) to regulate the promotion and dissemination of infor-
mation about off-label uses of medications and medication-
containing devices by manufacturers and their representatives; 
further, 

To advocate that such off-label promotion and marketing be 
limited to the responsible FDA-regulated dissemination of 
unbiased, truthful, non-misleading, and scientifically accurate 
information based on authoritative, peer-reviewed literature 
not included in the New Drug Approval process. 

(Note: This policy would supersede ASHP policy 1120.) 

*2.	 Timely State Board of Pharmacy Licensing
To advocate that the National Association of Boards of Phar-
macy (NABP) collaborate with state boards of pharmacy to 
streamline the licensure process through standardization and 
improve the timeliness of application approval; further, [clause 
moved here from lower down]

To advocate that the National Association of Boards of Phar-
macy (NABP) collaborate with state boards of pharmacy and 
any third-party vendor to streamline the licensure reciprocity 
process; further, 

To advocate that state boards of pharmacy grant temporary 
licensure to pharmacists who are relocating seeking reciproc-
ity from another state jurisdiction in which they hold a license 
in good standing, permitting them to engage in practice while 
their application for licensure reciprocity is being processed; 
further,. [clause moved here from higher up]

(Note: This policy would supersede ASHP policy 0612.) 

3.	 Inclusion of Drug Product Shortages in State Price-
gouging Laws

To urge state attorneys general to consider including shortages 
of lifesaving drug products within the definition of events that 
trigger application of state price-gouging laws. 

*4.	 Home Intravenous Therapy
To support the continuation of a home intravenous therapy 
benefit under federal and private health insurance plans, and ex-
pand expansion of the home infusion benefit under Medicare at 
an appropriate level of reimbursement for pharmacists’ patient 
care services provided, medications, supplies, and equipment. 

(Note: This policy would supersede ASHP policy 0414.) 

5.	 Drug Product Shortages
To discontinue ASHP policy 1118 which reads:

To advocate that the Food and Drug Administration (FDA) have 
the authority to require manufacturers to report drug product 
shortages and the reason(s) for the shortage, and to make that 
information available to the public; further,

To strongly encourage the FDA to consider, in its definition of 
“medically necessary” drug products, the patient safety risks cre-
ated by use of alternate drug products during a shortage; further,

To support government-sponsored incentives for manufactur-
ers to maintain an adequate supply of medically necessary drug 
products; further, 

To advocate laws and regulations that would (1) require phar-
maceutical manufacturers to notify the appropriate government 
body at least 12 months in advance of voluntarily discontinuing 
a drug product, (2) provide effective sanctions for manufac-
turers that do not comply with this mandate, and (3) require 
prompt public disclosure of a notification to voluntarily dis-
continue a drug product; further, 
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To encourage the appropriate government body to seek the 
cooperation of manufacturers in maintaining the supply of a 
drug product after being informed of a voluntary decision to 
discontinue that product.

*6.	 Direct-to-Consumer Advertising for Prescription Drugs 
and Implantable Devices

To advocate that Congress commission an evidence-based re-
view of direct-to-consumer (DTC) advertising for prescription 
drugs and implantable medical devices in the United States to 
determine the impact of such DTC advertising on the patient-
prescriber relationship, healthcare costs, health outcomes, and 
the public health; further, 

To advocate that Congress ban direct-to-consumer DTC ad-
vertising for prescription drugs and implantable medication-
containing medical devices until the results of such a review are 
publicly available; further, 

To advocate, in the absence of a Congressionally mandated 
review, that the FDA, other appropriate federal agencies, and 
the pharmaceutical and medical device industries conduct or 
fund research on the effects of DTC advertising on the patient-
prescriber relationship, healthcare costs, health outcomes, and 
the public health, and make the research results available to the 
public; further, 

To oppose, in the absence of a ban, DTC advertising for pre-
scription drugs and implantable medical devices unless it is 
educational in nature about prescription drug therapies for 
certain medical conditions, appropriately includes pharmacists 
as a source of information, and is conducted so as to mitigate 
potential harmful effects on the patient-prescriber relationship, 
healthcare costs, health outcomes, and the public health. 

(Note: This policy would supersede ASHP policy 1119.)
___________________

President Armitstead then presented the Board’s proposed 
changed to ASHP Bylaws and Procedures of the House (Ap-
pendix V). Delegates approved the bylaws changes.

Article 4. Officers

4.1.	 The officers of ASHP shall be the President, the President-
elect, the Immediate Past President, the Treasurer, and the 
Secretary, all of whom shall be active members of ASHP. 
The Secretary shall also serve as Executive Vice President 
of ASHP.
4.1.1.	 The President-elect shall be elected annually for 

a term of one year and shall succeed successively 
to the office of President and then to the office of 
Immediate Past President, serving for one year in 
each office.

4.1.2.	 The Executive Vice President shall be chosen by 
the Board of Directors.

4.1.3.	 The candidates for Treasurer shall be nominated 
by the Board of Directors and elected by the ac-
tive members for a term of office of three years. 
No person shall serve more than two successive 
terms as Treasurer.

4.1.4.	 Each officer shall be installed at the yearly meeting 
of the House of Delegates.

4.1.5.	 The President, President-elect, Immediate Past 
President, and Treasurer are not charged with 
executive or administrative responsibility for the 
management or conduct of the internal affairs of 
ASHP.

(Note: strikethrough is House amendment.)

___________________

Report of Treasurer. Philip J. Schneider presented the report of 
the Treasurer. There was no discussion, and the delegates voted 
to accept the Treasurer’s report (Appendix VI).

The meeting adjourned at 5:00 p.m.

Second meeting

The second and final meeting of the House of Delegates ses-
sion convened on Tuesday, June 14, at 4:00 p.m. A quorum 
was present. 

Report of the Committee on Resolutions. President Armitstead 
again presented the Report of the Committee on Resolutions 
(Appendix II). Nicole Allcock (MO), one of the Resolution’s 
submitters, moved that the Resolution be referred to the ap-
propriate ASHP committee or task force, as determined by the 
Board of Directors, for further study. The motion was seconded 
and the delegates voted to refer the Resolution.

Report of President and Chair of the Board. President Armit-
stead updated and elaborated upon various ASHP initiatives. 
There was no discussion, and the delegates voted to accept the 
report of the Chair of the Board (Appendix VII).

Report of Chief Executive Officer. Paul W. Abramowitz pre-
sented the report of the Chief Executive Officer (Appendix 
VIII).

Board of Directors duly considered matters. Pursuant to 
Bylaws section 7.3.1.1, the Board met on the morning of June 
13 to “duly consider” the policies and proposed Bylaws change 
amended at the first meeting. Fifteen policy recommendations 
were amended by the House of Delegates, four had minor edi-
torial changes proposed, and one was withdrawn. The Board 
agreed with all the amendments, with minor editorial changes 
to seven of the amended policies to increase their clarity or 
provide consistency with other ASHP policies.
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New Business. Chair Lucas announced that, in accordance 
with Article 7 of the Bylaws, there was one item of New Busi-
ness to be considered. Chair Lucas called on Scott Takahashi 
(CA) to introduce the item of New Business, “Intern Hours 
Required for Board of Pharmacy Licensure” (Appendix IX). 
Following discussion, the item was approved for referral. It 
reads as follows:

Intern Hours Required for Board of Pharmacy (BoP) Licensure

Motion

ASHP should advocate 50% or more of internship hours re-
quired to apply for Board of Pharmacy licensure be obtained 
outside of IPPE and APPE performed during School of Phar-
macy curriculum.  

Background

To respond to past pharmacist shortages, the California 
Board of Pharmacy (BoP) had eliminated the non-academic 
hours required to permit out of state applicants to sit for 
the California BoP exam. This was due to the requirement 
the lack of transferable documentation was difficult or not 
possible to obtain as the document was for California R.Ph. 
verification. In addition, in California, there are 15 schools of 
pharmacy which has/will greatly impact the ability of students 
to obtain intern positions to gain the “real world” practical 
experience offered by employment of pharmacy interns. The 
assumption is that the intern experience as an employee is 
markedly different from IPPE and APPE-related experience 
as the employed experience is obtained over years in the phar-
macy with all the duties and responsibilities required with that 
position. New graduates with substantial intern experience 
are more practice ready compared to their colleagues whose 
intern experience is solely from APPE and IPPE through their 
educational curriculum. The graduate with less/no experience 
forces the employer to train new hires basic pharmacy work 
ethics and learn how to function in the pharmacy.

Suggested Outcomes

1.	 Dialogue with the NABP on the issue of internship hour 
requirements – implement/restore 50% or more of hours 
to sit for licensure exam be completed outside of pharmacy 
school curriculum.

2.	 New practitioner survey on “how prepared are you to start 
practice” for as many new graduates over the last five years. 
Elements of the survey include: APPE/IPPE hours submitted 
for BoP exam, hours required for BoP Exam, year of first 
attempt BoP exam, subjective assessment of ease to begin 
practice as a new graduate.

3.	 Employer survey on hiring of new practitioners over their 
years of experience. Elements to include: hospital bed 

size, state, years with hiring experience, presence of intern 
program, subjective assessment of new hires reasonably 
prepared to practice on hire (outside of their own previ-
ously employed interns), subjective assessment of changes 
in probationary period changes, subjective assessment 
of the need to re-train new hires, subjective assessment 
of the need to discharge new hire compared to previous 
years.  

Recommendations. Chair Lucas called on members of the 
House of Delegates for Recommendations. (See Appendix X 
for a complete listing of all Recommendations.)

Recognition. Chair Lucas recognized members of the Board 
who were continuing in office (Appendix XI). He also intro-
duced members of the Board who were completing their terms 
of office.

As a token of appreciation on behalf of the Board of Directors 
and members of ASHP, Chair Lucas presented Immediate Past 
President Armitstead with an inscribed gavel commemorating 
his term of office. Dr. Armitstead recognized the service of 
Chair Lucas as Chair of the House of Delegates and a member 
of the Board of Directors.

Chair Lucas then installed the chairs of ASHP’s sections and 
forums: Kristy Butler, Section of Ambulatory Care Practitioners; 
Casey H. White, Section of Clinical Specialists and Scientists; 
Jennifer Robertson, Section of Inpatient Care Practitioners; 
Sylvia Belford, Section of Pharmacy Informatics and Technol-
ogy; Rick Couldry, Section of Pharmacy Practice Managers; 
Ashley Duty, New Practitioners Forum; and Jenna Fancher, 
Pharmacy Student Forum. Chair Lucas then recognized the 
remaining members of the executive committees of sections 
and forums.

Installation. Chair Lucas then installed Lisa M. Gersema as 
President of ASHP, Todd A. Karpinsky and Jennifer M. Schultz 
as members of the Board of Directors (Appendix XI), and 
Amber J. Lucas as Chair of the House of Delegates. (See 
Appendix XII for the Inaugural Address of the Incoming 
President.)

Adjournment. The 68th annual June meeting of the House of 
Delegates adjourned at 5:55 p.m.

___________________
aThe Committee on Nominations consisted of Leigh 

Briscoe-Dwyer, Chair (NY); Gerald Meyer, Vice Chair (PA); 
Jill Bates (NC); Erin Fox (UT); John Pastor (MN); Donna 
Soflin (NE); and David Weetman (IA).
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Article 7.2.2.1 of the ASHP Rules of Procedure for the House of Delegates states: 
 

Resolutions not voluntarily withdrawn by the submitter that meet the requirements of the 
governing documents shall be presented to the House of Delegates by the Committee on 
Resolutions at the first meeting and acted upon at the second meeting. They shall be submitted 
to delegates with one of the following recommendations: (a) recommend adoption, (b) do not 
recommend adoption, (c) recommend referral for further study, or (d) presented with no 
recommendation of the Committee on Resolutions. 
Action by the House of Delegates shall be on the substance of the resolutions and not on the 
recommendation of the Committee on Resolutions. 

 
Pursuant to the above article, the Committee on Resolutions presents the attached resolution to the 
House of Delegates. The recommendation of the Committee is to refer the resolution to the 
appropriate ASHP committee, as determined by the Board of Directors, for further study. The 
Committee recognized the urgency of the topic, as four states have legalized assisted suicide and 
more than a dozen states are debating similar legislation.  
 
The Committee concluded that ASHP, the pharmacy profession, and the public would benefit from 
further examination of the evolving issues associated with assisted suicide and ongoing discussions in 
the 18 states currently considering “death-with-dignity” or physician-assisted suicide laws. The 
Committee envisions a multimodal process of education, member and expert engagement, and 
debate, utilizing ASHP’s many educational, publishing, and member engagement resources. The 
Committee noted that current ASHP policy on the topic – to remain neutral on pharmacist 
participation in assisted suicide while recognizing the right of pharmacists to refuse to participate in 
morally or ethically troubling activities without retribution – was reaffirmed in January 2016 after 
consideration by the Council on Pharmacy Practice and the Board of Directors. The Committee also 
noted that the American Pharmacists Association reaffirmed its policy of neutrality on assisted suicide 
in 2015. The Committee concluded that extending the period of study and debate would provide 
ASHP members an opportunity to explore the issue’s many facets and decide where they would like 
ASHP to stand on this important and evolving issue. 
  
Delegates are reminded that the substance of the resolution is the amendment of existing ASHP 
policy 9915, ASHP Position on Assisted Suicide, as described in the resolution. The options for House 
action on the resolution, to be taken at the second meeting, are to (a) approve the motion to amend 
the policy; (b) defeat the motion to amend the policy; (c) refer the motion for further study by a 
committee or task force to be determined by the Board of Directors (the option recommended by 
the Committee on Resolutions); or (d) amend the resolution, which would then require due 
consideration by the Board of Directors at its next meeting in September.  
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Resolution: ASHP Position on Assisted Suicide 
 
Submitter # 1: 
Nicole Allcock (MO) 
 
Submitter # 2: 
Kevin J. Colgan (Past President) 
 
Supporting Members: 
Kristi Gullickson (MN) 
John Pastor (MN) 
Peggy Malovrh (MI) 
Daniel Good (MO) 
Joel Hennenfent (MO) 
Desi Kotis (IL) 
 
Subject: ASHP Position on Assisted Suicide 
 
Received: February 24, 2016 
 
Motion: To amend ASHP policy 9915, ASHP Position on Assisted Suicide, to read as follows:  
  

To oppose pharmacist participation in assisted suicide; further,  
  
To reaffirm that pharmacists have the right to decline to participate in assisted suicide without 
retribution.  

 
Background: ASHP policy 9915, ASHP Position on Assisted Suicide, would be amended as follows 
(strikethrough indicates deletions; underscore indicates new text): 

 
9915 
ASHP POSITION ON ASSISTED SUICIDE 
Source: Council on Legal and Public Affairs 
To remain neutral on the issue of health professional participation in assisted suicide of 
patients who are terminally ill; further, 
 
To affirm that the decision to participate in the use of medications in assisted suicide is one of 
individual conscience; further, 
 
To offer guidance to health-system pharmacists who practice in states in which assisted 
suicide is legal. 
 
To oppose pharmacist participation in assisted suicide; further,  
  
To reaffirm that pharmacists have the right to decline to participate in assisted suicide without 
retribution. 
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The Code of Ethics for Pharmacists states in the Preamble that "Pharmacists are health professionals 
who assist individuals in making the best use of medications."1 Killing in any situation, including 
assisted suicide, cannot be intellectually or morally justified as the best use of medications. ASHP’s 
current policy is in conflict with our own code of ethics.  
 
In addition, we are also at odds with official positions of medicine and nursing on this issue. American 
Medical Association policy states that “Physician-assisted suicide is fundamentally incompatible with 
the physician's role as healer, would be difficult or impossible to control, and would pose serious 
societal risks.”2 The American Nurses Association (ANA) prohibits nurses' participation in assisted 
suicide and euthanasia because these acts are in direct violation of the Code of Ethics for Nurses. The 
ANA position states that nurses’ participation in assisted suicide would be a violation of the “ethical 
traditions and goals of the profession, and its covenant with society,” noting that “nurses have the 
obligation to provide humane, comprehensive and compassionate care that respects the rights of 
patients but upholds the standards of the profession in the presence of chronic, debilitating illness 
and at end-of-life.”3  
  
Disability advocacy groups consistently voice their opposition to assisted suicide. Among these are 
the National Council on Independent Living, The Disability Rights Education and Defense Fund, 
Americans Disabled Attendant Programs Today (ADAPT), and the National Council on Disability 
(NCD).4-7 The NCD states: 
 

The pressures upon people with disabilities to choose to end their lives…are already 
prevalent and will continue to increase…People with disabilities are among society's 
most likely candidates for ending their lives, as society has frequently made it clear 
that it believes they would be better off dead, or better that they had not been born. 
The experience in the Netherlands demonstrates that legalizing assisted suicide 
generates strong pressures upon individuals and families to utilize that option, and 
leads very quickly to coercion and involuntary euthanasia. If assisted suicide were to 
become legal, the lives of people with any disability deemed too difficult to live with 
would be at risk, and persons with disabilities who are poor or members of racial 
minorities would likely be in the most jeopardy of all.7 

  
Pharmacy has long been known as a highly trusted profession. In addition, it is the duty of a 
pharmacist and all healthcare professionals to advocate for vulnerable patients. Condoning 
pharmacist participation in assisted suicide reduces our trustworthiness as a profession. ASHP’s own 
Statement on Pharmacist’s Decision-making on Assisted Suicide states, “The basic tenet of the 
profession is to provide care and affirm life. The pharmacy profession is founded on a tradition of 
patient trust.”8 Pharmacists’ participation in assisted suicide would redefine the role of pharmacists. 
If a pharmacist’s role is determined only by the will of an individual patient or state, then the 
pharmacist becomes a mere technical instrument providing a service.  
 
References  
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Outcome:  To amend ASHP policy 9915 as described. 
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ASHP COMMITTEE ON NOMINATIONS 
 
Madam Chair, Fellow Delegates: 
 
The Committee on Nominations consists of seven members of ASHP who were members of the 
House of Delegates at the time of their appointment. The Committee is appointed by the Chair of the 
House of Delegates and is charged with the task of presenting to you our best judgments about those 
persons who possess the tangible and intangible attributes of leadership that qualify them to serve as 
our officers and directors. It is a difficult job. 
 
Selection of nominees for ASHP office involves a series of challenging decisions on the part of the 
Committee. Ultimately, those decisions are intended to permit the membership to select leaders with 
the professional, intellectual, and personal qualities of leadership that will sustain the dynamism and 
pioneering spirit that have characterized both ASHP and acute and ambulatory pharmacy practice. 
 
First, the Committee must determine that a prospective nominee for office is an active member as 
required in the Charter. This is generally the easiest and most straightforward part of the 
Committee's work. The Committee must ascertain that each prospective nominee can perform the 
duties required of the office or offices to which he or she has been nominated. All nominees must be 
able to perform the duties of a Director, set forth in section 5.4 of the Bylaws. Presidential nominees 
must also be able to perform the duties of that office, set forth in article 4 of the Bylaws.  
 
The more difficult part of the Committee's work is to assess those intangible qualities of leadership, 
vision, engagement, and professional awareness that characterize the standout candidates – those 
truly able to provide leadership for ASHP and the profession. The Committee assesses the attributes 
of prospective candidates for office in areas such as: 
 

• Professional experience, career path, and practice orientation; 

• Leadership skills and leadership experience including but not limited to the extent of 
leadership involvement in ASHP and its affiliates; 

• Knowledge of pharmacy practice and vision for practice and ASHP; 

• Ability to represent ASHP’s diverse membership interests and perspectives; and 

• Communication and consensus building skills. 

There are no right or wrong answers to these criteria. Certain qualities may be weighed differently at 
various points in the evolution of the profession.  
 
The Committee’s year-long process of receiving nominations and screening candidates is designed to 
solicit extensive membership input and, ultimately, to permit the Committee to candidly and 
confidentially assess which candidates best fit ASHP’s needs. The Committee has met twice in person 
since the last session of the House of Delegates: on December 8, 2015, at the Midyear Clinical 
Meeting in New Orleans, Louisiana; and on April 19, 2016, at ASHP headquarters; and met once via 
teleconference. Review of nominees’ materials was conducted continuously between March and 
April 2016 solely via secure electronic transmissions. This process has been reviewed for quality 
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improvement and will be repeated for the 2016–2017 nomination cycle. 
 
As in the past, the Committee used various means to canvass ASHP members and state affiliates for 
candidates who they felt were most qualified to lead us. All members were invited via 
announcements in the ASHP Intersections, online ASHP NewsLink bulletins, and the ASHP website to 
submit nominations for the Committee’s consideration. Nominations from state affiliate societies 
were solicited through special mailings and the “state affiliate” edition of the online NewsLink 
service. At the 2015 Midyear Clinical Meeting, the Chair and Secretary made themselves available to 
receive nominations personally in a location and at a time that were publicized in ASHP news 
publications and correspondence.  
 
Based upon recommendations from membership, state affiliates, and ASHP staff, the Committee 
contacted over 500 individuals identified as possible candidates. Some individuals were invited to 
accept consideration for more than one office. Of the nominees who responded to the invitation to 
place themselves in nomination, the breakdown by office is as follows:  

PRESIDENT-ELECT: 6 accepted 
BOARD OF DIRECTORS: 24 accepted 

A list of candidates that were slated was provided to delegates following the Committee's meeting on 
April 19, 2016. 
 
The Committee is pleased to place in official nomination the following candidates for election to the 
indicated offices. Names and biographical data have been distributed to the House.  
 
President-Elect 

Paul W. Bush, Pharm.D., M.B.A., BCPS, FASHP (Durham, NC) 
Kelly M. Smith, Pharm.D., FASHP, FCCP (Lexington, KY) 

 
Board of Directors  
 Stephen F. Eckel, Pharm.D., M.H.A., BCPS, FASHP (Chapel Hill, NC) 
 Seena L. Haines, Pharm.D., BCACP, BC-ADM, CDE, FASHP, FAPhA (Jackson, MS) 

Nishaminy Kasbekar, B.S., Pharm.D., FASHP (Philadelphia, PA) 
Linda S. Tyler, Pharm.D., FASHP (Salt Lake City, UT) 

 
Madam Chair, this completes the presentation of candidates by the Committee on Nominations. 
Congratulations to all the candidates. 
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PRESIDENT-ELECT 
 
 
PAUL W. BUSH, Pharm.D., M.B.A., BCPS, FASHP (paul.bush@duke.edu) is Chief Pharmacy Officer and 
HSPA/MS Residency Program Director at Duke University Hospital. Previously, he served as Director 
of Pharmacy at Medical University of South Carolina (MUSC), St. John Hospital and Medical Center 
(Detroit) and Detroit Osteopathic Hospital. Bush holds faculty appointments at UNC Eshelman School 
of Pharmacy and Campbell University College of Pharmacy. Additionally, he has held appointments at 
MUSC and Wayne State University. 
 Bush has focused his career on improving the scope and quality of patient-centered pharmacy 
services; implementing and expanding residency programs; and mentoring staff, residents and 
students.  
 Bush completed his B.S. in Pharmacy at the University of Michigan and Pharm.D. and M.B.A. 
at Wayne State University. 
 His ASHP service includes Board of Directors, Chair of the Section of Pharmacy Practice 
Managers, Commission on Credentialing, Commission on Goals, multiyear ASHP Delegate, and the 
Practice Model Summit Advisory Committee.  
 
 
KELLY M. SMITH, Pharm.D., FASHP, FCCP (kelly.smith@uky.edu) is Interim Dean and Professor, 
University of Kentucky (UK) College of Pharmacy. A graduate of the University of Georgia and 
UFHealth Jacksonville residency, she began at UK as a drug information pharmacist and board-
certified pharmacotherapy specialist, and was a long-time PGY1 program director. She focuses on 
aligning workforce capacity and development, residency models, and individual career development 
with needs of the profession. 

ASHP leadership roles include Board of Directors; Chair, Section of Clinical Specialists and 
Scientists; Chair, Commission on Credentialing; Council on Therapeutics; Council on Education and 
Workforce Development; Pharmacy Technician Accreditation Commission; state delegate; PPMI 
delegate; Task Force on Organizational Structure; Task Force on Science; AJHP Editorial Board. Others 
include Chair, UHC/Vizient Executive Committee; Chair, ACCP Drug Information PRN; Chair, AACP 
Deans’ Task Force on Student Recruitment. She has received awards from ASHP, KSHP (Kentucky), 
KPhA (Kentucky), ACCP, and AACP. 
 
 
  

    

mailto:paul.bush@duke.edu
mailto:kelly.smith@uky.edu)
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STEPHEN F. ECKEL, Pharm.D., M.H.A., BCPS, FASHP (seckel@unc.edu) is Clinical Associate Professor 
at the UNC Eshelman School of Pharmacy, the Associate Dean for Global Engagement, and the 
division’s Vice Chair for Graduate and Postgraduate Education. At UNC Hospitals, he is Associate 
Director of Pharmacy, Director of Pharmacy Residency Programs and Residency Program Director of a 
two-year residency in health-system pharmacy administration.  
 Eckel was educated at UNC and completed a pharmacy residency at Duke.  
 Eckel has served many years in the ASHP House of Delegates. He was also the chair of the 
ASHP Council on Pharmacy Practice. He was awarded the Pharmacy Residency Excellence Preceptor 
Award by the ASHP Foundation. He is a Fellow of ASHP.  
 Eckel has also been very active in the North Carolina Association of Pharmacists. He was 
elected as Chair of the Acute Care Practice Forum (ASHP affiliate), Board member, and President. 
 
SEENA L. HAINES, Pharm.D., BCACP, BC-ADM, CDE, FASHP, FAPhA (shaines@umc.edu) is Professor 
and Chair, Department of Pharmacy Practice at the University of Mississippi School of Pharmacy. 
Prior, she served as Professor and Associate Dean for Faculty at Palm Beach Atlantic University (PBA) 
School of Pharmacy.  
 Haines received over $750,000 for creation of Integrated Pharmacotherapy Services™ (a 
pharmacist-run, primary care, indigent clinic for the underserved). She was pharmacy director at four 
community health centers for seven years. Haines served as co-director of the Diabetes Education 
and Research Center for three years. She established the PBA ASHP-accredited Pharmacy Practice 
Residency (PGY1) through 2014. Other achievements include ambulatory care board certification, 
certified diabetes educator, board certified in advanced diabetes management, Preceptor of 
Distinction, Hero in Medicine, and inaugural AACP Academic Leadership Fellow. 
 Haines was Director-at-Large for the ASHP Section of Ambulatory Care Practitioners through 
2012 and Chair (2012-2014).  
 
NISHAMINY (NISH) KASBEKAR, B.S., Pharm.D., FASHP (kasbekan@uphs.upenn.edu) is the Corporate 
Director of Pharmacy, University of Pennsylvania Health System and the Director of Pharmacy, Penn 
Presbyterian Medical Center in Philadelphia, PA.  
 Kasbekar completed a B.S. in Pharmacy and Pharm.D. degrees at the Philadelphia College of 
Pharmacy and Science and an ASHP-accredited PGY1 Pharmacy Practice Residency and PGY2 
Infectious Diseases Residency at the Hospital of the University of Pennsylvania in Philadelphia. 
Kasbekar began her career as a Clinical Specialist in Infectious Diseases and has focused her career in 
advancing pharmacy practice through using her clinical background to implement new collaborative 
practice models.  
 Kasbekar has served pharmacy organizations as a Past President of PSHP, Chair of the UHC 
Practice Advancement Committee, and ASHP service as Chair of the Council on Pharmacy Practice, 
SAG for Pharmacy Practice Managers, Women in Pharmacy Leadership Steering Committee, and as a 
delegate to the House of Delegates. 
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LINDA S. TYLER, Pharm.D., FASHP (Linda.Tyler@hsc.utah.edu) is the Chief Pharmacy Officer for 
University of Utah Health Care in Salt Lake City, UT. Prior to assuming the senior pharmacy leader 
responsibilities, she was director of the Drug Information Service (DIS). Prior to coming the University 
of Utah, she was a poison control center specialist at the now Nationwide Children’s Hospital and a 
critical care specialist at University of Wisconsin.  

Tyler received her B.S. in Pharmacy and Pharm.D. degrees from the University of Utah. She 
completed a pharmacy practice residency at the University of Nebraska Medical Center.  
Tyler has served ASHP in a variety of ways, including as a member at large of the Section of Clinical 
Specialists, member of the Council on Organizational Affairs, and Chair of the Council on Pharmacy 
Practice Management. She has served as a delegate to the House of Delegates several times and as 
President of USHP. 
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COUNCIL ON THERAPEUTICS: POLICY 
RECOMMENDATIONS  

 
The Council on Therapeutics is concerned 
with ASHP professional policies related to 
the safe and appropriate use of medicines. 
Within the Council’s purview are (1) the 
benefits and risks of drug products, (2) 
evidence-based use of medicines, (3) the 
application of drug information in practice, 
and (4) related matters. 
 
 
 
 
Timothy R. Brown, Board Liaison (Ohio) 

Council Members 
Daniel Rackham, Chair (Oregon) 
Pamela Phelps, Vice Chair (Minnesota) 
Karen Berger (New York) 
Elizabeth Greenhalgh (Illinois) 
Thomas Lupton, New Practitioner (California) 
Diane Marks (Wisconsin) 
Ali McBride (Arizona) 
Amy Sipe (Missouri) 
Kelsey Stephens, Student (Mississippi) 
Jodi Taylor (Tennessee) 
Stacey Voils (Florida) 
Shekhar Mehta, Secretary (Maryland)  

1. Stewardship of Drugs with Potential for Abuse 

1 

 

2 

3 

 

To encourage stewardship of drugs with potential for abuse; further, 
  
To facilitate the development of best practices for prescription drug monitoring 
programs and drug take-back disposal programs for drugs with potential for abuse.  

Rationale 
Drug abuse in the U.S. has reached epidemic proportions. In 2011, 110 people died every day 
from drug poisonings, and prescription drugs were involved in 41,300 deaths. According to the 
CDC, almost 5% of the U.S. population over 12 years used opioid pain relievers for non-medical 
reasons in 2010. The CDC estimates the cost to insurance companies to be 70 billion annually. 
The Centers for Disease Control and Prevention (CDC) and White House continue to prioritize 
drug abuse issue as a national concern. SAMHSA has released a toolkit on opioid overdose, and 
state prescription drug monitoring programs are increasingly sharing information among states. 
In 2013, ASHP and others successfully advocated for the rescheduling of hydrocodone 
combination products due to safety concerns. ASHP has also advocates broader access to 
naloxone for opioid reversal as part of the nation’s collective efforts to reduce harm from drugs 
of abuse.  
 Drugs of abuse consist of a variety of classes of medications and are not limited to 
opioids, however. The Substance Abuse and Mental Health Services Administration (SAMHSA) 
acknowledges that drugs of abuse include sedatives, stimulants, and antidepressants, in 
addition to opioids. Despite their risk for abuse, prescription medications for short-term 
symptomatic reliefs are often refilled well beyond recommended treatment time periods. 
Counseling on chronic long-term therapy is important for those prescribed these drugs, which 
may require well-planned titration schedules for safe and effective discontinuation. Patients 
may not have sufficient information on discontinuation of therapy and disposal of agents. 

 

    

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6043a4.htm
http://www.ashp.org/DocLibrary/BestPractices/SpecificAreasPositions.aspx
http://www.ashp.org/DocLibrary/BestPractices/SpecificAreasPositions.aspx
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Encouraging stewardship of and disseminating information on use of these drugs, especially 
those with narrow therapeutic indices, will reduce ill effects and patient harm.  
 
Background 
Council members reviewed the White House Initiative on Prescription Drug Abuse and National 
Drug Control Strategy. The Council discussed the concept of corresponding responsibility, which 
can permit the Drug Enforcement Administration (DEA) to limit a pharmacy’s inventory if the 
DEA suspects its pharmacists are not adhering to due diligence in reviewing opioid 
prescriptions. Council members noted there is a large disconnect between prescribers and the 
DEA.  
 The Council acknowledged that drug abuse is broader than simply opioid abuse. Council 
members noted that methylphenidate, amphetamines, and pregabalin are commonly abused in 
ambulatory care settings, and diversion of those drugs is a significant concern. The Council 
observed that components of strategies to discourage drug abuse include education of patients 
and family members, as well as proper disposal methods for controlled substances. The Council 
believed educating patients on risks could help decrease abuse, and that this education is an 
important opportunity for ambulatory care pharmacy practice. The Council considered 
mechanisms to discourage abuse, such as stewardship of medications. The Council noted that 
many studies on relief of low back pain showed no significant difference between opioids and 
non-narcotic agents and emphasized the importance of re-evaluation of patients on both short- 
and long-term therapy. Council members recognized the value of programs for stewardship of 
opioids and other drugs of abuse.  
 Ultimately, the Council concluded that it is important for leadership groups in ASHP 
(e.g., councils, the Section of Ambulatory Care Practitioners, and others) to collaborate 
internally and externally to educate vested parties and develop resources on stewardship and 
disposal of controlled substances and drugs of abuse. The Council suggested developing best 
practices and tools on assessment, prescription drug monitoring, and drug take-back programs, 
and stewardship of drugs with potential for abuse.  

2. Appropriate Use of Antipsychotic Drug Therapies 

1 

2 

3 

 

4 

5 

6 

7 

 

8 

9 

10 

To advocate for the documentation of appropriate indication and goals of therapy to 
promote the judicious use of antipsychotic drugs and reduce the potential for harm; 
further, 
 
To support the participation of pharmacists in the management of antipsychotic drug 
use, which is an interdisciplinary, collaborative process for selecting appropriate drug 
therapies, educating and monitoring patients, continually assessing outcomes of 
therapy, and identifying appropriate discontinuation; further, 
 
To advocate that pharmacists lead efforts to prevent inappropriate use of 
antipsychotic drugs, including engaging in strategies to detect and address patterns 
of use in patient populations at increased risk for adverse outcomes.  

 
 

 

 

    

https://www.whitehouse.gov/ondcp/prescription-drug-abuse
http://www.whitehousedrugpolicy.gov/strategy/index.html
http://www.whitehousedrugpolicy.gov/strategy/index.html
http://deachronicles.quarles.com/2013/08/a-pharmacists-obligation-corresponding-responsibility-and-red-flags-of-diversion/
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Rationale 
Antipsychotic drugs are often prescribed and continued in nursing homes after transition from 
other care settings without appropriate justification. Although there is currently no FDA-
approved drug for behavioral and psychological symptoms of dementia (BPSD), antipsychotic 
drugs are consistently used off-label for BPSD. According to the Agency for Healthcare Research 
and Quality, there is medium-level evidence to suggest effectiveness of olanzapine, risperidone, 
and quetiapine to reduce agitation and behavioral disturbances for people with dementia. 
Some nursing homes are turning away patients with these conditions because of changes to the 
CMS Five-Star Quality Rating System for nursing homes, which includes two quality measures 
on antipsychotic drug use. These quality measures exclude patients with schizophrenia, 
Huntington’s disease, and Tourette syndrome.  
 Antipsychotic drugs have a black-box warning for increased mortality in the elderly 
population. In certain patients there is a benefit for use, and these patients may require more 
intense monitoring and assessment. Some studies suggest a significant increase in cognitive 
function for Alzheimer’s patients with aggressive behavior (Vigen 2011). Another study (Bonner 
2015) looked at rationales for prescribing and found vague, generalized indications such as 
anger and agitation, which is not appropriate, according to guidelines. Nonpharmacological 
interventions are also supported in managing BPSD. These interventions may be more 
appropriate in the elderly population, despite being time consuming and labor-intensive. 
 
Background 
Council members described the current issues surrounding antipsychotic drug use and 
associated risks in the elderly population. For some drugs there are substantial risks of 
cardiovascular effects, such as QT interval prolongation for quetiapine. The Council 
acknowledged the continued work on revising the ASHP Therapeutic Position Statement Use of 
Second-Generation Antipsychotic Medications in the Treatment of Adults with Psychotic 
Disorders. Council members felt this document primarily focused on classes of drugs, and there 
would be significant gaps in the statement if it were to cover the topic of use in long-term care 
settings. Some of the topics necessary would include documentation of goals of therapy, dose-
reduction strategies, and communication across the continuum of care. The Council discussed 
how CMS standards may affect patients’ admissions to nursing homes. The Council also 
discussed discontinuation of therapy for conditions originating in acute care settings, such as 
therapy for intensive care unit (ICU) delirium.  
 Council members reviewed a policy position from the American Society of Consultant 
Pharmacists (ASCP) that suggested support of appropriate use when clinically indicated and 
safe for the elderly population. Council members valued the importance of documenting goals 
and acknowledged specific rules and regulations associated with long-term care settings, such 
as requirements for indications for all medications. Council members were also concerned 
about inappropriately discontinuing medication at transitions in points of care.  
  

 

    

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/FSQRS.html
http://www.ashp.org/DocLibrary/BestPractices/TPS_Antipsychotic.aspx
http://www.ashp.org/DocLibrary/BestPractices/TPS_Antipsychotic.aspx
http://www.ashp.org/DocLibrary/BestPractices/TPS_Antipsychotic.aspx
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3. Safety of Epidural Steroid Injections 

To encourage healthcare providers to 1) inform patients about the significant risks 
associated with epidural steroid injections, and 2) request their informed consent; 
further, 
 
To encourage healthcare organizations to prevent adverse events related to epidural 
steroid injections by having pharmacists involved in the development of protocols that 
promote the safe use of such injections.  
 

Rationale 
Use of epidural steroid injections to treat low back pain is increasing, despite not being a 
labeled indication and sparse literature confirming the safety and efficacy of the treatment. 
These drugs, in this route of administration, have narrow therapeutic indices, and there are 
quality assurance issues related to the compounding of the preparations used in epidural 
injections. The safety of epidural steroid injections has been referred to in the FDA Safe Use 
Initiative (SUI), in which 13 stakeholders were involved in assessing evidence of neurological 
complications of injections. Several recommended practices resulted, including a controversial 
preference for nonparticulate steroid injections for use in cervical transforaminal injections. In 
addition to the concerns about particulates in the injections, there are very significant safety 
concerns due to the proximity of intrathecal, epidural, and subdural spaces and how the 
injections are administered. Skillful technique is required to appropriately administer these 
drugs. Radiographic contrast is often used to guide the needle to injection sites. Improper 
technique can cause vasospasm and stroke, which is not related to particulates in the injection. 
 In April 2014 the FDA released a drug safety communication stating that rare and 
serious neurological effects can result from epidural steroid injections. The safety 
communication noted that “the effectiveness and safety of epidural administration of 
corticosteroids have not been established, and FDA has not approved corticosteroids for this 
use” and recommended that healthcare providers “discuss with patients the benefits and risks 
of epidural corticosteroid injections and other possible treatments.” ASHP concurs with those 
recommendations and encourages use of an informed consent process in addition to other 
institutional protocols to promote the safe use of epidural steroid injections. 
 
Background 
The Council discussed the compounding practices associated with epidural steroid injections as 
well as the prevalence of use for low back pain. The Council noted that millions of injections are 
administered each year in outpatient settings, often without pharmacist oversight or 
verification. These injections are covered by Medicare, but there is not an efficient and 
mandatory process for reporting adverse events. Council members stated that some insurers 
require patients to fail therapy with steroids before approving coverage for surgery. It was 
noted that cervical injections are the type most associated with adverse events, but one Council 
member stated that there is limited data and conclusions cannot be drawn on safety. Council 
members agreed on a need to focus on patient-specific assessment prior to therapy.   

 

1 

2 

3 

 

4 
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http://www.fda.gov/Drugs/DrugSafety/SafeUseInitiative/default.htm
http://www.fda.gov/Drugs/DrugSafety/SafeUseInitiative/default.htm
http://www.painphysicianjournal.com/current/pdf?article=MjI2NA%3D%3D&journal=87
http://www.fda.gov/Drugs/DrugSafety/ucm394280.htm
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 The Council also discussed the compounding practices associated with epidural steroid 
injections. The Council reviewed a 2015 commentary (Manchikanti and Falco, Pain Physician 18: 
E129-38) that criticized the development of the FDA SUI practices. The authors of that 
commentary pointed out that the group of experts representing stakeholders was different 
from those originally selected, the FDA SUI group had not achieved consensus on the 
recommendations, and the American Society of Interventional Pain Physicians left the group in 
2013. The authors of the commentary also stated that no rigorous studies have been done to 
compare the safety of particulate and nonparticulate injections and that the FDA SUI neglected 
deaths associated with dexamethasone epidural injections. 
 Ultimately, the Council concluded that institutional support in the form of protocols is 
necessary to address the safety concerns associated with epidural steroid injections and that 
ASHP also needs to advocate for pharmacists involvement in the medication-use process 
associated with epidural steroid injections.  

 

4. Drug Dosing in Renal Replacement Therapy 
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To encourage research on the pharmacokinetics and pharmacodynamics of drug 
dosing in renal replacement therapy; further,  
 
To support development and use of standardized models of assessment of the 
pharmacokinetics and pharmacodynamics of drug dosing in renal replacement 
therapy; further, 
 
To collaborate with stakeholders in enhancing aggregation of data on the 
pharmacokinetics and pharmacodynamics of drug dosing in renal replacement 
therapy.  

 
Rationale 
There are few resources and recommendations for drug dosing in patients receiving forms of 
renal replacement therapy. Appropriate dosing is a very important issue to optimize patient 
outcomes and achieve goals of therapy. Often, drug properties are used to make educated 
guesses on appropriate dosing and are based on estimations of clearance. In the critically ill 
population, serious infections and renal issues often occur simultaneously. Solute removal has a 
significant impact on dosing and appropriate dosing. Many patient characteristics and device 
variables need to be considered when dosing patients undergoing renal replacement therapy. 
These factors include flow rate, membrane pore size, volume of distribution, and patient status. 
Protein binding helps sustain the drug in tissue, and drugs with a large molecular weight may 
clog the porous membranes. 
 
Background 
The Council discussed the specific definitions of continuous renal replacement therapy, renal 
replacement therapy, and hemodialysis and why the general term renal replacement therapy is 

 

 

    

http://www.painphysicianjournal.com/current/pdf?article=MjI2NA%3D%3D&journal=87
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preferred. The Council also discussed the lack of information and guidance on dosing 
medications for renally compromised patients. Council members questioned whether end-
stage renal disease dosing should be used as basis for patients with acute kidney injury if no 
other information is available. Bennet’s renal dosing reference was mentioned as a guide. Drug 
Prescribing in Renal Failure (5th ed., Brier and Aronoff) is also available, and there is some gray 
literature on the topic.  
 Characteristics of effluents play a significant role in drug dosing. Kidney Disease: 
Improving Global Outcomes (KDIGO) guidelines attempt to calculate a sieving coefficient for 
agents. Council members recognized that European Medicines Agency has also been working 
on the issue. Some Council members mentioned that PhRMA might be aggregating data on 
drug dosing for specific medications but that this data may be proprietary and protected. Some 
members considered post-approval predictive modeling using tissue tests such as those for QT 
interval prolongation. One member stated that education at the college of pharmacy level is 
not done appropriately and often is overwhelming for students. Council members agreed that 
this topic is highly specialized.  
 Ultimately, the Council acknowledged that institution-specific guidelines are very 
valuable because of the differences in flow rates and effluents of renal replacement therapy. 
Not all institutions would have the resources for renal replacement therapy, and there are 
usually two or three different dialysis modes. The Council supported education and 
collaborative development of practice recommendations. Michael Blantly and Chris Bland were 
mentioned as experts on drug dosing in renal replacement therapy. The Council also felt 
development of educational programming should include chronic care issues and pearls of 
renal replacement therapy, including caveats to extracorporeal membrane oxygenation 
(ECMO).  
 

5. Use of Methadone to Treat Pain  
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To acknowledge that methadone has a role in pain management and that its 
pharmacologic properties present unique risks to patients; further, 
 
To oppose the use of methadone as a preferred treatment option for acute and 
chronic pain; further, 
 
To advocate that all healthcare practitioners who prescribe or dispense methadone 
complete a standardized educational program specific to the drug; further, 
 
To advocate that pain management experts, payers, and manufacturers collaborate 
to provide educational programs for healthcare professionals on treating acute and 
chronic pain with opioids, including methadone; further, 
 
To advocate that all facilities that dispense methadone, including addiction 
treatment programs, participate in state prescription drug monitoring programs. 
 

  

 

 

    

http://kdigo.org/home/
http://kdigo.org/home/
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Rationale 
Over 16,000 people die each year in the U.S. from opioid overdose. Although methadone 
accounts for only two percent of opioid prescriptions each year, it is estimated to be 
responsible for over one third of overdose deaths, according to a 2012 Mortality and Morbidity 
Weekly Report (MMRW) Vital Signs report. The use of methadone to treat pain and its 
contribution to overdose deaths is an urgent public health concern. 
 Methadone was approved in 1947 as an analgesic and antitussive, and in 1972 it 
received approval for use in treating opioid addiction. In 1995, over 100,000 people in the U.S. 
received addiction treatment with methadone. 
 There are significant risks associated with the use of methadone for pain management 
because of its pharmacokinetic and pharmacodynamic properties. Methadone has a long half-
life and short duration of analgesic effect. The respiratory effects last longer, and there is also a 
risk of QT interval prolongation. In 2006, the FDA released a medication safety alert on the 
dangers of methadone use for the treatment of pain that included a black-box warning and 
increased the recommended dosing interval from 3 to 8 hours. In 2008, the Drug Enforcement 
Agency requested manufacturers to restrict distribution of high-dose formulations to addiction 
treatment programs and hospitals. Federal regulations restrict the dispensing of methadone; 
for example, dispensing for opioid addiction treatment is limited to programs certified by the 
Substance Abuse and Mental Health Services Administration (SAMHSA) and for emergency 
situations to bridge patients to a treatment program. 
 Despite these dangers, 30 state Medicaid programs include methadone on the preferred 
drug list for treatment of pain, primarily due to its low cost. The Centers for Disease Control and 
Prevention (CDC) has recommended that insurance companies and other payers remove 
methadone from the preferred lists for treating noncancer pain. Several organizations and 
federal agencies have recommended against the use of methadone as a first-line agent to treat 
pain, including the FDA, CDC, the American Academy of Pain Medicine (AAPM), and the 
American Society of Interventional Pain Physicians. In May 2015, the Energy and Commerce 
Committee of the U.S. Senate held a hearing to assess what the federal government is doing to 
combat the opioid abuse epidemic and identified use of methadone for treatment of pain as a 
concern.  
 ASHP joins AAPM in advocating that all healthcare practitioners who prescribe 
methadone complete an educational program specific to the drug, and that pain management 
experts, payers, and manufacturers collaborate to provide educational programs on best 
practices for prescribing opioids, including methadone.  
 
Background 
ASHP has a long history of advocating for the safe and appropriate use of opioids in pain 
management (e.g., ASHP policy 1106, Pain Management). The Council reviewed existing 
evidence on the detriments and negative sequelae associated with methadone use for the 
treatment of pain. The Council felt that ASHP needed a policy that recognizes the risks of using 
methadone to treat pain and advocates for best practices for methadone use, including 
education of healthcare providers involved in its use. The Council discussed the unique 
pharmacologic properties of methadone that contribute to unintentional overdose, such as a 
respiratory effect that outlasts the analgesic effects and a longer half-life. The Council noted 
that several organizations, government and private, have policies that discourage use for 
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methadone as a first-line agent in treating pain. There is significant support in the healthcare 
community for restricting such use and removing methadone from preferred drug lists for 
health insurance plans and state Medicaid programs. The Council concluded that education of 
providers is a key component of influencing inappropriate use and morbidity associated with 
methadone.  
 Although the Council concluded that methadone is not a preferred agent for treatment 
of acute or chronic pain, it recognized that there are specific and rare cases for which use is 
warranted, such as cancer patients. The Council agreed that a successful pain management plan 
incorporating methadone should not be altered. The Council also recognized that methadone 
should not be used for pain management by patients prone to drug abuse or on multiple agents 
such as benzodiazepines and other sedatives.  
 The Council was cognizant of the danger of increasing barriers to the appropriate use of 
methadone in addiction treatment programs. The Council noted that addiction treatment 
programs are well regulated and that in such controlled environments there are fewer 
opportunities for negative outcomes. Procedures for administering methadone to treat opioid 
addiction are rigorous. Patients are allotted an amount of oral liquid that is visibly swallowed at 
dispensing so that opportunities for diversion and abuse are reduced. Similar barriers are not 
present when oral methadone is prescribed, dispensed, and administered to treat pain.  
 Council members also noted that methadone is not required to be submitted to 
prescription drug monitoring programs but did not feel that language advocating for such a 
requirement would be an appropriate addition to the policy recommendation at this time.  

6. Therapeutic Indication of Prescribing  

1 

2 

3 

 

To advocate that healthcare organizations optimize use of clinical decision support 
systems by structuring them to include the indication for high-risk and problem-
prone medications. 

Rationale 
Several well-known studies have demonstrated reductions in wrong-patient errors and adverse 
events with the inclusion of indication on the prescription order. In 2010, Equale1 described the 
accuracy of indication information in electronic health records (EHRs). Galanter2 focused on 
preventing wrong-patient medication errors with the use of indication-based prescribing. 
Indication-based alerts resulted in an interception rate of 0.25 interceptions per 1000 alerts. 
One investigator conducted a trial of inpatient indication-based prescribing using computerized 
provider order entry (CPOE) with medications commonly used off-label.3 In a 60-day trial 

1 Eguale T, Winslade N, Hanley JA et al. Enhancing pharmacosurveillance with systematic collection of treatment 
indication in electronic prescribing. Drug Saf 2010; 33: 559-67.  
 
2 Galanter W, Falck S, Burns M, et al. Indication-based prescribing prevents wrong-patient medication errors in 
computerized provider order entry (CPOE). J Am Med Inform Assoc. 2013;20:477–81.  
 
3 Walton SM, Galanter WL, Rosencranz H, et al. A trial of inpatient indication based prescribing during 
computerized order entry with medications used off-label. Appl Clin Inf. 2011;2:94–103.  
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documenting indications in the CPOE system for lansoprazole, intravenous immune globulin, 
and recombinant Factor VII, the accurate diagnosis rates after validation by a clinician were 9, 
16, and 24 percent, respectively. In a study in the Joint Commission Journal on Quality and 
Patient Safety, investigators tracked a total of 140,755 medications filled by pharmacy 
technicians over a seven-month period in an academic institution. A total of 5,075 (3.6%) 
contained errors, and 1,059 contained an error that was not detected by the hospital 
pharmacist. Just over 23 percent of the undetected errors were potential adverse drug events.4 
Addressing these errors can have a large public health impact. Off-label prescription medication 
use without strong scientific evidence has also been associated with increased rates of adverse 
drug events, according to an article in JAMA Internal Medicine.5 The authors suggested that use 
of the electronic health record (EHR) and proper documentation of therapeutic indication can 
help improve surveillance and safety and decrease risk. 
 In several countries, including Canada and Spain, the EHR includes indication as part of 
comprehensive documentation. ASHP first developed official policy on the importance of 
pharmacists’ access to indications in 1993. In 1996, the National Coordinating Council for 
Medication Error Reporting and Prevention recommended including the purpose of 
prescription orders because of concerns about safety, unless considered inappropriate by the 
prescribers. In 1999, the Institute for Safe Medication Practices recommended including the 
purpose of prescribing on all written orders. In 2004, the National Association of Boards of 
Pharmacy (NABP) approved a resolution encouraging national and state medical associations to 
support legislative and regulatory efforts to require prescribers to include indications for all 
oral, written, and electronically transmitted prescriptions. In 2012, the United States 
Pharmacopeia made amendments to the standards for prescription container labeling to 
include “purpose-for-use” language. In 2015, the National Council of Prescription Drug Plans 
drafted language to recommend diagnosis and SNOMED indication be sent with any 
prescription.  
 A project funded by the National Institutes of Health (NIH) project in collaboration with 
the Agency for Healthcare Research and Quality is underway to assess, evaluate, and make 
recommendations on optimal communication of the purpose of prescribing. The goal of the 
project is to improve prescribing safety by redesigning CPOE to incorporate the medication 
indication into the prescription order. ASHP is a primary partner in this initiative, and almost 
100 organizations have already joined the effort. Three phased goals are expected from this 
project. Phase one consists of a series of webinars. Phase two consists of the development of a 
white paper that outlines and specifies best practices and ideas obtained from the workgroups 
and webinars. Finally, phase three consists of the creation of simulated models of ideal systems 
that can reduce harm and increase efficiency. This project will focus on six domains: medication 
error prevention and mitigation, facilitating patient education, promoting prescribing drugs of 
choice, enhanced team communication, organizing the medication list for medication 
reconciliation, and enabling comparative outcomes research.  
Background 

4 Cina JL, Gandhi TK, Churchil l  W, et al. How many hospital pharmacy medication dispensing errors go undetected? 
Joint Commission Journal on Quality and Patient Safety 2006; 32:73-80.  
 
5 Eguale T, Buckeridge DL, Verma A, et al. Association of off-label drug use and adverse drug events in an adult 
population. JAMA Internal Medicine 2016; 176:55-63. doi:10.1001/jamainternmed.2015.6058. 
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The Council reviewed several studies related to prevention of harm and usefulness of requiring 
indication in computerized provider order (CPOE) systems. The Council considered ASHP policy 
0305, Expression of Therapeutic Purpose of Prescribing, and concluded that there may be 
significant gaps in the policy, which reads: 

 
To advocate that prescribers provide or pharmacists have immediate access to the 
intended therapeutic purpose of prescribed medications in order to ensure safe and 
effective medication use.  
 

Electronic prescribing has a prominent role that the current policy may not address. The Council 
focused on the importance of drug-disease and drug-drug interactions with listed indications. 
One Council member noted that the Iowa Board of Pharmacy proposed legislation and has 
made this issue a priority and steppingstone for provider status. Some Council members have 
implemented programs in their practice sites on high-risk and problem-prone medications, such 
as antibiotics, oral chemotherapy, and anticoagulants. Several Council members stated that 
they have used required indications for specific drug classes such as pain medication and for 
first doses. However, members also noted that compliance and validating accurate information 
was also a concern. Some Council members acknowledged that this policy would help support 
autonomy for practices such as discontinuing unnecessary medications by pharmacists after 
medication reconciliation. Council members noted that in many of the studies they reviewed, 
significantly fewer pharmacist interventions were needed on electronic prescriptions when 
indications were included. Council members also noted the importance of indication in 
documentation on admission to the hospital and as one component of medication 
reconciliation. One Council member noted from a recent project implementing CPOE in a 
critical care setting that physicians would bypass the proper procedure to document indication 
in efforts to get to the final order screen, often entering non-valid indications.  
 In general, the Council felt that most adverse events occur due to faulty communication 
and that education is the key to improving rates of adverse events. There are existing ASHP 
Guidelines on Pharmacy Planning for Implementation of CPOE Systems in Hospitals and Health-
Systems. The Council members emphasized the importance of having the same process work 
with and across all systems in both inpatient and outpatient settings. There continues to be the 
potential for harm when prescribers select the wrong indication. There is significant evidence 
demonstrating financial incentives and savings attributable to correct selection of medications, 
specifically for antibiotics (i.e., correct duration of therapy). From an implementation 
perspective, the Council felt that high-risk and problem-prone medications warrant an extra 
level of review and would benefit from inclusion of indication on the prescription order. There 
are numerous contributing complexities based on billing codes and EHR caveats, and Council 
members agree the Section on Pharmacy Informatics could provide needed insight and be 
integrally involved in initiatives about documentation of indications for prescribing in health 
systems. 
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Board Actions 

Sunset Review of Professional Policies 
As part of sunset review of existing ASHP policies, the following were reviewed by the Council 
and Board and found to be still appropriate. (No action by the House of Delegates is needed to 
continue these policies.) 

• Universal Influenza Vaccination (0601) 
• Minimum Effective Dose (0602) 
• Agricultural Use of Hormone and Prohormone Therapies (1102) 
• Direct to Consumer Clinical Genetic Tests (1103) 
• Pharmacogenomics (1104) 
• Safe and Effective Use of IV Promethazine (1105)  
• Pain Management (1106) 
• Patient-Reported Outcomes Tools (1107)  

Other Council Activity 
CPIC Guidelines 
The Council voted to recommend endorsement of the CPIC Guidelines on CPY2D6 and CYP2C19 
genotypes and dosing of tricyclic antidepressants. The Council also voted to recommend 
endorsement of the CPIC Guidelines on CPY2D6 and CYP2C19 genotypes and dosing of selective 
serotonin reuptake inhibitors. 

The Council reviewed two Clinical Pharmacogenomics Implementation Consortium 
guidelines. The Council acknowledged that the development of these recommendations closely 
adheres to Institute of Medicine recommendations on developing rigorous and trusted clinical 
practice guidelines. The Council appreciated the focus on interpretation of genetic tests rather 
than appropriateness of testing. Previous councils have found value in this type of guidance to 
aid in practice.  
 Tricyclic use is decreasing for psychological disorders because of side effects and is 
increasing for pain management. Genes for the CYP2D6 enzyme are very polymorphic, which 
creates variability in the level of pharmacokinetic effects. There are 30 subvariants identified 
for CYP2C19. This document provides scoring of activity for the diplotype of the cytochrome 
alleles. Phenotypes are then provided and classified as poor metabolizers, intermediate 
metabolizers, or extensive metabolizers. There is substantial evidence linking CYP2D6 and 
CYP2C19 genotypes to phenotype variability in side effects and pharmacokinetic profiles of 
tricyclics and selective serotonin reuptake inhibitors (SSRIs).  
 The CPIC guidelines for tricyclic antidepressants use amitriptyline and nortriptyline as a 
model but they suggest applying recommendations to others tricyclic antidepressants (e.g., 
clomipramine, desipramine, doxepin, imipramine, and trimipramine). The CPIC guidelines on 
CYP2D6 and CYP2C19 genotypes and dosing of selective serotonin reuptake inhibitors also 
suggest dose alterations based on phenotype. Supplemental evidence provides 
pharmacotherapy recommendations for paroxetine, fluvoxamine, citalopram, escitalopram, 

 

    

http://www.ashp.org/DocLibrary/BestPractices/policypositions2014.aspx%23POS0601
http://www.ashp.org/DocLibrary/BestPractices/policypositions2014.aspx%23POS0602
http://www.ashp.org/DocLibrary/BestPractices/policypositions2014.aspx%23POS1102
http://www.ashp.org/DocLibrary/BestPractices/policypositions2014.aspx%23POS1103
http://www.ashp.org/DocLibrary/BestPractices/policypositions2014.aspx%23POS1104
http://www.ashp.org/DocLibrary/BestPractices/policypositions2014.aspx%23POS1105
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and sertraline. The FDA suggests that fluvoxamine should be used cautiously in patients with 
reduced levels of CYP2D6 activity. For poor metabolizers of substrates for CYP2C19, an 
alternate SSRI is recommended. Clinical decision support tools can also be found in the 
supplement with additional information. The Council unanimously voted to recommend 
endorsement of these guidelines by ASHP. 

Testosterone Replacement Therapy 

The Council voted to develop an ASHP therapeutic position statement on the safe and 
appropriate use of testosterone therapy. The Council acknowledged that the forthcoming 
results of the National Institutes of Health Testosterone Trial would provide additional evidence 
on the risks associated with testosterone replacement therapy. The Council considered the 
value of additional educational resources on appropriate use, such as confirmed assessment 
through repeat serum levels taken in the morning. Council members provided their institutional 
appropriate-use protocols and discussed broader aspects, such as off-label use policies.  

Council members agreed that guidance on appropriate therapy would be beneficial to 
ASHP members and other practitioners. One member also suggested education directed toward 
patients and family members regarding safe handling and the lack of data on long-term use. 
Council members had several other suggestions for topics to be addressed in the guidance, 
including conversions among agents, initiation of therapy, and safety precautions for contact 
with family members. It was also noted that the current Endocrine Society guidelines do not 
address transgender patients. 

Pharmacist’s Role in the Use of Biosimilars 

The Council voted to develop an ASHP statement on the pharmacist’s role in the use of 
biosimilars. The Council discussed the classification of agents as biosimilars, interchangeable 
biosimilars, and associated impacts on practice and potential drug acquisition and distribution 
costs. Council members discussed Europe’s 10-year history with biosimilar availability, the 
Biologics Price Competition and Innovation Act of 2009, and associated FDA guidance, and the 
fact that biologics inherently have variability in make-up and effects on patients. 
 The Council considered the potential studies needed to characterize an agent as 
interchangeable with the reference biologic. The delineation between a biosimilar and 
interchangeable biosimilar can potentially be very narrow. There are significant safety concerns 
associated with biologics themselves because of the methods of manufacturing and lot-to-lot 
variability. All of these characteristics can affect immunogenicity. Council members discussed 
instances of delayed immune responses, such as red cell aplasia.  
 The Council acknowledged the parallel discussion by the Council on Public Policy on 
biosimilar naming and labeling requirements. Council members discussed the draft 2012 FDA 
guidance that provides factors for assessing biosimilarity. Manufacturers are required to submit 
pharmacovigilance plans as part of their marketing application. Members considered how use 
of the agents is moving toward outpatient settings and primary care. 
 The Council discussed the potential value of a formulary assessment tool for biosimilar 
amino acid comparability. Ultimately, the Council supported developing an ASHP statement on 
the pharmacist’s role in in the use of biosimilars and acknowledged that outcomes are specific 
to each individual product. 

 

    

http://rt5.cceb.upenn.edu/portal/page/portal/T-Trial%20Portal/T-TrialPublicPageMain
http://www.fda.gov/downloads/Drugs/GuidanceComplianceRegulatoryInformation/ucm216146.pdf
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http://www.fda.gov/downloads/drugs/guidancecomplianceregulatoryinformation/guidances/ucm291134.pdf
http://www.fda.gov/downloads/drugs/guidancecomplianceregulatoryinformation/guidances/ucm291134.pdf
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Rationale 
The partnership between ASHP and the Accreditation Council for Pharmacy Education (ACPE) to 
accredit pharmacy technician training programs could be an important inflection point leading 
to profession-wide support for uniform education, training, and credentialing of pharmacy 
technicians. Such broad support may stimulate more uniform state statutes and regulations 

1. Pharmacy Technician Training and Certification 

1 
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To advocate that Pharmacy Technician Certification Board (PTCB) certification be 
required for all pharmacy technicians; further, 
 
To advocate that all pharmacy technicians maintain PTCB certification; further, 
 
To support the position that by the year 2020, the completion of a pharmacy 
technician training program accredited by ASHP and the Accreditation Council for 
Pharmacy Education (ACPE) be required to obtain PTCB certification for all new 
pharmacy technicians; further, 
 
To foster expansion of ASHP-ACPE accredited pharmacy technician training 
programs. 
 
(Note: This policy would supersede ASHP policy 1519.) 
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regarding pharmacy technicians. The requirement that pharmacy technicians be graduates of 
ASHP-ACPE accredited training programs to be certified by the Pharmacy Technician 
Certification Board (PTCB) mirrors the profession’s approach to the education (first) and  
licensure (second) of pharmacists. Consistent with this model, PTCB will, in 2020, require that 
an individual sitting for the pharmacy technician certification examination be a graduate of an 
ASHP-ACPE accredited training program. Although programs currently accredited by ASHP will 
be granted the joint accreditation, the anticipated increase in demand for enrollment in ASHP-
ACPE accredited training programs will require an expansion of the number and distribution of 
such programs. 
 
Background 
The Council voted to recommend amending ASHP policy 1519, Pharmacy Technician Training 
and Certification, as follows (underscore indicates new text; strikethrough indicates deletions): 

To advocate that Pharmacy Technician Certification Board (PTCB) certification be 
required for all pharmacy technicians; further, 

To advocate that all pharmacy technicians maintain PTCB certification; further, 

To support the position that by the year 2020, the completion of a pharmacy technician 
training program accredited by ASHP and the Accreditation Council for Pharmacy 
Education (ACPE) be required to obtain PTCB Pharmacy Technician Certification Board 
certification for all new pharmacy technicians entering the workforce; further, 

To foster expansion of ASHP-ACPE accredited pharmacy technician training programs. 
 
The policy recommendation proposed by the 2014 Council that became policy 1519 was 
specifically intended to require maintenance of certification. In the amendment adopted by the 
2015 House of Delegates, the requirement for maintenance was deleted. A 2015 House of 
Delegates recommendation suggested that the Council reconsider the addition for a 
requirement of maintenance of certification. The 2015 Council discussed the issue and there 
was strong consensus that maintenance is an important aspect to pharmacy technician 
competence. The Council specifically restated the intent of the 2014 Council was for pharmacy 
technicians to maintain their certification throughout their careers. This intent is also consistent 
with the ASHP Statement on the Roles of Pharmacy Technicians. 

 

    

http://www.ashp.org/DocLibrary/BestPractices/StRolesPharmacyTechs.aspx


Policy Recommendations: Council on Education & Workforce Development Page 17 

 

2. Career Opportunities for Pharmacy Technicians 
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To promote the image of pharmacy technicians as valuable contributors to healthcare 
delivery; further, 
 
To develop and disseminate information about career opportunities that enhances 
the recruitment and retention of qualified pharmacy technicians; further, 
 
To support pharmacy technician career advancement opportunities, commensurate 
with training and education; further,  
 
To encourage compensation models for pharmacy technicians that provide a living 
wage. 
 
 (Note: This policy would supersede ASHP policy 0211.) 
 

Rationale 
As the responsibilities of pharmacy technicians expand and their role as a vital member of the 
healthcare team is recognized, it is imperative that pharmacy technicians be well trained and 
competent to perform those responsibilities. Pharmacists cannot achieve their goals for quality 
patient care without the support of competent pharmacy technicians. To support pharmacists, 
it is important that pharmacy technician positions be viewed as a career option and not just a 
job. As such, pharmacy technicians should be given opportunities for life-long advancement and 
should be compensated a living wage to ensure that being a pharmacy technician is a viable 
career option. (For the purposes of this policy, a living wage is defined as one sufficient to 
provide the basic things, such as food and shelter, needed to live an acceptable life.6) 
 The median annual salary of pharmacy technicians in the U.S., $29,320 in 2012, falls 
short by approximately $5,000 per year of the median annual salaries for other health 
technologists and technicians.7  Pharmacy technicians do not earn as much as dental hygienists 
($71,530) or radiologic technologists ($56,760).8 If a wage and benefits, commensurate with 
skills and responsibility, were paid to pharmacy technicians, the pharmacy profession could 
expect a better return on employee investment and reduced turnover rates. Improving wages 
and benefits would encourage workers to make a career of being a pharmacy technician and 
reinforce their vital role on the healthcare team.   
 
Background 
The Council voted to recommend amending ASHP policy 0211, Image of and Career 
Opportunities for Pharmacy Technicians, as follows (underscore indicates new text): 

6 Merriam-Webster online (http://www.merriam-webster.com/dictionary/living wage). 
7 Bureau of Labor Statistics, U.S. Department of Labor, Occupational Outlook Handbook, 2014-2015 Edition, 
Pharmacy Technicians. http://www.bls.gov/ooh/healthcare/pharmacy-technicians.htm (accessed 2015 Jul 23). 
8 US News and World Report. Best Health Care Jobs 2015, Pharmacy Technician: Salary. 
http://money.usnews.com/careers/best-jobs/pharmacy-technician/salary (accessed 2015 September 8). 
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To promote the image of pharmacy technicians as valuable contributors to healthcare 
delivery; further, 
 
To develop and disseminate information about career opportunities that enhances the 
recruitment and retention of qualified pharmacy technicians; further, 
 
To support pharmacy technician career advancement opportunities, commensurate 
with training and education; further,  
 
To encourage compensation models for pharmacy technicians that provide a living 
wage.  

 
The Council agreed that ensuring pharmacy technicians a living wage was a more immediate 
issue than ensuring pharmacy technicians view their positions as a career with long-term 
opportunities, especially if ASHP advocates for licensure and certification.  

In the retail setting, pharmacy technicians are compensated a median rate of $13.509 

per hour, which is less than those who work in health systems. The large chain pharmacies are 
concerned with salary increases and turnover rates and are not convinced that if they invest in 
their technicians they will be able to retain them.  
 To advance the image of pharmacy technicians, the Council also discussed whether 
pharmacy technician position descriptions within the health system reflect the training, duties, 
and increased level of responsibility expected of pharmacy technicians. It was suggested that 
ASHP, perhaps through the Section of Inpatient Care Practitioners Section Advisory Group on 
Advancing Pharmacy Practice with Technicians, could encourage directors of pharmacy to work 
with human resource departments to promote increased recognition for the pharmacy 
technicians’ level of responsibilities, including a higher pay scale for certification. There was 
some discussion of including mention of potential career ladders in the proposed policy, but the 
Council concluded that the proposed language should be more broadly worded to encourage 
career advancement opportunities for pharmacy technicians.  
  

9 Bureau of Labor Statistics, U.S. Department of Labor, Occupational Outlook Handbook, 2014-2015 Edition, 
Pharmacy Technicians, on the Internet at http://www.bls.gov/ooh/healthcare/pharmacy-technicians.htm (visited 
July 23, 2015) 
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3. Developing Leadership Competencies 

 
 
Rationale 
In their 2013 report, White and Enright anticipated a high rate in turnover of pharmacy 
directors and middle managers over the coming decade. Healthcare organizations must address 
this ongoing challenge if there are to be a sufficient number of new directors and managers to 
fill those positions. Factors that may contribute to a shortage of potential new leaders and 
managers include: 

• New graduates frequently accept clinical positions or positions in drug distribution. After 
a few years, they may have a desire to assume managerial positions in health-system 
pharmacies, but training programs may not be convenient for them, and they may not 
have the resources to obtain training. 

• Health-system pharmacy management positions do not turnover often. Prospective 
managers view those positions as unavailable for the near future, so there is little 
incentive to obtain training to be ready to move into those positions. 

• Job satisfaction among pharmacy managers appears low to prospective managers.  
• Frequent turnover in organizational administrative positions (above pharmacy) is 

frustrating to pharmacy directors, because they continually need to inform new 
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To work with healthcare organization leadership to foster opportunities, allocate 
time, and provide resources for pharmacy practitioners to move into leadership 
roles; further, 
 
To encourage leaders to seek out and mentor pharmacy practitioners in developing 
administrative, managerial, and leadership skills; further, 
 
To encourage pharmacy practitioners to obtain the skills necessary to pursue 
administrative, managerial, and leadership roles; further, 
 
To encourage colleges of pharmacy and ASHP state affiliates to collaborate in 
fostering student leadership skills through development of co-curricular leadership 
opportunities, leadership conferences, and other leadership promotion programs; 
further, 
 
To reaffirm that residency programs should develop leadership skills through 
mentoring, training, and leadership opportunities; further, 
 
To foster leadership skills for pharmacists to use on a daily basis in their roles as 
leaders in patient care. 
 
(Note: This policy would supersede ASHP policy 1518.) 
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administrators about the organization’s medication-use strengths and weaknesses and 
the pharmacy department’s roles, strategic plans, and priorities for sustaining quality 
and making improvements. In those turnover circumstances, diligently achieved 
pharmacy service improvements can sometimes be eroded and reversed. The ensuing 
frustration can induce pharmacy directors to depart voluntarily from management 
positions and make those positions unattractive to others. 

• Flattening of organizational structures in healthcare organizations has eliminated 
numerous managerial positions in pharmacies, leaving fewer pharmacists to serve as 
mentors for prospective managers. Without positive role models, it is difficult for 
pharmacists to gain good management experience. 

• Pharmacy management positions that combine clinical and management responsibilities 
sometimes allow little time for clinical work. 

• Many pharmacists, even those in managerial positions, have no training in personnel 
administration. Skills such as conflict resolution and negotiation are rarely taught in 
pharmacy curricula but are very important in leadership positions. 

• In some healthcare organizations, managers receive raises predicated on overall 
organizational or departmental performance. However, the compensation of some staff 
may be based on individual performance. These differing bases can lead to instances in 
which the compensation of those supervised is higher than that of their managers. 
When that occurs, it can be a disincentive to individuals considering management 
positions. 
 

Leadership and managerial potential in today’s student pharmacists and new graduates is as 
high as it has ever been, but more effort is needed to nurture that potential and develop 
leadership and management skills in practice. Colleges of pharmacy, state associations, 
residency programs, and practitioners themselves need to foster the development of 
leadership and management skills. ASHP can help foster leadership competencies at all levels of 
practice through actions such as providing education about leadership and management roles, 
developing Web-based resources, and facilitating networking among leaders, managers, and 
those aspiring to such roles. 

Leadership continues to be a critical area for development, as leadership is a necessary 
competency in the provision of patient care. There are multiple avenues available to 
pharmacists for leadership development and ASHP should take the lead in fostering this effort. 
 
Background 
The Council voted to recommend amending ASHP policy 1518, Developing Leadership 
Competencies, as follows (underscore indicates new text): 
 

To work with healthcare organization leadership to foster opportunities, allocate time, 
and provide resources for pharmacy practitioners to move into leadership roles; further, 
 
To encourage leaders to seek out and mentor pharmacy practitioners in developing 
administrative, managerial, and leadership skills; further, 
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To encourage pharmacy practitioners to obtain the skills necessary to pursue 
administrative, managerial, and leadership roles; further, 
 
To encourage colleges of pharmacy and ASHP state affiliates to collaborate in fostering 
student leadership skills through development of co-curricular leadership opportunities, 
leadership conferences, and other leadership promotion programs; further, 
 
To reaffirm that residency programs should develop leadership skills through mentoring, 
training, and leadership opportunities; further, 
 
To foster leadership skills for pharmacists to use on a daily basis in their roles as leaders 
in patient care. 
 

During the 2014 Regional Delegate Conferences, the Section of Pharmacy Practice Managers 
(SPPM) expressed concern with the proposed wording of the policy recommendation that 
became policy 1518 because they felt an important aspect related to development of 
opportunities to move into leadership roles was missing. The SPPM supported the policy 
recommendation; however, the Council agreed to review the newly approved policy to discuss 
whether revision was necessary. 
 The SPPM believed the training path for individuals who decide mid-career to pursue 
formal leadership positions may be less supported and structured than the paths for those who 
completed formal administrative residency training. The Council noted that ASHP and the ASHP 
Research and Education Foundation have a plethora of resources available for those interested 
in assuming leadership roles and that many other leadership training opportunities exist. The 
Council concluded that lack of time and financial support are significant barriers to individuals 
obtaining advanced leadership training. The Council decided that it was important that the 
policy encourage organizations to allocate time off from regular duties if needed as well as 
financial support for associated costs. The Council also reiterated that mentorship was a 
significant aspect of leadership development and an important component of this policy. 

 

    



Policy Recommendations: Council on Education & Workforce Development Page 22 

 

4. Interprofessional Education and Training  
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To support interprofessional education as a component of didactic and experiential 
education in Doctor of Pharmacy degree programs; further, 
 
To support interprofessional education, mentorship, and professional development 
for student pharmacists, residents, and pharmacists; further, 
 
To encourage and support pharmacists’ collaboration with other health professionals 
and healthcare executives in the development of team-based, patient-centered care 
models; further, 
 
To foster documentation and dissemination of outcomes achieved as a result of 
interprofessional education of healthcare professionals. 
 
(Note: This policy would supersede ASHP policy 1014.) 

 
Rationale 
Pharmacist involvement in team-based patient care improves medication-use safety and quality 
and reduces healthcare costs. For patient-care teams to be effective, they must possess unique 
skills that facilitate effective team-based interactions. Some pharmacists are exposed to team-
based care models through interprofessional education and interaction with students of other 
disciplines when they are student pharmacists. Some colleges of pharmacy have very effective 
interprofessional didactic courses that include medical, pharmacy, nursing, and other health 
professional students. Additionally, most experiential rotations involve interaction with other 
members of the healthcare team and help students of all disciplines learn about the expertise 
of other team members. However, not all colleges and schools are effective in providing 
interprofessional education that facilitates team-based patient care. The reasons vary, but may 
include differences in teaching philosophies or a lack of access to other health professional 
schools at the university or campus. 

The Hospital Care Collaborative (HCC) has described common principles for team-based 
care. The HCC principles recognize the knowledge, talent, and professionalism of all team 
members and support role delineation, collaboration, communication, and the accountability of 
individual team members and the entire team. The HCC principles note that collaboration of 
the healthcare team can lead to improved systems and processes that provide care more 
efficiently and result in better patient outcomes. The HCC states that current undergraduate 
and postgraduate professional education of team members is inadequate to promote true 
team functions.  

ASHP believes that interprofessional education is important not only for student 
pharmacists but also throughout one’s professional career. Similarly, it is important for other 
professionals on the team so that collaboration and synergistic relationships can develop. 
Failure to establish these collaborative working relationships early in one’s career can result in 
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poor interactions in years to come. A positive working relationship, including interprofessional 
mentorship, with physicians and nurses is productive, while a bad working relationship can be 
counterproductive and devastating to all parties, including patients. 

 
Background 
The Council voted to recommend amending ASHP policy 1014, Interprofessional Education and 
Training, as follows (underscore indicates new text; strikethrough indicates deletions): 

 
To support interprofessional education as a component of didactic and experiential 
education in Doctor of Pharmacy degree programs; further, 
 
To support interprofessional education, mentorship, and as a part of professional 
development for student pharmacists, residents, and pharmacists 
y practitioners and to foster interprofessional collaboration to facilitate and promote 
programs that support this goal; further, 
 
To encourage and support pharmacists’ collaboration with other health professionals 
and healthcare executives in the development of team-based, patient-centered care 
models; further, 
 
To foster documentation and dissemination of outcomes achieved as a result of 
interprofessional education of healthcare professionals. 

 
The Council felt policy 1014 is still relevant but agreed new wording would strengthen the 
position. The Council acknowledged that interprofessional education and mentorship was 
important for the training of student pharmacists, residents, and pharmacists. The Council 
acknowledged the importance of mentorship and wanted to highlight the opportunities for 
interprofessional mentorship, which may not be thought of routinely. The Council reiterated its 
support for the HCC principles and suggested that ASHP should make members aware of their 
existence and seek ways to promote the adoption of team-based care by all hospitals.  
 

5. Cultural Competency and Cultural Diversity 

1 

2 

 

3 

4 

 

5 

To endorse the development of cultural competency of pharmacy educators, 
practitioners, residents, students, and technicians; further, 
 
To educate providers on the importance of providing culturally congruent care to 
achieve quality care and patient engagement; further, 
 
To advocate for an ethnically and culturally diverse workforce. 
 
(Note: This policy would supersede ASHP policy 1414.) 
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Rationale 
The United States is rapidly becoming a more diverse nation. Culture influences a patient’s 
belief and behavior toward health and illness. The representation of many of these diverse 
groups within the health professions is far below their representation in the general population. 
According to the Institute of Medicine, increasing racial and ethnic diversity among healthcare 
providers is associated with improved access to care for racial and ethnic minority patients, 
greater patient choice and satisfaction, and better educational experiences for health 
professions students.10  

Cultural competence can significantly affect clinical outcomes. Research has shown that 
overlooking cultural beliefs may lead to negative health consequences.11 According to the 
National Center for Cultural Competency, there are numerous examples of benefits derived 
from the impact of cultural competence on quality and effectiveness of care in relation to 
health outcomes and well-being.12 Further, pharmacists can contribute to providing “culturally 
congruent care,” which can be described as “a process of effective interaction between the 
provider and client levels” of healthcare that encourages provider cultural competence while 
recognizing that "[p]atients and families bring their own values, perceptions, and expectations 
to healthcare encounters which also influence the creation or destruction of cultural 
congruence.”13   

The underrepresentation of minorities among healthcare providers is often considered 
to be one of the contributing factors to health disparities in these populations.14 The Report of 
the ASHP Ad Hoc Committee on Ethnic Diversity and Cultural Competence15 and the ASHP 
Statement on Racial and Ethnic Disparities in Health Care16 support ways to raise awareness of 
the importance of cultural competence in the provision of patient care so that optimal 
therapeutic outcomes are achieved in diverse populations. 
 
Background 
The Council voted to recommend amending ASHP policy 1414, Cultural Competency and 
Cultural Diversity, as follows (underscore indicates new text; strikethrough indicates deletions): 
 

To promote endorse the development of cultural competency of pharmacy educators, 

10Smedley BD, Butler AS, Bristow LR, eds. In the nation’s compelling interest: ensuring diversity in the health-care 
workforce. Washington, DC: National Academies Press; 2004. 
11Administration on Aging. Achieving cultural competence. A guidebook for providers of services to older 
Americans and their families. Available at: http://archive.org/details/achievingcultura00admi (accessed October 
17, 2013) 
12Goode TD, Dunne MC, Bronheim SM. The evidence base for cultural and l inguistic competency in health care. The 
Commonwealth Fund; 2006. Available 
http://www.commonwealthfund.org/usr_doc/Goode_evidencebasecultl inguisticcomp_962.pdf (accessed October 
17, 2013) 
13Schim SM, Doorenbos AZ. A Three-dimensional Model of Cultural Congruence: Framework for Intervention. J Soc 
Work End Life Palliat Care. 2010; 6:256–70. 
14Smedley BD, Butler AS, Bristow LR, eds. In the nation’s compelling interest: ensuring diversity in the health-care 
workforce. Washington, DC: National Academies Press; 2004. 
15Report of the ASHP Ad hoc committee on ethnic diversity and cultural competence. Am J Health-Syst Pharm. 
2005; 1924-30. 
16 ASHP Statement on Racial and Ethnic Disparities in Health Care. Am J Health-Syst Pharm. 2008; 65:728–33. 
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practitioners, residents, students, and technicians; further, 
 

To educate providers on the importance of providing culturally congruent care to 
achieve quality care and patient engagement; further, 

 
To foster awareness of the impact that an ethnically and culturally diverse workforce 
has on improving health care quality. 

 
To advocate for an ethnically and culturally diverse workforce. 

 
A 2015 House of Delegates recommendation urged the Council to consider a policy to promote, 
support, and advocate for developing a diverse workforce and addressing gaps in healthcare 
including, but not limited to, race and ethnicity as well as other gaps, such as socioeconomic 
and literacy gaps. The Council reviewed related ASHP policies 1414 and 0510 and decided to 
recommend amending policy 1414. The Council felt it important to note that the ASHP 
Statement on Racial and Ethnic Disparities in Health Care complements the ASHP policy 
positions, so all three must be considered when determining whether new or revised policy is 
needed. 
 

Board Actions 

Sunset Review of Professional Policies 
As part of sunset review of existing ASHP policies, the following were reviewed by the Council 
and Board and found to be still appropriate. (No action by the House of Delegates is needed to 
continue these policies.) 

• Professional Development as a Retention Tool (0112) 
• Quality of Pharmacy Education and Expansion of Colleges of Pharmacy (1108) 
• Residency Equivalency (1109) 
• Pharmacy Internships (1110) 
• State-Specific Requirements for Pharmacist Continuing Education (1111) 
• Innovative Residency Models (1112) 
• Professional Socialization (1113) 
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Other Council Activity 
Experiential Education Event 
The Council voted to assess the feasibility of and assess stakeholder interest in ASHP conducting 
a stakeholder event to examine standardization of experiential education experiences, 
introductory and advanced pharmacy practice experience rotations, and incorporating student 
learners into the healthcare team. 
 The Council discussed the impact of training students from different schools and the 
various specific requirements of each school. Because there is no standardization, it makes it 
difficult for organizations to utilize the student pharmacists as pharmacist extenders in a 
consistent manner. Rotation sites should not feel burdened by supporting the mission of 
training future practitioners. The Council felt strongly that if there were more standardization 
related to logistics (e.g., scheduling, evaluation, and learning objectives), it would be easier to 
incorporate student pharmacists into the healthcare team and would provide a better way to 
train future professionals. Because each school has its own specific requirements, ASHP policy 
advocating standardization is not sufficient. The Council that a high-level summit with all 
stakeholders, similar to the ASHP-ASHP Foundation Ambulatory Care Summit, may be the 
action needed to achieve this goal. 
 After discussing the lack of standardization of experiential educational evaluations, the 
Council felt strongly that there are significant barriers to standardization that are not easily 
overcome. In this recommendation, the Council suggests that ASHP convene a summit of 
thought leaders and stakeholders, including the American Association of Colleges of Pharmacy, 
the National Association of Boards of Pharmacy, and the Accreditation Council for Pharmacy 
Education, to collaborate on developing methods and models to address the following issues 
(among others): 

• Standardizing rotation schedules 
• Identifying and implementing universal experiential valuation tools 
• Addressing the intersection of residency and student rotation sites 
• Examining block rotations versus longitudinal models 
• Developing models to integrate students into the healthcare delivery system  

Pharmacist Oversight of Student Pharmacists 

The Council voted to request that the Council on Public Policy consider developing policy that 
would advocate that the National Association of Boards of Pharmacy encourage standardization 
of state laws and board of pharmacy requirements regarding pharmacist oversight of student 
pharmacists. 

As health-system pharmacies incorporate student pharmacists into the daily workflow, 
the definition of pharmacist oversight needs to be standardized. Oversight currently varies from 
state to state, ranging from direct line of sight to inside the four walls of the building. If, for 
example, student pharmacists are performing medication reconciliation, direct line of sight 
oversight is more difficult for the preceptor than a dispensing function would be, where direct 
oversight is more feasible. 
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Discussion regarding the methods to integrate student pharmacists into the healthcare 
setting workforce focused on the variety of models currently in place. Citing the Cleveland 
Clinic’s recent effort to reorganize how care was delivered throughout its system, the Council 
agreed that addressing delivery of service and optimizing the student learner’s experience as 
they transition into the workforce is needed. Several objectives were noted: 

• Use students as extenders and make them accountable for patients while on rotation 
• Introduce experiential learning early in the curriculum 
• Adjust teaching methods from block style to rotational approach 
• Broaden instruction for improving communication skills for interacting with patients 
• Examine the practicality of the direct line of sight definition of supervision in health 

systems versus retail settings 
 

The Council suggested that the Council on Public Policy consider developing policy that would 
advocate that the National Association of Boards of Pharmacy and states work to remove 
barriers for integrating students into the hospital and health-system workforce. The 
aforementioned suggestions could also be discussed during the stakeholder event proposed 
above. 

Statement on Quality of Pharmacy Education and Expansion of 
Colleges of Pharmacy 

The Council voted to draft an ASHP statement on the quality of pharmacy education and 
expansion of colleges of pharmacy. During sunset review of ASHP policy 1108, Quality of 
Pharmacy Education and Expansion of Colleges of Pharmacy, several Council members 
volunteered to develop and ASHP statement on the topic. The Council decided that when the 
statement is recommended for approval, policy 1108 should be re-evaluated. 

Availability of Preceptor Resources 

Greater awareness of and access to preceptor resources is needed. The Council discussed how 
models of learning that support the growth of residencies may also grow student opportunities. 
There remain concerns related to quality and consistency of some rotations. The importance of 
teaching residents how to teach as part of their training was noted. The Council discussed the 
growing need for standards around a teaching certificate earned during residency training. 

Continuing Professional Development  

The Council agreed that the vast majority of pharmacy professionals are not utilizing continuing 
professional development (CPD) to enrich their careers. An assessment tool should be 
developed to assess the continuous learning accomplishments of pharmacy professionals over 
the course of their career path. The Council encourages evaluation of the feasibility of 
developing a platform where members can upload details about scholarly activities, speaking 
engagements, and other self-directed, continuous learning accomplishments. This repository 
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could also serve as a place for background information that could showcase major milestones 
of the professional careers of ASHP members. Such a repository would be individually 
maintained and updated, and allow for portability so that a member could showcase their 
upward career trajectory and commitment to lifelong learning. Several Council members 
volunteered to explore opportunities to increase the visibility of continuing professional 
development among pharmacists. 

Preceptor Development for Technician Training 

A preceptor development resource for technician training could be modeled on the ASHP 
residency and pharmacy preceptor programs already in place and may be an attractive 
incentive for pharmacy technicians to become involved as ASHP members. The Council also 
noted that there is value in training pharmacy technician preceptors not only as preceptors for 
pharmacy technicians, but also as preceptors for student pharmacists, and that other types of 
precepting relationships exist, such as technician-student, technician-technician, and 
pharmacist-technician. The Council felt topics such as accountability, emotional intelligence, 
interpersonal communication, and leadership were important topics to be included in 
technician preceptor development. ASHP staff members in attendance at the Council meeting 
will take this request to the appropriate staff members at ASHP for further development. 

2014 Workforce Report 

The Council reviewed the 2014 National Pharmacy Workforce Survey, which outlined the 
following developments since its last edition in 2009: 
 

• The profession is shifting from male- to female-dominated. 
• More pharmacies are providing patient care. 
• The percentage of pharmacists with Pharm.D. degrees has risen 49% since 2009. 
• The increase in new roles and services has led to more stress and dissatisfaction.  
• Pharmacists feel less able to change jobs than in the past. 

 
In general, the Council felt the workforce report was positive information and not reflective of 
the “doom and gloom” perception currently held by some student pharmacists and prospective 
students. The Council felt it important that ASHP work to disseminate the positive message to 
counter the incorrect negative perceptions of qualified pharmacy school candidates. The 
Council encouraged ASHP staff to identify information from the survey to include in news 
summaries to the membership and the general public by a variety of communication methods, 
including social media.  

Succession Planning 

The Council discussed the importance of succession planning as a wave of retirements may be 
forthcoming in next few years. It was noted that succession planning is closely related to 
leadership development. ASHP currently has resources available on succession planning, 
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including a webinar planned for January 2016 and a position statement. In addition, ASHP hosts 
a repository of information on leadership on the ASHP website. In addition, because succession 
planning should begin early, this topic might be appropriate for inclusion in student leadership 
programs.   

Generational Differences in the Workforce 

The Council discussed how the following groups, with some general attributes, will soon 
represent five distinct generations working together in the labor force: 
 

• Traditionalists -- Born 1935-46:  They have been described as valuing hard work and self-
sacrifice, and likely work for one organization for their entire career.  

• Baby Boomers --Born 1946-65: They number upward of 72 million and have witnessed 
significant social changes, including civil rights, more women in the workforce, and 
increasing educational requirements (e.g., the pharmacy degree advance to a five-year 
degree). 

• Generation X -- Born 1965-80: This is a relatively small population, which has been 
described as possessing independence and problem-solving skills, striving to become 
entrepreneurs and innovators, and seeking well-paying jobs but valuing a work-life 
balance.  

• Millennials -- Born 1980-2000: They have been described as upbeat and team-oriented, 
close to their parents, and having high expectations for speed and efficiency, having 
grown up in the mobile digital age.  

• Homelanders -- 2000-2020: They were born after 9/11. They are the most ethnically 
diverse generation to date, and the use of active learning will impact their job 
expectations.  

 
The Council discussion centered mainly on older pharmacists who may not have kept up on 
technology and other aspects of patient care and may have limited their careers as a result. 
Ideas to address the generational issues included educational programming on reverse 
mentoring, utilizing new practitioners as reverse mentors, or a modified PGY1-type program for 
seasoned pharmacists with limited direct patient care training and skills. 
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1. Controlled Substance Diversion and Patient Access 
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To enhance awareness by pharmacists, healthcare providers, and the public of drug 
diversion and abuse of controlled substances; further, 
 
To advocate that pharmacists take a leadership role in national efforts to reduce the 
incidence of controlled substance abuse; further, 
 
To advocate that pharmacists lead collaborative efforts by organizations of 
healthcare professionals, patient advocacy organizations, and regulatory authorities 
to develop and promote best practices for preventing drug diversion and 
appropriately using controlled substances to optimize patient access and therapeutic 
outcomes; further, 
 
To advocate that the Drug Enforcement Administration and other regulatory 
authorities interpret and enforce laws, rules, and regulations to support patient 
access to appropriate therapies, minimize burdens on pharmacy practice, and 
provide reasonable safeguards against fraud, misuse, abuse, and diversion of 
controlled substances; further, 
 
To encourage healthcare organizations to establish programs to support patients and 
personnel with substance abuse and dependency issues. 
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Rationale 
Pharmacy managers and pharmacists-in-charge (PICs) have increasing responsibility for 
ensuring controlled substance management and storage across large healthcare organizations. 
This responsibility has increased as aquisition of physician office practices, clinics, and other 
non-hospital business units continue. 

Controlled substance abuse is rising in the United States. According to the Drug 
Enforcement Administration (DEA) 2014 National Drug Threat Assessment Summary, deaths 
involving controlled substances outnumber those involving heroin and cocaine combined. 
Additionally, the economic cost of nonmedical use of prescription opioids alone in the U.S. 
totals more than $53 billion annually. All pharmacies and healthcare organizations that handle 
controlled substances are required to have storage and distribution systems in place that 
prevent diversion. Due to the numerous medication-access points embedded within hospital 
distribution systems, diversion can be difficult to detect. Theft of controlled substances by 
healthcare professionals remains a serious problem that can lead to patient harm and 
jeopardize patient safety. Drug addiction among healthcare workers is well documented. One 
survey found that nurses who reported a perception of easier availability of controlled 
substances were almost twice as likely as others to divert and use a controlled substance. In 
another survey, 19% of pharmacists reported use of a controlled substance without a 
prescription during the preceding 12 months. Even the most conservative estimates are that 8–
12% of physicians will develop a substance abuse problem at some point during their career, 
although the exact rate of substance abuse among physicians is uncertain. 

Many challenges exist for healthcare institutions in managing controlled substances. 
New laws and regulations, including DEA quotas and controlled substances monitoring 
requirements at retail outpatient dispensing facilities, are meant to decrease diversion and 
illegal activity but are also impacting patients and pharmacists. In addition, the DEA has allowed 
hospitals and clinics with an onsite pharmacy and status as an authorized collector to maintain 
collection receptacles onsite and administer mail-back programs for controlled substances, 
adding another layer of complexity to controlled substance disposal. Pharmacists in healthcare 
organizations must meet standards and comply with laws and regulations from a variety of 
sources, including the DEA, The Joint Commission, Det Norske Veritas, other accreditation 
organizations, and state and federal governments. The ASHP Statement on the Pharmacist’s 
Role in Substance Abuse Prevention, Education, and Assistance offers detailed suggestions for 
pharmacists in addressing substance abuse in their institutions and communities. 
 
Background 
This topic was considered by the Council in response to the New Business Item from the June 
2015 House of Delegates as well as suggestions by Council members and ASHP staff. This policy 
recommendation was expedited for Board consideration due to its importance to ASHP 
members, as indicated by the New Business Item, the experience of Council and Board 
members, and anecdotal evidence. 
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2. Surface Contamination on Packages and Vials of Hazardous Drugs 
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To advocate that pharmaceutical manufacturers eliminate surface contamination on 
packages and vials of hazardous drugs; further, 
 
To inform pharmacists and other personnel of the potential presence of surface 
contamination on the packages and vials of hazardous drugs; further, 
 
To advocate that the Food and Drug Administration require standardized labeling 
and package design for hazardous drugs that would alert handlers to the potential 
presence of surface contamination; further, 
 
To encourage healthcare organizations to adhere to published standards and 
regulations to protect workers from undue exposure to hazardous drugs. 
 
(Note: This policy would supersede ASHP policy 0618.) 

 
Rationale 
The outer surfaces of vials of hazardous drugs have been shown to be contaminated with 
hazardous substances, and pharmacy and other personnel handling those vials may 
unknowingly be exposed. ASHP advocates that individuals involved in drug distribution, 
receiving, and inventory control adhere to safe handling guidelines to avoid undue exposure to 
hazardous substances but recognizes the limits of these best practices. Pharmaceutical 
manufacturers have a responsibility to provide vials that are devoid of surface contamination 
due to inadequate vial-cleaning procedures, and can reduce contamination by using 
decontamination equipment and protective sleeves during the manufacturing process. 

The purpose of United States Pharmacopeia (USP) Chapter 800 is to establish standards 
for protecting personnel and the environment when handling hazardous drugs. Each year, 
approximately 8 million U.S. healthcare workers are potentially exposed to hazardous drugs, 
according to the Centers for Disease Control and Prevention. USP Chapter 800 includes 
definitions, processes, and worker responsibilities that enhance understanding of risk and limit 
exposure. To support workers in protecting their patients, themselves, and the environment, 
the FDA and manufacturers will need to develop new production and processing standards to 
mitigate exposures, including labeling and package design that alerts handlers to the possibility 
of contamination. 
 
Background 
The Council voted to recommend amending policy 0618, Elimination of Surface Contamination 
on Vials of Hazardous Drugs, as follows (underscore indicates new text): 

To advocate that pharmaceutical manufacturers eliminate surface contamination on 
packages and vials of hazardous drugs; further, 
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To inform pharmacists and other personnel of the potential presence of surface 
contamination on the packages and vials of hazardous drugs; further, 
 
To advocate that the Food and Drug Administration require standardized labeling and 
package design for hazardous drugs that would alert handlers to the potential presence 
of surface contamination; further, 
 
To encourage healthcare organizations to adhere to published standards and 
regulations to protect workers from undue exposure to hazardous drugs. 
 

The Council discussed the proposed USP Chapter 800 and the best practices contained in the 
ASHP Guidelines on Handling Hazardous Drugs. The Council reviewed the comments ASHP had 
submitted to the USP, which addressed many of the concerns of ASHP members and the 
Council. The Council felt there was additional advocacy necessary to aid handlers in identifying 
hazardous drug products, similar to FDA product labeling of high-concentration electrolytes. 
The Council suggested that a resource, such as an ASHP white paper or AJHP article, on the 
critical aspects of medical surveillance and potential impacts on the pharmacy department 
would be helpful.  
 

3. Pharmaceutical Distribution Systems 
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To support wholesaler/distribution business models that meet the requirements of 
hospitals and health systems with respect to timely delivery of products, minimizing 
short-term outages and long-term product shortages, managing and responding to 
product recalls, fostering product-handling and transaction efficiency, preserving the 
integrity of products as they move through the supply chain, and maintaining 
affordable service costs; further, 
 
To encourage wholesalers and other trading partners in the drug supply chain to 
implement policies and procedures consistent with United States Pharmacopeia 
Chapter 800 to mitigate the risk of exposure as hazardous drug products move 
through the supply chain.  
 
(Note: This policy would supersede ASHP policy 1016.) 

 
Rationale 
Wholesaler distributors have traditionally contracted with hospitals and health systems for 
basic drug product distribution and other services. Many wholesalers have made a large portion 
of their revenue through speculative buying and other business practices that are no longer 
desirable because of requirements for pedigrees, the risk of buying counterfeit or adulterated 
products, demands by manufacturers to limit product transactions, and the need to manage 
drug recalls. These changes, plus the vast diversification of many wholesaler distributors, have 
resulted in new business models that will affect how hospitals acquire and manage 
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pharmaceuticals. These changing models for distribution may result in higher costs for hospitals 
and health systems, as current wholesaler distribution systems have become very efficient. 
ASHP supports wholesaler/distribution business models that meet the requirements of 
hospitals and health systems. 
 
Background 
The Council voted to recommend amending policy 1016, Pharmaceutical Distribution Systems, 
as follows (underscore indicates new text): 
 

To support wholesaler/distribution business models that meet the requirements of 
hospitals and health systems with respect to timely delivery of products, minimizing 
short-term outages and long-term product shortages, managing and responding to 
product recalls, fostering product-handling and transaction efficiency, preserving the 
integrity of products as they move through the supply chain, and maintaining affordable 
service costs; further, 
 
To encourage wholesalers and other trading partners in the drug supply chain to 
implement policies and procedures consistent with United States Pharmacopeia (USP) 
Chapter 800 in order to mitigate the risk of hazardous drug exposure as products move 
through the supply chain. 
 

The Council discussed the proposed USP Chapter 800 and the best practices contained in the 
ASHP Guidelines on Handling Hazardous Drugs. The Council reviewed the comments ASHP had 
submitted to USP which addressed many of the concerns of ASHP members and the Council. 
The Council felt there was additional advocacy necessary regarding hazardous drugs and how 
they are transported throughout the supply chain. The Council also recommended that ASHP 
create a resource paper with checklists regarding critical steps and processes pharmacy leaders 
should be assessing and implementing regardless of the approval timeline of USP Chapter 800. 

4. Patient Satisfaction 
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To encourage pharmacists to evaluate their practice settings for opportunities to 
improve the level of satisfaction patients have with healthcare services and with the 
outcomes of their drug therapy; further, 
 
To educate pharmacists and pharmacy personnel about the relationship between 
patient satisfaction and positive health outcomes, further, 
 
To develop or adopt tools that will (1) provide a system for monitoring trends in the 
quality of pharmacy services to patients, (2) increase recognition of the value of 
pharmacy services, and (3) provide a basis for making improvements in the process 
and outcomes of pharmacy services in efforts to engage patients and improve 
satisfaction; further, 
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Rationale 
A major component of quality of healthcare is patient satisfaction, which is critical to how well 
patients respond and adhere to healthcare. Research has identified a clear link between patient 
outcomes and patient satisfaction scores. Additionally, patient satisfaction is a key determinant 
of quality of care and an important component of pay-for-performance metrics. Pharmacy 
leaders need to continually assess how pharmacists and pharmacy services support improved 
patient satisfaction with their care across the continuum of practice sites, including how 
pharmacists contribute to team-based care. 
 
Background 
The Council discussed ASHP policy 0104 as part of sunset review. The Council considered the 
policy to still be relevant but recommended amending the policy as follows (underscore 
indicates new text; strikethrough indicates deletions): 
 

To encourage pharmacists to evaluate establish mechanisms within their practice 
settings for opportunities to improve measure the level of satisfaction patients have 
with healthcare pharmacy services and with the outcomes of their drug therapy; 
further, 
 
To educate pharmacists and pharmacy personnel about the relationship between 
patient satisfaction and positive health outcomes; further, 
 
To develop or adopt tools construct such mechanisms in a manner that will (1) provide a 
system for monitoring trends in the quality of pharmacy services to patients, (2) 
increase recognition of the value of pharmacy services, and (3) provide a basis for 
making improvements in the process and outcomes of pharmacy services in efforts to 
engage patients and improve satisfaction; further, 
 
To facilitate a dialogue with and education of national patient satisfaction database 
vendors on the role and value of clinical pharmacy services. 

 
The Council felt the original policy was created when patient satisfaction measurement 
requirements were in the early stages of being required by payers, and pharmacy was focused 
on ensuring pharmacist’s role and influence on these measures needed to be a uniquely 
captured set of data. With the continued evolution of patient satisfaction measures and 
understanding on its impact on patient outcomes, the tools in the marketplace have become 
more team-based and standardized. The Council noted that pharmacists’ understanding of the 
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To facilitate a dialogue with and education of national patient satisfaction database 
vendors on the role and value of clinical pharmacy services. 
 
(Note: This policy would supersede ASHP policy 0104.) 
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connection between patient outcomes and satisfaction needs to be enhanced, including 
knowledge of effective approaches to optimize patient outcomes, with satisfaction being one 
facet of measures to utilize. The Council also reviewed ASHP policy 1107, Patient-Reported 
Outcomes Tools, and concluded that that policy, although similar, is more specific to patient 
tools pertaining to research because it emphasizes that patient-centric reporting of outcomes 
(e.g., what lifestyle changes to reach certain clinical targets were acceptable) is an important 
tool to be utilized in any patient-care setting. 
 

Board Actions 

Sunset Review of Professional Policies 
As part of sunset review of existing ASHP policies, the following were reviewed by the Council 
and Board and found to be still appropriate. (No action by the House of Delegates is needed to 
continue these policies.) 

• Pharmacy Benefits for the Uninsured (0101)  
• Medication Formulary System Management (0102)   
• Gene Therapy (0103) 
• Computerized Prescription Order Entry (0105) 
• Minimizing the Use of Abbreviations (0604)  
• ASHP Statement on Leadership as a Professional Obligation (1123) 

 

Other Council Activity 

Controlled Substance Diversion and Patient Access 

The Council voted to explore the feasibility of ASHP conducting a stakeholder event to evaluate 
the needs of pharmacists managing controlled substances and providing comprehensive and 
appropriate care for patients; further, to consider the issues to be addressed by such an event, 
including: (1) needs assessment on types and level of resources and education for pharmacy 
leaders, healthcare providers, and the public, (2) evaluation of controlled substance laws and 
regulations and the impact they have on providing legitimate patient care, (3) establishing best 
practices to minimize diversion, (4) identifying risk points and lack of harmonization among 
laws and regulations for improvements and/or advocacy , and (4) best mechanisms to improve 
sharing of ideas and information between stakeholder groups. 
 The Council also voted to develop ASHP guidelines describing best practices for 
controlled substance diversion management and risk reduction, including programs to support 
patients and personnel with substance abuse and dependency issues. 
 Controlled substance diversion and abuse has reached the attention at the highest 
levels in the United States, with even the White House weighing in on the crisis facing the 
country. In the past 4-5 years, the DEA has levied large fines on chain drugstores, drug 
wholesalers, and most recently, major hospitals. Pharmacy managers and pharmacists-in-
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charge (PICs) have increasing responsibility for ensuring controlled substance management and 
storage across large healthcare organizations.  
 The Council discussed the increased risk to organizations as acquisitions of physician 
office practices, clinics, and other nonhospital-based business units continue, and the many 
challenges that exist for healthcare institutions in managing controlled substances. Council 
members also discussed their concern that many pharmacy leaders do not proactively manage 
controlled substance diversion and that, for those that do have proactive processes, it is 
tremendously time-consuming and requires strict policies, an interdisciplinary team, and a 
higher level of understanding of laws and legal ramifications of diversion discovery. 
 The Council also discussed how new laws have been implemented, including what were 
described as “DEA quotas” and the controlled substances monitoring requirements at the retail 
outpatient dispensing facilities that are meant to decrease diversion and illegal activity but 
which are impacting ASHP members in serving their patients. Pharmacists in healthcare 
institutions must meet standards and comply with regulations and laws from a variety of 
sources, including the DEA, The Joint Commission, and state and federal authorities. The 
Council felt ASHP should take a leadership role in developing best practices on diversion, taking 
into consideration models in which states have organized coalitions to research the problem of 
controlled substance diversion and develop best practices. Currently there are no national best 
practices or guidelines that institutions can adopt to improve controlled substance diversion 
detection systems. 

Impact of Rising Drug Costs on Pharmacy Budgets and Patient Care  

The Council discussed the escalation of drug prices and how they have increased steadily over 
the past few years. This increase is a multifactorial issue, including the introduction of new 
medications on the market, drug shortages, and the effect of rising prices of generic drug 
products. As a result, drug products that used to cost a few dollars a month have increased to 
sometimes hundreds of dollars a month, causing undue burden on patients who are struggling 
to afford their therapy. Although some drug companies have introduced patient assistance 
programs, the significant remaining expense can create a barrier to proper care. Additionally, 
the high prices of new drugs entering the marketplace can create access issues for patients 
through large copays or health plan prior authorization requirements. These high costs and 
barriers to care present not only a formulary and cost management issue for hospitals and 
health systems but also are rapidly becoming an ethical issue as medications become 
unaffordable for vulnerable populations. Hospital and health-system leaders have become 
more concerned about the financial implications of higher outpatient drug costs for patients as 
health plan deductibles, coinsurance, and copays increase, and some drugs come to market 
with limited or uncertain benefits for patients. Increases in prices have changed how 
formularies are discussed and managed at the pharmacy and therapeutics committee level. 
Strategies to mitigate costs include requiring medications that reach a threshold cost to be 
triggered for review, proof of efficacy or superiority over an existing formulary agent, and 
utilizing patient’s-own medication policies. Additionally, pharmacy leaders are often faced with 
the challenge of managing their budgets as many of these medications are impacting 
outpatient populations. 
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The Council acknowledged and reviewed the ASHP policies and guidelines on mitigating 
drug prices and formulary strategies. The Council suggested that the ASHP Guidelines on 
Medication Cost Management Strategies for Hospitals and Health Systems be updated. The 
Council discussed the need for education and resources for best practices and innovations that 
could be used to mitigate the impact of rising costs (e.g., alternative therapies), management of 
hospital committees as more facilities include requirements to review certain drug use based 
on patient setting and end-of-life care, and management of risks and liability when rising prices 
and shortages are emergent-care drugs. Additionally, the Council requested that ASHP study 
the need for policy or advocacy on parity across all drug classes and not just oncology 
medications. 

Management of Pharmacy Workforce Supply and Demand and Impact 
on Salaries  

The Council discussed how the growth in the number of pharmacy graduates, increased use of 
pharmacy technicians and technology in retail and institutional dispensing operations, and 
other factors have converged to produce an ample supply of pharmacists for health-system 
entry-level positions nationwide. Council members also discussed evidence that there is a 
downward trend in salaries in parts of the country.  
 The Council felt ASHP policies were mainly focused on education and preparation of the 
workforce and not on supply and demand of pharmacists. During the discussions, the Council 
decided it was not ASHP’s role through policy to address supply and demand directly, but it was 
the quality of the workforce and educating pharmacy leaders on ways to engage colleges of 
pharmacy to ensure the best-qualified candidates and graduates were created to meet the 
demands of pharmacy and healthcare.  
 The Council also discussed the current technician workforce and the pending 2020 
Pharmacy Technician Certification Board requirements. The Council expressed concerns that 
the requirement could have unintended impact on students and potential students for colleges 
of pharmacy, especially in light of the lack of access and cost of ASHP-accredited technician 
training programs. The Council suggested ASHP investigate distance learning programs and 
develop resources to promote the development of ASHP-accredited technician training 
programs through hospitals and health systems. 

Impact of Bundled Service Payments and Site of Care Trends with 
Payer  

The Council noted that since the passage of the Affordable Care Act, the Centers for Medicare 
& Medicaid Services (CMS) and other payers have been rapidly moving from a fee-for-service 
reimbursement system to bundled payment arrangements and alternative payment models. 
Bundled payment models have been expanded to long-term care, inpatient rehabilitation, 
skilled nursing, and home health by CMS, and the 2016 inpatient prospective payment system 
proposed rule contains policies that will continue to increasingly shift Medicare payments from 
volume to value. Additionally, in a March 2012 Report to Congress, the Medicare Payment 
Advisory Commission recommended that CMS equalize the rate paid for evaluation and 
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management visits in hospital outpatient departments and freestanding physician offices. The 
Department of Health and Human Services Office of the Inspector General has said that CMS 
could save billions of dollars if the agency reduces hospital outpatient department payment 
rates for ambulatory surgical center-approved procedures to ambulatory surgical center 
payment rates. 
 The Council also noted that while CMS is moving toward bundled payments in the 
ambulatory care environment, pharmacy chains such as CVSHealth and Walgreens are 
expanding into primary care. CVS MinuteClinics, staffed by nurse practitioners and physician 
assistants, are the largest retail medical clinic provider in the United States. Walgreens is 
utilizing video technology to offer 24/7 access to physicians, while also allowing a health system 
in Oregon to own and operate its in-store healthcare clinics. Both companies are providing 
competition in the ambulatory care market, in part by increasing their ability to capture patient 
prescriptions.  
 Sites of care that are likely to be impacted by these changes include ambulatory care 
clinics, federally qualified health centers, patient-centered medical homes, and medication 
therapy management services performed electronically.  

Impact of ICD-10 on Pharmacy Practice and Quality of Data and 
Reimbursement  

The Council discussed the implementation of International Classification of Diseases, 10th 
Revision (ICD-10) codes and the impact they will have on health-system pharmacy practice. ICD-
10 coding has been in existence since the early 1990s, but its use has been restricted to death 
certificates and mortality data. However, starting October 1, 2015, ICD-10 will be used 
nationwide for coding diagnosis and inpatient procedures in all U.S. health systems and 
settings. As with most new systems, the pressure to implement and be compliant is daunting, 
especially if there isn’t a feeling of readiness. 
 Unlike its predecessors, ICD-10 codes are very different from ICD-9 codes, resulting in 
significant work being required to change to the new standard. For example, ICD-9 has just over 
13,000 diagnosis codes, whereas ICD-10 has over 60,000. The new standard will require 
updates to almost every clinical and administrative process in all healthcare settings. Moreover, 
the updated codes will include changes in the reimbursement service and how insurance 
coverage is defined. 
 The Council noted pharmacy leaders and their informatics experts will need to ensure 
they are engaged in the implementation of ICD-10 within their organizations, as the 
implementation will have ramifications for clinical decision support, quality and outcomes 
reporting, and reimbursement. For example, performance measures are based on ICD-9 and 
will be converted to more granular and specific ICD-10 codes. Additionally, with many health 
systems owning and operating prescription benefit management-based outpatient pharmacy 
services, engaging with payers reliant on National Council for Prescription Drug Programs-based 
systems will be critical. 
 The Council felt existing ASHP policy, statements, and guidelines expressed the advocacy 
and guidance needs for ASHP, but there was significant education necessary for health-system 
pharmacists to understand the benefits and risks associated with not having pharmacy 
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representation included in the establishment of new policies and procedures at their 
organizations. Representatives from the Section of Pharmacy Informatics and Technology 
(SOPIT) were present during discussions and acknowledged they would develop FAQs and 
resources for ASHP members, including how ICD-10 coding impacts the revenue cycle, patient 
safety, automation of prior authorization, and refinement of diagnosis. 
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1. Automated Preparation and Dispensing Technology for Sterile Preparations 

To encourage health systems to adopt automation and information technology for 
preparing and dispensing sterile preparations when such adoption is (1) planned, 
implemented, and managed with pharmacists’ involvement; (2) implemented with 
adequate resources to promote successful development and maintenance; and (3) 
supported by policies and procedures that ensure the safety, effectiveness, and 
efficiency of the medication-use process; further, 
 
To foster further research, development, and publication of best practices regarding 
automation and information technology for preparing and dispensing sterile 
preparations. 

 
Rationale 
Adoption of automation and information technology for preparing and dispensing sterile 
preparations is increasing but not evenly distributed among healthcare organizations. A 2014 
ASHP survey showed that 40-60% of larger health systems used automated IV compounding 
technology in compounding nutrition support preparations. Less than 20% of all health systems 
surveyed employed barcode verification in their IV medication preparation process. A 2013 
survey found that less than 10% of all health systems surveyed used drug workflow software to 
manage IV drug preparation, verification, and dispensing. 

The reasons for these disparate rates of adoption are numerous. Each institution has a 
different break-even point of investment versus return, and challenges of implementation can 
be daunting. Some organizations have implemented automated compounding technology only 
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to withdraw it later. The probability of successful adoption of automation and information 
technology for preparing and dispensing sterile preparations is increased when it is planned, 
implemented, and managed with pharmacists’ involvement and when adequate resources 
(including time) are planned for and provided not only to develop but also to maintain the 
technologies. Upfront costs and ongoing investments need to be clear from the start. Use of 
such technology also requires well-crafted policies and procedures to ensure the safety, 
effectiveness, and efficiency of the medication-use process. Research, development, and 
publication of best practices regarding automation and information technology for preparing 
and dispensing sterile preparations will require efforts not only from vendors but also from 
those who have experience with the process. 
 
Background 
The Council considered this topic upon suggestion from an ASHP member who expressed 
concern that the highest-risk products that pharmacy handles, injectable drugs, have a lower 
rate of automation safeguards, such as barcode verification, than oral medications. Council 
members suggested that more research needs to be done, which could include demonstration 
grants from manufacturers. Council members also suggested that ASHP could provide case 
studies or lessons learned and perhaps coordinate virtual site visits (e.g., via Webex).  

 

2. Integrated Approach for the Pharmacy Enterprise 
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To advocate that pharmacy department leaders promote an integrated team 
approach for all pharmacy professionals involved in the medication-use process; 
further, 
 
To advocate a high level of coordination of all components of the pharmacy 
enterprise across the continuum of care for the purpose of optimizing (1) 
medication-use safety, (2) quality, (3) outcomes, and (4) the value of drug therapy; 
further, 
 
To encourage pharmacy department leaders to develop and maintain patient-
centered practice models that integrate into a team all pharmacy professionals 
engaged in the medication-use process, including general and specialized clinical 
practice, drug-use policy, product acquisition and inventory control, product 
preparation and distribution, and medication-use safety and other quality initiatives. 
 
(Note: This policy would supersede ASHP policy 0619.) 
 

 
Rationale 
In November 2004 the Joint Commission of Pharmacy Practitioners adopted a vision for 
pharmacy practice that states that “pharmacists will be the healthcare professionals 
responsible for providing patient care that ensures optimal medication therapy outcomes.” At 
the time, ASHP envisioned the pharmacy department as an integrated entity serving as the 
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nucleus for direct and team-based engagement of all pharmacists who work in the institution in 
an open feedback loop among various areas that support the overall pharmacy enterprise, 
including drug-use policy, product acquisition and inventory control, frontline and specialized 
clinical practice, product preparation and distribution, and medication-use safety and quality. 
Support for such an integrated model is based on recognition that the medication-use process 
is a tightly linked continuum in which the activities of one area affect other upstream and 
downstream processes.  
 In the decade since, the healthcare enterprise has continued its evolution from single 
hospitals to integrated systems and networks. These systems have become even more complex 
as they expand into new businesses, such as physician practices and outpatient care sites. As 
these organizations seek to standardize operations and gain economies of scale, pharmacy 
leaders have recognized that the evolving pharmacy enterprise is more far-reaching and 
sophisticated than in the past, and pharmacy leaders at all levels have to manage their 
pharmacy services in the context of the overall goals and needs of the organization across a 
wide array of business units, care settings, and organizations. ASHP continues to believe that 
the integrated model will optimize the value of drug therapy (i.e., obtaining the most benefit 
from the resources invested in drug products, taking into account both the cost of drug 
products and appropriate use of the products); medication-use safety (i.e., avoiding 
preventable adverse drug events, including medication errors); patient and economic 
outcomes, and healthcare quality. 

Management of pharmacy services is no longer confined to drug distribution and clinical 
pharmacy but also includes human resources management, integrity of the electronic health 
record and related patient-care information, and oversight of various business partners. 
Pharmacy leaders within these evolving health systems confront many new challenges, ranging 
from communication among the pharmacy management team, decisions on pharmacy 
infrastructure purchases and contracting, identification of critical services and standardization, 
succession planning and workforce development, supply chain management, human resource 
coordination, and strategic planning across diverse healthcare sites within the system. Further 
challenging health system pharmacy leaders are coordinating pharmacy services across larger 
geographical regions and organizational boundaries. To cope with these new challenges, 
pharmacy department leaders need to develop and maintain patient-centered practice models 
that integrate into a team all pharmacy professionals engaged in the medication-use process of 
their organizations, including general and specialized clinical practice, drug-use policy, product 
acquisition and inventory control, product preparation and distribution, and medication-use 
safety and other quality initiatives. 
 
Background 
The Council considered ASHP policy 0619, Integrated Team-Based Approach for the Pharmacy 
Enterprise, as part of sunset review and recommended amending it as follows (underscore 
indicates new text; strikethrough indicates deletions): 

 
To advocate that pharmacy department leaders promote an integrated team approach 
for all pharmacy professionals involved in the medication-use process; further, 
 
To advocate a high level of coordination of all components of the pharmacy enterprise 
in hospitals and health systems across the continuum of care for the purpose of 
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optimizing  and (1) medication-use safety (2) quality, (3) outcomes, and (4) the value of 
drug therapy; further, 
 
To encourage pharmacy department leaders to develop and maintain patient-centered 
practice models that integrate into a team all components of pharmacy professionals 
engaged in the pharmacy enterprise medication-use process, including general and 
specialized clinical practice, drug-use policy, product acquisition and inventory control, 
product preparation and distribution, and medication-use safety and other quality 
initiatives. 

 
The Council discussed the expansion of healthcare organizations into large systems with 
responsibility for managing healthcare for large numbers of patients across large geographical 
areas and many different settings. Council members recognized the challenge of integrating the 
activities of pharmacists and pharmacy technicians across such a broad spectrum, especially 
when these activities span business units, but the Council endorsed the vision of patient-
centered practice models that integrate into a team all pharmacy professionals engaged in the 
medication-use process.  

3. Preventing Exposure to Allergens 
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To advocate for pharmacy participation in the assessment and documentation of a 
complete list of allergens pertinent to medication therapy, including food, excipients, 
medications, devices, and supplies, for the purpose of clinical decision-making; 
further,  
 
To advocate that pharmacy departments actively review allergens pertinent to 
medication therapy and minimize patient and healthcare worker exposure to known 
allergens, as feasible; further, 
 
To advocate that vendors of medication-related databases incorporate and maintain 
information about medication-related allergens and cross-sensitivities; further, 
 
To advocate that pharmacy departments be actively involved soliciting information 
about patient food and environmental allergies that may indicate a potential for 
medication interaction or adverse event; further, 
 
To encourage pharmacist education on medication-related allergens. 

 
Rationale 
In 2005, ASHP adopted policy 0501, Mandatory Labeling of the Presence of Latex, and in 2008 
adopted policy 0808, Excipients in Drug Products (now ASHP policy 1528). The common theme 
in these policies is that patients may be exposed to potentially life-threatening allergens in 
items encountered in the medication-use process (i.e., natural rubber latex, drugs, drug product 
excipients, devices, and supplies). Pharmacist involvement in assessment and documentation of 
a complete list of allergens pertinent to the medication-use process, including food, excipients, 
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medications, devices, and supplies, would assist in clinical decision-making. Pharmacists should 
also minimize patient and healthcare worker exposure to known allergens, for example by 
limiting or banning the use of latex gloves in pharmacies and striving for latex-safe medication 
formularies. Although allergy information is becoming more readily accessible though the 
electronic health record and clinical decision support systems, some well-known cross-
sensitivities are good candidates to be included in medication-related databases.  
 
Background 
In 2014, the Council reviewed and reaffirmed ASHP policy 0501, Mandatory Labeling of the 
Presence of Latex, and recommended a revised policy that became ASHP policy 1528, 
Excipients in Drug Products. After an ASHP member suggested strengthening pharmacy 
vigilance regarding latex, the Council decided to broaden their perspective on the issue and 
recommend a policy that addresses pharmacy vigilance regarding allergens throughout the 
medication-use process.  

4. Accreditation of Compounding Facilities 

To discontinue ASHP policy 0617, Accreditation of Compounding Facilities, which reads: 

 

Background 
The Council discussed the policy as a result of sunset review and concluded that changes in law, 
regulation, practice, and ASHP policy make ASHP policy 0617 redundant. The Council noted that 
the intent of encouraging accreditation was to foster uniform standards of compounding 
practice. The Drug Quality and Security Act (DQSA) of 2013, and implementing guidance from 
the FDA that created the 503A and 503B regulatory scheme for compounding facilities, 
accompanied by more stringent state oversight of compounding following the New England 
Compounding Center tragedy, have achieved the goals that the Council hoped would be 
achieved through accreditation. In addition, ASHP policy 1406, Federal and State Regulation of 
Compounding, calls for state adoption of United States Pharmacopeia (USP) compendial 
standards and mandatory state registration of compounding facilities, further helping address 
the gaps the Council was concerned about in 2005, when policy 0617 was initially developed. 
Finally, the different focus of accrediting organizations and the differences in their accreditation 
standards makes the benefit of meeting such accreditation standards questionable. 
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To encourage facilities where extemporaneous compounding of medications occurs 
to seek accreditation by a nationally credible accreditation body. 
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Board Actions 

Sunset Review of Professional Policies 
As part of sunset review of existing ASHP policies, the following were reviewed by the Council 
and Board and found to be still appropriate. (No action by the House of Delegates is needed to 
continue these policies.) 

• Influenza Vaccination Requirements to Advance Patient Safety and Public Health (0615)  
• Safe and Effective Extemporaneous Compounding (0616)  
• Elimination of Surface Contamination on Vials of Hazardous Drugs (0618) 
• Pharmacist Accountability for Patient Outcomes (1114) 
• Ethical Use of Placebos in Clinical Practice (1116) 
• Pharmacist’s Right of Conscience and Patient’s Right of Access to Therapy (0610)                 
• ASHP Position on Assisted Suicide (9915)  
• Safe Disposal of Patients’ Home Medications (0614) 
• Just Culture (1115) 
• Pharmacists’ Role in Medication Reconciliation (1117)  

Other Council Activity 
Pharmacist’s Right of Conscience and Patient’s Right of Access to 
Therapy 
The Council reviewed ASHP policy 0610, Pharmacist’s Right of Conscience and Patient’s Right of 
Access to Therapy, in response to a recommendation from the House of Delegates that ASHP 
“should revise position 0610 to remove the requirement of referral and replace it with ‘transfer 
care’ in order to place decision-making regarding ethically troubling therapies in the hands of 
the patient and remove the burden of cooperation on the part of the pharmacist.” The Council 
reviewed the conscientious objection policies of other organizations of healthcare providers 
and concluded that existing ASHP policy is adequate but that the terms “referral” and “transfer 
of care” could be clarified in a rationale for the existing policy, which is the following paragraph. 

ASHP affirms pharmacists’ right to decline to participate in therapies they consider to be 
morally, religiously, or ethically troubling but recognizes that a right of conscience must balance 
a pharmacist’s deeply held beliefs with his or her professional duty and the patient’s right to 
access legally prescribed and medically indicated treatments. To achieve this balance, systems 
to protect the patient’s right to timely access to therapy should be developed in advance of the 
presentation of a prescription to a pharmacist or other employee who might exercise the right 
of conscience. The right of conscience therefore creates an affirmative responsibility on the 
part of the pharmacist to proactively notify his or her employer about therapies of concern. In 
addition, a pharmacist exercising the right of conscience must respect and serve the legitimate 
healthcare needs and desires of the patient and must provide a referral without any actions to 
persuade, coerce, or otherwise impose on the patient the pharmacist’s values, beliefs, or 
objections. For the purposes of this policy, “referral” is defined in manner similar to that used 
by the American Academy of Family Physicians (Consultations, Referrals, and Transfers of Care; 
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2012 COD): a referral is a request from one pharmacist to another to assume responsibility for 
management of one or more of a patient’s specified problems, for a specified period of time, 
until the problem(s)’ resolution, or on an ongoing basis, and represents a temporary or partial 
transfer of care to another pharmacist for a particular condition. When conscience requires a 
pharmacist also to decline to refer the patient to a specific provider who can provide the legally 
prescribed and medically indicated treatment, the pharmacist should offer impartial guidance 
to patients about how to inform themselves regarding access to the therapy. The National 
Catholic Bioethics Center suggests that healthcare providers declining to refer may assist 
patients with accomplishing a transfer of care to another provider or institution of the patient’s 
choosing by providing a general list of other providers or institutions based on geographic 
vicinity or area of specialty, so long as the list is not developed based on the criterion of 
whether the providers are known or believed to offer the therapy in question. Institutions 
should have processes in place to ensure that the transfer of care process does not interfere 
with the patient’s right to obtain legally prescribed and medically indicated treatments. Any 
accommodations made on the basis of a pharmacist’s decision to exercise the right of 
conscience should be nonpunitive. 

ASHP Position on Assisted Suicide 
The Council reviewed ASHP policy 9915, ASHP Position on Assisted Suicide,  in response to a 
recommendation from the House of Delegates that ASHP “should revise position 9915 to clearly 
oppose pharmacists’ participation in assisted suicide on the basis that it is not consistent with 
the pharmacists’ role in affirming life and assisting patients in making the best use of 
medications.” This issue has also grown in significance with the recent passing of laws legalizing 
assisted suicide along with court decisions decriminalizing the practice.  In the United States 
this has occurred in Oregon (1997), Washington (2008), Montana (2009), Vermont (2013), and 
New Mexico (2014). The California legislature recently passed a law legalizing assisted suicide 
which is currently pending the Governor’s decision.  The Council considered the ASHP 
Statement on Pharmacist’s Decision-making on Assisted Suicide, the Code of Ethics for 
Pharmacists, and the positions of the American Medical Association and American Nurses 
Association in reaffirming the existing policy. The Council concluded that the existing policy was 
relevant and appropriate, but that it would benefit from a rationale, which is the following two 
paragraphs. 
 The Code of Ethics for Pharmacists states that “a pharmacist promises to help 
individuals achieve optimum benefit from their medications [and] to be committed to their 
welfare” and that “a pharmacist promotes the right of self-determination and recognizes 
individual self-worth by encouraging patients to participate in decisions about their health.” In 
pharmacist decision-making about participation in legal assisted suicide, those principles may 
clash. Patient autonomy dictates that they be free to exercise their ethical and legal right to 
choose or decline treatment. When legal treatment options conflict with the pharmacist’s 
perceived obligations to the patient, it is essential for him or her to examine the moral and 
ethical issues of participating in the patient’s treatment, but it remains incumbent on the 
pharmacist to place concern for the well-being of the patient at the center of professional 
practice, regardless of whether they agree with the values underlying a patient’s choice of 
treatment or decision to forgo any particular treatment. The healthcare provider’s duty to 
provide care and affirm life is interpreted by some to include ensuring the right of competent 
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patients to receive any legal treatment option, including assistance in dying. The ASHP 
Statement on Pharmacist’s Decision-making on Assisted Suicide provides an overview of the 
guiding principles for the pharmacist's decision-making in assisted suicide, including 
professional tradition, respect for the patient, and professional obligations. 

As more fully explored in ASHP policy 0610, Pharmacist’s Right of Conscience and 
Patient’s Right of Access to Therapy, pharmacists retain their right to refuse to participate in 
morally, religiously, or ethically troubling therapies, without retribution. Procedures should be 
in place to ensure that healthcare organizations can provide mission-compatible care to 
patients, and that healthcare providers practicing there are not a barrier to the organization’s 
ability to provide that care. 

Safe Disposal of Patients’ Home Medications 

The Council voted to develop an ASHP resource (e.g., a toolkit or web resource page) for 
pharmacists on implementing dropbox receptacles or mail-back medication disposal programs. 
During the sunset review of ASHP policy 0614, Safe Disposal of Patients’ Home Medications, the 
Council identified the need to assist pharmacists in implementing patient-friendly medication 
disposal programs and voted to recommend development of an ASHP resource (e.g., a toolkit 
or web resource page) on the subject. The Council suggested that the following topics could be 
included in the resource: identifying community partners; generating funding; addressing 
liability; educating patients, prescribers, and administrators; and reducing over-prescribing. 
Council members suggested that sharps programs could serve as an example. 

The Council also voted to request that the Council on Public Policy consider developing 
policy that would encourage state and federal legislation and regulation that would permit 
pharmacists to accept controlled substances as part of patient medication disposal programs 
regardless of onsite pharmacy status. 

The Council noted that current DEA regulations limit hospital and clinic participation in 
patient medication take-back programs to those with an onsite pharmacy (DEA Rule on Disposal 
of Controlled Substances [79 FR 53519]). This restriction limits the ability of other health-
system pharmacists, such as those practicing in clinic pharmacies without an onsite or retail 
pharmacy, from effectively participating in such patient medication disposal programs (e.g., 
mail-back programs and collection receptacles). The Council voted to request the Council on 
Public Policy to consider developing policy that would advocate that hospital and health-system 
pharmacies be allowed to participate, regardless of onsite pharmacy status. 

Just Culture 

The Council voted to request that the Council on Public Policy consider developing policy that 
would advocate that state boards of pharmacy adopt a just culture response when medication 
errors are reported. 
 During sunset review of ASHP policy 1115, Just Culture, the Council noted several 
examples of extreme punishments imposed by state boards of pharmacy in response to 
medication errors. The Council noted that Just Culture principles encourage the reporting of 
medication errors by reserving harsh punishments for reckless behavior rather than human or 
system errors and expressed concern that severe punishments for errors may discourage 
medication error reporting. 

 

http://www.ashp.org/DocLibrary/BestPractices/EthicsStSuicide.aspx
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Council members noted that there is a lack of understanding of just culture and that an 
ongoing educational initiative also may be needed.  Council members encouraged ASHP to 
review current educational offerings (meeting presentations and webinars) and AJHP articles to 
determine if this need has been addressed adequately by ASHP.  

USP General Chapter 800: Hazardous Drugs – Handling in Healthcare 
Settings 

The Council discussed the implications for members and ASHP of the pending publication of 
USP Chapter 800, Hazardous Drugs—Handling in Healthcare Settings. According to USP the 
purpose of the new proposed general chapter is to provide standards to protect personnel and 
the environment when handling hazardous drugs. The new proposed general chapter defines 
processes intended to reduce exposure to hazardous drugs to as low a limit as reasonably 
achievable. 
 The Council discussed the implications of implementing proposed Chapter 800. Council 
members recalled that when implementing USP Chapter 797, the ASHP gap analysis tool was 
very useful and wondered whether a checklist, a set or performance standards, or a similar tool 
is possible. Council members also expressed support for developing a diagram of the effects on 
Chapter 800 on the medication-use process. The questions Council members thought should be 
answered by the ASHP resource included: 

• whether organizations should use the National Institute for Occupational Safety 
and Health (NIOSH) list of hazardous drugs or conduct an individual safety analysis;  

• when the NIOSH list will be updated, and how organizations should respond to 
updates; 

• how organizations should address new drugs not on the NIOSH list; 
• how to construct a medical surveillance list (i.e., to include everyone who may 

handle hazardous drugs at any stage;  
• whether distributors could be required to label totes that contain hazardous 

drugs (currently, the contents are not known until they’re opened, which 
presents a hazard or a burden on practice);  

• educational resources for staff (e.g., technicians and facilities staff); 
• potential disparate impacts on small, rural, and critical access facilities; 
• prioritization of risk-reduction actions (i.e., the relative value of specific actions), 

which could be expressed as a difficulty/resource rating and incorporated into a 
gap analysis tool, perhaps as add-on feature);  

• how to communicate with vendors (i.e., a “Cliff Notes” version of Chapter 800 in 
“contractor speak”); 

• how to implement the Chapter in alternative sites (e.g., physician offices); and 
• education of and advocacy with accreditation organizations (e.g., TJC, DNV), 

administrators, and state board of pharmacy.  

Council Guidance Documents 
The Council reviewed the current schedule for development of guidance documents 
recommended by the Council and made several recommendations regarding continuing, 
suspending, or discontinuing development. 
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1. Off-Label Promotion by Pharmaceutical Manufacturers 

To advocate for authority for the Food and Drug Administration to regulate the 
promotion and dissemination of information about off-label uses of medications and 
medication-containing devices by manufacturers; further, 
 
To advocate that such off-label promotion and marketing be limited to the responsible 
dissemination of unbiased, truthful, non-misleading, and scientifically accurate 
information based on authoritative, peer-reviewed literature not included in the New 
Drug Approval process. 
 
(Note: This policy would supersede ASHP policy 1120.) 

 
Rationale 
Congress is considering significant changes in the way drugs are developed, approved, and 
marketed in the United States. A provision in the House-passed 21st Century Cures bill (H.R. 6) 
would allow pharmaceutical manufacturers to promote off-label uses of their products to 
clinicians. This has raised concerns about the accuracy and sources of such information. Sources 
of such information, if unreliable, could put patient safety at risk. Despite these concerns about 
promotion of off-label uses by manufacturers, ASHP has suggested an amendment that would 
require Food and Drug Administration (FDA) oversight of such promotion and require 
promotional materials to be unbiased, truthful, non-misleading, scientifically accurate, and 
based upon peer-reviewed literature not included in the approved labeling of the drug. 
Materials would therefore require approval by the proper authority (FDA), meet certain 
requirements, and be truthful, non-biased and scientifically accurate. 
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Background 
The Council voted to recommend revising ASHP policy 1120, Regulation of Off-Label Promotion 
and Marketing, as follows (underscore indicates new text; strikethrough indicates deletions): 

To advocate for authority for the Food and Drug Administration to regulate the 
promotion and dissemination of information about off-label uses of medications and 
medication-containing devices by manufacturers; further, 
 
To advocate that such promotion and dissemination be permitted only if manufacturers 
submit a supplemental new drug application for new use within a reasonable time after 
initial dissemination of information about off-label uses off-label promotion and 
marketing be limited to the responsible dissemination of unbiased, truthful, non-
misleading, and scientifically accurate information based on authoritative, peer-
reviewed literature not included in the New Drug Approval process. 

 
The Council was clear however, that it is generally concerned with the practice of off-label 
promotion by manufacturers and felt strongly that such concern be noted. These concerns are 
similar to those expressed in ASHP policy 1119, Direct-to-Consumer Advertising of Prescription 
and Nonprescription Medications, which opposes direct-to-consumer advertising of 
pharmaceuticals.  

2. Timely State Board of Pharmacy Licensing 

To advocate that state boards of pharmacy grant temporary licensure to pharmacists 
who are relocating from another state in which they hold a license in good standing, 
permitting them to engage in practice while their application for licensure reciprocity is 
being processed; further, 
 
To advocate that the National Association of Boards of Pharmacy (NABP) collaborate 
with state boards of pharmacy to streamline the licensure reciprocity process; further, 
 
To advocate that NABP collaborate with state boards of pharmacy to streamline the 
licensure process through standardization and improve the timeliness of application 
approval. 
 
(Note: This policy would supersede ASHP policy 0612.)  

 
Rationale 
Pharmacists sometimes face challenges from delays in obtaining licensure by reciprocity when 
moving their practice from one state to another. Such delay may be due to the need for boards 
to review pharmacists’ licensure records in all states in which they are licensed, administer a 
state pharmacy law exam, complete a criminal background check, and, in some cases, schedule 
an interview with the board. To address these challenges, boards of pharmacy should allow 
pharmacists in good standing to immediately practice in a different state when they change 
employment or enter a residency program. Granting pharmacists a temporary license for a 
period of up to six months while the state board completes its review would help meet 
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workforce demands while continuing to safeguard the public health. In some cases, 
pharmacists who are unable to obtain a license in a timely manner are unable to fully use the 
skills in which they have been trained. Without a license, the pharmacist may temporarily have 
to function as a technician or perform other tasks. For pharmacists participating in residency 
programs outside their state of licensure, several months of their residency program can elapse 
before they receive licensure reciprocity. Upon completion of a year-long residency program, 
many residents move to another state to practice and have to start the reciprocity process 
again.   

Members in several states have reporting that in recent years state boards of pharmacy 
have been slow to issue pharmacy licenses. This is especially problematic for out-of-state 
residents who rely on state boards to grant them license prior to performing in a clinical 
capacity. Given that the licensing period can take several months, this has presented a problem 
for residents who have a limited timeframe to successfully complete their duties as pharmacy 
residents, typically one year. In some cases, state boards are urging residents to obtain a 
pharmacy technician license; however, this is inappropriate given the expertise and education 
residents have and the level of practice they’re expected to engage in. Given its national scope, 
NABP is well-positioned to explore a broad solution to this problem rather than the current, 
incremental, state-by-state approach.  
 
Background 
The Council recommended amending ASHP policy 0612, Streamlined Licensure Reciprocity, as 
follows (underscore indicates new text): 
 

To advocate that state boards of pharmacy grant temporary licensure to pharmacists 
who are relocating from another state in which they hold a license in good standing, 
permitting them to engage in practice while their application for licensure reciprocity is 
being processed; further, 
 
To advocate that the National Association of Boards of Pharmacy (NABP) collaborate 
with state boards of pharmacy to streamline the licensure reciprocity process; further, 
 
To advocate that NABP collaborate with state boards of pharmacy to streamline the 
licensure process through standardization and improve the timeliness of application 
approval. 

 
The Council considered the policy in response to a recommendation from the House of 
Delegates that “ASHP develop a statement to NABP urging them to amend the model state 
pharmacy practice act to modernize and expedite initial licensing for pharmacists.” In addition, 
the Council suggested that ASHP urge NABP to develop a task force to explore and make 
recommendations for improved licensing standards, including timeliness, access, and 
reciprocity.  

The ASHP Accreditation Services Division will collaborate with ASHP Government 
Relations to provide outreach to NABP. 
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3. Inclusion of Drug Product Shortages in State Price-gouging Laws 

To urge state attorneys general to consider including shortages of lifesaving drug 
products within the definition of events that trigger application of state price-gouging 
laws. 

 
Rationale 
Drug product shortages can lead to price gouging and trafficking in counterfeit and diverted 
drug products through gray-market distributors, which can ultimately result in adverse patient 
outcomes and increased healthcare costs. Strategies, including specific legislation with stiff 
penalties for price gouging during drug product shortages, are needed to deter these activities. 
Thirty-one states currently have price-gouging laws that prohibit price markups on life-
sustaining products (e.g., food, water, fuel), usually during a time of disaster, natural or 
otherwise. In the absence of laws that specifically address price gouging during drug product 
shortages, ASHP urges state attorneys general to consider including shortages of lifesaving 
medications within the definitions of disaster or other trigger mechanisms for existing price-
gouging laws. 
 
Background 
The Council considered the issue of price gouging during drug product shortages as it reviewed 
ASHP policy 1118, Drug Product Shortages. The Council concluded that encouraging state 
attorneys general to use existing laws against price gouging during shortages of lifesaving drug 
products was a strategy that could help reduce the impact of such shortages.  

4. Home Intravenous Therapy  

To support the continuation of a home intravenous therapy benefit under federal and 
private health insurance plans, and expand the home infusion benefit under Medicare 
at an appropriate level of reimbursement for pharmacists’ patient care services 
provided, medications, supplies, and equipment. 
 
(Note: This policy would supersede ASHP policy 0414.) 

 
Rationale 
The Medicare Modernization Act of 2003 created an outpatient prescription drug benefit for 
Medicare beneficiaries, Medicare Part D. The new benefit provided prescription drug coverage 
for Medicare beneficiaries by private health plans and pharmacy benefit managers (PBMs). 
Although the law requires certain basic coverage packages across the plan continuum, it 
provides no coverage for services and supplies used in home infusion. The result is that the 
drug products used in home infusion may be covered, but the supplies (e.g., IV bags, tubing) 
and services related to providing and administering the drug products are not.  

Over the years, efforts have been made to address this gap by moving coverage for the 
drug products from Part D to Part B, and including supplies and services within that coverage. 
Initially, this effort resulted in federal legislation to move home infusion coverage from Part D 
to Part B; however, projected costs to the Medicare program have prevented Congress from 
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passing the legislation. ASHP supports continuation of a home intravenous therapy benefit 
under federal and private health insurance plans and expanding the home infusion benefit 
under Medicare to include supplies and services related to providing and administering the 
therapy. 
 
Background 
The Council voted to recommend amending ASHP policy 0414, Home Intravenous Therapy 
Benefit, to strike “Part B” as follows (strikethrough indicates deleted text):  

To support the continuation of a home intravenous therapy benefit under federal and 
private health insurance plans, and expand the home infusion benefit under Medicare 
Part B at an appropriate level of reimbursement for pharmacists’ patient care services 
provided, medications, supplies, and equipment. 

 
The Council on Public Policy reviewed the policy and agreed that a competing Part B “ask” 
would be detrimental to two policy objectives: expanding the home infusion benefit to cover 
related supplies and services as well as pharmacist provider recognition under Medicare Part B. 
Efforts by the pharmacy profession to obtain provider recognition within the Medicare program 
under Part B could be viewed as directly competing with the policy goal of Part B coverage of 
home infusion services and supplies, given that both would be funded through Medicare Part B 
and would require budget offsets to account for added costs in Part B of the Medicare Program.  

In addition, the Council asked for input from ASHP’s Section of Ambulatory Care 
Practitioners Advisory Group on Home Infusion related to the sunset review of this policy. 
Those recommendations, and ensuing Council discussion, resulted in the suggestion that the 
reference to Part B be removed from the policy to keep the policy goal broad. This approach 
could allow for Part D plans to provide coverage for the supplies and services of home infusion 
therapy 
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5. Drug Product Shortages 

To discontinue ASHP policy 1118, Drug Product Shortages, which reads:  
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To advocate that the Food and Drug Administration (FDA) have the authority to 
require manufacturers to report drug product shortages and the reason(s) for the 
shortage, and to make that information available to the public; further, 
 
To strongly encourage the FDA to consider, in its definition of “medically necessary” 
drug products, the patient safety risks created by use of alternate drug products 
during a shortage; further, 
 
To support government-sponsored incentives for manufacturers to maintain an 
adequate supply of medically necessary drug products; further,  
 
To advocate laws and regulations that would (1) require pharmaceutical 
manufacturers to notify the appropriate government body at least 12 months in  
advance of voluntarily discontinuing a drug product, (2) provide effective sanctions 
for manufacturers that do not comply with this mandate, and (3) require prompt 
public disclosure of a notification to voluntarily discontinue a drug product; further,  
 
To encourage the appropriate government body to seek the cooperation of 
manufacturers in maintaining the supply of a drug product after being informed of a 
voluntary decision to discontinue that product. 

Background 
ASHP policy 1118 was last updated in 2010 to reflect ASHP’s efforts to address drug shortages 
through legislation. In 2010, there were a record number of drug product shortages nationwide, 
and many of them involved critical, life-saving medications. In response to the crisis, ASHP led a 
group of stakeholder organizations in an effort to pass legislation that would give FDA more 
authority to prevent drug shortages. The legislation has since been enacted and the Council 
concluded that the policy should be discontinued to reflect the passage of the Food and Drug 
Safety and Innovation Act of 2012. 
 ASHP will continue to be involved in ongoing efforts to prevent drug shortages. Title X of 
the act requires FDA to develop a strategic plan aimed at preventing and mitigating shortages 
of critical medications. FDA must allow for input from the public on the strategic plan. Further, 
FDA must establish a task force to study and make recommendations on preventing shortages. 
The task force is also required to solicit public input from stakeholders, including pharmacy 
organizations. The Council believed that ASHP policy is not necessary to direct ASHP’s 
involvement and engagement with the FDA task force and development of the strategic plan. 
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6. Direct-to-Consumer Advertising for Prescription Drugs and Implantable Devices  

To advocate that Congress commission an evidence-based review of direct-to-consumer 
(DTC) advertising for prescription drugs and implantable medical devices in the United 
States to determine the impact of such DTC advertising on the patient-prescriber 
relationship, healthcare costs, health outcomes, and the public health; further, 
 
To advocate that Congress ban DTC advertising for prescription drugs and implantable 
medical devices until the results of such a review are publicly available; further, 
 
To advocate, in the absence of a Congressionally mandated review, that the FDA, other 
appropriate federal agencies, and the pharmaceutical and medical device industries 
conduct or fund research on the effects of DTC advertising on the patient-prescriber 
relationship, healthcare costs, health outcomes, and the public health, and make the 
research results available to the public; further, 
 
To oppose, in the absence of a ban, DTC advertising for prescription drugs and 
implantable medical devices unless it is educational in nature about prescription drug 
therapies for certain medical conditions, appropriately includes pharmacists as a source 
of information, and is conducted so as to mitigate potential harmful effects on the 
patient-prescriber relationship, healthcare costs, health outcomes, and the public 
health. 
 
(Note: This policy would supersede ASHP policy 1119.)  

 
 
Rationale 
Direct-to-consumer (DTC) advertising of prescription drugs and implantable medical devices has 
both positive and negative potential effects. The positive potential effects include broader 
public awareness and use of therapies, increased patient engagement in their healthcare, and 
better return on investment in drug and medical device research. These potential benefits need 
to be weighed against the potential negative effects, which include increased adverse effects, 
higher drug and device costs, and inappropriate prescribing of more costly new drugs or devices 
without any justifying improvement in patient outcomes. In 2015, the American Medical 
Association (AMA) adopted a policy calling for a ban on DTC advertising of prescription drugs 
and implantable medical devices due to its impacts on drug prices and physician prescribing 
practices.  

To properly assess the risks and benefits of DTC advertising, the nation needs an 
authoritative, evidence-based review of DTC advertising for prescription drugs and implantable 
medical devices to determine its impact on the patient-prescriber relationship, healthcare 
costs, health outcomes, and the public health. Until the results of such a review are publicly 
available, Congress should ban DTC advertising for prescription drugs and implantable medical 
devices in the interest of protecting the public health. In the absence of such a review, other 
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responsible stakeholders (e.g., FDA, public interest groups, and pharmaceutical and medical 
device manufacturers) should conduct research and make their findings publicly available.   

In the absence of a ban, ASHP will oppose DTC advertising for prescription drugs and 
implantable medical devices unless it is educational in nature about prescription drug therapies 
for certain medical conditions, appropriately includes pharmacists as a source of information, 
and is conducted so as to mitigate potential harmful effects on the patient-prescriber 
relationship, healthcare costs, health outcomes, and the public health. The following are 
required to mitigate those potential harmful effects: (1) such advertising is delayed until 
postmarketing surveillance data are collected and assessed; (2) the benefits and risks of therapy 
are presented in an understandable format at an acceptable literacy level for the intended 
population; (3) such advertising promotes medication and device safety and allows informed 
decisions; (4) a clear relationship between the product and the disease state is presented; (5) 
no such advertising or marketing information is directed toward minors; (6) such advertising 
includes mechanisms that direct consumers to a medication or medical device adverse event 
reporting system (AERS); (7) the FDA review and pre-approve all such advertisements for 
prescription drug or implantable medical device products to ensure compliance with federal 
regulations and consistency with FDA-approved labeling before the advertisements are 
disseminated; and (8) that the FDA require an AERS reporting link in DTC advertising material 
available on the Internet. 
 
Background 
The Council recommended revising ASHP policy position 1119, Direct-to-Consumer Advertising 
of Prescription and Nonprescription Medications, which reads as follows: 

To oppose direct-to-consumer advertising unless it is educational in nature about 
prescription drug therapies for certain medical conditions and appropriately includes 
pharmacists as a source of information; further, 
 
To oppose direct-to-consumer advertising of specific prescription drug products unless 
the following requirements are met: (1) that such advertising is delayed until 
postmarketing surveillance data are collected and assessed, (2) that the benefits and 
risks of therapy are presented in an understandable format at an acceptable literacy 
level for the intended population, (3) that such advertising promotes medication safety 
and allows informed decisions, (4) that a clear relationship between the medication and 
the disease state is presented, (5) that no such advertising or marketing information for 
prescription or nonprescription medication is directed toward minors, and (6) that such 
advertising include mechanisms that direct consumers to a medication adverse event 
reporting system (AERS); further, 
  
To advocate that the Food and Drug Administration require an AERS reporting link in 
direct-to-consumer advertising material available on the Internet; further, 
 
To support the development of legislation or regulation that would require 
nonprescription drug advertising to state prominently the benefits and risks associated 
with product use that should be discussed with the consumer’s pharmacist or physician. 
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In this revision, the Council is recommending adoption of policy similar to that of the AMA, 
which calls for a ban on DTC advertising but recognizes the need for strong policy regarding the 
content of such advertising in the absence of a ban. The Council chose to recommend joining 
AMA in calling for an authoritative study of the effects of DTC advertising and to place ASHP 
policy toward DTC advertising in that context. The Council also recommended that in the 
absence of such a study and a ban on DTC advertising, ASHP retain its policy in opposition to 
DTC advertising in clauses 1-3 of the current policy, placing some of the detail of clauses 2 and 3 
in the rationale. The Council further decided to consider a separate new policy on DTC 
advertising of nonprescription medications at a future meeting, given the complexity of the 
recommended policy and the distinct regulatory regime for such advertising.   
 

Board Actions 

Sunset Review of Professional Policies 
As part of sunset review of existing ASHP policies, the following were reviewed by the Council 
and Board and found to be still appropriate. (No action by the House of Delegates is needed to 
continue these policies.) 

• Regulation of Off-label Promotion and Marketing (1120) 
• Poison Control Center Funding (1121) 
• Generic Pharmaceutical Testing (9010) 
• Redistribution of Unused Medications (0611) 
• Importation of Pharmaceuticals (0413)  

 

Other Council Activity 
 

Regulation of Dietary Supplements 
A recommendation made by the 2015 ASHP House of Delegates asked ASHP to examine ASHP 
policy on the regulation of dietary supplements. Relevant ASHP policies include 0801, 1305, 
0920, 0811, and 0415. 
 The Council concluded that existing ASHP policy on the regulation of dietary 
supplements is adequate. One area of potential concern is the growing use of homeopathic 
medicines. ASHP has had discussions with FDA on this issue and FDA would be concerned with 
categorizing homeopathic medications as a form a dietary supplement rather than a 
medication. After discussion, the Council decided that homeopathic medications are not 
entirely within the Council’s purview and that the Council on Therapeutics may want to 
investigate this issue further. The discussion resulted in three recommendations: 
 

1) The Council will investigate and gather additional information from the delegate who 
made the recommendation to the House of Delegates. 

 

http://www.ashp.org/DocLibrary/BestPractices/policypositions2014.aspx%23POS1120
http://www.ashp.org/DocLibrary/BestPractices/PolicyPositions2014.aspx%23POS1121
http://www.ashp.org/DocLibrary/BestPractices/policypositions2014.aspx%23POS9010
http://www.ashp.org/DocLibrary/BestPractices/policypositions2014.aspx%23POS0611
http://www.ashp.org/DocLibrary/BestPractices/policypositions2014.aspx%23POS0413


Other Council Activity: Council on Public Policy  Page 59 

2) The Council will explore options to encourage more education on the use of dietary 
supplements, possibly through an article in AJHP. 

3) The Council will further investigate the issues regarding homeopathic medications, 
through further discussion during its February call or by encouraging the Council on 
Therapeutics to examine the issue.  

Hospital Pharmacy Budgets and Generic Drugs 
There is growing concern over recent price spikes of previously low-cost, generic drug products 
and the impact the price increases is having on hospital pharmacy budgets. A number of 
national media outlets have been covering the issue as it has gained more attention in recent 
months. A suggestion by the House of Delegates that ASHP investigate this problem further 
underscores member concern over what they see as inappropriate price increases, or potential 
price gouging.  

ASHP policy 0222 could be used as background as ASHP advocates for greater use of 
low-cost generic drug products. However, the policy does not address the pricing issue, but it 
could be interpreted broadly to link cost and access. In the event of price spikes, access to drug 
products may be compromised and thus elements of ASHP policy 0222 could be applicable from 
an access perspective. 

In addition, the Council suggested that ASHP continue working with stakeholders such 
as the American Hospital Association to call attention to the issue and explore reasonable policy 
solutions. The Council also suggested beginning outreach to other potential stakeholder groups 
representing self-insured health plans, PBMs, and the health insurance industry to get input on 
how this issue impacts the payer community.  
 The Council decided that it needs more information about the subject. The Council also 
agreed with the House of Delegates recommendation that ASHP form a task force to provide 
more information on the following sub-topics: 

• Pricing related to generic drugs 
• Pricing related to brands, including specialty drugs 
• Price gouging 
• Price transparency 

 
 

 



          

Proposed ASHP Bylaws Amendments 
1. Why are there proposed amendments to the ASHP Bylaws?

The Board of Directors is recommending that the ASHP bylaws be amended to remove language 
requiring that officers and directors be installed at the annual meeting of the House of 
Delegates. Doing so will provide flexibility for future installations of all officers and directors, as 
the specific venue and time requirements will be eliminated. The proposed amendment would 
not preclude the installation of officers and directors at the annual meeting of the House of 
Delegates; rather, it would simply remove the overly prescriptive requirement for doing so that 
currently exist in the bylaws.  

The proposed bylaw amendments would effectuate the deletion of the following two provisions 
(also noted in the attached redline of the ASHP Governing Documents): 

4.1.4. Each officer shall be installed at the yearly meeting of the House of Delegates. 

7.3.3. All officers and Directors of ASHP shall be installed before the House of Delegates 
at the commencement of their individual terms of office. 

2. What is the process for voting on ASHP Governing Documents amendments?

Proposed amendments to the ASHP Bylaws must be submitted to the ASHP Board of Directors 
for review and approval. The Board then submits the amendments to the House of Delegates 
for approval by a majority of voting delegates then present and voting. Please note that no 
amendments to the ASHP Charter or Rules of Procedure for the House of Delegates are 
required by this proposed change in bylaws. 

3. How will the Bylaws amendments be introduced and voted on at the ASHP House of
Delegates? 

The bylaws amendments will be introduced to the House of Delegates during the first meeting 
of the House by ASHP President John Armitstead. The Chair of the House of Delegates will then 
request that the delegates vote to approve the amendments. 

House of Delegates

Appendix V



Governing Documents of the 
American Society of  

Health-System Pharmacists 
ASHP CHARTER 

First. The undersigned, whose names and post office addresses are set forth at the end of 
this document, each being at least 18 years of age, do hereby form a corporation under 
the general laws of the state of Maryland. 

Second. The name of the corporation is American Society of Health-System 
Pharmacists, Inc. (ASHP). 

Third. The purposes for which ASHP is formed are as follows: 
1. To advance public health by promoting the professional interests of pharmacists

practicing in hospitals and other organized health care settings through:
a. Fostering pharmaceutical services aimed at drug-use control and rational drug

therapy.
b. Developing professional standards for pharmaceutical services.
c. Fostering an adequate supply of well-trained, competent pharmacists and

associated personnel.
d. Developing and conducting programs for maintaining and improving the

competence
of pharmacists and associated personnel.

e. Disseminating information about pharmaceutical services and rational drug
use.

f. Improving communication among pharmacists, other members of the health
care industry, and the public.

g. Promoting research in the health and pharmaceutical sciences and in
pharmaceutical
services.

h. Promoting the economic welfare of pharmacists and associated personnel.
2. To foster rational drug use in society such as through advocating appropriate public

policies toward that end.
3. To pursue any other lawful activity that may be authorized by ASHP’s Board of

Directors.

Fourth. The post office address of the principal office of ASHP in Maryland is 7272 
Wisconsin Avenue, Bethesda (Montgomery County), Maryland 20814. The name and 
post office address of the resident agent of ASHP in Maryland is C.T. Corporation 
Systems, Inc., 32 South Street, Baltimore, Maryland 21202. The resident agent of ASHP 
is a Maryland corporation. 

Please see changes on pages 6 and 13.
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Fifth. ASHP shall be a not-for-profit corporation and shall not be authorized to issue 
capital stock. No part of the net earnings of ASHP, current or accumulated, shall inure to 
the benefit of any private individual, nor shall ASHP be operated for the primary purpose 
of carrying on a trade or business for profit. ASHP intends to avail itself of any and all 
tax benefits or exemptions to which it may be entitled under Section 501 of the Internal 
Revenue Code of 1954, and it shall not operate or engage in any activity nor shall it 
possess or exercise any power that would substantially risk the loss of such benefits under 
that Code. 

Sixth. The number of Directors of ASHP shall be 12, which number may be increased or 
decreased only by amendment to this Charter. The Board of Directors shall consist of six 
Directors who shall be elected at large by a majority of votes cast by active members; the 
Chair of the House of Delegates; and the officers of ASHP, to wit, the President, the 
President-elect, the Immediate Past President, the Treasurer, and the Secretary. The 
Directors, who shall act until the first annual meeting or until their successors are duly 
chosen and qualified, as set forth in the Bylaws, are Roger W. Anderson, John A. Gans, 
Thomas J. Garrison, Clifford E. Hynniman, Marianne F. Ivey, Herman L. Lazarus, 
Harland E. Lee, Arthur G. Lipman, Joseph A. Oddis, Judith A. Patrick, Paul G. Pierpaoli, 
and Marilyn L. Slotfeldt.  The Directors of ASHP shall manage its business affairs. All 
Directors shall be active members of ASHP. 

Seventh. The following provisions are hereby adopted for the purposes of defining, 
limiting, and regulating the internal affairs of ASHP: 
1. The membership of ASHP shall consist of active members, associate members,

honorary members, and such other categories as may be established in the Bylaws.
Active members shall be licensed pharmacists who support the purposes of ASHP as
stated in the Article Third of this Charter; the other requirements for active
membership shall be stated in the Bylaws. Only active members may (a) vote as
individual members on amendment to this Charter as provided in Charter item 11,
(b) serve as state delegates to the House of Delegates, (c) elect the Directors of
ASHP, and (d) serve as a Director of ASHP. The definition, rights, powers, and
obligations of each class of members not set forth herein shall be established and
limited by the Bylaws.

2. ASHP shall have a House of Delegates that shall meet yearly to review, consider,
and ultimately approve or disapprove the professional policies recommended to it by
its Directors and to review the affairs of ASHP; voting delegates in the House of
Delegates shall consist of the following classes: state delegates, who shall be active
members and shall be deemed to represent the aliquot portion of the active
membership of ASHP, plus Directors, plus eligible Past Presidents of ASHP, plus
fraternal delegates, plus the chair of each Section and Forum created by the Board
pursuant to Article 6.1.6 of the bylaws.
2.1. The House of Delegates shall have at least two state delegates from each state.
2.2. The House of Delegates shall elect a Chair to preside at all of its meetings.

3. ASHP may establish and shall try to promote and strengthen ongoing cooperative
relationships with other domestic and international organizations when such
relationships further the purposes of ASHP.
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4. ASHP shall try to formally recognize, promote, and strengthen relationships with
groups of pharmacists in the various states and possessions of the United States
when such groups promote and foster the purposes of ASHP.

Eighth. Upon termination, dissolution, or winding up of ASHP, any assets that remain 
after payment or provision for payment of all of its liabilities, debts, and obligations shall 
be distributed by the Board of Directors only to one or more organized charitable, 
educational, scientific, or philanthropic organizations duly qualified as exempt under 
Section 501(c)(3) of the Internal Revenue Code of 1954 (or under such successor 
provision of the Internal Revenue Code as may be in effect at the time of termination, 
dissolution, or winding up of ASHP). Under no circumstances shall any assets be 
distributed to any member of ASHP. 

Ninth. The private property of the members, officers, Directors, and employees of ASHP 
shall not be subject to payment of any debts or obligations of ASHP. 

Tenth. The Bylaws shall delineate the authority of the Board of Directors and govern the 
internal affairs of ASHP. The Bylaws may be amended as provided therein. 

Eleventh. Any proposed amendment to this Charter must first be submitted to the Board 
of Directors. Upon review, the Board shall submit the proposed amendment to the House 
of Delegates. Upon approval of a majority of the voting delegates of the House of 
Delegates then present and voting, it shall be submitted to the entire active membership 
for vote by mail ballot in the same manner as in the election of officers as provided in the 
Bylaws and shall be sent out as part of the ballot for officers. 

Twelfth. The duration of ASHP shall be perpetual. 
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BYLAWS 

Article 1. Name and Seal 
1.1. The name of the corporation shall be the “American Society of Health-System 

Pharmacists, Inc.,” which will be referred to as ASHP. 
1.1.1. The official corporate seal of ASHP, which shall be used as needed to 

authenticate documents of ASHP, shall consist of the word “Seal” as 
authorized by Section 1-304 of the Corporations and Associations Article of 
the Code of Maryland. 

1.2. ASHP may adopt and use such trade names, trademarks, service names, and service 
marks as, in its judgment, are necessary or appropriate to identify or designate its 
products and services and to carry on its business. 
1.2.1. No member, chapter, organizational component, or third party may use any 

name or mark of the ASHP unless such use conforms to the standards 
established by the Board of Directors and unless the Board has specifically 
approved such use in writing. 

Article 2. Offices and Agent 
2.1. ASHP shall continuously maintain, in the state of Maryland, a registered office at 

such place as may be established by the Board of Directors. The Board of Directors 
may establish ASHP’s principal place of business and other offices and places of 
business either inside or outside the state. 

2.2. ASHP shall continuously maintain a registered agent within the state of Maryland, 
which shall be designated, from time to time, by the Board of  Directors. 

Article 3. Membership 
3.1. The classifications of membership in ASHP are as follows: 

3.1.1. Active Members: Pharmacists licensed by any state, district, or territory of the 
United States who have paid dues as established by ASHP; practice in the 
jurisdictions of the United States, the District of Columbia, or Puerto Rico; 
and who support the purposes of ASHP as stated in the Article Third of the 
ASHP Charter. 
3.1.1.1. Only active members may vote on amendment to the Charter, serve as 

state delegates, and elect or serve as a Director of ASHP. 
3.1.2. Associate Members: Persons who have paid the dues as established by ASHP 

and who, by virtue of vocation, training, education, and interest, wish to 
further the purposes of ASHP. Associate members shall consist of the 
following categories: 
3.1.2.1. Supporting: Individuals, other than those who qualify as active 

members, who by working in the health services, teaching 
prospective pharmacists, or otherwise contributing to pharmacy 
services provided in organized health care systems, make themselves 
eligible for membership. 
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3.1.2.2. Student: Individuals enrolled full time in a pharmacy practice degree 
program (graduate or undergraduate) in an accredited college of 
pharmacy. 

3.1.2.3. International: Pharmacists who are engaged in practice outside the 
United States of America; individuals, other than pharmacists, who 
are interested in pharmacy as practiced in an organized health care 
system and reside outside the United States and its possessions. 

3.1.2.4. Pharmacy Support Personnel: Technicians and other individuals who 
are employed as support personnel in a health care system. 

3.1.3. Honorary Members: Persons who shall be elected for life by unanimous vote 
of the Board of Directors from among individuals who are or have been 
especially interested in, or who have made outstanding contributions to, 
pharmacy practice in organized health care systems. Honorary members may 
vote or hold office if otherwise eligible for active membership. No dues shall 
be required of honorary members. 

3.2. The Board of Directors shall establish dues and membership periods for all 
members. 
3.2.1. Persons seeking membership in ASHP shall complete the application form 

and enclose payment of dues for the classification of membership being 
sought. 

3.2.2. Payment of dues each year automatically renews membership in ASHP; 
failure to pay timely dues constitutes termination of membership. If dues are 
paid after membership has terminated, ASHP may treat such payment as a 
reinstatement of membership. 

3.2.3. A member may terminate membership, at any time, by submitting a signed, 
written statement to ASHP. 

3.2.4. Members shall, at the time of application or at renewal, be classified into the 
category of membership for which they qualify. 

3.3. Members of ASHP shall be entitled to receive such services and publications as the 
Board of Directors establishes. 
3.3.1. All active members of ASHP shall receive the American Journal of Health-

System Pharmacy as part of dues. Other classifications or categories of 
members shall be provided the American Journal of Health-System Pharmacy 
as part of dues as determined by the Board of Directors. 

3.3.2. The Board of Directors may establish a service or publication as part of dues 
or for a separate fee and may establish different services and publications and, 
for various categories of members, different prices for the same service or 
publication. 

3.3.3. Upon termination of membership, a member’s right to membership services 
shall cease. 

3.3.4. Nothing herein shall affect the rights of members to vote or attend the House 
of Delegates meeting, to the extent those rights are set forth in the Charter or 
Bylaws. 
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Article 4. Officers 
4.1. The officers of ASHP shall be the President, the President-elect, the Immediate Past 

President, the Treasurer, and the Secretary, all of whom shall be active members of 
ASHP. The Secretary shall also serve as Executive Vice President of ASHP. 
4.1.1. The President-elect shall be elected annually for a term of one year and shall 

succeed successively to the office of President and then to the office of 
Immediate Past President, serving for one year in each office. 

4.1.2. The Executive Vice President shall be chosen by the Board of Directors. 
4.1.3. The candidates for Treasurer shall be nominated by the Board of Directors and 

elected by the active members for a term of office of three years. No person 
shall serve more than two successive terms as Treasurer. 

4.1.4. Each officer shall be installed at the yearly meeting of the House of Delegates. 
4.1.5. The President, President-elect, Immediate Past President, and Treasurer are 

not charged with executive or administrative responsibility for the 
management or conduct of the internal affairs of ASHP. 

4.2. The President shall serve as the principal elected official of ASHP; serve as Chair of 
the Board of Directors; serve as Chair of the Committee on Resolutions; at the 
House of Delegates, communicate to the delegates on the actions of the Board of 
Directors and on important new activities that affect and further the purposes of 
ASHP; and communicate with members of ASHP, affiliated chapters, and the public 
on the activities and policies of ASHP. 
4.2.1. With the approval of the Board of Directors, the President shall annually 

appoint Chairs and members of the councils, commissions, committees, and 
other appropriate components set forth in Article 6 of these Bylaws and any 
ad hoc committee or groups that the Board of Directors establishes. 

4.2.2. The President shall be an ex-officio member of all councils and committees of 
the Board of Directors and all ad hoc committees. 

4.2.3. The President shall report to the Board of Directors on official activities and 
shall advise the Board of Directors on such matters as may further the 
purposes of ASHP. 

4.3. The President-elect shall perform the duties of the President in the President’s 
absence; succeed to that office upon the death, resignation, or inability of the 
President to perform the duties of that office; serve as Vice Chair of the Board of 
Directors; and assist in communicating the policies and activities of ASHP to its 
affiliated chapters, members, and the public. 
4.3.1. The President-elect shall communicate to the House of Delegates and the 

membership on those issues and activities that may affect and further the 
purposes of ASHP. 

4.3.2. The President-elect shall report to the Board of Directors on official activities 
and shall advise the Board of Directors on such matters as may further the 
purposes of ASHP. 

4.3.3. A President-elect who succeeds to the office of President as provided in 
Section 4.3 shall serve out both the unfinished term to which he or she has 
succeeded and the term to which he or she would have succeeded in due 
course. 

bhawkins
Cross-Out
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4.3.4. The President-elect shall be nominated by the Committee on Nominations of 
the House of Delegates and elected by the active membership of ASHP as set 
forth in Article 7 of these Bylaws. 

4.4. The Immediate Past President shall perform the duties of the President in the 
temporary absence of both the President and President-elect, serve as Vice Chair of 
the House of Delegates, and serve in such other capacity as may be designated by 
the Board of Directors. 
4.4.1. The Immediate Past President shall report to the Board of Directors on his or 

her activities and shall advise the Board of Directors on such matters as may 
further the purposes of ASHP. 

4.5. The Treasurer shall serve as the Chair of the Committee on Finance, as specified in 
Section 5.2; be responsible for overseeing conservation and prudent investment of 
the assets and funds of ASHP; assure expenditure of funds is in accord with the 
programs, priorities, and budget established by the Board of Directors; and regularly 
inform the Board of Directors, members, and House of Delegates on the financial 
strength and needs of ASHP. 
4.5.1. No monies shall be disbursed except upon signature of the Treasurer and the 

Executive Vice President. The Treasurer shall periodically review and 
approve internal controls designed to assure proper control of funds and 
disbursements and make sure that current and projected income and expenses 
meet the budget of ASHP. 

4.5.2. The Board of Directors may, at all times, inspect and verify the books and 
accounts of ASHP. 

4.5.3. The Treasurer shall review and report upon the long-term financial projections 
and plans of ASHP. 

4.6. The Executive Vice President shall serve as the chief executive officer and as 
Secretary of ASHP. 
4.6.1. The Executive Vice President shall be responsible for administration of 

ASHP; direction of all operations, programs, and activities of ASHP; and 
hiring, firing, and the compensation and benefits of staff, subject to 
establishment of general salary and benefit policies by the Board of Directors. 
The Executive Vice President shall, at all times, carry out the policy aims and 
programs as generally determined by the Board of Directors. 

4.6.2. As Secretary, the Executive Vice President shall keep and maintain an 
accurate record of the meetings of the Board of Directors, the House of 
Delegates, and such other activities of ASHP as the Board of Directors may 
direct. The Executive Vice President shall give all notices required by law. 
The Executive Vice President shall have authority to affix the corporate seal 
to any document requiring it and attest thereto by his or her signature. 

4.6.3. The Executive Vice President may appoint an Assistant Secretary to attest to 
documents. 

4.6.4. The Executive Vice President shall, by virtue of the office, be a nonvoting 
member of all councils, commissions, and committees of the Board of 
Directors; committees of the House of Delegates; and any other committee or 
component group established by the Board of Directors. 
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4.6.5. The Executive Vice President shall be chosen by and serve at the pleasure of 
the Board of Directors. The Board of Directors may, on behalf of ASHP, enter 
into a contract with the Executive Vice President with such terms and for such 
fixed period as the Board of Directors deems reasonable and in the best 
interests of ASHP. Failure of a person to continue in the office of Executive 
Vice President will not affect contract rights, except as the terms of that 
contract may so provide. 

4.7. The manner of filling vacancies of any office shall be as follows: 
4.7.1. The provision of Sections 4.3 and 4.3.3 shall apply. 
4.7.2. If both the President and the President-elect shall become permanently unable 

to perform the duties of their offices, the Board of Directors shall appoint, 
from the Board of Directors, a President Pro Tempore to serve for the 
remaining portion of the unexpired term. At the next yearly meeting of the 
House of Delegates, the Committee on Nominations shall present nominations 
for the offices of President and President-elect, and an election shall be 
conducted in accordance with the provisions of Article 7 of these Bylaws. 

4.7.3. If the Executive Vice President or the Treasurer becomes unable to perform 
the duties of his or her office, the Board of Directors is empowered to fill that 
vacancy. 

4.7.4. If the Immediate Past President is permanently unable to perform the duties of 
that office, the Board of Directors shall appoint a Director of ASHP to 
perform the duties of that office. 

4.8. The following miscellaneous provisions shall apply: 
4.8.1. To the extent not prohibited by these Bylaws, the officers may also exercise 

the powers that, by statute or otherwise, are customarily exercised by officers 
holding such offices or that may be established by the Board of Directors. 
However, only the Executive Vice President or an individual appointed by the 
Executive Vice President may execute, on behalf of ASHP, contracts, leases, 
debt obligations, and all other forms of agreement. An officer of ASHP may 
sign an instrument that must be executed by the Executive Vice President and 
that other officer. The Board of Directors may authorize any two officers to 
jointly execute a specific document or instrument. 

4.8.2. Except to the extent specifically authorized by the Board of Directors, no 
officer shall be entitled to any compensation for services. In accordance with 
policies established by the Board of Directors, officers may be reimbursed for 
reasonable expenses incurred in discharging the functions of the office. 

Article 5. Board of Directors 
5.1. The Board of Directors shall consist of 12 persons: the officers of ASHP, the Chair 

of the House of Delegates, and six Directors at large. 
5.1.1. The term of office for a Director, who also serves as an officer or as Chair of 

the House of Delegates, shall be the term for that office, and the manner of 
election and filling vacancies in such offices shall be as specified in the 
Bylaws dealing with those offices. 

5.1.2. Directors at large shall be nominated by the Committee on Nominations of the 
House of Delegates and elected as set forth in Section 7.4. 
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5.1.3. Elected Directors shall serve for one term of three years beginning with 
installation at the yearly meeting of the House of Delegates following their 
election. Elected Directors may not serve more than one term as a member at 
large. 

5.1.4. If the office of an elected member of the Board of Directors shall become 
vacant between yearly meetings of ASHP because of resignation, death, or 
otherwise, the Board of Directors may fill the vacancy. At the next yearly 
meeting of the House of Delegates, the Committee on Nominations shall 
present candidates for election to serve for the remaining portion of the 
unexpired term. 

5.2. The Committee on Finance shall report to the Board and shall consist of the 
President, the President-elect, the Immediate Past President, the Executive Vice 
President, and the Treasurer; the Treasurer shall be its Chair. The Committee on 
Finance shall prepare a budget for the forthcoming year and submit it to the Board 
of Directors for approval; review, assess, and monitor operations of ASHP to assure 
that budget objectives are met or that appropriate changes thereto are made; review 
and assess performance of investments and assets of ASHP; review all investment 
policies and financial policies of ASHP; oversee the responsibilities of the Treasurer 
set forth in Section 4.5; and oversee the financial operations of ASHP. 

5.3. The Board of Directors shall meet annually, in conjunction with the yearly meeting 
of the House of Delegates, and at such other times as the Board may determine. A 
special meeting shall be held upon written application of any three Directors or of 
the President. 
5.3.1. The Secretary shall establish the time and place of scheduled and special 

meetings and shall give the Directors reasonable advance notice thereof by 
mail or other mode of transmittal. 

5.3.2. No Director shall be entitled to any compensation for services. Pursuant to 
policies adopted by the Board, Directors may be reimbursed for reasonable 
expenses incurred in attending meetings of the Board of Directors and in 
discharging functions at the direction of the Board. 

5.4. The Board of Directors shall manage the affairs of ASHP, establish policies within 
the limits of the Bylaws, actively pursue the purposes of ASHP, and have discretion 
in the control, management, investment, and disbursement of its funds. The Board of 
Directors, through its Committee on Finance, shall develop and approve an annual 
budget, establish financial goals for ASHP, and oversee the financial operations of 
ASHP. The Board of Directors shall establish and review long-term objectives of 
ASHP and establish the priority of all programs and activities. The Board may 
establish whatever rules and regulations for the conduct of its business it deems 
advisable and may appoint whatever agents it considers necessary to carry out its 
powers. 
5.4.1. The Board of Directors may establish committees and task forces and 

designate representatives to other organizations. 
5.4.2. The Board of Directors may make contributions of ASHP assets to other 

organizations for research and education activities of benefit to pharmacists 
practicing in organized health care systems. The Board may also accept 
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grants, contributions, gifts, bequests, or devices to further the purposes of 
ASHP. 

5.4.3. The Board of Directors shall create, review, and modify the professional 
policies of ASHP and submit those policies to the House of Delegates for such 
action as the House of Delegates may choose to take under Article 7. The 
Board of Directors shall approve or disapprove all recommendations of the 
components of ASHP set forth in Article 6 and any committee or group 
created by, or which reports to, the Board of Directors. Further, the Board of 
Directors shall report annually to the House of Delegates how it has handled 
such recommendations so that the House of Delegates can take final action as 
required or appropriate under Article 7. 

5.4.4. The Board of Directors shall approve all nominations to all committees, 
councils, and commissions, except as membership is specified in Article 6. 

5.4.5. The Board of Directors may establish and modify administrative policies, not 
inconsistent with these Bylaws, for the conduct of its business and for the 
conduct of the business of ASHP and its components, except for the House of 
Delegates, which may establish its own regulations. 

5.4.6. The Board of Directors and the officers shall tender reports at such times and 
in such manner as are required by law. 

Article 6. Components 
6.1. The Board of Directors may establish councils, commissions, committees, joint 

committees, sections, forums and other appropriate component groups of ASHP, and 
such components shall operate to futher the purposes of ASHP. The Board of 
Directors may modify, change, or eliminate components based on the needs of 
ASHP and its membership. 
6.1.1. The Commission on Credentialing shall consist of a Chair and as many ASHP 

members and individuals from other disciplines as may be deemed necessary. 
The Commission shall formulate and recommend standards for accreditation 
of pharmacy personnel training programs, administer programs for 
accreditation of pharmacy personnel training programs, and perform such 
other functions as related to the development and recognition of pharmacy 
personnel and areas of pharmacy practice as may be assigned by the Board of 
Directors. 
6.1.1.1. One or more members shall be appointed from the public sector. 
6.1.1.2. The term of appointment shall not exceed three years. Commission 

members may be appointed to subsequent terms. 
6.1.2. ASHP shall have councils that report to the Board of Directors and 

recommend professional policy positions within their areas of concern. 
Councils may also review ongoing activities of ASHP and recommend new 
programs within their areas of interest. The councils shall consist of a Chair 
and those members appointed by the President, with the approval of the Board 
of Directors. The President shall appoint a Director to each council who shall 
attend all meetings of the council as an observer and present council 
recommendations to the Board of Directors. 



Governing Documents of ASHP: Bylaws 11 

6.1.3. The President, with the approval of the Board of Directors, may establish and 
appoint joint committees with other organizations. Joint committees shall 
meet to discuss and recommend to each parent organization solutions to 
problems of mutual interest. 

6.1.4. Sections and Forums are components of ASHP established by the Board of 
Directors. The Board of Directors may also establish rules and criteria 
(including financial criteria) to join and maintain enrollment in a Section or 
Forum for the administration of the affairs of the Section or Forum. ASHP 
members who meet the criteria may be members of the Section or Forum. 
6.1.4.1. Sections and Forums shall be operated to further the purposes of 

ASHP by fostering the development, enhancement, and recognition of 
pharmacy practice as represented by the Section or Forum. 

6.2. The components of ASHP established pursuant to this Article 6 shall have only 
those powers granted herein. The Board of Directors may establish administrative 
guidelines for the scope and operation of these components. 
6.2.1. In no case shall a component independently contact other organizations, seek 

or attempt to secure funds from outside ASHP, or commit any funds of ASHP 
without prior authorization from the ASHP Board of Directors. 

Article 7. House of Delegates 
7.1. The House of Delegates shall consist of 163 voting state delegates, who shall 

represent a proportionate number of active members in each state; plus all Directors 
of ASHP; plus Past Presidents (if active members) after completing the term of 
office of Immediate Past President; plus five (voting) fraternal delegates; plus the 
(voting) chair of each Section and Forum.  Each delegate shall have one vote, and no 
delegate may have more than one vote by virtue of any dual capacity in the House of 
Delegates. 
7.1.1. Delegates shall be chosen as follows: 

7.1.1.1. As soon as convenient after July 1 in every fourth year beginning 
with the year 1983, the Board of Directors shall apportion 163 
delegates among the states in proportion, as nearly as can be, to the 
total of active ASHP members in each state as recorded. Each state 
shall have at least two delegates. For the purpose of computing the 
reapportionment, the Board of Directors shall use the total number of 
active members during the immediately preceding year. This 
apportionment shall prevail until the next quadrennial apportionment, 
whether the ASHP membership from a particular state increases or 
decreases. 

7.1.1.2. Affiliated state chapters shall administer the election of voting state 
delegates for the House of Delegates. The chapter shall conduct an 
election to elect voting state delegates from among the active 
members of ASHP within that state; only active members shall vote 
in that election. Each state shall certify and transmit, to the Executive 
Vice President of ASHP, the names and addresses of the elected 
delegates, and such delegates shall be deemed thereupon to be duly 
qualified. Delegates shall continue in office until the next election and 
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certification. Any issue or question relating to qualification or 
eligibility of any delegate or alternate shall be referred to and 
resolved by the ASHP Board of Directors. 

7.1.1.3. In those states where no affiliated state chapter exists, the President of 
ASHP shall appoint, from among the active members of ASHP in the 
state, a committee of three, designating a Chair and a Secretary, for 
the purpose of conducting an election for delegates and alternates 
from active members in the state. 

7.1.1.4. The United States Army, Navy, Air Force, Public Health Service, and 
Veterans Administration shall each be entitled to designate one voting 
fraternal delegate. 

7.1.1.5. Alternates for voting state delegates shall be chosen in the same 
manner as that designated for choosing voting state delegates. 
Alternates shall not be entitled to any of the rights or privileges for 
delegates until, pursuant to the Rules of Procedure of the House of 
Delegates, the alternate replaces a voting state delegate. 

7.1.2. The House of Delegates shall elect a Chair who shall be installed immediately 
upon election and serve a three-year term. 
7.1.2.1. The Chair shall be elected by written or electronic ballot of a majority 

vote of the delegates present and voting in the House of Delegates. 
The Chair may not serve for more than one three-year term. 

7.1.2.2. The Chair shall serve as liaison between the submitter of resolutions 
for consideration by the House of Delegates and the Committee on 
Resolutions. 

7.1.3. The Immediate Past President shall serve as Vice Chair of the House of 
Delegates. 

7.1.4. The Executive Vice President of ASHP shall serve as Secretary of the House 
of Delegates. 

7.1.5. Members of ASHP shall have no right to vote in the House of Delegates 
except by virtue of status hereunder. 

7.2. A yearly session (consisting of at least two meetings) of the ASHP House of 
Delegates shall be held at such time and place as may be established; the House of 
Delegates shall conduct such business as may come before it. Special online 
sessions of the House of Delegates may be called by the Board of Directors or by the 
Chair of the House of Delegates, provided that such request contains the specific 
topic or topics to be considered at that meeting. 
7.2.1. The Secretary shall notify each member selected as a delegate to the House of 

Delegates at least 30 days in advance of its yearly session and any special 
session. 

7.2.2. ASHP shall use reasonable means to notify the membership of yearly and 
special sessions and to encourage their participation therein, to the extent 
authorized by these Bylaws. 

7.2.3. A majority of voting members of the House of Delegates who have enrolled 
for that session shall constitute a quorum at any session or meeting duly 
convened. In the absence of a quorum, the Chair may recess any session or 
meeting until such time as a quorum is present. 
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7.3. The House of Delegates shall conduct its business at its yearly or special online 
session. 
7.3.1. The House of Delegates shall review and oversee the professional affairs of 

ASHP to further its purposes. 
7.3.1.1. ASHP professional policy, as approved by the Board of Directors, 

shall be submitted to the House of Delegates for its review, 
consideration, modification, approval, or disapproval. In the event the 
House of Delegates fails to approve a matter as submitted to it, the 
House shall note the reason in its proceedings and return the matter to 
the Board of Directors for review, modification, or other action. The 
Board of Directors shall consider, during its interim meeting between 
meetings of a House of Delegates session, actions of the House of 
Delegates that resulted in amendment or modification of an issue 
presented in the first House meeting. The Board shall report its 
recommendations pertaining to these amendments or modifications 
during its report in the second meeting of the House session. If, after 
Board reconsideration, the House disagrees with the Board 
recommendation pertaining to disposal of an issue, the House may, by 
two-thirds vote of certified and registered delegates, reconsider the 
issue for approval. If, on reconsideration, the House fails to approve 
the matter as previously amended or modified, the House shall note 
the reason in its proceedings and return the matter to the Board of 
Directors for review, modification, or other action. The Board of 
Directors shall then duly report its action thereon at the next session 
of the House of Delegates. 

7.3.1.2. Individual delegates may make recommendations to the Board of 
Directors on such matters as each delegate deems appropriate. 

7.3.1.3. As to any resolution or item of business presented to the House, the 
Board shall normally certify that it has duly considered the matter. 
However, if the House of Delegates should debate a matter that the 
Board of Directors has not so considered, action taken by the House 
will be by vote to refer the proposed matter to the Board of Directors 
for review before the House of Delegates takes action on that matter 
or to reject the issue. The Board shall report on that matter for 
consideration by the House at the next session of the House of 
Delegates. If the Board of Directors rules that bona fide, 
extraordinary circumstances require immediate action and if a 
majority of the delegates present and voting concur, the House of 
Delegates may exercise extraordinary authority and amend, modify, 
or substitute any matter placed before it. 

7.3.2. By majority vote, the House of Delegates may establish its Rules of 
Procedure, to be effective at the next meeting of the House. 

7.3.3. All officers and Directors of ASHP shall be installed before the House of 
Delegates at the commencement of their individual terms of office. 

7.3.4. The House of Delegates shall, except as is otherwise specifically provided for 
in these Bylaws, have no authority over the financial affairs of ASHP. 
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7.3.5. The Chair of the House of Delegates shall preside at all sessions and meetings 
of the House of Delegates, shall be a member of the Board of Directors, and 
shall represent the House of Delegates at all Board meetings. 

7.4. Election of Directors of ASHP shall be conducted by, or under the auspices of, the 
Committee on Nominations of the House of Delegates. 
7.4.1. The Treasurer shall be elected by written or electronic ballot of a majority 

vote of the active membership in the same manner as members at large as 
provided in Section 7.4.3.2 every third year before the term of that office 
begins. Only nominations for the office of Treasurer from the Board of 
Directors shall be accepted. 

7.4.2. The Chair of the House of Delegates shall be elected by written or electronic 
ballot of the House of Delegates as provided in Section 7.1.2. 

7.4.3. The Chair shall appoint a Committee on Nominations consisting of seven 
active members who shall have been delegates to the House of Delegates 
within the last five years at the time of their appointment to serve as a 
Committee of the House. The Committee shall solicit names of possible 
candidates for office using such means as it determines to be appropriate. 
7.4.3.1.  The Committee shall submit to the House of Delegates one or more 

reports nominating two candidates for the office of President-elect, 
two candidates for each Director to be elected, and two candidates 
each for Chair of the House of Delegates.  The reports of the 
Committee shall not be subject to amendment and shall be the 
exclusive source of nominations for these offices.   

7.4.3.2. The names of the candidates for President-elect, Treasurer, and 
Directors of ASHP shall be submitted by mail or electronic 
transmission to every active member of ASHP within 60 days after 
nomination. The active member shall indicate on the ballot a choice 
of candidates for the offices to be filled and return the same by mail 
or electronic transmission within 30 days of the date on the ballot. 

7.4.3.3. The ballots, postmarked or electronically transmitted within 30 days 
of the date printed on the ballot, will be submitted to the Board of 
Canvassers who shall oversee counting of the ballots. The Board of 
Canvassers shall certify the results of the election to the Executive 
Vice President. The Executive Vice President shall notify all 
candidates of the results of the election, and the results of the election 
shall also be disseminated to the membership. 

7.4.3.4. The Board of Directors shall fill all vacancies in the list of candidates 
that may occur by death or resignation after the adjournment of the 
annual meeting of ASHP and before the issuance of mail ballots. 

7.5. The Committee on Resolutions shall be composed of the Board of Directors and 
chaired by the President of the Society. The Committee shall review all resolutions. 
Once duly considered, the Committee shall submit them to the House of Delegates. 

Article 8. Affiliated State Chapters 
8.1. ASHP shall recognize groups of pharmacists practicing in organized health care 

systems within the states when such groups promote the purposes of ASHP. 
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8.1.1. Only one group in each state (hereafter, affiliated state chapter) shall be 
affiliated with ASHP. 

8.1.2. ASHP shall establish standards and criteria that a state group must meet to be 
affiliated with ASHP. 

8.2. ASHP shall promote and strengthen affiliations with affiliated state chapters in order 
to support and fulfill the mission of ASHP and its affiliates. 
8.2.1. Affiliated state chapters shall promote the standards and policies of ASHP 

within the state. 
8.2.2. Affiliated state chapters may use the official Society logo and note its 

affiliation with ASHP under such terms and conditions as may be established 
by the Board of Directors. 

8.2.3. Within the limits of its resources, ASHP shall endeavor to provide services, 
benefits, and programs to assist affiliated state chapters in furthering the 
purposes of ASHP and in furthering the organizational strength of affiliated 
state chapters. 

8.2.4. Affiliated state chapters shall administer the election of voting state delegates 
to the House of Delegates. 

8.2.5. Affiliated state chapter involvement is critical to ASHP and should advance 
the best interests of the membership at the national and state levels, encourage 
and facilitate two-way information exchange and support between ASHP and 
the affiliate, and provide benefits to ASHP and the affiliate. 

8.3. Affiliation shall not limit the rights of ASHP or the affiliated state chapter. 
8.3.1. Affiliated state chapters may not adopt, publicize, promote, or otherwise 

convey any policy or principle in the name of the American Society of Health-
System Pharmacists that has not been officially adopted by ASHP. 

8.3.2. Acts of affiliated state chapters shall in no way commit or bind ASHP. 
8.3.3. Dues in affiliated state chapters may be set at the discretion of the chapter. 

Dues in ASHP shall be established pursuant to these Bylaws. 

Article 9. International Cooperation 
9.1. ASHP shall endeavor to promote and foster relationships with pharmacy 

organizations from other countries and with international pharmacy and health 
organizations when such furthers the purposes of ASHP. 

Article 10. Miscellaneous 
10.1. The following terms used in these Bylaws shall mean the following: 

10.1.1. “Notice” shall be delivered personally, electronically, or by mail to the 
primary address of the person to receive such notice. If such notice is given 
by mail, it shall be deemed delivered when deposited in the United States 
mail properly addressed and with postage paid thereon.  

10.1.2. “State” shall mean the 50 jurisdictions of the United States customarily 
called states, plus the District of Columbia and Puerto Rico. 

10.2. At the direction of the Board of Directors, any officer or employee of ASHP shall 
furnish, at the expense of ASHP, a fidelity bond in such a sum as the Board shall 
provide.  
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10.3. ASHP may indemnify each Director, officer, former Director, and former officer of 
ASHP against expenses (including attorneys’ fees), judgments, fines, penalties, and 
settlements actually and necessarily incurred by that person in connection with or 
arising out of any proceeding in which that person may be involved as a party or 
otherwise by reason of being or having been such Director or officer. 
10.3.1. No indemnification shall be made until the Board of Directors or ASHP 

shall have determined that indemnification is proper. 
10.3.2. The procedure and standard for indemnification shall be governed by the 

applicable sections of the Corporations and Associations Article and the 
Annotated Code of Maryland. 

10.4. If any provision of these Bylaws should, for any reason, be held to be invalid, the 
validity of any other provision is not thereby affected. 

10.5. Whenever the Board of Directors is given authority with respect to any matter, that 
authority shall include the ability to modify, change, stop, or eliminate that matter at 
any time. 

10.6. The business of the House of Delegates shall be conducted in accord with such 
Rules of Procedure as the House of Delegates may establish and, to the extent not 
covered therein, by the latest edition of Robert’s Rules of Order. In no case shall 
any rule of the House conflict with the Charter or these Bylaws. 

10.7. The fiscal year of ASHP shall be a 12-month period beginning on June 1 and 
ending on May 31. 

10.8. The American Journal of Health-System Pharmacy shall be the official publication 
of ASHP. The proceedings of the House of Delegates and the Board of Directors 
and other official business of ASHP shall be published in the American Journal of 
Health-System Pharmacy. 

10.9. ASHP will support a research and education foundation to further development of 
the profession and as a means to meet the purposes of ASHP; the research and 
education foundation will, at all times, be a separate and independent entity. 

Article 11. Amendment 
11.1. Any proposed amendment to these Bylaws must first be submitted to the Board of 

Directors. Upon review, the Board shall submit the proposed amendment to the 
House of Delegates. Upon approval of a majority of the voting delegates of the 
House of Delegates then present and voting, the amendment shall become effective. 

The ASHP Charter and Bylaws were approved by the ASHP House of Delegates on June 
6, 1984, and by active members of the Society in the 1984 mail ballot annual election. 
These documents, as subsequently amended, replace the Society’s former Articles of 
Incorporation, Constitution, and Bylaws, effective January 1, 1985. The Regulations for 
the ASHP House of Delegates were not a part of the 1982–84 governing documents 
modernization project. These Bylaws and the Rules of Procedure for the House of 
Delegates were further revised by the ASHP Board of Directors and approved by the 
ASHP House of Delegates on June 3, 2014; these versions supersede previous versions. 
The ASHP Charter was not amended in that revision. 

Revised  06/03/14 
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ASHP Rules of Procedure for the 
House of Delegates 

Article 1. Summary and Authority 
1.1. Summary: These Rules of Procedure establish basic rules under which the ASHP 

House of Delegates operates and conducts its business. These Rules of Procedure 
are subject to the ASHP Charter and Bylaws but supersede any contrary or 
inconsistent rule in Robert’s Rules of Order.  

1.2. Authority: ASHP Bylaws, Section 7.3.2. 

Article 2. Rules of Order 
2.1.  The latest edition of Robert’s Rules of Order shall govern proceedings of the House 

of Delegates when not inconsistent or in conflict with these ASHP rules; in such 
cases, these ASHP rules will govern. 
2.1.1. In order of precedence, the ASHP Charter and then the ASHP Bylaws, at all 

times, supersede these ASHP rules and Robert’s Rules of Order.  
2.1.2. The House should be guided by formal interpretation of the governing 

documents as announced by its Chair and by precedent. 

Article 3. Seating of Delegates 
3.1. Delegates and alternates duly certified and qualified under Section 7.1 of the Bylaws 

shall be enrolled by the Secretary in advance of a yearly or special session.  After 
the first meeting of a yearly or special session has been called to order, the Secretary 
shall call the roll of enrolled delegates; those answering the roll shall be recognized 
as delegates. 
3.1.1. Any delegate who, at the first meeting of a House of Delegates session, is 

recognized and enrolled as a delegate of the House shall remain a delegate of 
the House until such time as replaced pursuant to this rule.  

3.1.2. The place of a recognized and enrolled delegate will not be taken by any other 
person, except that at the commencement of each meeting the House may, by 
majority vote, recognize and enroll an alternate delegate (in order of 
precedence, if designated by the state) if presented, who shall then remain a 
delegate (in place of the replaced delegate). 

3.1.3. In the event neither a delegate nor alternate from a state appears at the 
commencement of a session of the House, the Secretary shall enroll and the 
Chair shall recognize the first certified delegate or alternate appearing before 
the House as the enrolled and recognized delegate from such state. 

Article 4.  Meetings 
4.1. All meetings of the House of Delegates shall be open unless the House of Delegates, 

by a vote of two-thirds of the total House, as defined in Section 7.1 of the Bylaws, 
votes to go into executive session.  When in executive session, the following only 
shall be admitted to the room in which the meeting is held:  members of the House 



Governing Documents of ASHP: House of Delegates Procedure 19 

of Delegates (as defined in Section 7.1 of the Bylaws), the parliamentarian, and 
others specifically authorized by a majority vote of the House of Delegates. 

Article 5.  Open Hearing 
5.1.  An open hearing shall be conducted, in conjunction with any in-person House of 

Delegates session, to provide a forum for members to express their opinions on 
matter of concern to them and on matters to be considered by the House of 
Delegates. 
5.1.1. At the call of the Chair of the House of Delegates, and with approval of the 

Board of Directors, additional open hearings may be scheduled. 
5.1.2. The Chair of the House of Delegates shall preside at any open hearing and 

may request assistance from members of the Board of Directors, officers of 
the Society, and council Chairs. 

Article 6.  Privilege of the Floor 
6.1.  The privilege of the floor (which may include the right to participate in debate on a 

matter), during a meeting of the House of Delegates, may be extended by either the 
Chair or the House of Delegates. 

Article 7.  Conduct of Business of the House 
7.1. The Business of the House of Delegates shall be as follows, unless the Chair of the 

House of Delegates determines that the business or matters for the House require a 
different order or that additional items to the order are required: 
a. Call to order.
b. Roll call of delegates.
c. Reports of officers and the Board of Directors.
d. Recommendations of delegates.
e. Reports of councils and committees.
f. Resolutions.
g. Unfinished business.
h. New business.
i. Triennial Election of the Chair of the House of Delegates.
j. Installation of officers and Directors.
k. Adjournment.

7.2. Any matter upon which action is to be taken by the House of Delegates will be 
presented to delegates in writing and in advance.  The Secretary will distribute 
copies of the proposed action to the House. Action of the House is, at all times, 
subject to Section 7.3 and, in particular, Section 7.3.1.3 of the Bylaws. 
7.2.1. Any matter to be presented as new business shall be presented to the Chair of 

the House in writing no later than four o’clock in the evening before the day 
of the meeting in which new business is on the agenda.  If any such matter 
will include the offering of a motion, the writing required by this rule shall 
state explicitly the motion to be offered. 
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7.2.2. Resolutions to be considered by the House of Delegates must be presented in 
writing to the Secretary of the House of Delegates at least 90 days in advance 
of the session and be signed by at least two active members of ASHP. 
7.2.2.1. Resolutions not voluntarily withdrawn by the submitter that meet the 

requirements of the governing documents shall be presented to the 
House of Delegates by the Committee on Resolutions at the first 
meeting and acted upon at the second meeting.  They shall be 
submitted to delegates with one of the following recommendations: 
(a) recommend adoption, (b) do not recommend adoption, (c) 
recommend referral for further study, or (d) presented with no 
recommendation of the Committee on Resolutions. 
Action by the House of Delegates shall be on the substance of the 
resolutions and not on the recommendation of the Committee on 
Resolutions. 

7.2.2.2. The House shall be informed of resolutions not presented to it and the 
reasons therefore. 

7.3.  Any item presented for action by the House of Delegates shall, unless the Bylaws or 
these rules specify to the contrary, require for passage the vote required by Robert’s 
Rules of Order. Except for election of the Chair, no vote shall be by secret ballot. 
7.3.1. Any matter not acted upon by the House of Delegates, upon adjournment of 

the session, shall die. 
7.4.  Matters of an emergent nature must be acted upon in accord with Section 7.3.1.3. of 

the Bylaws. 

Article 8.  Nominations and Elections 
8.1.  Nominations of Directors of ASHP (including the Chair of the House of Delegates) 

shall be by the Committee on Nominations in accordance with Section 7.4 of the 
Bylaws. 
8.1.1. A written biography on each nominee shall be prepared and distributed at the 

appropriate meeting of the House of Delegates session. 
8.1.2. The Chair shall appoint three delegates to serve as election tellers for elections 

conducted in the House of Delegates. Tellers shall supervise the election, 
count ballots, and report to the Chair the results thereof.  The Chair shall share 
the election results with each nominee but shall announce only the name of 
the candidate receiving the majority of votes cast for Chair of the House of 
Delegates. 

8.1.3. The Chair shall be elected by written or electronic secret ballot of the House 
of Delegates and need receive only a majority of votes cast. 

8.1.4. The Committee on Nominations shall issue a separate report containing two 
nominees for each Director and the office of President-elect. 

Article 9.  Amendments 
9.1. Every proposed amendment to the Rules of Procedure for the House of Delegates 

shall be submitted in writing at one meeting of the House of Delegates and may be 
acted upon at a subsequent meeting of the session, when upon receiving a majority 
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of votes cast, it shall become a part of these rules, effective as of the following 
session of the House of Delegates. 

Developed by the ASHP Council on Organizational Affairs.  Approved by the ASHP 
Board of Directors, November 20–21, 1985, and by the ASHP House of Delegates, June 
4, 1986.  Supersedes the previous document, Regulations for the ASHP House of 
Delegates. Revised by the ASHP Board of Directors and approved by the ASHP House 
of Delegates, June 3, 2014. Supersedes previous versions of this document. 

Revised:  06/03/14 
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Each year, the ASHP Treasurer has 
the responsibility to report to the 

membership the financial condition 
of the Society. The Society’s fiscal year 
is from June 1 through May 31, coin-
ciding with our policy development 
process and timetable. This report 
will describe ASHP’s financial per-
formance and planning for three pe-
riods, providing (1) the final audited 
prior-year numbers (for fiscal year 
2015), (2) current-year (fiscal year 
2016) projected performance, and (3) 
the budget for the fiscal year ending 
May 31, 2017.

ASHP segregates its finances into 
two budgets, core operations and 
the development budget. The core 
budget represents the revenue and 
expense associated with the core 
operations of the organization. The 
development budget is intended for 
expenditures that are (1) associated 
with new, enhanced, and expanded 
programs; (2) associated with time-
limited programs; (3) capital asset 
purchases; or (4) supplemental op-
erating expenses. The development 
budget is funded primarily with in-
vestment income. Because of the So-
ciety’s strong financial base, a third 
funding source—programs funded 

from net assets—is occasionally 
used. These programs are reviewed 
on a case-by-case basis and approved 
by the Board of Directors.

The audit of the May 31, 2015, 
financial statements of the Soci-
ety and the Society’s subsidiary, the 
7272 Wisconsin Building Corp., per-
formed by the firm of Tate & Tryon, 
resulted in an unqualified opinion. 
Copies of the audited statements 
are available by contacting the ASHP 
Executive Office.

Fiscal Year Ending May 31, 
2015—Actual

Last year I reported to you that 
we were projecting a surplus from 
core operations and from programs 
in the development budget. That 
projection proved true as the Soci-
ety’s surplus from the core and de-
velopment budget totaled $856,128 
(Figure 1). However, spending from 
net assets ($1.1 million) and a pen-
sion adjustment ($3.0 million) re-
sulted in an overall reduction in the 
Society’s net assets of $3.3 million. 
Nevertheless, even with the reduc-
tion, the Society’s net assets at May 
31, 2015, represented 75% of total ex-
pense. Our long-term financial policy 
is to maintain net assets at a target of 
50% of total ASHP and 7272 Wisconsin 
Building Corp. expenses.

The Society’s May 31, 2015, year-
end balance sheet (Figure 2) re-
mained impressive. The May 31, 

2015, asset-to-liability ratio stood at 
2.55:1.00.

Fiscal Year Ending May 31, 
2016—Projected

As of March 31, 2016, the financial 
performance from core operations for 
the fiscal year ending May 31, 2016, is 
projected to produce a net income 
of $2.1 million (Figure 1). A negative 
performance (fiscal year to date) in 
the investment market is contributing 
to a projected development budget 
deficit of $2.0 million. Combining the 
core net income and the development 
budget deficit, and allowing for $1.1 
million in net asset spending, the So-
ciety’s net assets are projected to de-
crease by $1.0 million this fiscal year. 
If the year-end projections provided in 
Figure 1 prove accurate, the Society’s 
net assets will represent 70% of the to-
tal ASHP and 7272 Wisconsin Building 
Corp. expense.

Fiscal Year Ending May 31, 
2017—Budgeted

The Society’s 2017 core budget is 
essentially a balanced budget (Fig-
ure 1) with the core and develop-
ment budgets combined producing 
a $165,949 surplus (Figure 1) before 
spending from net assets. Thanks to 
the Society’s strong financial position, 
$650,000 spending from net assets has 
been budgeted to complete the re-
design of the ASHP website and pur-
chase of a new web content manage-

With its strong financial resources, a 

proactive Board and membership, and 

an exceptional CEO and staff, ASHP is 

well positioned to meet the needs of the 

membership for many years to come.
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ment system. Although this spending 
will cause an overall deficit for 2017, 
the Society’s total net assets are still 
budgeted to be at a strong 74% of total 
expense.

7272 Wisconsin Building 
Corporation

The Society’s subsidiary, the 7272 
Wisconsin Building Corp., owns the 
ASHP headquarters building and de-
rives income from leased commercial 
and office space. In 2015, the subsid-
iary retired the remaining debt on the 
building, incurring a $2.9 million pre-
payment penalty. The debt retirement 
will save the subsidiary $2.2 million 
annually in monthly mortgage pay-
ments and unrelated business income 
taxes. The prepayment penalty, al-

though planned, was the primary rea-
son the subsidiary produced a $98,286 
deficit for the year (Figure 3). 

It is important to note that at the 
time this report was written, the So-
ciety was in negotiations to sell the 
headquarters building to a local devel-
oper. If the sale occurs, the Society will 
be moving its headquarters operation 
four blocks away, leasing 65,000 sq ft. 
in a new office building.

 Conclusion
This is my final report to the House 

of Delegates as your Treasurer and I 
am extremely pleased to tell you that 
the Society is in excellent financial 
condition. I am also pleased to have 
served these past six years with a 
Board of Directors that is committed 

Figure 1. ASHP condensed statement of activities (in thousands).

Actual Fiscal  
Year Ended  

May 31, 2015

Projected Fiscal 
Year Ended  

May 31, 2016

Budget Fiscal 
Year Ended 

May 31, 2017

CORE OPERATIONS

Gross revenue	 $	 44,778	 $	 46,664	 $	 48,975 

Total expense		  (44,764)		  (46,557)		  (49,122)

Earnings from subsidiary		  (98)		  2,000		  0 

Investment income subsidy		  101		  0		  150 

Core Net Income	 $	 17	 $	 2,107	 $	 3  

PROGRAM DEVELOPMENT

Investment income	 $	 1,973	 $	 (607)	 $	 1,272 

Program expenses		  (1,134)		  (1,400)		  (1,109)

Program Development Net Income	 $	 839	 $	 (2,007)	 $	 163

Programs Funded from Net Assets	 $	 (1,077)	 $	 (1,120)	 $	 (650)   

			 

Increase in Net Assets	 $	 (221)	 $	 (1,020)	 $	 (484)

Pension Plan Adjustment		  (3,031)	                     –		             –

Net Increase in Net Assets	 $	 (3,252)	 $	 (1,020)	 $	 (484)

to advancing healthcare and support-
ing the professional practice of phar-
macists. I can say with confidence that 
ASHP continues to be a strong and vi-
brant organization from both a mem-
bership and financial viewpoint. With 
its strong financial resources, a proac-
tive Board and membership, and an 
exceptional CEO and staff, ASHP is well 
positioned to meet the needs of the 
membership for many years to come.

Disclosure
The author has declared no potential con-
flicts of interest.

Additional information
Presented at the ASHP Summer Meetings, 
Baltimore, MD, June 12, 2016. 
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ASSETS 

Current assets	 $	 4,051	 $	 4,200

Fixed assets	 $	 597	 $	 1,107

Long-term investments (at market)	 $	 34,668	 $	 49,602

Investment in subsidiary	 $	 21,730	 $	 6,115

Other assets	 $	 249	 $	 216

Total Assets	 $	 61,295	 $	 61,240

LIABILITIES

Current liabilities	 $	 16,548	 $	 15,590

Long-term liabilities	 $	  7,462	 $	 5,112

Total Liabilities	 $	 24,010	 $	 20,702

NET ASSETS

Net assets	 $	 37,285	 $	 40,537

Total Net Assets	 $	 37,285	 $	 40,537

Total Liabilities and Net Assets	 $	 61,295	 $	 61,240

Figure 2. ASHP statement of financial position (in thousands).

Actual  
as of  

May 31, 2015

Actual  
as of  

May 31, 2014

Figure 3. 7272 Wisconsin Building Corporation (ASHP subsidiary) statement of financial position and statement of activi-
ties for fiscal year 2015 (in thousands).

Actual  
As of  

May 31, 2015

Fiscal Year  
Ended  

May 31, 2015

REVENUE AND EXPENSE

Gross revenue	 $	 7,002

Operating expense 	 $	 (4,142)

Prepayment Penalty 	 $	 (2,878)

Operating Income	 $	 (18)

Provision for income taxes	 $	 (80)

Increase  (Decrease) in Net Assets	 $	 (98)

Owners distribution and capital contributions	 $	 15,714

Net Increase in Net Assets	 $	 15,616

ASSETS

Current assets	 $	 4,026

Property and plant (net)	 $	 16,696

Other assets	 $	 1,497

Total Assets	 $	 22,219

LIABILITIES

Current liabilities	 $	  230

Mortgage payable	 $	 0

Other liabilities	 $	 259

Total Liabilities	 $	 489

NET ASSETS	

Net assets	 $	 21,730

Total Net Assets	 $	 21,730

Total Liabilities and Net Assets	 $	 22,219
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ASHP members are leaders, innovators, 

and agents of change who are constantly 

looking for ways to improve patient care 

and advance pharmacy practice.

It is my pleasure to report that ASHP 
has had another very successful year. 

Because of you—our members—
ASHP has continued to lead the ad-
vancement of pharmacy practice and 
pharmacist-provided patient care 
in all care settings across the United 
States.

This year marked the 50th anni-
versary of the ASHP Midyear Clini-
cal Meeting and Exhibition. It was 
a wonderful celebration that really 
highlighted how much pharmacy has 
changed over the years and the many 
ways in which ASHP has advanced the 
profession. As we look forward to the 
75th anniversary of ASHP in 2017, we 
will again have many opportunities to 
reflect on how much ASHP has done 
to support that professional growth 
and change.

You and your fellow ASHP mem-
bers are the reason that ASHP has 
been and continues to be such a 
relevant, forward-facing organiza-
tion. The policies that are developed 
in this House and the ongoing work 
that ASHP does each year—advocacy, 
public health initiatives, work force 
issues, and supporting members’ 
needs for clinical information and 
professional development—all of 
these ultimately benefit the patients 
under our care.

Before I move on to my remarks, I 
would like to recognize the commit-
ment and hard work of our president, 
John Armitstead. John has been an ex-
ceptional leader, and his commitment 
to ASHP and our profession is unpar-
alleled. John, you have done a fantas-
tic job; thank you. Likewise, I want to 
recognize and thank the ASHP Board 
of Directors. This amazing group of 
people is focused every day on creating 
a future that ensures that pharmacists 
work to provide the best medication 
therapies possible for patients. I would 
also like to recognize our past presi-
dents who have contributed so much 
to our profession and continue to do so. 

Last but not least, I would like to 
recognize ASHP’s wonderful staff of 
over 200 professionals who work every 
day to support you and the patients 
you serve. 

I now would like to take a few 
minutes to summarize a number of 
important accomplishments over the 
past year and to share some of our 
plans for the future.

An evolving pharmacy work 
force 

According to the 2014 National 
Pharmacist Workforce Survey, nearly 
46% of pharmacists practice in hospi-
tals and patient care settings, such as 
clinics, home infusion, specialty phar-
macy, and long-term care.1 

More and more pharmacists are 
providing advanced medication-

use knowledge and services to their 
patients. As clinicians, we are living 
and working in a unique time that 
presents unprecedented profession-
al opportunities. 

I constantly speak with ASHP mem-
bers around the country about their 
efforts to ensure optimal medication 
therapy outcomes, and I am also al-
ways impressed by how hard members 
are working to improve patient care 
quality measures that link payment 
with performance. They—and you—
are very well positioned to handle the 
practice evolution that is happening.

We are also seeing an evolution in 
the demographics of the pharmacy 
work force. More and more women are 
following a pharmacy career path, and 
ASHP is focused on helping to meet 
their professional and leadership de-
velopment needs. 

Although women represent the 
majority of pharmacists practicing 
today, they occupy far too few lead-
ership positions in our profession 
and in healthcare at large. Without 
women occupying key senior lead-
ership positions, we miss out on the 
robust benefits a diverse work force 
can bring.

Through ASHP’s new Women 
in Pharmacy Leadership Steering 
Committee—chaired by ASHP Past 
President Sara White—we are explor-
ing how to minimize cultural fac-
tors and create an environment for 
focused mentoring and leadership 
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development of a new generation of 
women pharmacy leaders. 

The committee, which is actively 
seeking input from members, has 
drafted recommendations and will 
meet throughout the year to advise 
ASHP on next steps. Already, we are 
seeing outcomes of the committee’s 
work, including a great podcast se-
ries; a new ASHP Connect commu-
nity; special networking sessions of-
fered at the Conference for Pharmacy 
Leaders, the Midyear Clinical Meet-
ing, and here in Baltimore this week; 
and a series about women pharmacy 
leaders in our member magazine, 
ASHP InterSections.

ASHP is committed to finding the 
kinds of innovative solutions that ad-
vance our growing work force and to 
embracing diversity in all areas. We be-
lieve that a strategic focus will help us 
all benefit from the positive outcomes 
that a diverse work force brings to our 
profession and the patients we serve.

Provider status 

I would like to update you on 
ASHP’s biggest advocacy effort—the 
push to enact provider status. As you 
know, ASHP and the Patient Access 
to Pharmacists’ Care Coalition suc-
ceeded in getting pharmacists’ pro-
vider status legislation, H.R. 4190, 
introduced in 2014. This legislation, 
which enjoyed bipartisan support, 
was designed to amend the Social 
Security Act. It would have recog-
nized pharmacists as Medicare Part B 
providers working within their states’ 
scopes of practice to care for patients 
in ambulatory care settings in medi-
cally underserved areas throughout 
the United States.

The good news is that the legis-
lation, now known as H.R. 592—the 
Pharmacy and Medically Under-
served Areas Enhancement Act—was 
reintroduced by Representatives Brett 
Guthrie, G. K. Butterfield, Todd Young, 
and Ron Kind. We now have 287 co-
sponsors of this bill. Concurrently, 
Senators Charles Grassley, Mark Kirk, 
Sherrod Brown, and Robert Casey in-
troduced S. 314, a companion bill, in 

the Senate. That legislation now has 
45 cosponsors.

This successful push to get more 
cosponsors is a testament to our on-
going work with the Patient Access to 
Pharmacists’ Care Coalition. We are 
now focused on moving the legisla-
tion to the next stage of the legislative 
process—receiving a Congressional 
Budget Office score on the legislation 
that assesses the legislation’s cost to 
taxpayers over 10 years. 

Once a Congressional Budget Of-
fice score is assigned, we will work 
with our cosponsors to schedule a 
hearing of the House Energy and 
Commerce Committee, which has 
jurisdiction over Medicare programs. 
This hearing will provide an opportu-
nity for elected officials to call a panel 
of experts on the legislation’s details 
and its positive effects on patient 
care. Meanwhile, we are seeking po-
tential legislative vehicles to carry 
the bill in both the House and the 
Senate. 

ASHP and our members have tak-
en a major leadership role in bringing 
this legislation to fruition and helping 
to advance it through Congress. The 
exceptional care that all ASHP mem-
bers provide to their patients is the 
foundation for this effort. Every day, 
our members provide clear examples 
to Congress of what pharmacists can 
do to improve outcomes, reduce costs, 
and expand access.

This is no time to take a breather, 
however. In this difficult national 
election year, it is important that 
we keep up the pressure. Legislators 
need to see pharmacists providing 
the types of patient care services for 
which we are seeking recognition 
and payment. It is absolutely vital 
that all ASHP members continue to 
reach out to their representatives and 
senators. Members need to express 
support and either ask their legisla-
tors to cosponsor this important leg-
islation or thank them if they have 
already signed on as cosponsors. We 
need you to keep telling your stories 
through local media, blogs, and social 
media channels. 

Spend some time attending politi-
cal rallies this summer, and find ways 
to support the campaigns of your sen-
ators and representatives. Tell them 
how this vital legislation will help 
patients both locally and within your 
state, and ask for their support.

Even though so much is in play 
with this presidential election cycle as 
Congress determines its priorities and 
prepares for a big election, we must 
keep moving forward. 

That said, I would like to pause 
for a moment to recognize and thank 
ASHP’s exceptional staff team that has 
worked relentlessly with Congress, 
the Centers for Medicare and Medi-
caid Services, and other stakeholders 
for more than a decade to create the 
framework for this historic moment 
in time. We couldn’t have gotten as far 
as we have without their exceptional 
commitment and effort. Thank you! 

Opioid addiction

According to the Centers for Dis-
ease Control and Prevention (CDC), 
the quantity of prescription analge-
sics dispensed to Americans—and 
deaths from overdoses—quadrupled 
from 1999 to 2013. During 2013, nearly 
2 million Americans either abused or 
were dependent on opioids. More peo-
ple died from drug overdoses in 2014 
than in any year on record, and the 
majority of overdose deaths involved 
an opioid.2

We clearly have a devastating 
public health challenge in the Unit-
ed States, and the only way we can 
start to get a handle on it is through 
a multichannel approach that in-
volves healthcare providers, fed-
eral and state government officials, 
regulators, and other stakeholders. 
ASHP and its members are focused 
first and foremost on ensuring ap-
propriate pain management for our 
patients while ensuring appropriate 
safeguards against addiction, misuse, 
abuse, and diversion.

As this concerted fight to reduce 
opioid addiction takes shape, I am 
pleased to report that ASHP is front 
and center in the effort. We are clearly 
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seen as a national player in the realm 
of safe and appropriate medication 
use. 

For example, ASHP participated 
in a meeting in late May with several 
senior White House officials to discuss 
the Obama administration’s efforts 
to address the opioid overdose and 
misuse epidemic. The session, coordi-
nated by the Office of National Drug 
Control Policy, is the first in a series 
of meetings with healthcare provider 
and patient advocacy groups work-
ing to expand access to opioid treat-
ment, prevention of abuse, and re-
covery resources.

We also were previously invited 
to a special White House summit on 
the issue. ASHP staff represented our 
members at this event and shared our 
commitment to a number of activities 
that we believe will go a long way to-
ward increasing awareness of opioid 
addiction.

For example, ASHP is working 
with the Food and Drug Administra-
tion, CDC, the Department of Health 
and Human Services, and other stake-
holders to develop interprofessional 
education materials about the appro-
priate use of opioids and other alter-
natives to pain management. 

We will be highlighting the issues 
and resources related to opioid mis-
use, abuse, and access at ASHP’s na-
tional meetings and engaging with 
our state affiliates and members about 
the issue. Of course, our members are 
working every day to see that the most 
appropriate pain management is af-
forded their patients such that opioids 
are not overused when other effective 
alternatives can be used. We also are 
supporting the development of a fully 
integrated national prescription drug 
monitoring program to help prevent 
abuse and diversion while ensuring 
appropriate patient access. 

ASHP is developing comprehen-
sive guidelines on controlled sub-
stances diversion prevention that are 
in the process of being sent out for 
external review and will be published 
in September. The ASHP Controlled 
Substances Diversion Prevention 

Guideline will provide guidance and 
best practices for healthcare organi-
zations to consider when improving 
their systems to address common risk 
points and methods of diversion of 
controlled substances. It will include 
a suggestion to establish an inter-
professional controlled substances 
diversion prevention program and 
committee as well as a 160+-element 
self-assessment tool for organizations 
to use.

Pharmacists can and should play 
a key role in ensuring appropriate 
opioid prescribing and overall pain 
management and are extremely well 
positioned to work with prescribers to 
ensure that these important drugs are 
reserved and used effectively for the 
patients who need them. Ensuring ap-
propriate opioid prescribing and use 
is one of the many things pharmacists 
do to ensure optimal health outcomes 
and patient safety.

I believe that ASHP’s commitment 
to this issue will go a long way toward 
helping our nation begin to solve this 
devastating public health crisis.

Rising drug prices

We all know that rapidly rising 
medication costs are placing a sig-
nificant, unsustainable burden on 
our healthcare system, our individ-
ual organizations, and our patients. 
According to IMS Health, spending 
on medicines increased by double 
digits for a second straight year in 
2015, reaching $425 billion.3 After 
adjusting for manufacturer rebates 
and other price concessions, net 
spending was $310 billion, up 8.5% 
over 2014 levels.

To help lead the way for solutions 
to skyrocketing pharmaceutical costs, 
ASHP in February started working as 
part of the steering committee of the 
Campaign for Sustainable Rx Pric-
ing. We are partnering with the cam-
paign’s diverse stakeholders to iden-
tify market-based solutions to ensure 
that patients have affordable access to 
needed medications.

In late April, the campaign re-
leased a number of these solutions 

that we think will go a long way toward 
combating the problem. These ideas 
focus on transparency, competition, 
and value. 

ASHP is also working on Capitol 
Hill on this issue. We advised Repre-
sentative Buddy Carter, the only phar-
macist in Congress, on his testimony 
before the House Committee on Over-
sight and Government Reform about 
the effect of price spikes on patients 
and the healthcare system. We are en-
couraging the committee to explore 
ways to stimulate an enhanced pres-
ence in the marketplace for generic 
manufacturers. I am proud of the work 
that ASHP is doing on this complex 
public health issue.

State leadership and national 
partnerships 

I would like to take a moment to 
recognize the important role that 
ASHP state affiliates play in support-
ing ASHP’s vision, mission, and stra-
tegic plan. The work of state affiliates 
magnifies and multiplies the impact 
of ASHP’s national efforts on the most 
important professional and patient 
care issues of our time.

I greatly enjoy visiting with our 
state affiliates. Since the last House 
of Delegates meeting, I have had the 
pleasure of providing the keynote ad-
dresses at the annual meetings of the 
Kansas, Missouri, Florida, and Georgia 
affiliates. I also have plans to visit 
Connecticut this fall. 

ASHP is constantly examining how 
to make our affiliate relationships 
more effective and efficient. A notable 
example is the work that the Commis-
sion on Affiliate Relations is currently 
doing to streamline the reaffiliation 
process. 

I am extremely thankful for all that 
our affiliates do, and I look forward to 
continuing to work with them to ad-
vance ASHP’s vision. 

In addition to our state affiliates, 
the partnerships that ASHP has forged 
at the national level help us to advance 
our vision and mission. There are 
too many organizations to note here, 
but I would like to give you a sense 
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of the breadth and depth of our rela-
tionships by mentioning a few here: 
various medical, nursing, and other 
healthcare professional organizations; 
agencies and regulating entities; con-
sumer groups; manufacturer groups;  
the White House; the U.S. Congress; 
and many more. 

These connections reflect the im-
portant and diverse relationships that 
ASHP members cultivate as they care 
for patients in all healthcare settings 
and are critical to ASHP’s future suc-
cesses and to the success of pharma-
cists as patient care providers. 

A reimagined clinical journal

ASHP’s clinical journal, AJHP, has 
gone through some dramatic and ex-
citing changes over the past year. Un-
der the leadership of Editor in Chief 
Daniel Cobaugh, AJHP launched a 
new design in January that has sig-
nificantly improved the journal’s read-
ability, usefulness, and appeal to clini-
cal pharmacists. The changes in the 
journal reflect its new mission: “Ad-
vancing Science, Pharmacy Practice, 
and Health Outcomes.”

This broader focus supports AJHP’s 
role as a source of the latest scientific 
evidence, practice information, news, 
and opinion pieces. We believe that 
this new publication will help phar-
macists guide medication use for in-
dividual patients as well as contribute 
significantly to the national discourse 
about healthcare policy.

In terms of processes, AJHP has 
accelerated its publication of en-
hanced, high-impact content; has 
revitalized its approach to the edito-
rial page, with 14 highly relevant edi-
torials in fiscal year 2016; and is well 
on its way with a series of theme is-
sues that will spotlight topics ranging 
from specialty pharmacy to precision 
medicine.

AJHP has always been the nation’s 
premier scientific and clinical journal 
for pharmacists. With these innova-
tions, we have achieved a new level 
of excellence and relevance that en-
sures our members have access to the 
best content available to support their 

healthcare practices. We should all be 
proud of ASHP’s scholarly publication.

Staff changes

We have had several key staff re-
tirements and new staff appointments 
over the past year that I’d like to share 
with you. 

As many of you know, Dave 
Edwards, ASHP’s longtime chief fi-
nancial officer, is retiring this summer. 
Dave has been with ASHP for over 25 
years and has been a guiding force in 
managing the Society’s finances with 
the highest degree of integrity and 
ethics. Although Dave’s work has been 
mostly behind-the-scenes, I can tell 
you that his focus every day has been 
on serving ASHP members and ensur-
ing that ASHP is financially positioned 
to continue to offer unparalleled lev-
els of member services. In addition, 
Dave’s financial acumen was abso-
lutely essential in the sale of our build-
ing, which I will speak about in a few 
minutes. Dave will always be a huge 
part of the ASHP family. 

David Witmer, who has been with 
ASHP for over 20 years in different 
capacities—most recently as ASHP’s 
chief operating officer (COO)—will 
also be retiring at the end of this cal-
endar year. We wish David all the best 
and thank him for his leadership in 
helping to create our membership 
Sections and Forums, growing mem-
bership and member satisfaction, and 
advancing pharmacy specialties, to 
mention just a few of his accomplish-
ments. As COO, David has overseen 
multiple initiatives, not the least of 
which was planning and overseeing 
the sale of ASHP’s current headquar-
ters building and our move into the 
new one. 

With David’s retirement,  Kasey 
Thompson was recently promoted to 
COO and senior vice president. Kasey 
has served in numerous capacities 
during his 17-year career at ASHP, 
helping the Society to increase its en-
gagement and visibility in the health-
care, media, and broader stakeholder 
communities as well as in the realm 
of public health policy with Congress, 

the White House, and key federal 
agencies. 

In recent years, Kasey has played 
an essential role in implementing 
the new ASHP Strategic Plan, institut-
ing a renewed ASHP brand, growing 
ASHP’s government relations capac-
ity and overall scope and influence 
on legislation and regulation affecting 
pharmacists and patients, and mod-
ernizing ASHP’s  policy development 
program. I’m very excited to be work-
ing with Kasey as we address the criti-
cal issues facing our members and the 
patients they serve. Kasey has hit the 
ground running and has quickly dem-
onstrated his ability to lead and con-
tinue to advance ASHP’s mission. 

Headquarters move update

ASHP has made its home in 
Bethesda, Maryland, for five decades, 
and we have been at our current 
building at 7272 Wisconsin Avenue for 
24 of those years.

We renamed our building at 7272 
the Joseph A. Oddis Building  in 
January 2013 in honor of Joseph A. 
Oddis, who served as ASHP’s chief ex-
ecutive officer (CEO) for 37 years and 
whose vision and leadership led to 
ASHP acquiring the building in 1992. 

The Joseph A. Oddis Building has 
served ASHP well as a “touch point” 
for members who travel to Bethesda 
and as a work home for many of 
ASHP’s 200+ employees. It also is a 
tangible real estate asset whose val-
ue has grown dramatically over the 
years.

Our current building sits on top of 
the south end of the Bethesda Metro 
station. Over the course of the past 
few years, Montgomery County, 
Maryland, has been developing plans 
to construct a new light-rail system 
project called the Purple Line that 
would connect to the Metro.

ASHP was approached by a ma-
jor developer who was interested in 
redeveloping our property as part of 
the Purple Line construction project. 
The sale of the building has given us a 
unique opportunity to obtain new and 
more modern offices to serve our fu-
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ture needs at an alternate location in 
downtown Bethesda.

ASHP’s consideration for selling 
our building centered on two con-
cerns: our members and our staff. 
Because ASHP is a not-for-profit 
professional society dedicated to 
advancing healthcare and pharmacy 
practice, any consideration for selling 
our building must put ASHP in a po-
sition to continue providing the high 
level of service that our members de-
serve and a location that is accessible 
and accommodating to our wonder-
ful staff. Further, it must ensure that 
ASHP remains financially strong long 
into the future to support the orga-
nization’s robust public health and 
membership mission. 

The building sale, which was ap-
proved by the ASHP Board of Direc-
tors last year, has moved forward suc-
cessfully, and a portion of our staff 
has now moved into temporary space 
within the new headquarters build-
ing at 4500 East–West Highway. Our 
plan is to have the top three floors 
of our new space completely designed 
and constructed—and all staff moved 
in—by early 2017. The new building is 
beautiful.  It is the first LEED Platinum–
certified building in Bethesda, and it 
will provide members and stakehold-

ers who visit and the staff who work 
there easy access to public transporta-
tion, hotels, and restaurants.

I think you’ll be impressed by how 
well this new headquarters reflects 
ASHP’s new brand of “Pharmacists 
Advancing Healthcare.”

Conclusion 

I would like to conclude my re-
marks with another thank you, to you, 
our members, for everything that you 
do for your patients and for ASHP. 
ASHP’s lifeblood resides in our won-
derful members who provide patient 
care services across the entire con-
tinuum of care in every state and all 
around the world. I am humbled and 
excited during my travels when I see 
the many, many advancements that 
ASHP members are making in every 
practice setting imaginable. 

ASHP members are leaders, in-
novators, and agents of change who 
are constantly looking for ways to 
improve patient care and advance 
pharmacy practice. Seeing what you 
do and knowing how passionate you 
are about the roles you play on patient 
care teams make my job as CEO of 
ASHP an absolute pleasure. 

Please accept my sincere gratitude 
to all of you for being part of this won-

derful organization and profession. 
You are truly improving the lives of 
patients everywhere and are continu-
ing to make ASHP the best and fastest-
growing pharmacy organization in the 
world. 

Disclosure
The author has declared no potential con-
flicts of interest.

Additional information
Presented at the ASHP Summer Meetings, 
Baltimore, MD, June 14, 2016. 
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Before I begin my remarks, I want to 
express how grateful I am for the 

past year. I appreciate having the op-
portunity to serve ASHP and our over 
43,000 members as president. I also 
want to thank you, as members of the 
House of Delegates, for all that you do 
for the pharmacy profession, for pa-
tients, and for ASHP. Your work here 
provides a critical framework for the 
provision of safe and effective medi-
cation use in this country.

It is impossible to quantify the 
number of hours that each of you has 
devoted to ensure that ASHP policies 
meet the needs of members, patients, 
and practice. The work of this House, 
along with that of ASHP’s councils, 
Sections, Forums, and state affiliates, 
truly showcases your commitment to 
improving patient care.

On behalf of the Board of Directors, 
I also want to thank Dr. Abramowitz for 
his support and leadership throughout 
the year. His friendship and guidance 
have made this year a true pleasure. 
Thank you, Paul. 

In my inaugural address, I talked 
about the importance of building 
bridges—to bridge gaps in continu-
ity of care, in our relationships with 
patients and peers, and in the work 
that ASHP does every day to further 

ASHP’s strategic plan, professional 

policies, and advocacy efforts to gain 

provider status showcase the need for 

more pharmacists who can provide 

specialized patient care services on 

interprofessional teams. 

our professional aspirations and 
goals.

One of the best benefits of being 
president is having the opportunity to 
witness firsthand the important role 
that ASHP plays in building bridges 
for pharmacy practice. I have trav-
eled across the country, meeting with 
seasoned pharmacists and new prac-
titioners, residents, technicians, and 
student pharmacists. It is clear to me 
that pharmacy practice is advanc-
ing in leaps and bounds all across the 
United States and throughout the con-
tinuum of care. The policies endorsed 
by this House are helping to support 
and push that evolution. 

Today, I want to share with you 
a few updates on how ASHP is both 
driving and reflecting changes in 
practice, engaging with a new gen-
eration of pharmacy practitioners, 
expanding pharmacy training and 
certification opportunities, advocat-
ing on the issues that you care about 
most, encouraging more members to 
get involved in ASHP, and supporting 
your continuing professional develop-
ment needs.

Practice Advancement Initiative

As you know, ASHP has always led 
the way on practice change and inno-
vation. The member-driven Pharmacy 
Practice Model Initiative (PPMI) fo-
cused on a vision of pharmacists be-
ing present and accountable for every 

medication-use decision made in ev-
ery setting where healthcare is deliv-
ered. This year, the PPMI evolved even 
further to embrace and reflect what 
is happening across the continuum 
of care. We renamed the PPMI to the 
Practice Advancement Initiative, or 
PAI, to reflect the comprehensive na-
ture of the program. This new name 
and an accompanying website reflect 
pharmacists’ expanding patient care 
roles in both acute and ambulatory 
care settings as clinical specialists 
and generalists. The PAI also focuses 
more broadly on transitions across 
settings. 

As part of our commitment to help 
members provide top-quality care to 
patients across the medication-use en-
terprise, ASHP continues to broaden 
and deepen PAI member resources. In 
addition to the hospital assessment tool, 
the PAI now offers an ambulatory care 
self-assessment tool to help pharma-
cists gauge how practice change should 
proceed within their care settings.

As of today, more than 1700 hos-
pitals have completed the hospital 
self-assessment, and more than 275 
ambulatory care sites have taken 
self-assessments. State affiliates are 
among the best champions for prac-
tice change, continuing to lead ef-
forts across the country. Rhode Island, 
North Dakota, Maine, Wisconsin, and 
Iowa have all achieved a rate of more 
than 60% hospital participation. 
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ASHP continues to support mem-
bers in a variety of PAI activities, 
from providing speakers at affiliate 
meetings to offering advice to mem-
bers on how to use the findings from 
their hospital and ambulatory care 
self-assessments. Over the past year, 
the ASHP Research and Education 
Foundation funded six state affili-
ate grants—for Alabama, Wisconsin, 
Missouri, Oregon, Pennsylvania, and 
Ohio—to support PAI planning and 
implementation. And the PAI web-
site features an array of resources, 
including progress measures that 
provide aggregated practice change 
data from hospitals and clinics 
across the United States. 

Residency update

To ensure that our work force is 
ready for today’s challenges and those 
to come, ASHP is continuing its work 
to grow the capacity of residency pro-
grams. I am happy to report that over 
the past few years, we have seen ex-
citing growth in the numbers of both 
candidates and available positions in 
the United States. 

Residencies have grown by 9% 
since 2015, which represents 322 new 
positions. This is great news, because 
it tells me that ASHP’s focused efforts 
to build residency program capacity 
across the nation are working. 

To help ensure that we maintain 
an orderly process for matching can-
didates with positions, ASHP insti-
tuted a new two-phase Match process 
this year. At the conclusion of both 
phases, more than 4200 applicants 
had matched with more than 2000 
programs.

This year’s Match accomplished 
what we wanted to accomplish: 
compared with 2015, 45% fewer un-
matched applicants and 90% fewer 
unfilled positions had to turn to the 
informal post-Match scramble proc-
ess to connect. ASHP also offered a 
virtual career fair to help those can-
didates who still needed to find posi-
tions at the end of the Match process.

We are currently evaluating the 
Match process to ensure that it is as 

easy to use as possible next year. Pro-
grams and applicants liked the addi-
tional structure of the second phase 
of the Match but suggested that ASHP 
extend the time between the first and 
second phases.  Rest assured that we 
will be addressing that for the 2017 
Match. Overall, I couldn’t be more 
pleased with the outcome. 

The Match is not the only avenue 
through which we support residents’ 
professional growth. In addition to 
offering excellent targeted education-
al programming, ASHP has rapidly 
grown the readership of the new AJHP 
Residents Edition. From June 2015 to 
January of this year, total access to 
abstracts and full-text articles totaled 
more than 62,000.

AJHP Residents Edition serves as an 
essential knowledge base and “touch 
point” for residents. It increases en-
gagement in ASHP by residents, pre-
ceptors, and program directors, and it 
offers pharmacists a fantastic avenue 
to publish the results of projects they 
completed during their residencies. 

I am also happy to report that AJHP 
will be featuring a theme issue about 
innovative residency programs as a 
way to highlight best practices. Clear-
ly, this topic resonates with members, 
because the journal received many 
submissions for the issue. Stay tuned!

ASHP also held a successful advo-
cacy training and legislative day for 
residents in October. It was a special 
event that dovetailed a successful stu-
dent advocate training and legislative 
day in February. We believe it is impor-
tant to engage this new generation of 
practitioners in advocacy as we work 
on important public health issues such 
as provider status, drug pricing, track-
and-trace technology, and much more.

Importance of advocacy 

Paul will update you on where 
ASHP currently stands with provider 
status. But I want to acknowledge that 
provider status is just one of many ad-
vocacy issues that we are consistently 
pursuing on behalf of members.

ASHP has been at the forefront of 
many national patient safety initia-

tives, from compounding safety and 
drug shortages to issues such as how 
to combat opioid addiction and rising 
pharmaceutical prices. 

ASHP is a well-known leader in 
the area of antimicrobial steward-
ship, offering members a large ar-
ray of resources, including webinars, 
traineeships, and Web-based tools. 
Last June, we made a commitment at 
the White House Forum on Antibiotic 
Stewardship to work with other stake-
holders in developing standardized 
metrics for pharmacy antibiotic stew-
ardship programs. We also promised 
to foster the development of educa-
tion, research, and interprofessional 
collaboration on this important pub-
lic health issue.

In 2015, ASHP partnered with the 
Infectious Diseases Society of Amer-
ica (IDSA) and the Society of Infec-
tious Diseases Pharmacists to issue a 
statement on the Essential Role of the 
Pharmacist in Antimicrobial Steward-
ship. We endorsed IDSA Guidelines 
on Implementing Antibiotic Steward-
ship Programs, and we were one of 
five professional groups tapped by the 
Centers for Disease Control and Pre-
vention to consult on a new antimi-
crobial stewardship standard.

Finally, no discussion of advocacy 
would be complete without a mention 
of the importance of ASHP’s political 
action committee (PAC) in support-
ing these efforts; over the past year, 
ASHP members contributed nearly 
$100,000. This new level of PAC fund-
ing allowed us to better support candi-
dates who are aligned with our advo-
cacy goals and to support even more 
candidates.

Even with these numbers, there is 
always room for growth. Think about 
what we could do if every ASHP mem-
ber contributed just $10 a year, which 
would almost quadruple our current 
PAC funds and allow us to be even 
more effective in advocating for pro-
vider status and many other issues 
that affect pharmacy practice. 

If you haven’t already contributed 
to the PAC, I hope you will take the op-
portunity to do so soon. 
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Continuing education
As you may know, I am a strong be-

liever in the value of continuing pro-
fessional development (CPD). As I said 
in my inaugural address, CPD is the 
means by which people maintain, de-
velop, and advance their professional 
skills and knowledge. This structured 
approach to learning helps ensure 
that we as practitioners advance our 
capabilities and are able to practice at 
the top of our licenses.

ASHP has been a leader in this area 
for many years, providing excellent, 
cutting-edge continuing education 
and opportunities for CPD. In fact, 
ASHP just launched a new series of on-
line professional certificate programs 
to help pharmacists and pharmacy 
technicians improve patient care.

The Teaching Certificate for Phar-
macists helps practitioners who want 
to expand their roles as educators in 
residency programs, patient care en-
vironments, and other instructional 
settings. It was developed in partner-
ship with the University of Kentucky 
and features 16.5 hours of pharmacy 
continuing education. The Pharmacy 
Informatics Certificate and the Sterile 
Product Preparation Training and Cer-
tificate Program launched last month, 
and two more programs are sched-
uled to debut in fiscal year 2017: (1) 
advanced sterile product preparation 
and training and (2) medication safety. 

We believe this suite of new pro-
grams will help pharmacists differ-
entiate themselves in an increas-
ingly competitive and challenging 
profession.

ASHP’s focus on helping mem-
bers achieve their professional goals 
and aspirations is unmatched, as 
evidenced by the endorsement of ex-
ternal organizations. 

For example, the Accreditation 
Council for Pharmacy Education 
(ACPE) this year awarded ASHP con-
tinued accreditation until January 31, 
2022. ACPE commended ASHP for our 
excellence in educational needs as-
sessment; faculty, teaching, and learn-
ing methods; educational materials; 
learning assessment; and achieve-

ment and impact of our mission and 
goals. 

ASHP Summer Meetings offer a 
plethora of learning opportunities 
through our four boutiques. Clearly, 
many members are finding something 
to like about this set of meetings, as to-
tal attendance for last year’s Summer 
Meetings exceeded 2000, the highest 
it has been since 2009. We appreciate 
the support we receive from our six 
partners: the Institute for Safe Medi-
cation Practices, Medication Safety 
Officer Society, National Council for 
Prescription Drug Programs, Case 
Management Society of America, 
Heart Failure Society of America, and 
Purdue College of Pharmacy Center 
for Medication Safety Advancement.

This year, we also celebrated the 
50th Midyear Clinical Meeting and 
Exhibition in New Orleans, featuring a 
number of special anniversary activi-
ties. Paul honored ASHP Chief Execu-
tive Officer Emeritus Dr. Joe Oddis at 
the opening session for his work to 
launch the Midyear meeting and all he 
has done over the years to build ASHP 
into the strong and influential organi-
zation it is today.

The 2015 Midyear meeting was the 
second-largest ever, with a projected 
net income of more than $13 million. 
The number of exhibitor booths grew 
13% over 2014, and we saw continuing 
growth in the Residency Showcase, 
Personnel Placement Service, and 
posters. 

Others outside of pharmacy are 
taking note of the Midyear meeting 
success story. Trade Show Executive 
awarded the Midyear meeting its 
coveted “Trade Show Executive Fast-
est 50” award (among the 50 fastest-
growing shows by growth of exhibit 
programs), and Trade Show News 
Network listed the ASHP Midyear 
meeting on its 2015 Top 250 Trade 
Shows List. 

Privileging and credentialing

Of course, no discussion of profes-
sional development would be com-
plete without a mention of ASHP’s 
support for specialty certification for 

pharmacists who wish to provide ad-
vanced patient care services. ASHP’s 
strategic plan, professional policies, 
and advocacy efforts to gain provider 
status showcase the need for more 
pharmacists who can provide special-
ized patient care services on interpro-
fessional teams. Specialty certification 
is an important path to provide those 
services.

Since the founding of the Board of 
Pharmacy Specialties in 1976, ASHP 
has strongly supported petitions for 
new and emerging specialty certifica-
tion programs. We were the original 
petitioners for the oncology and psy-
chiatric specialties, and we partnered 
with the American Society of Paren-
teral and Enteral Nutrition to seek a 
pharmacy specialty in nutrition.

In recent years, ASHP also success-
fully petitioned for certifications in 
ambulatory care, pediatrics, and criti-
cal care. In 2015, ASHP was named a 
recertification provider in the five 
Board of Pharmacy Specialties areas 
of ambulatory care, critical care, on-
cology, pediatrics, and pharmacother-
apy, as well as for geriatrics under the 
Commission for Certification in Geri-
atric Pharmacy. 

We have enjoyed many successful 
content partnerships through the years 
as well, working with the American 
Pharmacists Association on ambulato-
ry care and with the American College 
of Clinical Pharmacy on oncology.

To help members achieve and 
maintain these important certifica-
tions, we have focused our energies on 
developing quality, application-based 
review and recertification courses, in-
cluding for pediatrics and critical care, 
the newest specialties. We also devel-
oped a Resident Review and Recerti-
fication Program that offers residents 
special incentives for the seven-year 
cycle of recertification.

We believe that these programs 
round out ASHP’s core strengths in 
education and residency accredita-
tion and that they are the best pro-
grams available to propel pharma-
cists to the next level of professional 
practice. 
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Member engagement
ASHP’s commitment to our mem-

bers is what sets us apart from many 
other pharmacy organizations. We 
constantly strive to provide the re-
sources, services, and support that 
members need to successfully care for 
their patients in any practice setting. 

It is a great symbiotic relationship, 
because members also help ASHP to 
further its mission and vision in many 
ways. Members help with meeting 
programming, educational webinars, 
editorial input to AJHP and other 
ASHP publications; as active mem-
bers of our state affiliates; and with 
policy development here at the House 
of Delegates. You, along with your fel-
low members, are incredibly generous 
with your time, expertise, and creativi-
ty. ASHP can be successful in support-
ing pharmacy practice and advancing 
patient care only with your assistance.

Our Sections and Forums also pro-
vide many different ways to engage 
with ASHP. To give you a sense of the 

numbers, in 2015 and through the first 
half of 2016, ASHP’s Sections provided 
opportunities for more than 500 mem-
bers to volunteer with advisory groups 
and committees—that equals a whop-
ping 8000 hours of volunteer time! 

At the Midyear Clinical Meeting 
in New Orleans, at last year’s Summer 
Meetings, and at the ASHP Confer-
ence for Pharmacy Leaders, Sections 
conducted 40 networking sessions. 
More than 4000 ASHP members par-
ticipated in these important, engaging 
events.

ASHP clearly has some of the most 
involved and passionate members of 
any professional organization. Thank 
you for all that you do!

Conclusion 

I want to express again how much 
I appreciate your leadership, time, and 
attention to the most important issues 
facing pharmacy today. ASHP can only 
be the dynamic, growing organization 
that it is with your help. By being a 

member and by giving so generously 
of your time and best thinking, you 
ensure that ASHP continues to be the 
relevant membership organization 
that has served so many practitioners 
so well for many years.

The policies that you work on in 
the House of Delegates are absolutely 
critical to our efforts to expand pro-
fessional opportunities for pharma-
cists and to improve care for all of our 
patients.

We appreciate all that you do for 
ASHP, for the profession, and for pa-
tients. I look forward to many more 
years of working with you on the most 
important healthcare issues of our 
time.

Disclosure
The author has declared no potential con-
flicts of interest.

Additional information
Presented at the ASHP Summer Meetings, 
Baltimore, MD, June 14, 2016.



House of Delegates
2016 NEW BUSINESS SUBMISSION FORM 

PLEASE RETURN BY 4PM ON MONDAY, JUNE 13, TO THE  
EXECUTIVE OFFICE IN ROOM 333, BALTIMORE CONVENTION CENTER 

ASHP 
HOUSE OF DELEGATES   
JUNE 14, 2016   
BALTIMORE, MARYLAND 

To be completed by the Office of the 
Secretary of the House of Delegates 

Date Submitted: 

Time Submitted: 

INTRODUCED BY (NAME): 
Scott Takahaski, PharmD, FCSHP, FASHP 

SUBJECT: 
Impact of Intern Hours changes required for BoP Licensure 

MOTION: 
ASHP examine the impact on non-academic earned intern hours on the readiness of new practitioners and 
residents to practice on granting Registered Pharmacist Licensure. 

BACKGROUND: 
To respond to past pharmacist shortages, the California Board of Pharmacy had eliminated the non-academic 
hours requirement to permit out of state applicants to sit for the CA BoP exam. This was due to the 
requirement the lack of transferable documentation was difficult to not possible to obtain as the document 
was for CA RPh verification. In addition, in CA, there are 15 schools of pharmacy which has/will greatly 
impact the ability of students to obtain intern positions to gain the “real world” practical experience offered 
by employment of pharmacy interns. The assumption is that the intern experience as an employee is 
markedly different from IPPE and APPE-related experience as the employed experience is obtained over 
years in the pharmacy with all the duties and responsibilities required with that position. New graduates 
with substantial intern experience are more practice ready compared to their colleagues whose intern 
experience is solely from APPE and IPPE through their educational curriculum. The graduate with less/no 
experience forces the employer to train new hires basic pharmacy work ethics and learn how to function in 
the pharmacy. 

SUGGESTED OUTCOMES: 
1. Dialogue with the NABP on the issue of internship hour requirements to sit for licensure exam with
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regards to the value of hours completed outside of pharmacy school curriculum. 

2. New practitioner survey on “how prepared are you to start practice” for as many new graduates over 
the last 5 years. Elements of the survey include: APPE/IPPE hours submitted for BoP exam, hours 
required for BoP exam, year of first attempt BoP exam, subjective assessment of ease to begin 
practice as a new graduate. 

3. Employer survey on hiring of new practitioners over their years of experience. Elements to include: 
hospital bed size, state, years with hiring experience, presence of intern program, subjective 
assessment of new hires reasonably prepared to practice on hire (outside of their own previously 
employed interns), subjective assessment of changes in probationary period changes, subjective 
assessment of the need to retrain new hires, subjective assessment of the need to discharge new 
hires compared to previous years. 

  
  
  
  
  
  
  
  



 
 
 
 
 

House of Delegates 
Recommendations from the 2016 House of Delegates 

The delegate[s] who introduced each Recommendation is [are] noted. Each Recommendation is 
forwarded to the appropriate body within ASHP for assessment and action as may be indicated. 

1. Opioid Infusion Monitoring
Dan Degnan (IN)
Recommendation: Recommend that ASHP work with the Association for the
Advancement of Medical Instrumentation (AAMI) and the Promise to Amanda Foundation
to develop policy regarding the continuous monitoring of patients receiving opioid
infusions.
Background: AAMI has developed a report regarding the need for continuous electronic
monitoring of opioid infusions in hospitals. AAMI worked with a family from Indiana who
lost their daughter due to an opioid overdose and have since established a foundation to
prevent the same issue from happening to someone else. The AAMI website contains the
report and the Promise to Amanda Foundation can be found at
www.promisetoamanda.org.

2. Drug Removal by Extracorporeal Modalities
Kim Benner (AL)
Recommendation: To encourage research of drug removal by extracorporeal means to
facilitate drug dosing.
Background: Similar to the new COT Policy 4 on drug dosing in renal replacement
therapy, more research is needed on drug removal by extracorporeal means, such as
ECMO and plasmapheresis, to aid in drug dosing when these modalities are used in
patients. Even less is known about drug removal by these modes than RRT.

3. ASHP Sponsored 5K Run/Walk
Kim Benner (AL), Steve Riddle (WA)
Recommendation: To propose that ASHP host a 5K run/walk at a future Summer
Meeting.
Background: As many pharmacists promote and sustain healthy lifestyles, a health
promotion-oriented event such as a run/walk would be a welcomed addition to the
Summer Meeting. Other organizations have successfully implemented such activities
at their meetings.

4. ASHP Position Statement on Assisted Suicide
Dan Degnan (IN)
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 Recommendation: That ASHP use the virtual House process and year-long Council review 

process to address the ASHP resolution that was referred at this meeting of the House of 
Delegates. 

 Background: Past President Gerry Meyer made a good point at the ASHP Open Forum 
about the need to bring some clarity to the issue quickly through the use of the new 
processes used by ASHP for policy development. The background regarding the specific 
issue can be found in the proposed resolution from Nicole Allcock. 

  
5. Projection of Policy Language During Chair-led Caucus 

Carol Rollins (AZ) 
 Recommendation: That an electronic method be used to project Council wording of 

policies during caucus led by the Chair of the House (and amended language agreed upon 
through Connect). 

 Background: Takes too much time and is too confusing to only read the policy. Pulling up 
on phones, I-pads, etc., is sometimes significantly delayed real time so you may not be 
able to see the policy as it is discussed. Just having slides would be a big help. As an aside, 
it would also be helpful to have the room set up with much shorter aisles (or use round 
tables) so participants can easily get up/out to the microphone to comment. 

  
6. Restricted Access to Medications Due to Pharmaceutical Company Initiatives Affecting 

Patient Care 
Brian I. Kawahara (CA) 

 Recommendation: ASHP should develop a position regarding pharmaceutical companies 
restricting the purchase and distribution of agents based upon a social policy or initiative 
of the pharmaceutical company that may affect patient care.  

 Background: Recently a major wholesaler mandated pharmacies to sign an agreement 
that they would not purchase for or resell certain agents to prisons because several 
pharmaceutical manufacturers were mandating this. If the agreement was not signed, the 
pharmacy would not be allowed to purchase these agents for their patients. This sets a 
dangerous precedent and has major implications on patient care for healthcare systems 
that do not agree with pharmaceutical company’s positions. 

   
7. Notification of Outcomes of Delegates Recommendations 

Diane Fox (TX) 
 Recommendation: ASHP should continue to inform delegates and/or recommendation 

generators on the outcomes of their recommendations. 
 Background: A number of delegates have stated that they did not receive any feedback 

on the outcome of recommendations presented to ASHP in past years. 
  
8. Inclusion of Small Hospitals in ASHP Surveys 

Diane Fox (TX) 
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 Recommendation: ASHP should include rehabilitation hospitals, LTACs and small 

hospitals in their survey process to ensure all size hospitals can use the information 
obtained in surveys to improve services. 

 Background: Inclusion of small hospitals in ASHP surveys will help their leaders analyze 
and improve services based on best practices. 

  
9. Automated Preparation and Dispensing Technology for Nonsterile Preparations 

Mike Storey, Karen Kier (OH) 
 Recommendation: ASHP advocate for best practices for the safe and efficacious use, 

preparation, and dispensing of nonsterile and compounded products including research 
of these best practices. 

 Background: Many institutional pharmacy settings involve extensive use of nonsterile 
compounded products that can have the same inherent risks related to safety and 
efficacy as sterile products. Similar to CPhP Policy #1. 

  
10. That ASHP Only Invite Current State Affiliate Members to Serve on Councils for ASHP 

Natasha Nicol (SC, OR, SD, OH) 
 Recommendation: That ASHP only invite current state affiliate members to serve on 

councils for ASHP 
 Background: Those writing national policy should support their state societies. 
  
11. Brown Bagging/White Bagging 

Nishaminy Kasbekar (PA) 
 Recommendation: ASHP develop a policy to prohibit brown bagging/white bagging and 

endorse health systems insourcing of these products. 
 Background: None supplied. 
  
12. Evaluation of ASHP Staffing Model Service and Metrics for Health Systems 

Sidney Phillips (TX) 
 Recommendation: ASHP develop and advanced staffing model/metrics and/or a 

comparative service for health systems that would provide interactive comparisons based 
on actual pharmacy services provided. 

 Background: Groups such as Action OI develop comparative staffing models based on 
data feed into the systems from client health systems. These models are developed by 
non-pharmacy professionals who give little to no benefit to clinical services by pharmacy 
or increased operational requirements such as IV services. Recommend ASHP advance the 
work done by the ASHP survey of pharmacy practice into a service providing comparative 
staffing models/metrics with true data and a clinical focus. 

  
13. Generational Leadership Steering Committee 

John Hertig, Dan Degnan, Amy Hyduk (IN) 
 Recommendation: Recommend that ASHP move forward with establishing a leadership 

steering committee to explore leadership development needs for different generations of 
pharmacists. 
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 Background: Given the productive work of the ASHP Women in Pharmacy Leadership 

Steering Committee, additional gaps and needs have been identified in growing and 
sustaining leaders from differing generations. A specific effort is needed to address this 
issue. 

  
14. Responsible Prescribing and Use of Medications with Abuse Potential 

Michael Dickens, Elizabeth Duncan, Diane Fox (ID, TX) 
 Recommendation: We recommend that ASHP, in cooperation with stakeholders at the 

federal and state level, develop evidence-based prescribing and fully fund prescription 
monitoring programs (PMPs) throughout all states relating to all medications with abuse 
potential (i.e., opiate analgesics, sedative hypnotics, skeletal muscle relaxants, stimulants, 
anxiolytics). 

 Background: Abuse of prescription medications continues to be a national problem as 
referenced by the AMA. Opioid misuse, abuse, overdose, and death have recently 
received the most attention. However, our concern is that the other medications with 
abuse potential are also misused and abused to the same extent. Enhanced education for 
prescribers and patients about appropriate prescribing practices (type of therapy, 
quantity needed, and anticipated duration of therapy) needs to be developed to ensure 
patient safety. This nationwide epidemic requires a comprehensive public-health 
approach to prevent continued misuse while ensuring access to these medications for 
patients with legitimate needs. 

  
15. Automation of the “De-Prescribing Process” 

Gregory P. Burger, Joan Kramer (KS, IL, IN, WI, AK, TX, WA, SOPIT) 
 Recommendation: ASHP should advocate for electronic prescribing systems to require 

automation of the de-prescribing process by two-way communication ability to 
discontinue, stop, or cancel electronic prescriptions (and for retail pharmacies to receive 
and manage this information). 

 Background: Our background includes the proposed Illinois House Resolution 0944 to 
modernize and automate the de-prescribing process, to providing more seamless 
communication between prescribers and pharmacies, saving providers time, reducing the 
incidence of medication errors, and improving documentation. 

  
16. Waiver of Summer Meeting Registration Fees for Voting House of Delegate Attendees 

Paul Goebel, President, NJSHP (NJ) 
 Recommendation: We request that the ASHP Board of Directors explore a waiver for the 

regular registration fee for voting House of Delegates attendees to the ASHP Summer 
Meetings. 

 



 
 
 2016 ASHP House of Delegates Recommendations | 5 
 Background: Individual delegates and/or state affiliates bear the financial burden for 

attendance at the Summer Meetings. Delegates primarily attend the Summer Meetings to 
conduct the official business of ASHP. Delegates also attend Regional Delegate 
Conferences and donate their time to ASHP to consider policy, resolutions, and other 
business. Waiving the registration fee to the Summer Meetings is an appropriate measure 
to allow for cost-sharing between ASHP and its affiliate delegates for conducting the 
official business of the Society. 

  
17. ASHP Working with NASPA 

Dan Degnan (IN) 
 Recommendation: That ASHP actively participate in the activities of the National Alliance 

of State Pharmacy Associations (NASPA) as a method to support ASHP state affiliates. 
 Background: Although ASHP has traditionally been invited to attend a meeting with other 

leading national pharmacy organizations to an annual meeting to orient presidents of 
state pharmacy organizations, ASHP has not participated. Other participating 
organizations have included AACP, APhA, NACDS, AMCP, etc. 

  
18. Pharmacy Technician Membership 

Emily Alexander (SICP) 
 Recommendation: Conduct a workforce survey and work with state affiliates and other 

organizations to determine best practices and models to increase pharmacy technician 
membership within ASHP. 

 Background: The Section of Inpatient Care Practitioners believes that the pharmacy 
profession will be best advanced with the input of pharmacy technicians on important 
issues such as pharmacy technicians as a career, advanced roles of technicians, and 
training and education of technicians. We believe these issues would be best addressed 
with representation of greater numbers of technicians in ASHP. 

  
19. Standardization of IV Push Medications: Concentrations, Rate, and Terminology 

Gregory P. Burger (KS, IN, WS, TX, WA) 
 Recommendation: ASHP should collaborate with professional organizations, accrediting 

bodies, and other stakeholders to determine and standardize optimal IV push rates, 
concentrations, and terminology for IV push medications. 

 Background: IV push rates, concentrations, and terminology in medication administration 
references are ambiguous. Standardization of concentrations given IV push will not only 
improve patient safety for administration (e.g., avoiding dilution at the patient bedside 
and potential for administration errors), but will also encourage pharmaceutical 
manufacturers to produce standardized products (e.g., ISMP Safe Practice Guidelines for 
Adult IV Push Medications). 

  
20. Evidence-based Policies, Guidelines, and Recommendations 

Jeff Wagner (TX) 
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 Recommendation:  Advocate that recommendations of regulatory and healthcare related 

organizations are based on rigorous objective evidence and systematic review of available 
research. 

 Background: There is concern that recommendations such as USP <800> are difficult and 
costly to implement, are not based on sound scientific evidence, and are industry driven 
rather than evidence-based. We would like to see the same standards held with all 
guidelines that are endorsed and referenced by ASHP.  

  
21. Ongoing and Consistent Information Exchange Among State Boards of Pharmacy 

Christi Jen, Carol Rollins, Melinda Burnworth (AZ) 
 Recommendation: To advocate that all state boards of pharmacy maintain ongoing and 

real-time/expedited information exchange regarding status of their licensees for 
reciprocity, particularly on disciplinary action. 

 Background: It was determined that there is a delay of communication of information 
regarding the status of licenses among state boards of pharmacies. Licensees, who are 
currently in good standing but under investigation, may be able to gain reciprocity and/or 
temporary licenses at another jurisdiction. However, when disciplinary action has 
occurred, there is a delay in this communication to other state boards of pharmacy where 
licensee has attained reciprocity, thereby increasing patient safety risk. 

  
22. E-Prescribing and CDTM 

Adam Porath (NV) 
 Recommendation: Recommend that ASHP advocate that state laws and regulations 

concerning e-prescribing consider pharmacists CDTM protocols. 
 Background: In Nevada, pharmacists are not considered authorized to transmit a 

prescription electronically but can do so telephonically. This introduces several 
unnecessary steps and potential for error in the medication use process.  

  
23. Pharmacist Prescribing of Naloxone 

John Pastor (MN) 
 Recommendation: That ASHP advocate with Boards of Pharmacy to allow pharmacists to 

prescribe naloxone to expand access to this lifesaving medication. 
 Background: Refer Policy 1510 back to Council to strengthen language. 
  
24. Timely Board of Pharmacy Licensing 

Daniel M. Ashby, (ASHP Past President, MD) 
 Recommendation: The Council on Public Policy should review additional options to 

address timely licensure by state Boards of Pharmacy including but not limited to 
strategies used by other professions including the Nursing License Compact, now a 25-
state program supporting a single license. 
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 Background: Nursing has established a program for licensure as a “Nurse License 

Compact States.” NurseTogether has confirmed that 25 states are part of the compact 
state nurse licensure (NLC). A nurse with a permanent residency in a NLC state has a 
multistate nursing license and is eligible to work in other states that participate as a 
“compact state.” The program started in 1999 and now includes 22 states. Is this a 
strategy to establish and grow between NABP and state Boards of Pharmacy an expedited 
licensure process? 

  
25. Enhancing the U.S. Public Health Efforts in Health Promotion through Public-Private 

Collaboration 
Steve Riddle (WA, KS, AL, OR) 

 Recommendation: To encourage ASHP to engage the FDA, office of the CDC related to 
public health, healthcare professional organizations (e.g., AMA, APhA) and notable 
commercial healthcare entities that produce medications and other treatment modalities 
(e.g., pharmaceutical manufacturers, biomedical companies) to explore enhancements to 
public health awareness and education system including funding to support identified 
improvements. 

 Background: Marketing and advertising are powerful tools to influence behavior, 
however, health-related marketing and advertising have traditionally been used by 
companies promoting specific products or services; often supported by significant 
financial expenditures. Healthcare companies currently engaged in direct-to-consumer 
(DTC) advertising claim that these media activities and outreach improve public health by 
expanding public awareness about medication conditions and/or potential treatments 
that may have gone unrecognized or undertreated. If DTC is banned, as recommended by 
the AMA and ASHP and other groups, a new public-private partnership/collaboration 
could be established that seeks to (1) share with public health entities industry-based 
knowledge in marketing and advertising that is known to impact human behavior and (2) 
create a funding channel from the private sector that supports a more robust public 
health communications program. In this collaboration, all advertising and other 
messaging share with the public could be controlled by noncommercial interests to 
ensure objective, unbiased, and properly prioritized information around health conditions 
and treatments. Health promotion advertising should be seen by public health policy 
makers as a potentially effective means of educating the public on health-related 
conditions and treatments, improving the quality of interactions with healthcare 
providers and encouraging uptake of healthful behaviors.  

  
26. Update Statement on Cultural Diversity to Explicitly Include LGBT in the Statement 

Tim Brown (ASHP Board Member) 
 Recommendation: Update statement on cultural diversity to explicitly include LGBT in the 

statement. 
 Background: Current statement does not reflect our workforce and the needs of our 

profession for the patients that we care for in our practice models. Need expansion to be 
more inclusive. 
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27. Policy 9820 Update 

Curtis Collins (SCSS) 
 Recommendation: Update Policy 9820 Medication Administration by Pharmacists to 

advocate for changes in state practice acts to include pharmacist administration of all 
medications. 

 Background: Update to have ASHP work with state affiliates to advocate change in state 
practice acts to include pharmacist administration of all medications. Additionally, that 
ASHP develop a competency tool and training materials on appropriate administration of 
all medications and IV access devices. Important component of the PAI, particularly 
regarding provider status and the mid-level practitioner. State practice acts are diverse in 
recommendations. 

  
28. Safety of Compounded Products 

Brian I. Kawahara (CA) 
 Recommendation: ASHP should look to expand the ideas presented in the Safety of 

Epidural Steroid Injection policy to include those products (medications and diagnostic 
agents) that are being used or compounded with little evidence to support their efficacy 
or safety (e.g., radiologic mixed together or with food). Patients should be informed 
about: the risks and benefits of using, combining, or administering agents in a manner; 
and proven or lower risk alternative. 

 Background: Procedural areas such as radiology often mix agents with other 
pharmaceutical, diagnostic, or other solutions prior to administration. However, these 
combinations have little or no clinical evidence to support their use. This is a patient 
safety issue and could have effects on medical therapies. 

  
29. ASHP to Explore a Standardized Framework for Licensure and Credentialing Nationally 

Julie Groppi, Mary Parker, Katelyn Dervay (Veterans Affairs, NC, FL) 
 Recommendation: Through partnership with NABP and State Board of Pharmacy, ASHP 

should explore development of a standardized framework for licensure and credentialing 
of pharmacists nationally. 

 Background: ASHP should explore the benefits of a national credentialing body of 
pharmacists that promotes timeliness of licensure and access to pharmacist services. 
Utilizing the national credentialing process for physician assistants and nurse practitioners 
as a base as well as strong practices in pharmacist credentialing at the VA and PHS, ASHP 
should review pros/cons of this approach as a means to support pharmacist provider 
roles, reciprocity, and consistent requirements for licensure. 

  
30. Consolidate Similar Policies 

Carol Rollins (AZ) 
 Recommendation: Consolidate policies for individual drugs/drug classes into a single 

policy when the activities within the individual policies are consistent with general 
pharmacy activities. 
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 Background: Using the new antipsychotic policy as an example, you could substitute 

“antipsychotic agent” with antibiotic, anticoagulant, or any other drug since everything 
listed in the policy is part of a pharmacist’s “usual” professional responsibility. Policies 
addressing specific issues such as drug diversion would stand alone. 

  
31. Culturally and Ethnically Diverse Workforce 

Diane Fox, Jen Phillips, Joan Kramer (TX, IL, KS) 
 Recommendation: The Council on Education and Workforce Development should 

develop a policy advocating for an ethnically diverse workforce. 
 Background: The House of Delegates recently approved dividing a policy on Cultural 

Competence and Cultural and Ethnic Diversity in the 2016 House of Delegates session. 
Development of the policy advocating a culturally and ethnically diverse workforce to 
meet the strategies for reducing and racial and ethnic disparities in healthcare. 

  
32. Interstate Patient-Specific Pharmacists Cognitive (Non-dispensing) Service Practice 

Steven Gray (CA) 
 Recommendation: Form a task force to study and make recommendations to resolve the 

barriers to interstate patient-specific cognitive services practice. 
 Background: Patients are being denied their choice of pharmacist care source, including 

therapy management, care recommendations, and even patient education, because of 
states’ and Board of Pharmacy attitudes when patients are not in the same state as the 
pharmacist. These factors also cause financial practice barriers. 

  
33. Partnership Between ASHP and State Affiliates to Provide BPS Continuing Education 

Ryan Miller (WI, AZ, MO, OH, VT, NC, IL, CT, MT, NV, CO, MA, IA, TN, PA, MN, OR, TX, UT, 
ME, KS, CA, OK, WA, MI, MS) 

 Recommendation: Collaborate with BPS and state affiliates to develop a mutually 
beneficial and sustainable pathway to facilitate the provision of BPS approved continuing 
education credit at the state affiliate level. 

 Background: As the number of BPS certified pharmacists increases, spurred by policies 
like those of ASHP, the rigor of CE credit provided must also rise to meet the needs of the 
average ASHP pharmacist member. As ASHP is a recognized provider of BPS approved CE, 
the formation of mutually beneficial partnerships between ASHP and state affiliates 
provides an avenue for ASHP to meet member needs and if implemented properly, could 
spur ASHP and state affiliate membership. 

  
34. Consider Indianapolis as a Location for ASHP Summer Meetings 

Dan Degnan, John Hertig, Amy Hyduk (IN, WA, MO, CA, MN, CT, WI, ME, ID, SD, UT, MA, 
OH, IA, VA, IL, MS, NH, PR, FL, MI, NPF, PSF, SICP) 

 Recommendation: That ASHP consider Indianapolis, host of Super Bowl 46 and the 
largest one day sporting event in the world, as a host city for the Summer Meetings. 

 Background: This recommendation has been presented at the House of Delegates for 
many years. Will provide background as required.  
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35. Edit Policy 1608 on Adding Indications to Provider Orders/Prescriptions 

Gregory Burger (KS) 
 Recommendation: Edit out “clinical decision support.” Edit in “entire medication use 

process.” Forty-six percent of the House of Delegates thought the language was fuzzy. 
What will our membership think? Most are not IT folks and will not understand clinical 
decision support will include prescribing process. 
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No ASHP president-elect has
achieved this position without 

help from others. Many names come 
to mind as I think of all the fam-
ily, friends, and colleagues who have 
guided me on my professional jour-
ney. I want to take a moment to say 
thank you to everyone who has in-
spired, mentored, challenged, influ-
enced, or educated me during my pro-
fessional and life journey. 

Although I cannot mention every-
one, there are a few people I would like 
to name. 

Three individuals became trusted 
mentors and colleagues during key 
junctures of my career: Mark Woods, 
during my first job at St. Luke’s Hos-
pital in Kansas City; Bruce Scott, 
who hired me at United Hospital in 
St. Paul where I have spent the past 
20 years; and Sara White, during my 
transition from clinical manager to 
director. It goes without saying that 
all three continue to assist me as I 
now embark on my latest journey as 
ASHP president. 

Thank you to my ASHP Board of 
Directors colleagues—both current 
and past—especially Lynnae Mahaney, 
Janet Mighty, Janet Silvester, and Diane 
Ginsberg. Of course, I wish to thank 

my fellow Minnesotans, Chris 
Jolowsky and Kathy Schultz. I am 
grateful to Henri Manasse and Paul 
Abramowitz for their outstanding 
leadership of ASHP and wisdom 
about pharmacy. 

To all of my Allina colleagues—
you are an exceptional group of lead-
ers. I would especially like to thank 
Kristi Gullickson for her many years of 
friendship and professional collabo-
ration. I must thank the pharmacists, 
technicians, and pharmacy residents 
at United Hospital who are my daily 
source of inspiration. I have a wonder-
ful group of past and current manag-
ers who epitomize teamwork; thanks 
to Deb, JoAnne, Shane, Kat, Jay, and 
Brenda. 

I would also like to thank Mandy 
Richards, my boss and vice president 
of patient care at United Hospital. I 
appreciate her support of me as direc-
tor of pharmacy and especially during 
my pursuit of ASHP activities. 

I would like to thank my friend 
Mary Fran Tracy, who has joined us 
here today. Mary Fran and I grew up 
in the same hometown and went to 
high school and college together, and 
our families were friends. She has 
given me a great deal of insight on 
nursing practice and the value and 
importance of serving in professional 
organizations. And, one of the most 
important things of all: she usually 
watches my beagle, Maddie, while I 

am away at ASHP events (except on 
this trip)!

Finally, I would like to say thank 
you to my parents, Clarence and Louise, 
and to my siblings, Dave, Faye, and 
Kathy and their families. Their uncon-
ditional love and support have given 
me such a solid foundation on which 
to grow. I am so pleased that Kathy 
and my brother-in-law Jeff are with 
us today—it certainly makes the day 
more special. 

Although my parents are no lon-
ger with us, I know that this would be 
a very proud day for them. I suspect 
that somewhere my dad is beaming 
from ear to ear, and my mom is whis-
pering to him, “Can you believe this is 
our little farm girl from Iowa?” 

To be able to stand before you 
today—a group of dedicated and in-
spiring individuals who I am so proud 
to call my friends and colleagues—is 
such an honor. 

Being elected president of ASHP 
is a wonderful yet humbling feeling. 
When I first became involved with 
ASHP in 1999, being part of the lead-
ership was not on my mind. Rather, 
I joined ASHP to meet other practi-
tioners, learn how I could be a better 
patient care provider, and expand my 
professional horizons. 

Seventeen years later, ASHP has 
become a cornerstone of my prac-
tice. The connections and friend-
ships I have made, as well as the op-

We must accept full accountability 

for patient care outcomes due to 

medication-use decisions in every 

healthcare setting.
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portunities for learning and sharing 
that ASHP has afforded me, have 
made an incredible difference in my 
professional life.

Advancing pharmacy 

Since its founding 74 years ago, 
ASHP has contributed to practice ad-
vancement in more ways than many 
of us know. Consider ASHP’s work to 
advance clinical pharmacy through 
the establishment of the doctor of 
pharmacy degree and its support for 
residency training and specialty cer-
tification. ASHP has advocated for 
enhanced roles for pharmacy techni-
cians, developed standards for com-
pounding and for pharmacy practice, 
and pushed for safe and effective 
medication-use technologies. 

Let us stop to consider how differ-
ent practice looks today than it did in 
1942:

•	 We have moved from multiday dis-
pensing in bulk bottles to barcoded 
unit dose packages dispensed from 
automated cabinets. 

•	 We have moved from nurses admix-
ing on patient care units to United 
States Pharmacopeia chapter 797–
compliant cleanrooms.

•	 We have moved from pharmacists 
being hidden away in a basement 
to pharmacists being accepted as 
valued members of the patient care 
team.

•	 And now, we are moving far beyond 
traditional inpatient care to expand 
our care of patients across the 
healthcare continuum.

But we cannot talk about the past 
without linking it to the future. What 
will guide us on our professional 
journey in the coming months and 
years? We should be very proud of 
what we have already accomplished. 
But we must keep asking ourselves, 
“What’s next?”

To achieve greatness, we must 
focus our energy and passion to get 
to the next level of practice. Yes, we 
will achieve provider status—it is just 
over the proverbial hill. We must be 

prepared for the journey that lies be-
yond that. 

We must accept full accountabil-
ity for patient care outcomes due to 
medication-use decisions in every 
healthcare setting. 

We must be prepared to success-
fully collaborate with other healthcare 
team members. 

We must embrace a culture of ex-
cellence in practice, and we must seek 
out avenues to lead patient care in our 
organizations. 

These goals are the true north of 
our collective journey as pharmacists. 

Along the way, we must expect 
distractions—additional healthcare 
reforms, regulatory challenges, lim-
ited resources—but our professional 
compass must be trained on our true 
north. We must not veer off the path 
by going where others may point.

As I began to think about my remarks 
today, four critical attributes of pharma-
cy’s true north came to mind: account-
ability, collaboration, excellence, and 
leadership. All have been critical guide-
posts throughout my career. 

If we strive consistently to achieve 
these attributes throughout our pro-
fessional journeys, the prospects for 
pharmacists will be bright. 

Accountability

The first construct of pharmacy’s 
true north—accountability—can be 
challenging to define. It is frequently 
interchanged with “responsibility” or 
“ownership.” Some may even associ-
ate it with liability. 

Let me give you an example that 
helped shape my understanding of ac-
countability for pharmacists.

Early in my career at St. Luke’s Hos-
pital in Kansas City, our senior surgery 
resident shared his dislike of our ami-
noglycoside dosing service. (Yes, this 
was more than 25 years ago!) I was 
very proud of this program. I consid-
ered it our launching pad for clini-
cal services at the hospital, and I had 
worked very hard to teach our staff 
this skill. You can imagine my dismay 
when the surgical resident said that he 
did not like the service. 

He went on to explain why he felt 
this way. Apparently, even though he 
thought the recommendation for a 
dose change was reasonable, he might 
challenge the pharmacist—just to see 
how the pharmacist would respond. 
He was amazed when the pharmacist 
did not push back but instead said, 
“OK,” and hung up the phone. 

The resident then said to me, “If 
you believe in what you are doing, 
you have to fight for it.” Although 
I did not realize it at the time, this 
conversation was one of my first les-
sons in accountability, and it pro-
pelled me to teach our pharmacists 
how to respectfully fight for what 
they believe in.

It was true then, and it is true now.
This conversation struck me again 

several years later during an ASHP 
Policy Week. I was chair of the Coun-
cil on Pharmacy Practice, and one of 
our agenda items was titled “Phar-
macist Accountability.” At first blush, 
this seemed like a daunting topic. The 
content of the scholarly articles that 
were provided as background reading 
was complex, and the discussion was 
insightful and energizing. 

On that day, I had an epiphany: 
Unless we, as a pharmacy profession, 
accept full accountability for medica-
tion management and every related 
issue, our personal career aspira-
tions and larger goals for the phar-
macy profession will be difficult to 
achieve. After that discussion, no ac-
tion or recommendation made sense 
to me unless it was prefaced by phar-
macists accepting accountability for 
their actions.

On the face of it, the word account-
ability seems to have a simple defini-
tion: “the obligation of one party to 
provide a justification and be held 
responsible for its actions by another 
interested party.”1 But when you start 
to break the definition into its com-
ponents, it becomes more nuanced 
and complex:

•	 One party refers to each of us as a 
pharmacist and collectively as a phar-
macy department and profession. 
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•	 Another interested party clearly refers 
to our patients, but it also represents 
our employers, other healthcare pro-
viders, the legal system, and society 
as a whole.

•	 Action is two pronged. We have to 
either do something, or we have to 
consciously not take action.

•	 Provide a justification means that we 
need to be able to support and de-
fend our action or lack thereof.

•	 Held responsible points to the fact 
that we must accept the consequenc-
es of our decisions and actions.

•	 Obligation refers to a sense of duty, a 
promise to act.

This definition is quite complex 
for a word that, on its face, seems 
simple.

You know, one thing that particu-
larly strikes me about accountability 
is the requirement to look at our de-
cisions through the lens of “another 
interested party.” This is a daunting 
prospect, isn’t it? We must constantly 
ask ourselves: Are we doing the right 
thing? Are we available enough? Do 
we embrace a sense of duty to help 
our patients?

Over the years, I have questioned 
certain aspects of our traditional 
pharmacy staffing models. For in-
stance, do your pharmacy staffing 
and services look different at 2 a.m. 
on a Saturday compared with 10 a.m. 
on a Wednesday? I bet they do. I know 
mine does, and yet I doubt that the 
patient admitted early on a Saturday 
morning has fewer medication issues 
or challenges than another patient 
admitted on Wednesday at 10 a.m.

What is our accountability to our 
patients, no matter when they ar-
rive in our healthcare settings and 
institutions?

ASHP has a unique perspective 
on pharmacist accountability. In 
2010, the Council on Pharmacy Prac-
tice developed a policy statement on 
pharmacist accountability for pa-
tient outcomes.2 It had taken several 
years of discussion and feedback to 
develop a statement that captured all 
of the critical components. 

When I placed the statement into 
a word cloud, I saw something inter-
esting. The size of each word reflects 
the number of times that it is stated 
in the document. It was no surprise 
what words stood out. These key-
words said all that needs to be said 
about the importance of accountabil-
ity for pharmacists. 

Accepting accountability can be 
challenging and a bit frightening. But 
the rewards and recognition that come 
our way when we exhibit account-
ability to our patients, our healthcare 
partners, our profession, and our en-
tire society are incredibly rewarding. 

Collaboration

I imagine that some of you may be 
thinking, “We do take ownership of is-
sues. Pharmacy owns the medication-
use system. Isn’t that accountability?” 
The answer to that may be yes, but 
could the outcomes be even better? 

Indeed, how pharmacy-centric 
are we, and what are we missing if 
we do not seek highly collaborative 
relationships?

Like accountability, the word col-
laboration is a complex behavior that 
is often misunderstood. Collaboration 
originates from Latin and means to la-
bor together. To be collaborative means 
to value opinions and experiences of 
others that differ from our own.

The good news is that pharmacists 
have never had more opportunities 
to collaborate as members of inter-
disciplinary patient care teams, with 
pharmacy colleagues in different set-
tings across the continuum of care, 
and among professional disciplines as 
we develop programs, policy, and care 
approaches together.

I truly believe that a strong and 
effective medication management 
system cannot be orchestrated by 
pharmacy alone. This system actu-
ally consists of a triad of pharmacists, 
nurses, and physicians. Each disci-
pline is responsible for one side of 
the triangle—with the patient located 
safely in the middle. 

Each discipline owns a unique set 
of knowledge and responsibilities that 

contributes to the safe and effective 
use of medications for our patients. 
When we focus to develop a shared 
pool of understanding, we create a 
trust and synergism that result in the 
best care for patients. 

The key question is how do we, as 
pharmacists, interact with our part-
ners in patient care? Are we occasion-
ally dismissive of their requests? After 
all, we are the medication experts, and 
we know best. Or do we back down 
in the face of a colleague’s challenge 
when we should step up?

I recall a situation from several 
years ago when I jumped to conclu-
sions before understanding a situa-
tion. This involved an error when a 
nurse had administered vasopressin 
to run at 400 mL/hr to a critically ill 
patient. Yes, that’s right, 400 mL/hr.

When I heard this, I immediately 
questioned how any nurse—especially 
one in the intensive care unit (ICU)—
would ever think that 400 mL/
hr was an acceptable rate for any 
medication-containing infusion. I 
certainly had preconceptions about 
assigning blame. 

Clearly, this was a serious error, 
but the list of issues that contributed 
to it was very revealing. Here is a list 
of just a few:

1.	 The nurse was a new hire and had 
floated from a different ICU mid-
way through his shift, and he was 
unfamiliar with vasopressin. 

2.	 Instead of paging the pharmacist, 
the nurse checked his own resourc-
es for information on vasopressin.

3.	 The intensivist gave a verbal order 
to the pharmacist but wrote the 
order differently; the nurse admin-
istered the order as written.

4.	 The electronic charting system was 
not programmed to match how 
our intensivists typically ordered 
vasopressin.

This was a serious medication error 
simply waiting to happen. Yes, it was 
the classic example of “Swiss cheese” 
issues. But I also wondered how things 
might have been different if this nurse 
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had felt comfortable enough to col-
laborate with the pharmacist. 

What would have changed if the 
pharmacy department had effec-
tively collaborated with the medical 
and nursing staff to establish safe 
processes for the prescribing and 
administration of vasopressin? Bet-
ter accountability and collaboration 
would have avoided a serious medi-
cation error.

Research demonstrates that team-
based care and clear communication 
are the keys to medication safety and 
good patient outcomes. Indeed, the 
Joint Commission has suggested that 
over 60% of sentinel events related 
to medication errors are the result of 
poor communication.3

Other studies confirm this finding, 
including one that evaluated the out-
comes of over 5000 patients receiving 
care in 13 tertiary care hospitals.4 The 
study discovered that the level of inter-
professional interaction and coordina-
tion of care had greater impact on posi-
tive patient outcomes than the number 
of specialized services available at each 
hospital. That is astonishing, isn’t it?

Clearly, everyone wins through 
collaboration. When we join forces, 
we view the situation through many 
eyes, and we are able to gain new in-
sights and better understanding of the 
big picture. This partnering must oc-
cur at all levels—obviously during pa-
tient care but also during policy and 
program development and strategic 
planning.

I imagine that many of you have 
experienced being part of a high-
performing team. You can feel its 
synergy—the trust and positive en-
ergy. Your contributions are valued, 
and you respect the other team 
members. It is an incredible feeling. 

That does not mean that this proc-
ess is easy. We must always maintain 
the delicate balance between sharing 
our expertise and advocating for what 
we believe. We also must learn from 
members of the team with different 
expertise who may hold a different 
view of the same situation. That diver-
sity helps us to move beyond a rela-

tively narrow and pharmacy-centric 
view on the world.

As author Nancie O’Neill5 once 
said, “When different talents and 
ideas rub up against each other, there 
is friction, yes. But also sparks, fire, 
light, and eventually brilliance.”

Excellence

The third construct of pharmacy’s 
true north is excellence. 

Now, more than ever, we must be 
able to effectively justify our actions 
to ourselves and to others. To do so, 
we must demonstrate an excellence 
in our practice and our medication 
knowledge that is second to none. Of 
course, with today’s advanced tech-
nology, we have a plethora of data at 
our fingertips. But without pharma-
cists’ professional insights and ability 
to apply these data to a specific pa-
tient or situation, they are just that—
data.

One of the most important skills 
that pharmacists have learned in 
terms of patient care is our ability to 
defend the rationale behind personal-
ized medication care plans. We must 
anticipate occasional pushback. We 
may even hear statements like, “I’ve 
never done it that way” or “I haven’t 
seen that in my experience.” 

But we must be confident and 
skilled enough to demonstrate our 
clinical excellence by effectively and 
efficiently sharing the rationale sup-
porting our actions with the patient 
and other members of the healthcare 
team. We must be resolute. We must 
stand behind our recommendations. 

On a broader scale, if we want to be 
seen as healthcare providers, we need 
to understand that other healthcare 
professionals, administrators, cre-
dentialing departments, third-party 
payers, and our patients will look for 
evidence that a pharmacist is qualified 
to accept this important medication 
management responsibility. 

That’s why I believe that ad-
vanced training with residency 
programs and completion of board 
certification are essential external 
validations.

Another aspect of being excellent 
practitioners is to recognize and value 
the importance of lifelong learning 
and skills development. Consider that, 
on average, human knowledge is dou-
bling about every 12 months6 and that 
the scientific route from a pioneering 
discovery to a new drug—which once 
took decades—now takes years, and in 
some cases, only months.7

Let me illustrate what this pace of 
change has been like for me person-
ally. During pharmacy school, my 
professors taught me about how cy-
tochrome P-450 acts as an important 
enzyme for drug interactions, but we 
had little to no information about 
subtypes of this enzyme. The medi-
cal field was just becoming aware of 
HIV and its devastating effects. There 
were no “mAb” drugs. I am not even 
sure that genomics was a recognized 
term!

Contrast that with our keynote 
speaker yesterday, futurist Michio 
Kaku, who, in talking about the fu-
ture, noted the potential uses of 
three-dimensional printing in medi-
cine. In just a few years, the ability to 
print personalized medications will 
be a reality.

The pace of change in our world 
today is so fast that it is almost intimi-
dating. Nevertheless, we must learn 
to adapt, and adapt quickly, or we risk 
becoming dinosaurs. 

So, how do we maintain our clini-
cal excellence, our ability to justify our 
actions to an interested third party? 
A personalized plan for continuous 
professional development is essential. 
To do this, (1) start with an objective 
and thoughtful self-reflection, (2) seek 
feedback from a trusted colleague or 
mentor, and (3) after preparing your 
self-improvement plan, be sure to 
hold yourself accountable for making 
it happen. 

Now, this can definitely be a chal-
lenging process. But the rewards for 
you, your patients, and your col-
leagues are well worth the effort.

Leadership 

So, I’ve talked about accountabil-
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ity, collaboration, and excellence as 
three of the four constructs of phar-
macy’s true north. But I cannot leave 
out the one that will help power us 
on this exciting professional journey: 
leadership.

Leadership is not granted. It does 
not come with a promotion. It does 
not automatically happen at the upper 
echelons of practice, such as in phar-
macy administration or at the C-suite 
level. Leadership is an opportunity. 

I believe strongly that every one of 
us can be a leader in our own right. I 
urge you to ask yourself, “What are 
the areas within my sphere of influ-
ence and scope of practice that I can 
change to improve patient care?” 

Where can you make a difference? 
How can you lead the way to better pa-
tient care? These actions demonstrate 
leadership.

If we find ourselves in a position of 
formal leadership, we must 

•	 Quantify the value that we bring to 
patients and share this information 
with administrators and payers, 

•	 Expand our practice sites to include 
transitions of care and ambulatory 
care practice,

•	 Embrace the changing demograph-
ics of pharmacy and develop insight 
into the value of leadership style 
based on gender or generational 
differences,

•	 Establish a vision of where we are 
going as a profession by encourag-
ing our staff members to adapt to 
change, be accountable, collaborate, 
and seek excellence, and

•	 Know how to effectively collaborate 
with the many leaders outside of 
pharmacy, knowing when to push 
and when to pull back. 

If we strive to reach these goals, 
we will start to see extraordinary 
results for our patients and for our-
selves as practitioners.

As author Jim Collins8 wrote, 
“The good-to-great leaders never 
wanted to become larger-than-life 
heroes. They never aspired to be put 
on a pedestal or become unreachable 
icons. They were seemingly ordinary 
people quietly producing extraordi-
nary results.”

I know many pharmacists who are 
“seemingly ordinary people” who are 
constantly and quietly “producing ex-
traordinary results.” Let’s start shout-
ing those results from the rooftops! 

What will be your role in the fu-
ture of patient care and the pharmacy 
profession? Moving out of our collec-
tive comfort zones can be challenging, 
frightening, and sometimes painful, 
but accepting the status quo will inev-
itably lead to our personal and profes-
sional stagnation. We have so much to 
offer; our patients need what we know.

The future requires all of us to lead 
through accountability, collaboration, 
and excellence.

Conclusion

We must accept accountability 
for our patient outcomes, both posi-
tive and negative. 

We must embrace new roles 
as collaborative members of the 
healthcare team by moving beyond 
a pharmacy-centric perspective. 

We must be willing to demon-
strate our commitment to profes-
sional excellence by becoming board 
certified and by committing to con-
tinuous professional development.

Finally, we must seek opportu-
nities to lead medication-use and 
patient care policies, approaches, 
and initiatives within our practice 
settings.

This profession is a challenging 
one. We face obstacles of all kinds on 
the road to better patient care, but if 
we become accountable, if we learn 
to collaborate fully, if we achieve ex-
cellence in our professional knowl-

edge and work, and if we embrace 
opportunities to lead, we will find 
our true north and achieve our goals.
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The author has declared no potential con-
flicts of interest.
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ASHP HOUSE OF DELEGATES ACTIONS AND RECOMMENDATIONS 

Council on Public Policy (1501): Pharmacist Participation in Health Policy Development 

To advocate that pharmacists participate with policymakers and stakeholders in the development of health-
related policies at the national, state, and community levels; further, 
To develop tools and resources to assist pharmacists in fully participating in health policy development at all 
levels.  

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. ASHP continues to be actively involved with health-related 
policies such as provider status, opioid abuse, FDA, and drug safety issues.   

Council on Public Policy (1502): Pharmacist Recognition as a Healthcare Provider 

To advocate for changes in federal (e.g., Social Security Act), state, and third-party payment programs to 
define pharmacists as healthcare providers; further, 
To affirm that pharmacists, as medication-use experts, provide safe, accessible, high-quality care that is cost 
effective, resulting in improved patient outcomes; further, 
To recognize that pharmacists, as healthcare providers, improve access to patient care and bridge existing 
gaps in healthcare; further, 
To collaborate with key stakeholders to describe the covered direct patient-care services provided by 
pharmacists; further, 
To advocate for sustainable compensation and standardized billing processes used by payers for pharmacist 
services by all available payment programs. 
This policy supersedes ASHP policy 1307. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. ASHP maintains a leadership role in the Patient Access to 
Pharmacists Care coalition that is supporting provider status legislation. We currently have 285 cosponsors in 
the House and 44 in the Senate and are working on securing a hearing for the legislation and a Congressional 
Budget Office (CBO) Score.   

Council on Public Policy (1503): Pharmaceutical Product and Supply Chain Integrity 

To encourage the Food and Drug Administration (FDA) and relevant state authorities to take the steps 
necessary to ensure that (1) all drug products entering the supply chain are thoroughly inspected and tested 
to establish that they have not been adulterated or misbranded and (2) patients will not receive improperly 
labeled and packaged, deteriorated, outdated, counterfeit, adulterated, or unapproved drug products; 
further, 
To encourage FDA and relevant state authorities to develop and implement regulations to (1) restrict or 
prohibit licensed drug distributors (drug wholesalers, repackagers, and manufacturers) from purchasing 
legend drugs from unlicensed entities and (2) ensure accurate documentation at any point in the distribution 
chain of the original source of drug products and chain of custody from the manufacturer to the pharmacy; 

House of Delegates 

Appendix XIII
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further, 
To advocate for the establishment of meaningful penalties for companies that violate current good 
manufacturing practices (cGMPs) intended to ensure the quality, identity, strength, and purity of their 
marketed drug product(s) and raw materials; further, 
To advocate for improved transparency so that drug product labeling include a readily available means to 
retrieve the name and location of the facility that manufactured the specific lot of the product; further, 
To advocate that this readily retrievable manufacturing information be available prospectively to aid 
purchasers in determining the quality of a drug product and its raw materials; further, 
To urge Congress and state legislatures to provide adequate funding, or authority to impose user fees, to 
accomplish these objectives. 
This policy supersedes ASHP policy 0907. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. ASHP continues to work with FDA on implementation of 
the track and trace law which requires drug products to be traced through the supply chain. 

Council on Public Policy (1504): Patient Adherence Programs as Part of Health Insurance Coverage 

To advocate for the pharmacist's role in patient medication adherence programs that are part of health 
insurance plans; further, 
To advocate those programs that (1) maintain the direct patient pharmacist relationship; (2) are based on 
the pharmacist's knowledge of the patient's medical history, indication for the prescribed medication, and 
expected therapeutic outcome; (3) use a communication method desired by the patient; (4) are consistent 
with federal and state regulations for patient confidentiality; and (5) permit dispensing of partial fills or 
overfills of prescription medications in order to synchronize medication refills and aid in medication 
adherence. 
This policy supersedes ASHP policy 0116. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. Patient medication adherence programs represent direct 
patient care services that pharmacists can perform under provider status. 

Council on Public Policy (1505):  Statutory Protection for Medication-Error Reporting 

To collaborate with other healthcare providers, professions, and stakeholders to advocate and support state 
and federal legislative and regulatory initiatives that provide liability protection for the reporting of actual 
and potential medication errors by individuals and healthcare providers; further,  
To provide education on the role that patient safety organizations play in liability protection. 
This policy supersedes ASHP policy 0011. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. Most states already have or will soon be incorporating 
these protections. 

Council on Public Policy (1506): Premarketing Comparative Clinical Studies 

To advocate that the Food and Drug Administration have the authority to impose a requirement for 
comparative clinical trials.  
This policy supersedes ASHP policy 0514.  

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts.  

Council on Public Policy (1507): Funding, Expertise, and Oversight of State Boards of Pharmacy 

To advocate appropriate oversight of pharmacy practice and the pharmaceutical supply chain through 
coordination and cooperation of state boards of pharmacy and other state and federal agencies whose 
mission it is to protect the public health; further, 
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To advocate adequate representation on state boards of pharmacy and related agencies by pharmacists who 
are knowledgeable about all areas of pharmacy practice (e.g., hospitals, health systems, clinics, and 
nontraditional settings) to ensure appropriate oversight; further, 
To advocate for dedicated funds for the exclusive use by state boards of pharmacy and related agencies 
including funding for the training of state board of pharmacy inspectors and the implementation of adequate 
inspection schedules to ensure the effective oversight and regulation of pharmacy practice, the integrity of 
the pharmaceutical supply chain, and protection of the public; further, 
To advocate that inspections be performed only by pharmacists competent about the applicable area of 
practice. 
This policy supersedes ASHP policy 0518. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. ASHP continues to advocate that state boards provide 
timely licensing, and dedicate necessary funds to inspect and adjust regulations on compounding to reflect 
the new federal law. 

Council on Public Policy (1508): Support for FDA Expanded Access (Compassionate Use) Program 

To advocate that the Food and Drug Administration (FDA) Expanded Access (Compassionate Use) Program be 
the sole mechanism for patient access to drugs for which an investigational new drug application (IND) has 
been filed, in order to preserve the integrity of the drug approval process and assure patient safety; further, 
To advocate for broader patient access to such drugs under the FDA Expanded Access Program; further,   
To advocate that IND applicants expedite review and release of drugs for patients who qualify for the 
program; further, 
To advocate that the drug therapy be recommended by a physician and reviewed and monitored by a 
pharmacist to assure safe patient care; further,   
To advocate for the patient's right to be informed of the potential benefits and risks via an informed consent 
process, and the responsibility of an institutional review board to review and approve the informed consent 
and the drug therapy protocol.  

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. ASHP supported inclusion of this provision in H.R. 6 passed 
by the House as the 21st Century Cures Act.  

Council on Public Policy (1509): Approval of Biosimilar Medications  

To encourage the development of safe and effective biosimilar medications in order to make such 
medications more affordable and accessible; further, 
To encourage research on the safety, effectiveness, and interchangeability of biosimilar medications; further, 
To support legislation and regulation to allow Food and Drug Administration (FDA) approval of biosimilar 
medications; further, 
To support legislation and regulation to allow FDA approval of biosimilar medications that are also 
determined by the FDA to be interchangeable and therefore may be substituted for the reference product 
without the intervention of the prescriber; further, 
To oppose the implementation of any state laws regarding biosimilar interchangeability prior to finalization 
of FDA guidance; further, 
To oppose any state legislation that would require a pharmacist to notify a prescriber when a biosimilar 
deemed to be interchangeable by the FDA is dispensed; further, 
To require postmarketing surveillance for all biosimilar medications to ensure their continued safety, 
effectiveness, purity, quality, identity, and strength; further, 
To advocate for adequate reimbursement for biosimilar medications that are deemed interchangeable; 
further, 
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To promote and develop ASHP-directed education of pharmacists about biosimilar medications and their 
appropriate use within hospitals and health systems; further, 
To advocate and encourage pharmacist evaluation and the application of the formulary system before 
biosimilar medications are used in hospitals and health systems. 
This policy supersedes ASHP policy 1409. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. ASHP has developed and supported a biosimilar naming 
policy. In addition, ASHP has expressed concerns to FDA over the agency’s approach to biosimilar naming. 

Council on Therapeutics (1510): Naloxone Availability 

To recognize the potential public health benefits of naloxone for opioid reversal; further, 
To support efforts to safely expand access to naloxone; further,  
To advocate that individuals other than licensed healthcare professionals be permitted access to naloxone 
after receiving education; further,  
To foster education on the role of naloxone in opioid reversal and its proper administration, safe use, and 
appropriate follow-up care; further, 
To support state efforts to authorize pharmacists’ prescribing authority for naloxone for opioid reversal. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. ASHP offered a networking session on pain management at 
the 2015 Midyear that provided information about outpatient naloxone programs.  

Council on Therapeutics (1511): Complementary and Alternative Medicine in Patient Care 

To promote awareness of the impacts of complementary and alternative (CAM) products on patient care, 
particularly drug interactions, medication safety concerns, and the risk of contamination and variability in 
active ingredient content; further, 
To advocate for the documentation of CAM products in the health record to improve patient safety; further, 
To advocate for the inclusion of information about CAM products and their characteristics in medication-
related databases; further,  
To provide education on the impacts of CAM products on patient care in healthcare organizations; further, 
To foster the development of up-to-date and readily available resources about CAM products. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. 

Council on Therapeutics (1512): Development of Abuse-Resistant Narcotics 

To advocate that the Food and Drug Administration investigate the efficacy of abuse-resistant formulations 
in preventing prescription drug abuse. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. used in ongoing ASHP advocacy, education, and com 

Council on Therapeutics (1513): Quality Patient Medication Information 

To support efforts by the Food and Drug Administration (FDA) and other stakeholders to improve the quality, 
consistency, and simplicity of written patient medication information (PMI); further,  
To encourage the FDA to work in collaboration with patient advocates and other stakeholders to create 
evidence-based models and standards, including establishment of a universal literacy level, for PMI; further,  
To advocate that research be conducted to validate these models in actual-use studies in pertinent patient 
populations; further,  
To advocate that FDA explore alternative models of PMI content development and maintenance that will 
ensure the highest level of accuracy, consistency, and currency; further, 
To advocate that the FDA engage a single third-party author to provide editorial control of a highly 
structured, publicly accessible central repository of PMI in a format that is suitable for ready export; further, 
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To advocate for laws and regulations that would require all dispensers of medications to comply with FDA-
established standards for unalterable content, format, and distribution of PMI. 
This policy supersedes ASHP policy 1012. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts.  

Council on Therapeutics (1514): Safety and Effectiveness of Ethanol Treatment for Alcohol Withdrawal 
Syndrome 

To oppose the use of oral or intravenous ethanol for the prevention or treatment of alcohol withdrawal 
syndrome (AWS) because of its poor effectiveness and safety profile; further, 
To support hospital and health-system efforts that prohibit the use of oral or intravenous ethanol therapies 
to treat AWS; further, 
To educate clinicians about the availability of alternative therapies for AWS. 
This policy supersedes ASHP policy 1010. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. 

Council on Therapeutics (1515): Research on Drug Use in Obese Patients 

To encourage drug product manufacturers to conduct pharmacokinetic and pharmacodynamic research in 
obese patients to facilitate safe and effective dosing of medications in this patient population, especially for 
medications most likely to be affected by obesity; further,  
To encourage manufacturers to include in the Food and Drug Administration (FDA) – approved labeling 
detailed information on characteristics of individuals enrolled in drug dosing studies; further,  
To advocate that the FDA develop guidance for the design and reporting of studies that support dosing 
recommendations in obese patients; further,  
To advocate for increased enrollment and outcomes reporting of obese patients in clinical trials of 
medications; further,  
To encourage independent research on the clinical significance of obesity on drug use, as well as the 
reporting and dissemination of this information via published literature, patient registries, and other 
mechanisms.  
This policy supersedes ASHP policy 1013.  

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. 

Council on Therapeutics (1516): Chemotherapy Parity 

To advocate that all insurance payers design plans so that patient cost sharing for chemotherapy be 
equivalent regardless of route of administration; further, 
To continue to foster the development of best practices, including adherence monitoring strategies, and 
education on the safe use and management of chemotherapy agents regardless of route of administration.  

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts.  

Council on Therapeutics (1517): Documentation of Penicillin Allergy as a Component of Antimicrobial 
Stewardship 

To advocate involvement of pharmacists in the clarification of penicillin allergy, intolerance, and adverse 
drug events; further,  
To advocate for documentation of penicillin allergy, intolerance, reactions, and severity in the medical record 
to facilitate optimal antimicrobial selection; further,  
To recommend the use of penicillin skin testing in appropriate candidates when clinically indicated to 
optimize antimicrobial selection. 
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This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts.  

Council on Education and Workforce Development (1518):  Developing Leadership Competencies 

To work with healthcare organization leadership to foster opportunities for pharmacy practitioners to move 
into leadership roles; further, 
To encourage leaders to seek out and mentor pharmacy practitioners in developing administrative, 
managerial, and leadership skills; further, 
To encourage pharmacy practitioners to obtain the skills necessary to pursue administrative, managerial, and 
leadership roles; further, 
To encourage colleges of pharmacy and ASHP state affiliates to collaborate in fostering student leadership 
skills through development of co-curricular leadership opportunities, leadership conferences, and other 
leadership promotion programs; further, 
To reaffirm that residency programs should develop leadership skills through mentoring, training, and 
leadership opportunities; further, 
To foster leadership skills for pharmacists to use on a daily basis in their roles as leaders in patient care. 
This policy supersedes ASHP policy 0509. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. This policy is being updated and presented as a slightly 
revised version in the 2016 House of Delegates.  

Council on Education and Workforce Development (1519): Pharmacy Technician Training and Certification 

To support the position that by the year 2020, the completion of a pharmacy technician training program 
accredited by ASHP and the Accreditation Council for Pharmacy Education (ACPE) be required to obtain 
Pharmacy Technician Certification Board certification for all new pharmacy technicians entering the 
workforce; further, 
To foster expansion of ASHP-ACPE accredited pharmacy technician training programs.  
This policy supersedes ASHP policies 1015 and 0702.  

This policy was revised by the Council on Education and Workforce Development in response to a 
recommendation from the House of Delegates (see CEWD Policy Recommendation 1). 

Council on Pharmacy Management (1520): Impact of Insurance Coverage Design on Patient Care Decision  

To advocate that all health insurance policies be designed and coverage decisions made in a way that 
preserves the patient–practitioner relationship; further, 
To oppose provisions in health insurance policies that interfere with established drug distribution and clinical 
services designed to ensure patient safety, quality, and continuity of care; further, 
To advocate for the inclusion of hospital and health-system outpatient and ambulatory care services in 
health insurance coverage determinations for their patients.  
This policy supersedes ASHP policy 1017. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. The ASHP Foundation 2016-2020 Pharmacy Forecast 
included a chapter dedicated to healthcare financing. This topic was included in ASHP’s Multi-Hospital Health 
System Pharmacy Executives Symposium which focused on the impact of site of care challenges in the 
marketplace. In January 2016 the Council on Pharmacy Management continued its analysis on this issue and 
its impact on limited distribution drugs and insurance design.  

Council on Pharmacy Management (1521): Identification of Prescription Drug Coverage and Eligibility for 
Patient Assistance Programs 

To advocate that pharmacists or pharmacy technicians ensure that the use of patient assistance programs is 
optimized and documented to promote continuity of care and patient access to needed medications; 
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further, 
To advocate that patient assistance programs should incorporate the pharmacist-patient relationship, 
including evaluation by a pharmacist as part of comprehensive medication management; further, 
To support the principle that medications provided through manufacturer patient assistance programs 
should be stored, packaged, labeled, dispensed, and recorded using systems that ensure the same level of 
safety as prescription-based programs that incorporate a pharmacist-patient relationship. 
This policy supersedes ASHP policy 0603. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts.  

Council on Pharmacy Management (1522): Disposition of Illicit Substances 

To advocate that healthcare organizations be required to develop procedures for the disposition of illicit 
substances brought into a facility that ensure compliance with applicable laws and accreditation standards; 
further, 
To advocate that healthcare organizations be required to include pharmacy leaders in formulating such 
procedures. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts.  

Council on Pharmacy Management (1523): Pharmacist’s Role in Population Health Management 

To recognize the importance of medication management in patient-care outcomes and the vital role of 
pharmacists in population health management; further,  
To encourage healthcare organizations to engage pharmacists and pharmacy leaders in identifying 
appropriate patient cohorts, anticipating their healthcare needs, and implementing the models of care that 
optimize outcomes for patients and the healthcare organization; further, 
To encourage the development of complexity index tools and resources to support the identification of high-
risk, high-cost, and other patient cohorts to facilitate patient-care provider panel determinations and 
workload balancing; further, 
To promote collaboration among members of the interprofessional healthcare team to develop meaningful 
measures of individual patient and population care outcomes; further, 
To advocate for education to prepare pharmacists for their role in population health management.  

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. ASHP’s 2015 Conference for Pharmacy Leaders provided 
population health plenary and workshop speakers. ASHP’s 2016 Conference for Pharmacy Leaders will 
provide additional programming on business approaches and case studies on the expanding the role of 
pharmacists in population health management. ASHP Foundation’s 2016-2020 Pharmacy Forecast included a 
chapter dedicated to population health management. In addition, ASHP Foundation initiated its first class for 
Medical Home Traineeship and AJHP is planning a dedicated edition on population health. 

Council on Pharmacy Practice (1524): Support for Second Victims 

To acknowledge that the patient is the primary victim in any medical error, unanticipated adverse patient 
event, or patient-related injury; further, 
To acknowledge that involvement by healthcare personnel in such events may cause them to become 
second victims; further,  
To recognize that a just culture and a healthy culture of safety embrace a support system for second victims; 
further,  
To encourage healthcare organizations to establish programs to support second victims; further,  
To educate healthcare professionals (including those in training), health organization administrators, and 
regulatory agencies about the second-victim effect and available resources. 
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This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. 

Council on Pharmacy Practice (1525): Standardization of Doses  

To recognize that standardization of medication doses reduces medication errors and improves information 
technology interoperability, operational efficiency, and transitions of care; further,  
To encourage development of universal standardized doses for specific patient populations; further,  
To encourage healthcare organizations to adopt standardized doses and to promote publication and 
education about best practices. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. The Standardize 4 Safety initiative will focus on oral liquid 
doses and on oral chemotherapy agents in a later phase.  

Council on Pharmacy Practice (1526): Prescription Drug Abuse 

To affirm that pharmacists have leadership roles in recognition, prevention, and treatment of prescription 
drug abuse; further,  
To promote education on prescription drug abuse, misuse, and diversion-prevention strategies.  

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts.  

Council on Pharmacy Practice (1527): Pharmacist’s Role in Urgent and Emergency Situations 

To affirm that pharmacists should participate in planning and providing emergency treatment team services; 
further,  
To advocate that pharmacists participate in decision-making about the medications and supplies used in 
medical emergencies; further,  
To advocate that pharmacists serve in all emergency responses, and that those pharmacists receive 
appropriate training and maintain appropriate certifications. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts.  

Council on Pharmacy Practice (1528): Excipients in Drug Products 

To advocate that manufacturers remove unnecessary, potentially allergenic excipients from all drug 
products; further,  
To advocate that manufacturers declare the name and derivative source of all excipients in drug products on 
the official label; further,  
To advocate that vendors of medication-related databases incorporate information about excipients; further, 
To foster education on the allergenicity of excipients and documentation in the patient medical record of 
allergic reactions to excipients. 
This policy supersedes ASHP policy 0808. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. 

Council on Pharmacy Practice (1529): Online Pharmacy and Internet Prescribing 

To support efforts to regulate prescribing and dispensing of medications via the Internet; further, 
To support legislation or regulation that requires online pharmacies to list the states in which the pharmacy 
and pharmacists are licensed, and, if prescribing services are offered, requires that the sites (1) ensure that a 
legitimate patient-prescriber relationship exists (consistent with professional practice standards) and (2) list 
the states in which the prescribers are licensed; further, 
To support mandatory accreditation of online pharmacies by the National Association of Boards of Pharmacy 
Verified Internet Pharmacy Practice Sites or Veterinary-Verified Internet Pharmacy Practice Sites; further,  
To support appropriate consumer education about the risks and benefits of using online pharmacies; further, 
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To support the principle that any medication distribution or drug therapy management system must provide 
timely access to, and interaction with, appropriate professional pharmacist patient-care services. 
This policy supersedes ASHP policy 0523. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts.  

Council on Pharmacy Practice (1530): Standardization of Small-Bore Connectors To Avoid Wrong-Route 
Errors 

To support the use of medication administration device connectors and fittings that are designed to prevent 
misconnections and wrong-route errors; further, 
To encourage healthcare organizations to prepare for safe transition to use of medication delivery device 
connectors and adapters that meet International Organization for Standardization standards; further, 
To identify and promote the implementation of best practices for preventing wrong-route errors. 
This policy supersedes ASHP policy 1018. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. The use of the Enfit syringe is being led by GEDSA and 
production of the oral syringe has commenced. Hospitals can choose when to implement although California 
has already mandated implementation. 

Council on Pharmacy Practice (1531): Pharmacist Role in Capital Punishment 

To acknowledge that an individual’s opinion about capital punishment is a personal moral decision; further, 
To oppose pharmacist participation in capital punishment; further, 
To reaffirm that pharmacists have a right to decline to participate in capital punishment without retribution. 
This policy supersedes ASHP policy 8410. 

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts.  

Council on Pharmacy Management (1532): ASHP Statement on the Roles and Responsibilities of the 
Pharmacy Executive  

To approve the ASHP Statement on the Roles and Responsibilities of the Pharmacy Executive.  

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. This statement was finalized and approved by the ASHP 
Board of Directors. The final statement is available at the following address: 
http://www.ashp.org/DocLibrary/BestPractices/MgmtStPharmExec.aspx 

Council on Pharmacy Practice (1533): ASHP Statement on the Pharmacist’s Role in Substance Abuse 
Prevention, Education, and Assistance 

To approve the ASHP Statement on the Pharmacist’s Role in Substance Abuse Prevention, Education, and 
Assistance.  

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. This statement was finalized and approved by the ASHP 
Board of Directors. The final statement is available at the following address: 
http://www.ashp.org/DocLibrary/BestPractices/SpecificStSubstance.aspx 

Section of Pharmacy Informatics and Technology (1534): ASHP Statement on the Pharmacist’s Role in 
Clinical Informatics  

To approve the ASHP Statement on the Pharmacist’s Role in Clinical Informatics.  

This policy has been published in ASHP Best Practices (print and online editions) and used in ongoing ASHP 
advocacy, education, and communication efforts. This statement was finalized and approved by the ASHP 
Board of Directors. The final statement is available at the following address: 
http://www.ashp.org/DocLibrary/BestPractices/AutoITStInformatics.aspx 

http://www.ashp.org/DocLibrary/BestPractices/MgmtStPharmExec.aspx
http://www.ashp.org/DocLibrary/BestPractices/SpecificStSubstance.aspx
http://www.ashp.org/DocLibrary/BestPractices/AutoITStInformatics.aspx
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Revise ASHP Position (0610) Pharmacist’s Right of Conscience: Nicole Allcock (MO) 

ASHP should revise position 0610 to remove the requirement of referral and replace it with “transfer care” in 
order to place decision making regarding ethically troubling therapies in the hands of the patient and remove 
the burden of cooperation on the part of the pharmacist.  

The Council on Pharmacy Practice considered this recommendation at its September meeting and 
recommended that ASHP policy 0610 be reaffirmed; the Board concurred.  

Specific Gravity Data (Recommendation): Robert Granko (NC) 

Ask manufacturers to provide specific gravity for IV products to promote utilization of gravimetric analysis. 

The ASHP Section of Pharmacy Informatics and Technology has examined this issue. ASHP has made this a 
topic of advocacy with manufacturers and other stakeholders. 

Need to Update ASHP Guidelines on Providing Pediatric Pharmaceutical Services (Recommendation) : Kim 
Benner (AL) 

It is time to update the 1994 statement on providing pediatric pharmaceutical services as the health care 
model has changed for the care of pediatric patients in a health system.  

A team of ASHP experts is revising the guidelines. Peer review is expected in early 2016, with publication 
shortly thereafter. 

Definition of Medication History and Medication Reconciliation (Recommendation): Wes Pitts, Kristie 
Gholson (MS) 

Develop standard definitions for “medication history” and “medication reconciliation” and promote proper 
use of each.  

This recommendation was discussed by the Council on Pharmacy Practice during the September 2015 Policy 
Week meeting of the Councils and has been published in the Proceedings of the 67th Annual Session of the 
House of Delegates. 

Survey and Distribute to Members Employment and Salary Information Broken Down by City, State and 
Job Function; Discuss Trends in the Supply and Demand of Pharmacists (Recommendation): John Quinn 
(DC) 

One commonality of all ASHP members is interest in their careers and trends within the profession. This is 
especially true today where we see an oversupply of pharmacists in some markets. ASHP is in a unique 
position to find and interpret market trend information and to take a leadership role in a conversation about 
future supply of pharmacy professionals.  

ASHP has explored doing such a survey in the past and the feedback we have received has been mixed with 
regards to the value, willingness of members to share confidential salary information with ASHP, and the 
desirability of having information that could potentially be made available to HR departments, consultants, 
and other non-pharmacy groups. ASHP has also received advice for legal counsel expressing concerns about 
violating federal antitrust laws given ASHP’s status as a tax exempt not for profit professional organization. 
ASHP understands and appreciates the reasons behind this recommendation.      

Increased Financial Support for Local Affiliates To Send Representatives to the ASHP House of Delegate 
Meetings (Recommendation): John Quinn (DC) 

That ASHP increase the stipend to support local affiliates who attend the ASHP House of Delegates. 

ASHP recognizes the financial commitments delegates and their supporting organizations make to facilitate 
RDC participation and is committed to assisting participation. In April 2016, the ASHP Board of Directors 
approved an increase in the RDC delegate reimbursement for 2017 by $100 per apportioned delegate.  
 

Affordability of Medications Task Force (Recommendation): Jerome Wohleb (NE sponsored) (State 
supported: NE, AZ, CO, OR, MN, CA, ID, CT, IL, UT, WA, VA, RI, LA, DC, MA, MD, ME, SD, PA, KY,WA, WI, 
OH, TN, MT, SC, VT) (One delegate: NH, MI, DE, FL) 

http://www.ashp.org/DocLibrary/MemberCenter/SOPIT/Current-State-of-IV-Workflow-Systems-and-IV-Robotics.pdf


Report on Implementation of 2015 ASHP House of Delegates Actions and Recommendations  | 11 

 

That ASHP appoint a task force to address the affordability of medications in conjunction with other 
organizations (e.g., AARP, AMCP, APhA, AHIP, etc.).  

ASHP has limited ability to influence pricing decisions by pharmaceutical manufacturers, and legal antitrust 
concerns constrain our advocacy.  Nonetheless, this is an extremely important issue, and one that ASHP has 
made a top priority to address. ASHP is the only pharmacy organization on the steering committee of the 
Campaign for Sustainable Rx Pricing. As a member of the steering committee, ASHP has worked with many 
leading healthcare and industry organizations, including the American College of Physicians, American 
Hospital Association, America's Health Insurance Plans, Anthem, Federation of American Hospitals, Kaiser 
Permanente, and Walmart. ASHP was invited by the Secretary of the Department of Health and Human 
Services to participate in an invitation-only event on drug pricing.   

Epidural Steroid Injections (Recommendation): Emily Dyer (VA) 

To advocate for pharmacist oversight of medications used during epidural steroid injection procedures.  

The Council on Therapeutics considered this recommendation at its September meeting and recommended 
ASHP policy (see Council on Therapeutics Policy Recommendation 3).  

Developing Educational/Training/Guidance Materials for the New Role of Pharmacy Technicians as 
Medication History Technicians (Recommendation): Tricia Meyer (TX) 

To supplement the current ASHP website for medication reconciliation materials with specific information to 
further develop the pharmacy technician's role in taking patient medication histories. This should include 
information on communication skills, interview skills to help determine patient compliance, and how to 
manage barriers during the interview.  

This item was referred to the Section of Inpatient Care Practitioners’ Section Advisory Group (SAG) on 
Advancing Pharmacy Practice with Technicians.  Promoting new roles for pharmacy technicians is the 
primary charge of this SAG, so the toolkit described in the recommendation is the type of resource the SAG 
would develop. The Section of Inpatient Care Practitioners’ Section Advisory Group (SAG) on Advancing 
Pharmacy Practice with Technicians is finalizing materials for a resource center on Medication History 
Technician. This resource center should be available in the summer. Additionally, a webinar, The Medication 
History Technician: Developing a Current Medication List to Improve Medication Safety, was held on May 12, 
2016, with almost 600 participants. The webinar recording will be available on the ASHP eLearning site for 
one year. 

Regulation of Dietary Supplements (Recommendation): Denise Fields, Jennifer Phillips, Steve Riddle (IN, IL, 
WA)  

That ASHP increase advocacy efforts around dietary supplements by collaborating with Congress, other 
healthcare organizations and patient advocacy groups with the goal of amending the Dietary Supplement 
Health and Education Act or enacting other legislation that ensures the safety and integrity of dietary 
supplements.  

The Council on Public Policy examined existing ASHP policies on dietary supplements, and found them to be 
up-to-date and relevant. ASHP uses these existing policies in its ongoing advocacy efforts.   

Sharing and Obtaining Medication Histories Through Transitions of Care (Recommendation): Christi Jen 
(AZ)  

For ASHP to advocate for the education of pharmacists and pharmacy technicians, and increased awareness 
on HIPAA Patient Privacy laws as they pertain to obtaining and sharing medication histories to facilitate the 
medication history process and ensure optimal and safe care through transitions of care.  

This recommendation was discussed by the Council on Pharmacy Practice during the September 2015 Policy 
Week meetings. The Council evaluated current information on this topic and assessed gaps and actions ASHP 
may take in addressing the issue.  
 

http://www.csrxp.org/
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Amendment to ASHP Policy 1519, Pharmacy Technician Training and Certification (Recommendation): 
Lonnye Finneman (MT, AZ, WI, MI, NE, SD) 

Council on Education and Workforce Development consider an additional statement to the newly revised 
policy on Pharmacy Technician Training and Certification to advocate that pharmacy technicians initially 
obtain Pharmacy Technician Certification Board certification and that a mechanism be in place to maintain 
competency (such as state licensure or certification). 

ASHP policy 1519 was revised by the Council on Education and Workforce Development in response to a 
recommendation from the House of Delegates (see CEWD Policy Recommendation 1). 

Use of Meeting Technology for Section and SAG meetings (Recommendation): Dan Degnan (Section of 
Inpatient Care  Practitioners) 

That ASHP make available web-based meeting technology for ASHP Section and SAG meetings.  

ASHP has increased the number of ASHP’s GoToMeeting accounts so that each Section has access to this 
technology to enhance the experience of Section Executive Committee and/or Section Advisory Group 
meetings.  

Development of Residency Models in Small and Rural Health Settings (Recommendation): Dan Degnan 
(Section of Inpatient Care Practitioners) 

That ASHP foster the development of viable residency models in small and rural health settings with 
consideration for both the cost and quality of such programs. 

ASHP regularly works with small and rural institutions to help develop residency programs to meet their 
specific needs. In addition, ASHP will host an open forum discussion session on residency programs in these 
settings at the National Pharmacy Preceptors Conference in August.  

Policy on Equitable Care (Recommendation): Annet Arakelian (CA) 

Recommend ASHP develop a policy to promote, support, and advocate for developing a diverse workforce 
and addressing gaps in healthcare, including but not limited to race and ethnicity but also other gaps such as 
socioeconomic and literacy.   

The Council on Education and Workforce Development has drafted a new policy recommendation to be 
presented to the 2016 House of Delegates on cultural competency and diversity.  

Specialty Pharmacy Service Center (Recommendation): Ross Thompson (MA)  

ASHP to develop and maintain a service to support ongoing management of specialty pharmacy service 
delivery provided by health systems.   

ASHP convened an expert panel on Specialty Pharmacy in early 2015, resulting in the development of a 
Specialty Pharmacy Resource Guide released at the 2015 Midyear and a Specialty Pharmacy Web Resource 
Center.  

Education of Members on 503A and 503B Regulations and Entities (Recommendation): Ross Thompson 
and Ernie Anderson (MA)  

Recommendation that ASHP educate its members on all aspects of 503A and 503B compounding pharmacies 
and provide a tool to vet such facilities which members can utilize to ensure medication safety, further to 
educate members on the utilization of 503B facilities as an option to meet various patient care needs for 
sterile products by health systems.  

The revised ASHP Guidelines on Outsourcing Sterile Compounding Services was published in June 2015, and 
ASHP educational efforts have continued since then with educational sessions at the 2015 Midyear and 2016 
Summer Meetings.  

Antipsychotic Drug Use (Recommendation): Victoria Ferraresi (CA)  

That ASHP support efforts to prevent the inappropriate use of antipsychotics in nursing home and other care 
settings but also advocate that this not interfere with their appropriate use of prevent patients needing 
these medications from residing in nursing homes. 

http://connect.ashp.org/nppc16/events1/openforums
http://www.ashp.org/Specialty-Pharm-Guide-2015
http://www.ashp.org/menu/PracticePolicy/ResourceCenters/Specialty-Pharmacy-Resource
http://www.ashp.org/menu/PracticePolicy/ResourceCenters/Specialty-Pharmacy-Resource
http://www.ashp.org/DocLibrary/Bestpractices/MgmtGdlOutsourcingSterileComp.aspx
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The Council on Therapeutics considered this recommendation at its September meeting and recommended 
new ASHP policy (see Council on Therapeutics Policy Recommendation 2). In addition, ASHP is updating its 
Therapeutic Position Statement on Use of Second-Generation Antipsychotic Medications in the Treatment of 
Adults with Psychotic Disorders. The authors of the manuscript have been advised to assess, evaluate, and 
provide guidance on the use of antipsychotics in nursing homes with respect to current changes in payment 
reform.  

Hazardous Medication Identification (Recommendation): Kathleen Donley, Margaret Huwer, Karen Kier, 
Scott Knoer, Julie Zaucha (OH)  

At the request of Rob Mains, we recommend that ASHP advocate for the FDA capture and maintenance of 
the accurate identification of hazardous medication products in the structured product label of the FDA daily 
med database. In support of the NIOSH and proposed USP 800 recommendations for handling hazardous 
medications, we need accurate identification of products containing these ingredients. The current system 
does not currently identify hazardous medications. 

ASHP advocacy efforts are ongoing on this issue.  

Electronic Voting (Recommendation): Carol Rollins (AZ, IL, ID, CO, MT, MI, WA, CT)  

That ASHP use electronic voting for all votes in the House of Delegates.  

ASHP has explored and tested the concept of using electronic voting for all votes during the House and have 
determined that it still adds significant time to the House agenda, especially when considering the number of 
votes that are taken on amendments.  However, the Chair of the House has the authority either 
independently or at the request of any delegate during the House session to call for an electronic vote for 
any vote. ASHP continually explores and tests new technological applications, and will routinely reassess 
whether a more efficient and desirable platform for electronic voting might be available.     

Using Indianapolis as a Host Site for a Future Summer Meeting (Recommendation): John Hertig (IN) 

That ASHP consider Indianapolis, the host of Super Bowl 46 and numerous amateur sporting events, as a 
future site for the ASHP Summer Meeting. 

ASHP understands the importance of rotating the host city of our various meetings, conferences, and 
specialty courses each year. I want to assure you that ASHP will explore the potential viability of this venue 
for one of our meetings. Several criteria are considered in selecting a location and we must keep the 
following in mind along with other intangibles:  

• geography  
• ease of access for travel  
• venue – meeting space and hotel access  
• availability of preferred dates  
• price  
• previous experience/evaluation data  
• potential for weather impacting success of meeting  

Improved FDA Management of Medication Structured Product Data (Recommendation): Kevin Martin (VT) 

That ASHP advocate for the FDA to take greater ownership of the maintenance of the Structured Product 
Label (SPL) database contents with regards to: 1. Maintenance of accurate and unique identifiers for each 
product/product ingredient 3. Enforcement of accurate coding of the standardized data elements in the SPL, 
4. Integration of the SPL with RxNorm, and 5. Direction to the industry on how quickly SPL data updates 
should be made available within EHR systems. 

Advocacy is ongoing on this issue.   
 

Criteria and Education for Appropriate Use of Drugs with Abuse Potential (Recommendation): Michael 
Dickens (ID), Julie Nelson  (TX), Elizabeth Thompson (ID), Diane Fox (TX) 
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That ASHP in cooperation with medical organizations develop criteria for appropriate prescribing and 
monitoring of refills for drugs with abuse potential (i.e., opiates, sedative hypnotics, skeletal muscle 
relaxants and stimulants, and anxiolytics).  

The Council on Therapeutics discussed this topic during Policy Week meetings in September 2015. The 
Council evaluated current information on this topic and assessed gaps and actions ASHP may take in 
addressing the issue.  

Task Force on Pain Management and Opioid Analgesic Access, Use and Abuse (Recommendation): 
Steve Riddle, Patricia Gunwald, Denise Fields, Julie Nelson, Rich Pacitti, Joan Kramer, Diane Fox, Vicky 
Ferraresi  (WA, MD, IN, TX, PA, KS, TX, CA)  

That ASHP create a task force to examine critical national issues related to pain management and opioid 
analgesic access, use and abuse and that this group engages internal and external stakeholders with a goal of 
optimizing ASHP policy positions and advocacy efforts.  

This is a top-priority issue for ASHP. The ASHP Council on Pharmacy Practice Management discussed this 
issue during its September 2015 meeting and proposed ASHP policy (see Council on Pharmacy Practice 
Management Policy Recommendation 1). ASHP developed and conducted a webinar entitled “Clinical 
Pharmacist Chronic Pain Services: Implementing Interprofessional Care for Complex Patients and Improving 
Outcomes” to support the American Hospital Association’s efforts to provide information for physicians. An 
ASHP networking session, “Pain Management,” covered topics such as opioid conversions and calculations, 
precepting students and residents, medical marijuana, outpatient naloxone programs, and outcomes in pain 
management. ASHP participated in the Department of Health and Human Services Healthcare Pharmacy 
Roundtable Discussion on Opioids and was invited to participate in two White House events: a Champions of 
Change event to recognize leaders who have made a difference in combating opioid abuse and misuse, and 
an event in West Virginia where President Obama spoke about the need for specific actions regarding the 
opioid epidemic. ASHP provided comments on an FDA proposal on development and regulation of abuse-
deterrent formulations of opioid medications and testified at the FDA Science Board on Pain Management.  
ASHP has an internal opioid taskforce that is focusing on education, patient specific pain plan, and advocacy 
work.  Webinars on diversion, opioid indications and use, alternative pain therapies to opioids, recognizing 
drug addiction as a disease state, and the use of naloxone are planned. The internal taskforce has provided 
the ASHP Section of Inpatient Care Practitioners SAG on Pain Management and Palliative Care with a 
strategic plan for implementing these projects.  

Establishment of Ongoing Online Preceptor Development Courses (Recommendation): Kathy Donley (OH)  

That ASHP develop ongoing online preceptor courses to enable smaller hospitals to meet the requirements 
of the residency accreditation standards.  

ASHP understands the importance of providing a variety of educational materials to support our members. In 
the area of preceptor development, we currently offer both online and live development activities, including:  

1. Preceptor’s Playbook: Tactics, Techniques, & Strategies  
      Available on the ASHP website  

 31 modules, approximately 15 minutes each 
o 11 focused on tradition skills  
o 20 featuring softer skills  

 7.75 hours of continuing education credit  
2. Preceptor Skills Resource Center  

             Available on the ASHP website  
      Features:  

 ASHP Connect Community 

 Preceptor Toolkit 

https://store.ashp.org/Default.aspx?TabID=251&productId=221344869&&ct=283a3b69d557694044b009f1eb793dcb1aac804a4512f2b3eb1f6c67ece7ec0c31e8a586a823966f7163a28f4674e2588d0dcc740053bc5e07f1b94b7988e769
http://www.ashp.org/menu/PracticePolicy/ResourceCenters/PreceptorSkills
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 Articles 

 Education 

 Guidelines, Policies, Best Practices 

 Books and External Resources 

 Accreditation 
3. National Pharmacy Preceptors Conference 

Held annually in August (http://connect.ashp.org/nppc15)  
             13.5 hours of continuing education credit  
      Features include:  

 RPDC workshops  

 Posters  

 Network dinners  

 New PGY1 Residency Standards  

 Preceptor Pearls  
ASHP is committed to supporting the growth and development of preceptors through programs and services 
aimed at assisting their development and improvement and will continue to explore educational 
opportunities in this area. 

Revise ASHP Position 9915 to Oppose Pharmacists’ Participation in Assisted Suicide (Recommendation): 
Nicole Allcock (MD), Desi Kotis (IL), Kevin Colgan (Past President), John Pastor (MN), Kristi Gullickson (MN), 
Peggy Malovith (MI), Joel Hennenfent (MO), Daniel Good (MO)  

ASHP should revise Position 9915 to clearly oppose pharmacists’ participation in Assisted Suicide on the basis 
that is it not consistent with the pharmacists’ role in affirming life and assisting patients in making the best 
use of medications.  

The Council on Pharmacy Practice considered this recommendation at its September meeting and 
recommended that ASHP policy 9915 be reaffirmed; the Board concurred. Revision of this policy is the 
subject of a Resolution in the 2016 House of Delegates.  

Chair-elect and Treasurer-elect Years (Recommendation): Mark Woods, Phil Schneider (Past Presidents, 
BOD)  

To study the feasibility of sequencing the elections of the treasurer and chair of the house so as to allow for 
treasurer-elect and chair-elect periods around the board table.  

ASHP will consider this recommendation carefully since it would involve an amendment to the Bylaws.  

Electronic Voting on Political, Religious, or Culturally Sensitive Topics in the House (Recommendation): 
Dave Weetman (IA, WI, AZ) 

Request that “clicker only” voting be considered when the House of voting on a topic of politically, religious, 
or culturally sensitive nature, such as capital punishment, abortifacients, medical marijuana, or assisted 
suicide.  

The ASHP House of Delegates has established a custom of a voice voting to expedite its proceedings and to 
provide transparency. Electronic voting, which is used at the Chair’s discretion when the outcome of a voice 
vote is not clear and for Chair elections, takes longer than a voice vote. In addition, a voice vote allows other 
members of a delegation to observe how their colleagues are voting, which provides a level of accountability 
to their constituents. Any delegate may make a motion to deviate from the custom of a voice vote on an 
item before the House, and that motion must be approved by a majority of delegates to proceed to an 
electronic vote. This policy empowers the delegates themselves to determine which items they wish to 
consider by electronic vote.     
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CMS Medication Billing Coding Requirements (Recommendation): Jeanne Ezell (TN) 

Recommend that ASHP advocate for changes in CMS medication billing coding to reduce the complexity and 
confusion involved, particularly with units for various dosage strengths and forms of medications.  

The complexity of CMS medication billing coding is among the topics on which ASHP has ongoing advocacy 
with CMS.    

Pharmacist Oversight of Medical Marijuana Dispensaries (Resolution) 

Motion: To amend ASHP policy 1101, Medical Marijuana, to read as follows: 
 
MEDICAL MARIJUANA 
Source: Council on Therapeutics 
  
To oppose state legislation that authorizes the use of medical marijuana until there is sufficient evidence to 
support its safety and effectiveness and a standardized product that would be subject to the same 
regulations as a prescription drug product; further, 
To recognize that where medical marijuana is legal, pharmacists should apply their expertise in medication 
management and use to ensuring safe and effective use of medical marijuana; further, 
To encourage research to further define the therapeutically active components, effectiveness, safety, and 
clinical use of medical marijuana; further,  
To advocate for the development of processes that would ensure standardized formulations, potency, and 
quality of medical marijuana products to facilitate research; further,  
To encourage the Drug Enforcement Administration to eliminate barriers to medical marijuana research, 
including review of medical marijuana’s status as a Schedule I controlled substance, and its reclassification, if 
necessary to facilitate research; further, 
To support state health department efforts to compile research on dosing of medical marijuana to provide 
guidance for healthcare providers; further,  
To support the procurement, storage, preparation, or distribution of medical marijuana by licensed 
pharmacies or health care facilities for purposes other than research in states where medical marijuana is 
legal; further, 
To support laws and regulations that would permit pharmacists to provide medication therapy management, 
track patient outcomes, and manage medications to optimize safety and efficacy at state-approved medical 
marijuana dispensaries; further, 
To support, in states where medical marijuana is legal, mandatory continuing education that prepares 
pharmacists to respond to patient and clinician questions about the therapeutic and legal issues surrounding 
medical marijuana use; further, 
To advocate for the creation of a national accreditation program for medical marijuana dispensaries that 
would require counseling of patients and certification of healthcare providers practicing in them; further, 
To support efforts to develop national credentialing or certificate programs for pharmacists whose practices 
involve medical marijuana; further, 
To oppose the smoking of marijuana in settings where smoking is prohibited. 

ASHP staff is collaborating with USP to explore the feasibility and advisability of developing standards for 
medical cannabis (a key element of ASHP policy), is closely following DEA deliberations on rescheduling 
marijuana to make it more available for research (another key element of ASHP policy), and is advocating 
further research on the safety and efficacy of a standardized product. The Council on Pharmacy Practice will 
examine ASHP policy and other options this cycle (2016-2017). 
 
 

http://www.usp.org/usp-nf/notices/stimuli-article-advisability-and-feasibility-developing-usp-standards-medical-cannabis-posted-comment
http://www.usp.org/usp-nf/notices/stimuli-article-advisability-and-feasibility-developing-usp-standards-medical-cannabis-posted-comment
https://www.washingtonpost.com/news/wonk/wp/2016/04/06/the-dea-will-decide-whether-to-change-course-on-marijuana-by-july/
https://www.washingtonpost.com/news/wonk/wp/2016/04/06/the-dea-will-decide-whether-to-change-course-on-marijuana-by-july/
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Controlled Substance Accessibility (New Business): Diane Fox (TX), Julie Nelson (TX), Jim Wilson, (TX), 
Lance Ray (TX) Patricia Meyer (TX), Lourdes Cuellar, TX, Shane Steven Green (President TSHP), Larry Egle 
(Immediate-Past President TSHP) 

Motion:  
ASHP should collaborate with other national healthcare organizations, the Drug Enforcement Administration, 
the National Wholesale Drug Association, the National Association of Chain Drug Stores, and other 
stakeholders to investigate the inconsistencies in patient access to pain medications and develop strategies 
to meet legitimate pain care needs for patients. 

The Council on Pharmacy Practice Management discussed this issue during its September 2015 meeting and 
proposed ASHP policy (see Council on Pharmacy Practice Management Policy Recommendation 1). ASHP 
developed and conducted a webinar, “Clinical Pharmacist Chronic Pain Services: Implementing 
Interprofessional Care for Complex Patients and Improving Outcomes,” to support the American Hospital 
Association’s efforts to provide information for physicians. An ASHP networking session, “Pain 
Management,” covered topics such as opioid conversions and calculations, precepting students and 
residents, medical marijuana, outpatient naloxone programs, and outcomes in pain management. ASHP 
participated in the Department of Health and Human Services Healthcare Pharmacy Roundtable Discussion 
on Opioids and was invited to participate in two White House events: a Champions of Change event to 
recognize leaders who have made a difference in combating opioid abuse and misuse and an event in West 
Virginia where President Obama spoke about the need for specific actions regarding the opioid epidemic. 
ASHP provided comments on an FDA proposal on development and regulation of abuse-deterrent 
formulations of opioid medications and testified at the FDA Science Board on Pain Management. 
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Professional Policies Approved by the 2016 ASHP 
House of Delegates

1602 
Drug Product Supply Chain 
Integrity

Source: Council on Pharmacy 
Management

To encourage the Food and Drug 
Administration (FDA) and relevant 
state authorities to take the steps 
necessary to ensure that (1) all drug 
products entering the supply chain 
are thoroughly inspected and test-
ed to establish that they have not 
been adulterated or misbranded 
and (2) patients will not receive 
improperly labeled and packaged, 
deteriorated, outdated, counterfeit, 
adulterated, or unapproved drug 
products; further, 

To encourage FDA and relevant 
state authorities to develop and im-
plement regulations to (1) restrict or 
prohibit licensed drug distributors 
(drug wholesalers, repackagers, and 
manufacturers) from purchasing leg-
end drugs from unlicensed entities 
and (2) ensure accurate documenta-
tion at any point in the distribution 
chain of the original source of drug 
products and chain of custody from 
the manufacturer to the pharmacy; 
further, 

To advocate for the establishment 
of meaningful penalties for companies 
that violate current good manufactur-
ing practices (cGMPs) intended to 
ensure the quality, identity, strength, 
and purity of their marketed drug 
product(s) and raw materials; further,  
To advocate for improved transpar-
ency so that drug product labeling 
include a readily available means to 
retrieve the name and location of the 
facility that manufactured the specific 
lot of the product; further, 

To advocate that this readily re-
trievable manufacturing information 
be available prospectively to aid pur-
chasers in determining the quality of 

Baltimore, MD
June 14, 2016

Am J Health-Syst Pharm. 2016; 73:e529-33

The new professional policies ap-
proved by the ASHP House of 

Delegates at its June 2016 meeting 
are listed below. Policies proposed 
by councils or other ASHP bodies are 
first considered by the Board of Direc-
tors and then acted on by the House 
of Delegates, which is the ultimate au-
thority for ASHP positions on profes-
sional issues.

The background information on 
these policies appears on the ASHP 
Web site (www.ashp.org); click on 
“Practice and Policy” then on “House 
of Delegates,” and then on “Board 
of Directors Reports on Councils” 
(http://www.ashp.org/DocLibrary/
Policy/HOD/CouncilReports.aspx).

The complete proceedings of the 
House of Delegates will be provided 
to delegates and will be posted on the 
ASHP Web site.

1601

Safety of Intranasal Route 
as an Alternative Route of 
Administration 

Source: Council on Therapeutics

To encourage the development of 
institutional guidance and advocate 
for further research on the pharmaco-
kinetic and pharmacodynamic char-
acteristics of drugs not approved for 
intranasal administration; further, 

To foster the development of edu-
cational resources on the safety of in-
tranasal administration of drugs not 
approved for that route.

a drug product and its raw materials; 
further, 

To foster increased pharmacist 
and public awareness of drug product 
supply chain integrity; further, 

To urge Congress and state legisla-
tures to provide adequate funding, or 
authority to impose user fees, to ac-
complish these objectives. 

This policy supersedes ASHP policy 
1503.

1603

Stewardship of Drugs with 
Potential for Abuse

Source: Council on Therapeutics

To advocate for the inclusion of a 
clinically appropriate indication of 
use, the intended duration, and the 
goals of therapy when prescribing 
drugs with potential for abuse; further,

To encourage pharmacists to en-
gage in interprofessional efforts to 
promote the appropriate, but judi-
cious, use of drugs with the potential 
for abuse, including education, moni-
toring, assessment of clinical progress, 
and discontinuation of therapy or dose 
reduction, where appropriate; further, 

To advocate that pharmacists lead 
efforts to prevent inappropriate use of 
drugs with potential for abuse, includ-
ing engaging in strategies to detect 
and address patterns of use in patient 
populations at increased risk for ad-
verse outcomes; further, 

To facilitate the development of 
best practices for prescription drug 
monitoring programs and drug take-
back disposal programs for drugs with 
potential for abuse. 

1604 

Appropriate Use of 
Antipsychotic Drug Therapies

Source: Council on Therapeutics

To advocate for the documentation 

Appendix XIV

mailto:www.ashp.org?subject=
http://www.ashp.org/DocLibrary/Policy/HOD/CouncilReports.aspx
http://www.ashp.org/DocLibrary/Policy/HOD/CouncilReports.aspx
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of appropriate indication and goals of 
therapy to promote the judicious use 
of antipsychotic drugs and reduce the 
potential for harm; further, 

To support the participation of 
pharmacists in the management of 
antipsychotic drug use, which is an 
interprofessional, collaborative proc-
ess for selecting appropriate drug 
therapies, educating patients or their 
caregivers, monitoring patients, con-
tinually assessing outcomes of thera-
py, and identifying opportunities for 
discontinuation or dose adjustment; 
further,

To advocate that pharmacists lead 
efforts to prevent inappropriate use of 
antipsychotic drugs, including engag-
ing in strategies to detect and address 
patterns of use in patient populations 
at increased risk for adverse outcomes.

1605

Safety of Epidural Steroid 
Injections

Source: Council on Therapeutics

To encourage healthcare provid-
ers to 1) inform patients about the 
significant risks and potential lack of 
efficacy of epidural steroid injections, 
2) request their informed consent, 
and 3) inform patients of alternative 
therapies and their risks and benefits; 
further, 

To recommend pharmacist in-
volvement in the medication-use 
process associated with epidural ste-
roid injections when such injections 
are medically necessary.

1606

Drug Dosing in Renal 
Replacement Therapy

Source: Council on Therapeutics

To encourage research on the 
pharmacokinetics and pharmaco-
dynamics of drug dosing in renal re-
placement therapy; further, 

To support development and use 
of standardized models of assessment 
of the pharmacokinetics and pharma-
codynamics of drug dosing in renal 
replacement therapy; further, 

To collaborate with stakeholders in 
enhancing aggregation and publica-
tion of data on the pharmacokinetics 
and pharmacodynamics of drug dos-
ing in renal replacement therapy.

1607 

Use of Methadone to Treat 
Pain

Source: Council on Therapeutics

To acknowledge that methadone 
has a role in pain management and 
that its pharmacologic properties pres-
ent unique risks to patients; further,

To oppose the payer-driven use of 
methadone as a preferred treatment 
option for pain; further,

To advocate that pain manage-
ment experts, payers, and manufactur-
ers collaborate to provide educational 
programs for healthcare professionals 
on treating pain with opioids, includ-
ing the proper place in therapy for 
methadone; further,

To advocate that all facilities that 
dispense methadone, including ad-
diction treatment programs, partici-
pate in state prescription drug moni-
toring programs.

1608 

Therapeutic Indication in 
Clinical Decision Support 
Systems

Source: Council on Therapeutics

To advocate that healthcare or-
ganizations optimize use of clinical 
decision support systems by includ-
ing the appropriate indication for 
medications.

1609

Pharmacy Technician Training 
and Certification

Source: Council on Education and 
Workforce Development

To advocate that Pharmacy Tech-
nician Certification Board (PTCB) cer-
tification be required for all pharmacy 
technicians; further,

To advocate that all pharmacy 
technicians maintain PTCB certifica-
tion; further,

To support the position that by the 
year 2020, the completion of a phar-
macy technician training program ac-
credited by ASHP and the Accredita-
tion Council for Pharmacy Education 
(ACPE) be required to obtain PTCB 
certification for all new pharmacy 
technicians; further,

To foster expansion of ASHP-ACPE 
accredited pharmacy technician train-
ing programs.

This policy supersedes ASHP policy 1519.

1610

Career Opportunities for 
Pharmacy Technicians

Source: Council on Education and 
Workforce Development

To promote pharmacy technicians 
as valuable contributors to healthcare 
delivery; further, 

To develop and disseminate in-
formation about career opportunities 
that enhances the recruitment and re-
tention of qualified pharmacy techni-
cians; further, 

To support pharmacy technician 
career advancement opportunities, 
commensurate with training and edu-
cation; further, 

To encourage compensation mod-
els for pharmacy technicians that pro-
vide a living wage. 

This policy supersedes ASHP policy 
0211.

1611

Developing Leadership 
Competencies

Source: Council on Education and 
Workforce Development

To work with healthcare organi-
zation leadership to foster opportu-
nities, allocate time, and provide re-
sources for pharmacy practitioners to 
move into leadership roles; further, 

To encourage leaders to seek out 
and mentor pharmacy practitioners in 
developing administrative, manage-
rial, and leadership skills; further, 

To encourage pharmacy practitio-
ners to obtain the skills necessary to 
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pursue administrative, managerial, 
and leadership roles; further, 

To encourage colleges of phar-
macy and ASHP state affiliates to 
collaborate in fostering student lead-
ership skills through development of 
co-curricular leadership opportu-
nities, leadership conferences, and 
other leadership promotion pro-
grams; further, 

To reaffirm that residency pro-
grams should develop leadership 
skills through mentoring, training, 
and leadership opportunities; further, 

To foster leadership skills for phar-
macists to use on a daily basis in their 
roles as leaders in patient care. 

This policy supersedes ASHP policy 
1518. 

1612

Interprofessional Education 
and Training

Source: Council on Education and 
Workforce Development

To support interprofessional edu-
cation as a component of didactic and 
experiential education in Doctor of 
Pharmacy degree programs; further, 

To support interprofessional edu-
cation, mentorship, and professional 
development for student pharmacists, 
residents, and pharmacists; further, 

To encourage and support phar-
macists’ collaboration with other 
health professionals and healthcare 
executives in the development of in-
terprofessional, team-based, patient-
centered care models; further, 

To foster documentation and dis-
semination of outcomes achieved as 
a result of interprofessional education 
of healthcare professionals. 

This policy supersedes ASHP policy 
1014.

1613

Cultural Competency

Source: Council on Education and 
Workforce Development

To foster the ongoing development 
of cultural competency within the 
pharmacy workforce; further, 

To educate healthcare providers on 
the importance of providing culturally 
congruent care to achieve quality care 
and patient engagement.

 This policy supersedes ASHP policy 
1414. 

1614

Controlled Substance 
Diversion and Patient Access

Source: Council on Pharmacy 
Management

To enhance awareness by phar-
macy personnel, healthcare provid-
ers, and the public of drug diversion 
and abuse of controlled substances; 
further, 

To advocate that the pharmacy 
profession lead collaborative efforts 
to reduce the incidence of controlled 
substance abuse; further, 

To advocate that pharmacists lead 
collaborative efforts by organizations 
of healthcare professionals, patient 
advocacy organizations, and regulato-
ry authorities to develop and promote 
best practices for preventing drug di-
version and appropriately using con-
trolled substances to optimize and 
ensure patient access and therapeutic 
outcomes; further, 

To advocate that the Drug En-
forcement Administration and other 
regulatory authorities interpret and 
enforce laws, rules, and regulations to 
support patient access to appropriate 
therapies, minimize burdens on phar-
macy practice, and provide reason-
able safeguards against fraud, misuse, 
abuse, and diversion of controlled 
substances; further, 

To advocate establishment of pro-
grams to support patients and person-
nel with substance abuse and depen-
dency issues.

1615

Protecting Workers from 
Exposure to Hazardous Drugs

Source: Council on Pharmacy 
Management

To advocate that pharmaceutical 
manufacturers eliminate surface con-

tamination on packages and vials of 
hazardous drugs; further,

To inform pharmacists and other 
personnel of the potential presence of 
surface contamination on the packages 
and vials of hazardous drugs; further,

To advocate that the Food and 
Drug Administration require stan-
dardized labeling and package design 
for hazardous drugs that would alert 
handlers to the potential presence of 
surface contamination; further,

To encourage healthcare organiza-
tions, wholesalers, and other trading 
partners in the drug supply chain to 
adhere to published standards and reg-
ulations, such as ASHP guidelines and 
United States Pharmacopeia Chapter 
800, to protect workers from undue ex-
posure to hazardous drugs. 

This policy supersedes ASHP policy 
0618.

1616

Patient Experience

Source: Council on Pharmacy 
Management

To encourage pharmacists to 
evaluate their practice settings for op-
portunities to improve the experience 
patients have with healthcare services 
and with the outcomes of their drug 
therapy; further,

To educate pharmacists and phar-
macy personnel about the relation-
ship between patient experience and 
outcomes; further,

To develop or adopt tools that will 
(1) provide a system for monitoring 
trends in the quality of pharmacy ser-
vices to patients, (2) increase recogni-
tion of the value of pharmacy services, 
and (3) provide a basis for making 
improvements in the process and out-
comes of pharmacy services in efforts 
to engage patients and improve their 
experience; further,

To facilitate a dialogue with and 
encourage education of patient ex-
perience database vendors to include 
the value of pharmacists and pharma-
cy services in the patient experience.

This policy supersedes ASHP policy 
0104.
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1617

Automated Preparation and 
Dispensing Technology for 
Sterile Preparations

Source: Council on Pharmacy Practice
To advocate that health systems 

adopt automation and information 
technology for preparing and dispens-
ing compounded sterile preparations 
when such adoption is (1) planned, 
implemented, and managed with 
pharmacists’ involvement; (2) imple-
mented with adequate resources to 
promote successful development 
and maintenance; and (3) supported 
by policies and procedures that en-
sure the safety, effectiveness, and ef-
ficiency of the medication-use proc-
ess; further,

To educate patient safety advocacy 
groups and regulatory agencies on 
the capabilities and benefits of auto-
mation and technology for preparing 
and dispensing compounded sterile 
preparations, and to encourage them 
to establish expectation of adoption 
by health systems; further,

To foster further research, devel-
opment, and publication of best prac-
tices regarding automation and infor-
mation technology for preparing and 
dispensing sterile preparations.

1618

Integrated Approach for the 
Pharmacy Enterprise

Source: Council on Pharmacy Practice

To advocate that pharmacy de-
partment leaders promote an inte-
grated approach for all pharmacy per-
sonnel involved in the medication-use 
process; further,

To advocate a high level of coordi-
nation of all components of the phar-
macy enterprise across the continuum 
of care for the purpose of optimizing 
(1) medication-use safety, (2) quality, 
(3) outcomes, and (4) drug therapy.

This policy supersedes ASHP policy 
0619.

1619

Preventing Exposure to 
Allergens

Source: Council on Pharmacy Practice

To advocate for pharmacy partici-
pation in the collection, assessment, 
and documentation of a complete list 
of allergens pertinent to medication 
therapy, including food, excipients, 
medications, devices, and supplies, 
for the purpose of clinical decision-
making; further, 

To advocate that vendors of 
medication-related databases incor-
porate and maintain information 
about medication-related allergens 
and cross-sensitivities; further, 

 To advocate that pharmacists ac-
tively review allergens pertinent to 
medication therapy and minimize 
patient and healthcare worker expo-
sure to known allergens, as feasible; 
further, 

To encourage education of phar-
macy personnel on medication-
related allergens. 

1620

Promotion of Off-Label Uses

Source: Council on Public Policy

To advocate for authority for the 
Food and Drug Administration (FDA) 
to regulate the promotion and dissem-
ination of information about off-label 
uses of medications and medication-
containing devices by manufacturers 
and their representatives; further, 

To advocate that such off-label 
promotion and marketing be limited 
to the FDA-regulated dissemination of 
unbiased, truthful, and scientifically 
accurate information based on peer-
reviewed literature not included in the 
New Drug Approval process. 

This policy supersedes ASHP policy 
1120.

1621

Timely Board of Pharmacy 
Licensing

Source: Council on Public Policy

To advocate that the National 
Association of Boards of Pharmacy 
(NABP) collaborate with boards of 
pharmacy to streamline the licensure 
process through standardization and 
improve the timeliness of application 
approval; further,

To advocate that NABP collaborate 
with boards of pharmacy and third-
party vendors to streamline the licen-
sure transfer or reciprocity process; 
further, 

To advocate that boards of phar-
macy grant licensed pharmacists in 
good standing temporary licensure, 
permitting them to engage in prac-
tice, while their application for licen-
sure transfer or reciprocity is being 
processed. 

This policy supersedes ASHP policy 
0612.

1622

Inclusion of Drug Product 
Shortages in State Price-
gouging Laws

Source: Council on Public Policy

To urge state attorneys general to 
consider including shortages of life-
saving drug products within the defi-
nition of events that trigger applica-
tion of state price-gouging laws. 

1623

Home Intravenous Therapy

Source: Council on Public Policy

To support the continuation of a 
home intravenous therapy benefit un-
der federal and private health insur-
ance plans and expansion of the home 
infusion benefit under Medicare at an 
appropriate level of reimbursement 
for pharmacists’ patient care services 
provided, medications, supplies, and 
equipment. 

This policy supersedes ASHP policy 
0414.
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1624

Ban on Direct-to-Consumer 
Advertising for Prescription 
Drugs and Medication-
Containing Devices

Source: Council on Public Policy

To advocate that Congress ban 
direct-to-consumer advertising for 
prescription drugs and medication-
containing devices.

This policy supersedes ASHP policy 
1119.
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