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Defining excellence

© BERNARD MEHL

_Abstract: Excellence in the
pharmacy professjon, particu-
larly pharmacy- managernent
is defined, .
" Several factors have asig-
nificant effect on the ability
- to reach a given {evel of ex-
cellence. The first is the eco-
nomic and political climate
in which pharmacists prac-

tice. Stricter controls, reduced -

respurces, and the velocity of
change all necessitate nurtuz-

ing of values and & work eth- -

- Excellence must be measured’

by.the services provided with
regard to the resources avail-
able; thus, the-ability to
achieve excellence is a true

test of leadership and innova-

tion. Excellence is also time
dependent, and today’s inno-
vation becornes tomorrow’s
standard. Programs that raise

- the level of patient care, not

those that aggrandize the
profession, are the most'im-

" portant. In addition, basic

a level of exceﬂenée Quality

© assessmentisa way to lm-

prove care and bring medical
treatment to a higher plane -

_of exceilence. For such assess-

ment to be effective and not
punitive, the philosophy of

the program must be known,

and the goal must be clear.
Excellence in practice is de-
pendent on factors such ds
poiitical and social norms,
standards of practice, avail-

"“able resources, perceptions,

progress ta-a higher level,
and the continuous innova-
tton required to reshape the
professicn to meet the needs
of society.

Index terms: Administra-
tion; Economics; History; No-
menclature; Pharmaceuatical -

‘care; Pharmacy; Politics; -

Quality assurance; Sociology
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ic to' maintain excellence.. “services must be practiced at

The Gap, Inc., a brilliant supernova stock ust six mortths ago,
has dimmed to.a white dwarf, its pnce down more than 40%
smce the beomnmg of the year. '

—The New York Times, August 7‘1 1992'_
-y definition, a p_erson who night be called a

supernova is a superstar, and I believe you will
agree that a superstar is someone who excels in

his or her chosen feld of endeavor. Therefore, this

quote from The New York Times leads us to ask tbe'
questlon What, in fact, is excellence? :

How do we define excellence’ In relation to our
professional activities? s it recogrizable by perception
or achievements? If by achievements, under what con- -

ditions does it flourish? Does- excellence traverse time,

or is it, without contlnual innovation, no morethan a
contemporary phenomenon? Dees today's excellence
forecast tomorrow’s standard and next year’s substan-
dard? What are those factors that inhibit us from achiev-
ing excellence? Based on my experiences, [ would iike

time, the motivation to

“to share some thoughts concerning the theme of the-
. Webb Lecture, excellence in management.

' Economlc and pohtlcal cl:mate

‘One factor that has a significant effect on our ab:hty '
‘to reach a given level of excellence is the econornic and
political climate under which we practice. Some consid-
er the continued growth of the nonprofit sector in the-
- United States disturbing, because it:does not-create

capital for economic growth and is generally less effi-
cient than the private sector.? If we were to compare the'
efficiency of the economies of Japan and the United
States with that of the controlled economies of the

' formerly Communist Eastern European regimes, it be-

comes clear that a free-market economy with limited.
controls is supenor to a nghtly controlied, centralized
system.

As'we in the heaith care svstem come under greater
government and third-party control, we will have less
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) The John W, Webb Visiting Professorship in Hospital
| . Pharmacy was established in 1983 at the College of

. Pharmacy ang Allied Heaith Professions at Northeast-
ernt University,  Boston, Massachusetts. \Vebb was Di-
.rector. ot Pharmacy at Massachusetts General Hospital.
from 1959 until his retirerment’in 1983. After receiving
Bachelor of Science and Master of Science degrees from.
the Maisachusetts Collegc of Pharmacv in 1949 and
-19531, respectivelv, Webb was.Director of Pharmacy at

" necticut before returning to Massachusetts' Generai

- Hospital in 1956 to become Assistant Director of Phat-
macy. Webb alsg sefved -as ‘director of the graduate -
program in hospital pharmacy at Northeastern from its
inceptionin 196+ until his retirement. He {s the author

~of numerous contributions to the pharmacy literature.

. A hospital pharmacy practitioner is appointed to the
'vxsmng professorship- each veéar by the dean- of the
college in recognition of his or her_ commitment to
hospital pharmacy management, experience as a prac-

" fitioner and educator, and dedication to publishing -
management-related articles. The visiting professor
presenits a lecture ‘on excellence in management to

|~ hospital pharmacy practitioners and students in-the

{ - graduate program: :

ability to practice entrepreneurship. If the process con- -

‘tinues, thereby eroding our ability to: function as a

- private-sector industry, our efficiency will suffer and -
© the gap between mediocrity and excelience will widen.

As we practice. under stricter controis and reduced
resources, we will have to overcome the obstacles of

. increased competition for dollars and the probability of -

program terminations. We witnessed these events when
prospective pricing for diagnosis-related groups was
. incorporated into the Medicare system.? Block* summa-
. rized it well when he wrote “Organizations have [imited
resources, limited budgets, limited people, 2nd a limit-

ed nuimnber of actions they cari- attempt We Want at.

'Ieast our fairshare of those resources.”
In addition, as.a nation we face an obstacle that has

_ had a continual and substantial impact on our ability to

reach excellence. That obstacle is the velocity of change,
“which continues to increase. In 1979 Flaherty® wrote
that the velocity of change was the main’cause of crisis
in government and politics, as well as in the knowledge

explosion, the fentinist movement, the decay of the’
-environment, the loss of the work ethic, and the “vac-|
These changes are still with us,’and as’ -

uum’in values.”
 a nation we cannot continue to exist as a productive,

- cohesive sceiety unless we are able to contrel the many.
- factors that are pressuring our daily lives. As a profes-

sion we cannot continue to assume greater responsibil-
ities and perform at a level that can be defined as
‘excellence unless we recapture and nurture two of the
most important traits of any profession-and societv:
values and a work ethic. No amount of management

922 Ath ) Hosp Pharm Vol'30 May 1993

'_Harttord Hospital'and worked at the University of Cor- .

. direction can replace these traits, but {eadership and
- role models can direct cur path fo them, and thus to a

level of excellence. However, we must be able to adapt
to thevelocity of changs and use change ror our benefit
to reach the excellence we seek. ~

lnnovat:on

The excellence ot ‘the innovations or Barker and'
~Helier,* which ied to the introduction of the unit dase
concept, is now a standard for pharmaceutical services.”.
Yet there are hospitals that have not met this standard

of practice.® Are they substandard? Perhaps, but [ sub-
mit to you that some of these services have done the

- pestthey can, given their resources. They have atfained -
". their own level of exceilerice. The adage about walking

in another’s shoes is appropriate when attempting to

‘define excellence, Thus I suggest-that-excellence itself .

must be defined t¢'include flexibility, ‘of the ability to

adapt to differing smlanons ‘a particular moment in :
timre, and the resources avallable._ In addition, such a

definition focuses on the innovative ability of thelead-

er and the leadership qualities needed to use to the. .
" fullest extent the available resources to reach a given -

level of excellence. There are those who argue that

- exceilence in pharmaceutical services can be defined

only by.the service rendered being at the highest fevel

of practice at a given moment in time. I disagree. |
. would argue that excellence is measured by the services

provided with regard to the resoutrces available, It thus
becomes a true test of leadership and-innovation.
A'pharmacy located in a Third-World country may
excel by innovation, using the resources at hand. It
would be inappropriate to compare this pharmacy with
the pharmacy in a major teaching hospital in the

" United States that has relatively.unlimited resources.

This' would be like comparing a 100-m traek star in the
Olympicsto a 100-m track star in the Special Olympics.
To turther suppert my position, I point to.an article

"that-appeared in the Wall Street Journal on August 17,

1992.° Wang Laboratories, a 33 billion company and a

-majorinnovater in the tield of computers beginning in.
" thelate 1950s, filed for protection: under Chapter 11 of -

the U.S. Bankruptcy Code. The lead-in to the article
stated, “Large size customer base couldn’t compensate
for lack of innovation:” Imagine that. A& $3 billion
company with major resources may be out of business
because it could not maintzin its ability to.be innova-

- tive! Regardless of the size of the organization or the-

amount of resources available, without 1nnovat10n

excellence cannot survive,

: Perceptlon

Cleis also worth noting that Peters zmd Austmm peint

to varigus studies indicating that most inventionscome

from the “wrong” person'in the “wrong” place in the
“wrong” industry at the “wrong” time by the “wrong”
user. They indicate that cimetidine (Tagamet, Smith
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nline & French) was discovered by the “wrong” scien-
tist, and its market value wis totaitv underestimated bv

the company. Most people would agree that the drug
was, i fact, an innovation, £t was discovered by the
“wrong” -person, does that mean it was simply an
accident and there wasno innovation involved? On the

“contrary. it took innovation, which must be a-part of
“excellence, to recognize thatthe drug was 1mportant to
the field of therapeutics. - | -

Perhaps the problem concerning the scientist was

_one of perception. The Disney Corporation has created
‘a certain perception by stating that it has-guests, not =~

customers. [t has created another perception, cleanli-

" ness, by the fact that guests'do not find gum on the
Hoots or seats of the Disney parks. One.way Disney

accompiishes this is by not selling chewing gum. Simi- .

larly, pharmacists have been perceived as honest, ethi-
“cal practitioners. If you believe as [ do, that perception
has a direct effect on one’s determination as to whether
‘excellence exists, then as pharmacists. we-start with a
very positive image. On the other hand, the “wrong”

cimetidine scientist was obviously not the wrong scien-
tist; rather, the perception of the world around him was’

‘that he did not have the innovation, or the ability to
-excel; to’discover the drug. Therefore, [ submit that

perception is.another factor required to reach the goal

“of excellence, and that w1thout it, excellence may not
“be recogmzed :

Frmge versus group '

Aswe progress in our professmnal and daily lives, we

must consciously make or avoid making decisions. One
of the major choices we make is whether we wish to be
“on the fringe” and go-italone or join the group and go.

- alonc with the crowd. Can we reach excelience with an

either/or.choice? The answer is ves, but we must _detme-

“the group and thefringe and determine the objectives

of both before we can know if success has been achieved.

1 recently heard about a study that determined that
the objective of 4-gaggle of geese is to reach a given
destination, The study found that those geese that fly

“‘within the group arrive faster than those who fly alone.

The conclusion reached was that the group can accom-
plish the task better than the- fringe. -

That conclusion is probably appropriate, because the
‘entire gaggle had the same objective, and those on.the
fringe were not innovative enough to find a better;
faster route. In the mid 1960s our pharmacy depart-

-ment hadan ob]ectwe To have the pharmacist practice

N the patient unit alongszde other health care provid-

"5, Qur publications at the time pointed to the success

thatfan be achieved with such an approach to pharma-

. ceutical services, but those of us in the department were
-the fringe. The hospital was the group; at the time, it
- could not fully understand the value of our innovation.

To. comphcate the problem, we practlced throughout
the years under are umbrella of cost containment that

slowed or prevented our implementation of new pro-

grams. However, we never lost sight of our objective.
Today we are a decentralized pharmacy service only

because we befleved in our objective and because we, as

© adepartmient, were willing to be'the fringe to reach the

tevel of excellence that we were seeking.

The moral of these stories is that the fringe or the
group can succeed, depending on how eachis defined,
its objectives, and.its willingness to'seek a given level of

excellence: To quote Peter Drucker, “Management by
. objective works. if you.know the objectives. Ninety

percent of the time you dont.”"" We knew what our.
Db]ectwe was.. S :

o Management and leadershlp

"It is clear that-excellence is-composed of many
different processes. Two processes often perceéived. as
ore and the same are management-and leadership. .

: Dxtterentlatmg between the - tunctions becomes diffi-

cult if we do not start out with an adequate definition.
Kotter'2. uses the term leadership to refer to the
‘process of setting adirection and mobilizing pecpleand -

" their ideas, He defines managing as a planning func-
- tion. However, he also cautions against confusing lead-

_“ership with being in a leadérship position. The two are
. not 'necessarily the same. The major differences. be-

tween leadership and management runctlons are shown’

in Table.1.

Based on this dxrferentlanon manaffement and lead-
ership can be seen as separate and distinct activities.

_ Can either one or both of these turictions reach a point -

'of'excell-en_(':'e? The conclusion must be that excellence

"‘can be reached in both activities, because they may be

distinet processes. However, it should also be clear that
although the processes may be different, this does not
preclude a director of pharmacy from being required to
practice and excel as both manager and leader. The
need to develop excelience in- both functions. is re-
quired of most who practice in the field of pnarmacy. In
reality, 1 question whether the processes of leadership
and management can be separated as clearly as Kotter

“has separated them.

: T:me dependency

As T mentioned earlier, I believe that emcellence is
time dependent, or defined at a moment in time. If we

~Table 1.

Differences between Leadershrp and Management

Leadershlp Maﬂagement

Plarning and budgeting
Aligning peaple Organizing and staffing
Motivating and- msp|rmg . Controling and probiem
staff - SOlING :
Produces change Produces a degree of -
o predictability and crder

Estabiishing direction.
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look dround us, we recognize those tactors that make

~for’ an outst:andu'l'T perrormance at the present tie. An,

E e‘(ample of this is the current concern. regarding medi-

cation errors. Why now? We first began to hear about

'~ the problems of medication errcfs during the early
1960s, and at the time we determined that: our medica-

“tion error fighters, the innovators of new systems, were *

-leading us to a new-level of excellence. Then-it al
disappeared. The probiem became yesterday’s standard.
. Now, 30 vears later, the topic of medication errors is

" back in-vogue. Wehave new innovators, leaders taking - -

L usto higher planes.of excellence with their opinions,

" recommendations, and actions. But why did we not -

- tecognize this as an important continuing problem for

the past 30 years, and why have these same leaders;

" who have been. workirig among us durmg this time, not
been recognized before.now?

This phenomenon points to the ehb and: ﬂow of B

practice, in which today’s “hot topic” is tomorrow’s

._-'_forrrotten thought. This is the point at which the excel- -
-lent leader and manager begins to stand out. The leader =~

- who recognizes the importance of medication errors
never'loses sight of the need for innovative programs to
- preventeérrors from occurring. It does not matter whether

- . medication errors. are the hot topic of the day, but it ..
does matter that.the reduction of medication errors -

-continues to remain the objective of the pharmacy

- department. The superior léader recognizes the need for. .
. those programas that benefit patients and raise the level
~af care. He or she recognizes that programs. that raise-

 the level of patient care, not those that aggrandize the
: protessmn are the most important ones, and in'the

long. run they bring. pharmacy to a hlgher plane of

e‘(cellence

-Backto basms"
If we attempted to dissect superlor leadershlp there

'-.'woul_d be no doubt that the underiying principle prac- -
ticed must be one not of “back-to basics” but of main- -
taining an ongeing, excellent level of basic services. I

firmly believe that if you cannot perform- on a basic
level when required, the perception will be-that you
. cannot _eftecn.vely perrorm_ on a clinical; l_nterdlsmph-
nary level, nor can vou have credibility with others.

" As a profession: we-must be able to practice our basic

services at-a certain level of excellence in order to be. -

accepted in new roles by other health professions. We
~.cannot lose sight of the fact that service.is evervthing. If

* you ‘canrot satisty the needs of your customer-the

physician, the nurse, the administrator, the patient, and
now the third-party pavers—you cannot succeed. The
sérvices to.all of the parties differ: The physiclan may
_require drug information; the nurse, the patient’s drug;
the ‘administrator, financial information; the patient,

‘consultation; and third-party payers, assistance iri man-.
aged-care prograins.. The needs themselves mav differ.

“but service becomes the bind’ing factor for success.

Ted -\m i Ilosp harm ¥ 0[ 30 \[a\f 1993 -

[t 'has beeri said’ that pharm'acists need not them-

selves practice the distribution furictions of the medica-

tion cycle.”® It has been suggested that these activities

‘be delegated to technicians, with the pharmacist re-
- ‘'maining the responsible professional. Although T agree "
L in principle, Fcannot fully agree in concept. Aithough

my opinion may noew be representative of a minority of
pharmacists, T am concerned about nonlicensed staff

“and errors that can be attributed to their actions. [ am:

fuily aware that errors occur as a result-of the actions of
both the pharmaast and the technician, but there are
restraints that; accordmg to state regulations or the lack

" thereof, place a legal-burden on the pharmacist that

caanet _be- avoided. Theréfore; it is necessary to carefully
review'those functions that place undue legal responsi-

~bility on the pharmacist, and until our legal systemand -
state practice regulations fully recognize the actions of =~

a‘technicidn, care must be taken in assigning responsi-
bilities and‘supe"rvision Unfortunately, excellence quick-

- lyfades if anillegal action by adepartment staff member
s allowed. This inno way suggests that the use of

nonlicensed staff is inappropriate.-On. the contrary,

- what it does suggest isthat staff must be. properly '

assigned, supervised, and protectéd to allow the phar-
macist to assume responsibilities ether than those of
distribuition, It aiso suggests that we must continue to
upgrade the status of nonlicensed people, through both
education: and regulation, to allow for increased phaz-
macist interaction with other health care professmnals

.and with patients.

-Williamas,! in a previous Webb Lecture alluded to
basic services by stating that we require a competitive
advantage and that our advantage does not-ie in drug

“distribution, but in drug information. I fully agree. The

physician, other prescribers, the nurse, lay individuals, -
and patients look to the pharmacist for drug informa-

.. tion. However, I will argue once again that if the phar-

macy department does ot perform its basic functions
well, the departmerit may not be called on te perform-

_ other professional responsibilities such as providing

drug information. I do believe that the drug distribu-
tion function will continue to decline in importance,
but we still must excel in.all areas of practice. Todo this

. we must sustain e‘ccellence in basic services ona daily.
g ba51s

_ Eccnomlc responsab:hty. Chmcal
- economics

Pierpaoli,” in another Webb Lecture, stated that the
pharmacy manager must be bilingual, or able to sp_eak.

- the language of both the clinician and the manager.

Gouveia'stook this a step further, stating the clinician

must not oaly become bilingual, but as a manager

should develop programs that reduce costs and im- -

-prove quality. He also indicated that pharmacy clini-

cians should be champions of quality drug therapy.
Gouveia went-on to cite an. article written. by Gold-
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©. stein,'” who stated that there is a negative correlation

betweer gua lity and cost and that by avoiding high

technology, we mayv. be able to prox ide better patient - :

care at Jess cost. Rucker' supported this same position

when he said, in'a <ritique concerning-economic and
_patient outcomies; “If pharmacists are to become effec-
* tive participarits in this process, thev: must not only
master the technical complexities of therapeutics but ~
~.find the time to:handle these new administrative obli- -
-gaticns (ecoromic outcomes) as wetl.” | wish {o take
this thinking further and focus on the cost issue, specif-

ically the cost of drugs for patient treatment:

- Wehave reached a. point in heatth care in whichcost |
has become a, if not the, major factor in preventing a

. “continued progression to bettercare. {tis estimated that
* the United States will spend- 16. 4%, or $.1.6 trillion, of
s gross-national product (G\P) on health care bv the
. year 2000, compared with 9. 2%, cr 5250 I b1lhon of

" the GNPan 1980.1% :
Unitil recently the medical care rec1p1ent had little
‘réason to be cost conscious, and the provider had few

incentiveso ContrGI costs: [ndividuals are often unable

* to evaluate the credentials and effectiveness of provid-
“ers, and there are so ‘many private and public players in

heaith care thatno one player is strong enough. large
enouvh o3 wdhng enough to control costs: All of this

~ leads to shifts of costs between plavérs, which contin-
_ues to escalate national expenditures. We are all acutely .

aware that the upward spiral of health care costscannot

.- continue unabated, and we can anticipate major changes S
- in'the health care system in the near futuze.-

Int reference to dnigs and drug therapy, whereas the

" consumer price index increased 21% from 1983 to
1991, prescription drug prices jumped 66%.% In addi-
‘. tiom, it has been estimated that the percentage of 4
~hospital’s budget allocated for drugs will increase from
- ‘the current 3=3% to 25-30% by the year 2000.2* This is

not .a totally negative profection. On the contrary, we

. are all aware that drrg therapy is replacing surgery and

other- treatment modalities as new, inrovative agents
are discovered to prevent, treat, and cure disease. Under

. these  conditions;. drug costs can be ‘expected to in-

crease; replacing the cost of other therapies. However,

. pharmacists, whether managers or clinicians, cannot
- castablind eye on the cost aspect of drug therapy. If we
do, we will experience the same problems that physi- -
. cians are experiencing because there was 1o cor‘certed '
~effort ta control medical costs in the past.

Pharmacists’ expanded role in drug therapy provides

us with the opportunity to excel, but the clinical role of -~

the pharmacist must inciude, along with appropriate

- drug selection, knowlédge of the cost benefit or cost-

effectiveness of the drugs prescribed. Neither the clini-

_clan nor the manager can shirk the responsibilities of

assisting in the elimination of expensive pharmaceuti-
cals'with limited therapeutic advantages and influenc-
ing the behavioral factors affecting drug selection.

The need .for more economical outcomes for drug -
interventions has b_ecomé an important factor in the
decision making concerning therapeutic choices, and -
the field of pharmacoeconomics. is helping to give us'a

“better understanding of the economic realities of drug

therapy:-"fhe use of cost-benefit, cost-etfectiveness, and =~
cost-minimization analyses are important. The applica-
tion of these and similar analyses will become more

critical as the cost of thenp'v increases and as-decisions
by pharmacist managers and clinicians are based not
- only on therapeutic appropnateness but also on eth;cal

and cost considerations. :
e are’ riow at the pomt where in datermmmg -

- treatment, less costly, more effactive «drug alternatives -

must be.considéred. A more costly but more effective
_drug must be justified, and a more expensive but equal-

~ly or less effective’ therapeutic agent must be avoided.
- These types of decisions are difficult, becduse we are

~usually dealing at an individual level of treatment: A
‘specific drug that offers a cost benefit for society may -

not in fact be the best therapeutxc choice for a given '

~patient.

Are we as a profession w111mg to accept thls tvpe of :

- 'decision making? Are the patients we serve and the
. -préscribers we work with-willing to allow us to influ- .-
" ence thair decisicns, and are we willing to make the

ethical choices requlred td come to approprlate deter—

" minations of treatment: modalities?

[ submit to you ‘that the choicés may be limited.
Managed care hds bécome the watchword of the day,
and government intervention in health care will con-
tinue to grow. As a profession dedicated to drug thera-
pv, we must face ethical and therapeutic dilemmas, and

_-we must have our positionr made known. We must also

use the powerful tools available to us to ifcrease our
ability to become better decisjon makers. We must seize

* the epportunities of the moment to allow us to excel in

the field of pharmacoeconomics—perhaps a more in-
clusive term would be clinical economics—where diffi-
cult, -ethical decisions  concerning patient: treatment
will have to be made. If we fail to seize these opportuni-
ties, we will surely find others willing to fill the void
that will exist because of theé serious nature of the

* problem. If there is one issue today that stands above
‘the others, it is the need for forceful leadership in

binding the clinical field of pharmacy with the eco-
nomic necessity for appropriateness in the therapeutic

-use of pharmaceutical agents. If we wish to ascend to a

higher plane of excellence, we cannot allow ourselves
the luxury-of avoiding tiie coming conflicts related to
the economics of drug therapy.

Qua!:ty assessment

-Quality assessment is another concept that has been
identified as a way to improve care and bring medical
treatment toa higher level of performance, What is new -
is that this coricept has been formalized and structured

Vol 50 May 1993 Am J Hosp Pharm 925
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intoa process thatiscurrentiva reqmrement for accred-
L 1tatton of health: care orgamzatzons Pethaps here we ©
DS at,am see the Concept of vesterday’s inropvation becon-’
“ing today’s standard of practice, but in this situation

- there arealsodriving forces. These forces: are third-party
" payers-and patients who are not leading bat driving us
.. -toward outceme assessment in'medical care. The costof
" medical care, third<party intervention, better educated

| patients, and questicnable ‘medical practtce are other

- driving forces.

* Regarding the pracnce of pharmacv in the 1nst1tu~'
" tional setting, quality assurance'can be separated into

*two distinct areas: first, drug—use evaluation and sec-

. “ond, quality assurance programs that are intended to - -
i -+ identify, ‘correct,-and improve the pertotmance of. the

-pharmacy’ ‘department per se.
-~ Thé concept of drug-use evaluation. dates back t6 the

. Task Force on Prescription’ Drugs, which was’ estab-

- lished in 1967 by the Secretary ‘of the Departmenit of
Health," Education and Welfare (now known'as the
Department of Health and Human Services).?

research be undertaken to defermine methods of con-

- ducting drug reviews. This was one of the first innova-
* tionsin:the field of drug-use evaluation. Interestingly, -
20 years later a new. teport, “Medicare Drug Utilization,
_Program;” was issued.?® This report by the Hispector -
‘General of the Umted States was mtended to'encourage

an effective drug-use system for Medicare recipients,

butthe dlscussmn still contmues on how tointroducea

Medicare prescription drug program.

- Fortunately, although the federal government has -

taken more than' 20 years to come to. the conclusion

. that- the problem must still. be studied, there were
- innovators in the field who understood the value of

- 'drug-use review and published their work and thoughts -
~ oh how to proceed, how to move in a du—ectton that:
"+ brings us to a higher level of excellence.

.In. 1974, Knapp and- his colleagues™* pubhshed a
*definition -of "drug-use review, saying that it wa$ a
method of assuring quality and economy in the use of

- drugs. In. 1976, Brodie and Smith*.déscribed a concep-
- tual model fordrug use in hospital settings, We thus see

_the innovation of pharmacists who were able to under-

st:md the value of a concept, to further detme that

concept and to adapt it to-practice.

.The concept of drug-use revigw has progtessed and is .
-currently defined as drug-use evaluation. It has become - -

an integral part of the standards of the Joint Commis-

sion on’ A_c:cred‘it_ati_on' of Healthcare Organizations.
JCAHO).* Revisions to the standards, having started-
with- JCAHO's’Agenda for Change,* have given phat—_

macists practicing in health care organizations an im-

portant, powerful tool to assist and guide prescribers

'a'_nd others to more effective drug therapy. By defini-
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Loutcomes involved in prescribing

_ing administering, and monitoring meédications with-.
in the institution. The regulations state-that “if the

" . practitioneris unable or unwilling to improve his or her

*The pur-.
.+ pose of the group was to study the cost of prescription |
e dtugs to determiine whether Medicare should cover .
*such: cost; but the task force also recommended that

hospital’s principal goal should be to heip ever

. tion, the JCAHO requires that drug-use evaluation be

performed with the aim of improving the processes.and
. preparing, dispens-

practices, the ‘hospital acts to limit the ability of the

- practitioner. to use medications for patient care inthe - -
- “hospital (for etample thtouch modification of chmcal -
- privileges). .
-Many art1cles ha‘ve been written dESCI‘IbII’IU the pro- -
cess and concépt of and thie pharmacist’s role in drug-
use’ review, drug-use evaluation, “
assessment Little has been said concerning the phar-‘
_macist’s responstbthty to health care providers, the
_patient, and the health care institution: [ would like to-
-address this area of practice as well. :
The JCAHO requires institutional action to correct
~-problemns found in the medication ¢vclé and requires
- that.a disciplinary procedure be in place if difficulties

26

are found: it should also be pointed out that the JCAHO
ldentifies staff who may be invoived as “practitioners”
and as "health ‘professionals.”. It is therefore safe to

conclude that the terminology Tefers not.only to pre-

scribers butalso to. pharmacists, nurses,and others who

prescribe, prepare, dispense, administer, or monitor
- drug therapy. The burden for determining faultin the .-
drug-use evaluation process has become the responsi-
bility of the pharmacist, and any action taken thereaf-
ter would be dependent on- the decision of the -
pharmacist. If exceileénce in practice s required, this is-

an area where sensitivity must aiso be demonstrated.
" .As.we assume responsibility for others, we take gna

heavy burden. The JCAHO requirements for drug-use

evaluation -place new and difficult responsibilities on
the pharmacist. They require- ethical consideration;
prote551onal decision making, and dtscretton while
avoiding. harm to’ the patient we must be wary of

. affectinga practitioner’s standing in the community or .
causing financial _loss _to_health care providers. The
responsibility of drug-use evaluation cannot be taken

lightly. To-be successful, quality assessment must be

. performed in such a way that both the patient and the

health care prov1der are protected:

Almost by definition the drug- use ev aluation pro-_
© cess.and other performance measures can be interpret-
- -ed as a threat to practitioners. The JCAHO intent
‘statement tends to reinforce the conclusion that assess-
ment is punitive in nature. However this is not the_;
“intent or the goal of the JCAHOQ or the departments of
pharmacy that initiate programs of quality assessment.
In fact, within the preamble of the Quality Assessment -

and Improvement section of the Accreditation Manual
for Hospitals, the JCAHO states, “Consequently, with-

out shirking .its responsibility to address serious pzob
lems t.molvmg deficits in knowledge and skills.
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_:mprme the procesaes in which he/she isinvolved.”™
. How da you assure staff that the goal is not rmduw .
fault, but improving pactice and pertormance’ Aphars:

macy manager with'sensitivity }\nowa that pharmacrsts '

: and other health -care workers: are ‘concemned about

. _reportmﬂ drug errors; adv erse reactions; or other medi-

. iition problems. The fear is-disciplinary: actron terrm-‘

-ation, or, worse, loss of lrcensure

_ Mthough theintentisnot to rmd fault, the situation '_
Seill Lmdoubtedh arise in which a staff member cannot
- perform at the same level of practice as other pharma-

cists. The abilities'and performance of the pharmacist
. may-besuch that even after Lounseling andtetraining,
he o She will still niot be at the same level of practice as

oth starf r*1embers In such instances, the mdnager

. ‘may-not have anv choice prcfessronallv ethically, or .

tegally but to ash for the pharmacist’s resignation. The

Mftrcuitv the manager faces is one of determining when - "
" hat pomt has been reached and bemg sure that all that
_ wDuld be done has been done:

Al thattime, it is imperative that. other members of

the staff be made aware of the problems and the reason”
- disciplinary action was requrred If this does nét occur,
“tie opportumty to"have a successful assessment pro- .

gram may be lost: Staff must be convinced that assess-

“ment is not faultfinding, but practice improvement. .
“The dilemma the manager faces.can be defined by d
light alteration of an old sdying: “If your errorrate is 1

11 million, what do you tell the one patignt?”!

o In reference 10 other héalth care providers, espeually '
'_prescmbers most drug-use evaluation programs are un-
‘intentionaliy punitiveint nature. Most programs review . -

the use of a drug-and find practice discrepancies, the

: prescnber is then mtormed and negative practice state- N
ments are placed in his or her file, The résult is that the
'prescrrber is punished, he or. she feels abused, and

_.‘mrmosrty and friction occur between services. )

-+ To correct the existing situation, the philosophy of

_.1e program must be known and thé goal must be clear.

ssessment must not be punitive, but it must be effec-

. tive enough to change practice if necessary, to educate
' practrtroners and, unfortunatelv to retrain or restrain

mcompetent pi‘&CtltiOﬂEES

To have an effective, useful program there mustalso -

- be a'change in the manner in which drug-use evalua: . -
tion-is performed: Currem thinking is that outcome is. L

'-_nr Paramount 1mportance in assessment, [ agree, but_

ocess capnot be totally ov erlooked because it obvi-

;sly leads to .ou_tcor_ne. I also stands to reason that if
:come is what ive are seeking, drug- use-evaluation ..
“hould be directed toward treatment of the disease, not
“ithe outcome that resuits from the adrmmsrrauon of a
single agent. What we are seeking is not to compile .
statistics for statistics’ sake, but to-determine difficulties .
 thatmay arise within the medication cycle, how impor-
tant the"v'are, and how'we can prevent them. How we.
Prevent problems from occurring is the majorconcern,

"-and this can be determmed oniv bv rdentmmrr wm

medrcatron difficuties. oeeur. To accompiish this, we
must -be a.ssured that the standards we use are accept- -

“able and dpproprrate to allow us to reach our goal.

The reasons medication- problems-arise’ are manv

- Sommie are complex, others simple; some are a result of
. process, others of structure. But the most difficult prob-
¢ lems relate to questronabe professional peactice. "If -
“there is'a breach of practice standards, the seriousness.

of the problerm must be defined. If a miner event

. 'oecurred but there was 110 harm ‘to the patient, an .
' e_du_mrrona approach to the pre:,_crrber, without further
. .action, is appropriate. However, if acceptable medical
- practice was not achered to and the patient was harmed,
“an e*cpianatron from the prescrrber 15 requrred with
" furthéraction taken if necessary. : =

* A differentiation must be made amonfr those inci-
dents that indicate a lack of concern, an unacceptable.
knewledge base, or an unprecessary or dangerous act
and those acts thatare not intentional or dangerous or

are easily correctable by an educational process. If there

WEre a consensus detrmtlon of such acts we couid avoid .
the. appearance that the intent of assessment is puni-

" tive, The pharmamst is the logical practitioner to ac-

eomphsh this task. This would turther elevate pharma- _

cy’s standing within the health care community and

advance the profession to another level. Thus, the

“-opportunity for the profession to excel in the area of
. quality assessment is here; innovation and leadership
- are'required to have in place more effective programs.

" Pharmaceutical care.

“ Thus far, L have presented my thoughts and outlook
concerning pharmacy practice. I have not however '

*discussed pharcheutrcal care.

-I havenot mentioned pharmaceutical care, norhave
[ tried to place it within the scope of excellence as I
define it, because [ believe it has been overshadowed by -
a more 1mportant event. I believe that the introduction -

“of the concept has accomplished more for the profes-

sion'than the concept 1t_self. It.has caused our profes-
sion to examine itself to determine its strengths. The -

-pharmaceutical care concept appears to have. caused

pharmacists to marshal their resources. and practice
innovations to give new direction to-the field. "

Itis not even 1mportanr whether the concept is the.
right ‘one. What i$ exciting is that pharmacists have
taken a renewed intefest in the profession. Whatever
the future outcome, we will have been brought to what
may e a new level of excellence. . .

Conclusion

" [ began by raising questions as to what constitutes

‘excellence in protessional practice. f conclude with the

statemnent that excellence in practice is dependent on

* factorsisuch as'_ pelitical and social norms, standards of

practice, resources; perceptions, innovation, time, and,
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" most meortantiv the rnotzvatxon requ:red to prot’res> -

‘to the next level,

If we are to éxcel;, we must. contmue to reshape the
.. profession to meet the needs of thesociety we serve. We . .
.- must forecast and develop visions of practice in'the
-+ fuuture. But there must also be continuous innovation in
practice, or we will become liké Wang and The Gap. -
" There cannot be a-status quo- for. the profession. We .-
L must- understahd ‘anid react to the forces that drive

- health care; and we must continue to attract bright,
" innovative people to replace those who have provided
“a strong foundation from which to'build. ' '

il close by quotm"j T Kotter

‘We ‘choose betweer mamtenance and greatness We

choose . between cautlon and. courage. We choose

* between: dependency and autonomy These chmces .

~define the tightrope we waﬂ\ R

. The- direction we tane on the tlghtrope must be

toward etcellence
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