House of Delegates
AGENDA

2021 ASHP
Virtual Regional Delegate Conferences
Note: The Regional Delegate Conferences (RDCs) run from 1:00 to 5:30 p.m. EDT each day from
April 24 to April 27.
A.

Welcome and Rules of Procedure

B.

RDC Objectives

C.

Review of RDC Agenda

D.

Review of Proposed Bylaws Changes

E.

Review of Policy Recommendations

F.

Review of Chair Election Process

G.

Next Steps

House of Delegates
Frequently Asked Questions
2021 ASHP
Virtual Regional Delegate Conferences

Will ASHP hold the Regional Delegates Conferences (RDCs) in April 2021?
Yes. ASHP will again replace the face-to-face RDCs with virtual conferences to protect the
health of attendees and promote public health efforts to mitigate the spread of COVID-19.
When will the virtual RDCs be held?
The virtual conferences will be held on April 24-27, from 1:00 to 5:30 p.m. EDT. Please note
that each conference lasts only one day. Delegates will have the option to indicate which RDC
they prefer to participate in through the registration process.
Who Can Participate in the RDCs?
Delegates and alternate delegates are invited to participate.
Do I need to register for an RDC?
Yes, delegates will need to register for an online option. Delegates will be asked to provide
their first, second, and third preferences for dates. Delegates are encouraged to register by
Thursday, April 1; because ASHP tries to balance the number of participants at each RDC to
promote discussion, some popular meeting times may fill early.
What Happens After I Register?
By April 16, delegates registered for an RDC will be emailed a unique GoToWebinar link that
allows access to the online conference for a specific date. Please follow the instructions in the
email to participate in the virtual meeting and add it to your calendar. Delegates who do not
register for the RDC will not be able to participate. If you do not receive an email, or if you
need to change your RDC registration after receiving the email, please contact Warren Parris
at wparris@ashp.org.
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What if I am not familiar with GoToWebinar?
You can join a GoToWebinar by simply following the instructions in the registration email, but
the GoToWebinar website offers instructions as well. In addition, ASHP will post written and
video directions before the virtual RDCs.
How will the virtual RDCs be conducted?
The virtual conferences will continue to be facilitated by ASHP Board members and staff. Select
delegates will be contacted prior to the conference to ask whether they would be interested in
succinctly summarizing a policy recommendation and soliciting feedback from other delegates.
Staff will again summarize each RDC’s discussion and potential amendments on the ASHP
Connect House of Delegates Community.
Will the virtual RDC agenda be the same as previous agendas?
The agenda will be similar to the one for the 2020 virtual RDCs. Because the primary aim of
the RDCs is to discuss policy recommendations and proposed bylaws changes being
deliberated in the House of Delegates in June, priority will be placed on the review and
discussion of those recommendations. Again this year, ASHP will employ an efficient model
in which each RDC discusses the policy recommendations in a different order to ensure
thorough discussion of all of the policies. Time is reserved at the end of each RDC for
participants to request discussion of specific recommendations that have not yet been
discussed.
Who may I contact for questions related to the RDCs and HOD?
Please contact hodchair@ashp.org for any questions you may have related to the RDCs and
House of Delegates.

Go-To-Webinar Instructions for Participants
2021 ASHP Virtual Regional Delegate Conferences
To ensure a seamless connection to the 2021 ASHP Virtual Regional Delegate Conferences, please follow the below
instructions in the order they appear.
1. If connected to a VPN, disconnect and close unneeded programs to free up computer resource.
2. Join the meeting using the link provided in your email from ASHP Webinars, ASHP Webconference, or ASHP
Affiliates from your desktop or laptop computer. DO NOT SHARE this access link or dial-in info with others; it is
unique to you as a delegate.

3. Join the meeting audio (There will not be a webcam option; policy text will be displayed on screen):
a. Join audio using one of the two options below. Do not use both.
b. You will be auto-muted once connected. ASHP Technical Staff will unmute you when the meeting
begins, allowing you to participate in the verbal discussion.
c. For optimal sound quality - Use computer audio with earphones or earbuds; If computer audio does not
work, you may call in using a cell or landline phone.
i. For clarity during the call, do not use speakerphone.
ii. When not speaking, mute yourself on either your handset or control panel.
Option 1- Using Computer Audio (Preferred method):
• Select ‘Computer Audio’ in the audio settings.
• No other action necessary.
Option 2 - Using a Phone:
• Dial in to the meeting using the dial-in number and access code found in the Go-To-Webinar control
panel.
• You must also enter your audio pin in order to participate in the call.
o (NOTE: Each caller has a unique individualized pin. Do not share with others.)
• Once the access code AND pin have been entered, your control panel will show that you are connected
to the call.

Option 1

Option 2

4. Participate in the meeting:
a. All delegates will be unmuted within the control panel, allowing for fluid discussion. When you are not
speaking we ask that you mute yourself on either your control panel or phone handset.
b. To ask to be recognized to speak, click the “hand raise” function in your control panel.
i. Green icon means your hand is DOWN; red icon means your hand is UP.
ii. If you want to lower hand, click icon and ensure icon image is GREEN.
c. To ask a private question or submit a written comment to ASHP Staff – type your question/comment in
the “Question” box in your control panel and click “Send” to submit.
i. This will only be seen by ASHP Staff. No other attendees will see what is submitted here.

B. To raise hand, click
hand icon on left side
of control panel.
Green = hand DOWN
Red = hand UP

C. Type your question/
comment here. Click
“Send” to submit.

Important Tips
For Optimal Results:
•
•
•
•
•

Use a laptop or desktop computer to join the Go-To-Webinar via the link provided.
Only use one method to dial-in: computer audio or phone audio, not both.
For optimal sound quality, use earphones, earbuds, wireless earphones.
o For clarity during the call, do not use speakerphone.
If you mute your phone or computer audio when not speaking, remember to unmute when preparing to
speak.
Download all background documents you’ll need before the meeting begins.

If you have any trouble joining the Go-To-Webinar, please contact:
Maria Carias: 301-664-8820
Ken Harding: 301-664-8814
Diane McCleskey: 301-664-8792

House of Delegates
Proposed ASHP Bylaws Amendments
1. What are the proposed amendments to the ASHP bylaws that were recommended by the
ASHP Task Force on Racial Diversity, Equity, and Inclusion and approved by the ASHP Board of
Directors?
The proposed bylaws amendments (noted in red in the attached document) modify the process
of appointment of the ASHP Committee on Nominations and broaden the eligibility for member
service on the committee. The Committee on Nominations is the membership committee that
determines the slate of candidates for ASHP President-Elect, Board Members at Large, and
Chair of the House of Delegates.
Presently, the Committee on Nominations is appointed by the Chair of the House of Delegates.
Committee eligibility is limited to members who have been delegates to the House of Delegates
within the previous five (5) years at the time of their appointment.
The bylaws amendments propose that the ASHP Immediate Past President appoint the
Committee on Nominations and broaden the eligibility for service so that all active members
with ASHP membership in good standing for at least five (5) consecutive years may serve on the
Committee on Nominations.
These proposed amendments are a recommendation from the ASHP Task Force on Racial
Diversity, Equity, and Inclusion. The ASHP Board of Directors voted to approve the Task Force
recommendations in January 2021.
2. Why did the ASHP Task Force on Racial Diversity, Equity, and Inclusion and ASHP Board of
Directors believe that the proposed amendments would help further the diversity, equity,
and inclusion of ASHP’s membership?
In January 2021, the ASHP Board of Directors approved the recommendations of ASHP’s Task
Force on Racial Diversity, Equity, and Inclusion. The Task Force was convened in June 2020 amid
the national reckoning around racial and social justice to advise ASHP on specific, actionable
steps to further address and take inventory of matters of racial diversity, equity, and inclusion
as they relate to issues facing Black Americans, and for making related recommendations on
new or enhanced efforts ASHP may undertake. The Task Force subsequently broadened its
focus to be on issues facing black, Indigenous, and people of color (BIPOC).
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To promote greater engagement and diversity with respect to governance and committee
recommendations, the Task Force recommended that ASHP appoint a more racially diverse
Committee on Nominations for the 2020-2021 election cycle and in subsequent years, and that
ASHP bylaws be changed to make all active members of ASHP eligible to serve on the
Committee on Nominations. Service in the ASHP House of Delegates is preferred rather than
required. The Task Force believed that these steps would help increase the diversity of
candidates for ASHP elected offices, including BIPOC and other underrepresented populations.
The Task Force strongly believes that moving forward, ASHP will benefit greatly from drawing
on the full breadth of its members to find highly qualified and diverse individuals to serve on
the Committee on Nominations.
Upon the recommendation of the Task Force, the Board of Directors voted to propose that the
ASHP bylaws be amended to have the Immediate Past President of ASHP appoint the
Committee on Nominations and to draw those appointments from the ASHP membership at
large, thereby increasing the pool of highly qualified and diverse candidates.
The proposed amendment to the ASHP bylaws aligns with ASHP’s broader diversity, equity, and
inclusion initiatives and represents an important step in the journey toward a more diverse,
equitable, and inclusive environment for all.
3. Why did the ASHP Task Force on Racial Diversity, Equity, and Inclusion and ASHP Board of
Directors recommend having the Immediate Past President of ASHP select the members of
the Committee on Nominations?
Given the proposal to select Committee on Nominations members from the full active
membership of ASHP, the Task Force and Board believed that the Immediate Past President
would be in the best position to make those nominations given their engagement with a wide
array of ASHP members in the course of their service as a presidential officer. Further, the
Immediate Past President has no perceived personal conflicts of interest with appointing a
Committee on Nominations that could in turn slate them for an elected position. An Immediate
Past President is not eligible to run again for ASHP Board, President, or Chair of the House of
Delegates.
4. 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. When approved, the Board submits the amendments to the House of
Delegates for approval by a majority of voting delegates then present and voting. Amendments
made by the House to the ASHP bylaws must be approved by the Board of Directors. Please
note that no amendments to the ASHP Charter are required by this proposed change in bylaws,
so no vote by the entire ASHP membership is required.

Proposed ASHP Bylaws Amendments
5. 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 Dr. Paul C. Walker, who served as the Chair and ASHP Board Liaison to the
ASHP Task Force on Racial Diversity, Equity, and Inclusion. The Chair of the House of Delegates
will then request that the delegates vote to approve the amendments.
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[Proposed amendments shown in red; strikethrough indicates deletion.]

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.
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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.

4.

Governing Documents of ASHP: Charter 3

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.

BYLAWS
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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 HealthSystem 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.

Article 4. Officers
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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. 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.
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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 5 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 5.23; 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 Following the next yearly meeting of the
House of Delegates, the Committee on Nominations, the Committee shall
present to the ASHP membership nominations for the offices of President and
President-elect, and an election shall be conducted in accordance with the
provisions of Article 7 5 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.
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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 5.27.4.
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 Following the next yearly
meeting of the House of Delegates, the Committee on Nominations, the
Committee shall present to the ASHP membership candidates for election to
serve for the remaining portion of the unexpired term.
5.2. Election of Directors of ASHP shall be conducted by, or under the auspices of, the
Committee on Nominations.
5.2.1. 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 5.2.3.2 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.
5.2.2. 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.
5.2.3. The ASHP Immediate Past President shall appoint a Committee on
Nominations consisting of seven active members who shall have been members
of ASHP in good standing for at least five consecutive years at the time of their
appointment to serve as a Committee on Nominations. The Committee shall
solicit names of possible candidates for office using such means as it determines
to be appropriate.
5.2.3.1. The Committee shall present to the ASHP membership 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.
5.2.3.2. 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.
5.2.3.3. 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
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the results of the election, and the results of the election shall also be
disseminated to the membership.
5.2.3.4. 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 the Committee on Nominations and before the
issuance of ballots.
5.3. 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.
5.4. 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.
5.4.1. 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.
5.4.2. 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.
5.5. 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.
5.5.1. The Board of Directors may establish committees and task forces and designate
representatives to other organizations.
5.5.2. 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 grants,
contributions, gifts, bequests, or devices to further the purposes of ASHP.
5.5.3. 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
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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.
5.5.4. The Board of Directors shall approve all nominations to all committees,
councils, and commissions, except as membership is specified in Article 6.
5.5.5. 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.
5.5.6. 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 further 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.
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.
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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
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.
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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.
7.3. The House of Delegates shall conduct its business at its yearly or special online
session.
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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. The House of Delegates shall, except as is otherwise specifically provided for
in these Bylaws, have no authority over the financial affairs of ASHP.
7.3.4. 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.
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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.
7.4. 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.
8.1.1. Only one group in each state (hereafter, affiliated state chapter) shall be
affiliated with ASHP.
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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 HealthSystem 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.
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
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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 HealthSystem 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, and June 12, 2016; these versions supersede previous
versions. The ASHP Charter was not amended in those revisions.
Revised 06/12/16
© 2016. American Society of Health-System Pharmacists, Inc.
All rights reserved.
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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 of
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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.
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.
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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 for the Chair of the House of Delegates)
shall be by the Committee on Nominations in accordance with Section 7.4 5.2 of the
Bylaws.
8.1.1. A written biography of 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 of votes
cast, it shall become a part of these rules, effective as of the following session of the
House of Delegates.
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COUNCIL ON THERAPEUTICS
POLICY RECOMMENDATIONS
The Council on Therapeutics is concerned
with ASHP professional policies related to
medication therapy. Within the Council’s
purview are (1) the benefits and risks of
drug products, (2) evidence-based use of
medicines, (3) the application of drug
information in practice, and (4) related
matters.

Paul C. Walker, Board Liaison

Council Members

Christi Jen, Chair (Arizona)
Rena A. Gosser, Vice Chair (Washington)
Sarah L. Anderson (Colorado)
Amy Boblitt (Illinois)
Kelly Bobo (Tennessee)
Calvin Ice (Michigan)
John Kappes (South Dakota)
Matthew Kostoff (Ohio)
Wesley Kufel (New York)
Andrew Mays (Mississippi)
Carolyn Oxencis (Wisconsin)
Erin Warren, Student (South Carolina)
Vicki Basalyga, Secretary

1. Pharmacogenomics
1
2
3
4
5
6
7
8
9
10
11
12
13
14

To advocate that pharmacists take a leadership role in pharmacogenomics-related
patient testing, based on current or anticipated medication therapy; further,
To advocate for the inclusion of pharmacogenomic test results in medical and pharmacy
records in a format that clearly states the implications of the results for drug therapy
and facilitates availability of the genetic information throughout the continuum of care
and over a patient’s lifetime; further,
To encourage health systems to support an interprofessional effort to implement
appropriate pharmacogenomics services and to determine appropriate dissemination of
actionable genetic information to appropriate healthcare providers for review; further,
To encourage pharmacists to educate prescribers and patients about the use of
pharmacogenomic tests and their appropriate application to drug therapy
management; further,
To advocate that all health insurance policies provide coverage for pharmacogenomic
testing to optimize patient care; further,
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To encourage pharmacy workforce education on the use of pharmacogenomics and its
application to therapeutic decision-making.
Note: This policy would supersede ASHP policy 1104.

Rationale
Clinical pharmacogenomics is the practice of using genetic information to guide optimal drug
selection and drug dosing for patients to maximize therapeutic effects, improve outcomes, and
minimize toxicity. Currently, pharmacogenomic testing is used for specific drug-gene pairs in
patients currently taking a medication associated with gene or prior to initiating therapy.
Pharmacists are especially prepared to take a leadership role in selecting appropriate tests as
they have an understanding of pharmacokinetic and pharmacodynamics properties of drugs in
specific diseases and patient populations.
Over the past 10 years, the Clinical Pharmacogenetics Implementation Consortium
(CPIC) has published over 23 guidelines that cover 19 genes and 46 drugs across several
therapeutic areas as well as resources to facilitate the implementation of pharmacogenomics
into routine clinical practice and the electronic health record. These guidelines include
indications for which drugs and genes are most likely to be clinically useful based on current
evidence. However, barriers such as prioritizing testing, interpretation for actionable results,
incorporation of genomic data into the electronic health record, and reimbursement remain.
Furthermore, there is also the challenge of how to ensure that the results of pharmacogenomic
tests stay with the patient throughout their health journey. Implementation of
pharmacogenomic testing has the potential to improve patient care by decreasing failed
treatment attempts due to medication ineffectiveness or adverse effects and by increasing
effectiveness of improperly dosed medications.
With the advent of widely available pharmacogenomic tests, many are also marketed to
the public, which introduces another layer of complexity. The Food and Drug Administration
(FDA) has alerted patients and healthcare providers that claims for many genetic tests to
predict a patient's response to specific medications have not been reviewed by the FDA and
may not have the scientific or clinical evidence to support their use. Changing drug treatment
based on the results from such a test could lead to inappropriate treatment decisions and
potentially serious health consequences for the patient.
Another barrier that many providers and patients encounter is insurance coverage of
pharmacogenomic testing. A 2019 JAPhA article found that coverage and payments of
pharmacogenomics varied by the company and gene-drug pairs and remain suboptimal. The
article found that, of gene-drug indication group (GDIG), 50% were mentioned in policies but
were covered less than 20% of the time. When mentioned in a policy, 7 GDIGs were uniformly
covered, and 11 GDIGs were uniformly not covered. Overall, insurance companies covered
approximately 40% of GDIGs mentioned in their policies.
Furthermore, the ASHP Statement on the Pharmacist’s Role in Clinical
Pharmacogenomics states that pharmacogenomics has an essential place in pharmacy
education because pharmacists should be educated to be able to recommend
pharmacogenomic testing for drug and dosage selection; design patient-specific drug and dose
regimens based on the patient’s pharmacogenomic profile and other pertinent information;
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educate patients, pharmacists, and other healthcare professionals about pharmacogenomic
principles and appropriate indications for clinical pharmacogenomic testing; and communicate
pharmacogenomic-specific drug therapy recommendations to the healthcare team.
Background
The Council reviewed ASHP policy 1104, Pharmacogenomics, as part of sunset review and voted
to recommend amending it as follows (underscore indicates new text; strikethrough indicates
deletions):
To advocate that pharmacists take a leadership role in pharmacogenomics-related
patient testing, based on current or anticipated medication therapy the therapeutic
applications of pharmacogenomics, which is essential to individualized drug therapy;
further,
To support research to validate and standardize genetic markers and genetic testing for
drug therapy and to support research and other efforts that guide and accelerate the
application of pharmacogenomics to clinical practice; further,
To advocate for the inclusion of pharmacogenomic test results in medical and pharmacy
records in a format that clearly states the implications of the results for drug therapy
and facilitates availability of the genetic information throughout the continuum of care
and over a patient’s lifetime; further,
To encourage health systems to support an interprofessional effort to implement
appropriate pharmacogenomics services and to determine appropriate dissemination of
actionable genetic information to appropriate healthcare providers for review; further,
To encourage pharmacists to educate prescribers and patients about the use of
pharmacogenomic tests and their appropriate application to drug therapy management;
further,
To advocate that all health insurance policies provide coverage for pharmacogenomic
testing to optimize patient care; further,
To encourage pharmacist pharmacy workforce education on the use of
pharmacogenomics and advocate for the inclusion of pharmacogenomics and its
application to therapeutic decision-making in college of pharmacy curricula.

2. Universal Influenza Vaccination
1
2

To advocate for universal annual administration of influenza vaccinations to the United
States population; further,
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To advocate that annual influenza vaccination be a national public health priority;
further,
To support the development of safe, effective, and affordable universal influenza
vaccination, with the goal of long-term immunity.
Note: This policy would supersede ASHP policy 0601.

Rationale
Influenza places a significant health burden on the United States, with estimates of 9–35 million
illnesses, 4–16 million outpatient medical visits, and 139,000–708,000 hospitalizations each
season. The influenza virus evolves and changes each year, with changes in its genome that
require adjustments to vaccine viruses each season. Furthermore, the timing of the onset,
peak, and end of each flu season varies annually, typically falling in the fall and winter. Evidence
from several observational studies demonstrate that higher influenza vaccination is associated
with a lower risk of influenza outbreaks, but Healthy People 2030 estimates that only 49.2% of
persons 6 months or older were vaccinated for the 2017-18 season. Influenza vaccination in
low-risk individuals has also shown to be effective and can prevent many illnesses, deaths, and
losses in productivity.
The Clinical Practice Guidelines by the Infectious Diseases Society of America: 2018
Update on Diagnosis, Treatment, Chemoprophylaxis, and Institutional Outbreak Management
of Seasonal Influenza emphasize that annual vaccination is the best method for preventing or
mitigating the impact of influenza, and the 2030 Infectious Disease Goals for Healthy People
2030 have a goal of minimum vaccination rates of 70%. In 2019, an Executive Order created the
National Influenza Vaccine Task Force, which identified that collaborative efforts across the
federal government, academia, the private sector, and international stakeholders over the past
decade have advanced influenza vaccine technologies. The Task Force also noted that influenza
is a public health and national security challenge, with significant gaps remaining in vaccine
effectiveness, pace of vaccine production, sustainable manufacturing, and vaccine access and
coverage across all populations.
Background
The Council reviewed ASHP policy 0601, Universal Influenza Vaccination, as part of sunset
review and voted to recommend amending it as follows below along with recommending a
name change to the policy to reflect the intent of universal administration (underscore
indicates new text):
To advocate for universal annual administration of influenza vaccinations to the United
States population; further,
To advocate that annual influenza vaccination be a national public health priority;
further,
To support the development of safe, effective, and affordable universal influenza
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vaccination, with the goal of long-term immunity.
3. Vaccine Hesitancy
1
2
3
4
5
6
7
8
9
10

To recognize the significant negative impact vaccine hesitancy has on public health in
the United States; further,
To affirm that pharmacists are integral members of the interprofessional team to
address vaccine hesitancy and promote disease prevention efforts; further,
To foster education, training, and the development of resources to assist healthcare
professionals in identifying factors that lead to vaccine hesitancy and addressing vaccine
hesitancy; further,
To promote pharmacist engagement with vaccine-hesitant patients, healthcare
providers, and caregivers, and to educate those populations on the risks
of vaccine hesitancy and the importance of timely vaccination.

Rationale
Immunizations have led to a significant decrease in rates of vaccine-preventable diseases and
have had a significant impact on the health of adults and children. In recent years, however,
vaccine hesitancy, which is a delay in acceptance or refusal of vaccination despite availability of
vaccination services, has increased. Vaccine hesitancy is complex and context specific, varying
across time, place, and vaccines, and is influenced by factors such as complacency,
convenience, and confidence. The impact of vaccine hesitancy is significant: lower
immunization rates observed in various European countries and the U.S. are likely to have
contributed to the outbreaks of vaccine-preventable diseases that have been observed over
recent years.
Vaccine-hesitant patients, healthcare providers, and caregivers have been found to be
responsive to vaccine information, consider vaccination, and are not opposed to all vaccines,
and therefore would benefit from counseling. Studies have shown that "presumptive
recommendation" (informing patients and caregivers that vaccines are due) is more effective
than "participatory recommendation" (asking what patients and caregivers thought about
vaccines) in convincing patients and caregiver to accept vaccines. Healthcare providers,
including pharmacists across healthcare settings, are trusted advisors and influencers of
vaccination decisions, and they must be supported to provide trusted, credible information on
vaccines.
Background
The Council discussed vaccine hesitancy as a part of the sunset review of ASHP policy 0601,
Universal Influenza Vaccination. During the course of that discussion, vaccine hesitancy was
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recognized as a significant barrier to universal administration of the influenza vaccine but not
specific to flu vaccination administration, as the measles outbreaks of 2019 were due to vaccine
hesitancy regarding childhood immunizations.
4. Therapeutic Indication in Clinical Decision Support
1
2
3
4
5

To encourage healthcare organizations to optimize use of clinical decision support
systems with indications-based prescribing; further,
To advocate for federal and state laws and regulations to include diagnosis-based
indication(s) on medication order(s) or prescription(s), with the exception of protected
classes of drugs.
Note: This policy would supersede ASHP policy 1608.

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, Equale (Drug Saf.
2010; 33: 559-67) described the accuracy of indication information in electronic health records
(EHRs). Galanter (J Am Med Inform Assoc. 2013;20:477–81) focused on preventing wrongpatient 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 team of investigators
conducted a trial of inpatient indication-based prescribing using computerized provider order
entry (CPOE) with drugs commonly used off-label (Appl Clin Inf. 2011;2:94–103). Off-label
prescription drug use without strong scientific evidence has also been associated with increased
rates of adverse drug events (JAMA Internal Medicine 2016; 176:55-63). The authors suggested
that use of and proper documentation of therapeutic indication can help improve surveillance
and safety and decrease risk. This additional safety check is critical in limiting errors due to
wrong and/or look-alike/sound-alike medications. In addition to error prevention, indicationbased prescribing can improve patient engagement, patient education, and provide
pharmacists with information that may be necessary for prior authorizations or claim
processing. To foster successful implementation of indication-based prescribing in EHRs, several
authors have documented the success of starting electronic prescriptions with a problem or
indication list first before medications can be selected to reduce time and medication errors
while maintaining clinician satisfaction.
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 medication
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
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(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-foruse” language. In 2015, the National Council of Prescription Drug Plans drafted language to
recommend diagnosis and SNOMED indication be sent with any prescription. Despite these
recommendations, few states have adopted any laws requiring inclusion of indication on all
medication orders or prescriptions.
More recently, the Institute for Safe Medication Practices recommended updating the
five “rights” of patient, drug, dose, time, and route to include a sixth “right”: the right
indication. They cite benefits of indication-based prescribing as (1) helping to prevent errors by
narrowing medication choices; (2) empowering and educating patients, which helps increase
patient adherence; (3) improving communications among the healthcare team, patients, and
families; (4) facilitating medication reconciliation; (5) helping prescribers select the best
medications for their patients; and (6) aiding in measuring drug effectiveness and learning from
off-label use.
ASHP also has policy on off-label use that encourages the use of the three authoritative
drug compendia, peer-reviewed literature, and consultation with experts in research and
clinical practice to make specific coverage decisions. ASHP supports informed decision-making
that promotes third-party reimbursement for FDA-approved drug products appropriately
prescribed for unlabeled uses. Furthermore, ASHP believes that diagnosis should not be
required for all medication orders, particularly the six protected categories of drugs: 1)
antidepressants; 2) antipsychotics; 3) anticonvulsants; 4) immunosuppressants for treatment of
transplant rejection; 5) antiretrovirals; and 6) antineoplastics, as these may inadvertently cause
result in breaches in patient privacy.
Background
The Council reviewed ASHP policy 1608, Therapeutic Indication in Clinical Decision Support, as
part of sunset review and voted to recommend amending it as follows (underscore indicates
new text; strikethrough indicates deletions):
To advocate that encourage healthcare organizations to optimize use of clinical decision
support systems with indications-based prescribing by including the appropriate
indication for medications.; further,
To advocate for federal and state laws and regulations to include diagnosis-based
indications on medication orders or prescriptions, with the exception of protected
classes of drugs.
5. FDA Requirement for Dose-Response Information
1
2
3

To advocate that the Food and Drug Administration require drug product
manufacturers to (1) identify average dose-response curves for desirable and
undesirable effects, and make this information available to healthcare providers; and (2)
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publish dose-response information, to the extent possible, on factors that lead to
differences in pharmacokinetics and pharmacodynamics among individuals; further,
To encourage drug product manufacturers to conduct studies on and publicly report
minimum effective dose data.
Note: This policy would supersede ASHP policy 0602.

Rationale
Knowledge of the relationships among dose, drug concentration in blood, and clinical response
(effectiveness and undesirable effects) is important for the safe and effective use of drugs. This
information can help identify an appropriate starting dose, titration of dosing, and
identification of doses that would produce unacceptable side effects or be unlikely to provide
added benefit. Important to this understanding is the analysis of the dose–response
relationship, particularly with drug levels above the ED50, the dose that provides approximately
50% of the maximum possible drug effect, as efficacy increases only slightly, while adverse
effects increase.
Manufacturer dose-finding studies sometimes provide a dose estimate and the range of
a drug’s population ED50, but this information appears to have little bearing on prescribing.
Many are either not aware of this measurement or do not consult the information after the
drug is marketed with recommended dosage guidelines. Often overlooked is the variation in
individual ED50 depending on body size, pharmacokinetics, and pharmacodynamics. This
variation in ED50 may cause the effective dose to be lower in many patients compared with
participants in clinical trials. It is important to note that the ED50 also can alert a clinician to the
likely useful and safe dose range and should be more widely available. ED50 should be an
important variable in drug approval, marketing, and, most importantly, prescribing.
Furthermore, numerous observational studies have shown that providers often prescribe
increasingly higher levels of treatment, often without clear clinical indication for such high
doses. As such, the FDA recommends that dose-response assessment should be an integral part
of drug development, including minimum effective doses.
Background
The Council reviewed ASHP policy 0602, Minimum Effective Doses, as part of sunset review and
voted to recommend amending it as follows (underscore indicates new text; strikethrough
indicates deletions):
To advocate that the Food and Drug Administration require drug product manufacturers
to (1) identify minimum effective doses for medications average dose-response curves
for desirable and undesirable effects, and make this information available to healthcare
providers; and (2) publish dose-response information, to the extent possible, on factors
that lead to differences in pharmacokinetics and pharmacodynamics among individuals;
further,
To encourage drug product manufacturers to conduct studies on and publicly report
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minimum effective dose data.
6. Medical Cannabis
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19

To recognize that there is limited evidence to support safe and effective use of medical
cannabis; further,
To encourage research that quantifies the therapeutically active components and
defines the effectiveness, safety, and clinical uses of medical cannabis; further,
To recognize that there is not a standardized product subject to the same regulations as
a prescription drug product, and to advocate for the development of processes that
would ensure standardized formulations that would ensure consistent potency and
quality of medical cannabis; further,
To advocate for the alignment of federal and state laws to eliminate barriers to research
on and therapeutic use of medical cannabis, including review of medical cannabis’s
status as a Schedule I controlled substance, and its potential for reclassification; further,
To encourage healthcare organizations to develop policies and procedures regarding
the handling of medical cannabis consistent with applicable laws, regulations, and
accreditation standards; further,
To promote the documentation of medical cannabis use and indication in the electronic
health record; further,
To encourage education that prepares pharmacists as part of an interprofessional team
to educate patients, caregivers, healthcare providers, and healthcare administrators
about therapeutic and legal aspects of medical cannabis use
Note: This policy would supersede ASHP policy 1101.

Rationale
To date, 33 states and the District of Columbia, Guam, and Puerto Rico have enacted workable
medical cannabis laws that provide, or will provide, meaningful access to medical cannabis for
qualifying patients. Healthcare providers in those jurisdictions, including pharmacists, are
grappling with the challenges presented by medical use of medical cannabis (defined for
purposes of this policy as whole or parts of the natural marijuana plant and therapeutic
products derived therefrom). ASHP recognizes that there is some evidence supporting the
effectiveness of medical cannabis to treat or ameliorate symptoms of disease. The extent and
quality of this evidence is limited, however, and even less is known about the safety of medical
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cannabis, especially related to its long-term use. Well-designed research is necessary to further
define the therapeutic uses of medical cannabis, including determination of its therapeutically
active components; clinical indications and contraindications; precautions; dosing; routes of
administration; adverse effects; drug-drug, drug-disease, and drug-laboratory interactions; and
effectiveness compared to existing therapies.
Current inconsistencies in product formulation, potency, and quality are also a
hindrance to developing a strong evidence base. Standardizing these factors, to the extent
possible, will help ensure the quality and reliability of research results. ASHP encourages efforts
by the United States Pharmacopeia to develop quality standards for medical cannabis. Federal
legislation and regulation, including marijuana’s classification as a Schedule I substance under
the Controlled Substances Act, remains a barrier to the necessary research, and ASHP
advocates that federal and state laws and regulations be aligned to remove or minimize these
barriers.
Conflicting federal and state laws also create confusion about research on and use of
medical cannabis, as federal law precludes procurement, storage, preparation, or distribution
of medical cannabis by pharmacies or healthcare facilities registered with the Drug
Enforcement Administration. Given the complexity of the issues involved, ASHP encourages
healthcare organizations to develop policies and procedures regarding medical cannabis to
conduct research and provide patient care that is consistent with applicable laws, regulations,
and accreditation standards. Recreational or medical use of cannabis should be documented in
the patient medical record. ASHP recognizes the need for pharmacists and other healthcare
providers to provide education about the unique therapeutic and legal issues created by
research on and use of medical cannabis
Background
The Council reviewed ASHP policy 1101, Medical Marijuana, as a part of sunset review and
voted to recommend amending it as follows (underscore indicates new text; strikethrough
indicates deletions):
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 there is limited evidence to support safe and effective use of medical
cannabis; further,
To encourage research to define that quantifies the therapeutically active components
and defines the effectiveness, safety, and clinical uses of medical marijuana cannabis;
further,
To recognize that there is not a standardized product subject to the same regulations as
a prescription drug product, and to advocate for the development of processes that
would ensure standardized formulations, that would ensure consistent potency, and
quality of medical cannabis marijuana products to facilitate research; further,
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To encourage the Drug Enforcement Administration advocate for the alignment of
federal and state laws to eliminate barriers to medical marijuana research on and
therapeutic use of medical cannabis, including review of medical marijuana’s cannabis’s
status as a Schedule I controlled substance, and its potential for reclassification, if
necessary to facilitate research; further,
To oppose the procurement, storage, preparation, or distribution of medical marijuana
by licensed pharmacies or health care facilities for purposes other than research;
further,
To oppose the smoking of marijuana in settings where smoking is prohibited; further,
To encourage healthcare organizations to develop policies and procedures regarding the
handling of medical cannabis consistent with applicable laws, regulations, and
accreditation standards; further,
To promote the documentation of medical cannabis use and indication in the electronic
health record; further,
To encourage continuing education that prepares pharmacists as part of an
interprofessional team to educate patients, caregivers, health care providers, and
healthcare administrators about therapeutic and legal aspects of medical cannabis use
to respond to patient and clinician questions about the therapeutic and legal issues
surrounding medical marijuana use.
The Council recommended that the term “medical marijuana” be replaced with the term
“medical cannabis,” which has become the customary form in medical and scientific
publications. The Council also suggested that ASHP not oppose medical cannabis legislation as
an issue of patient autonomy, given the demonstrated (albeit limited) therapeutic effectiveness
of medical cannabis. The Council discussed initial efforts by the United States Pharmacopeia to
develop standards for medical cannabis products as well as those promulgated in Canada. The
Council could envision that in the not-too-distant future, a standardized medical cannabis
product could stimulate research and therapeutic use, and concluded that ASHP should take a
forward-thinking stance to prepare pharmacists to address those challenges.
The Council noted the many issues confronting pharmacies and healthcare organization
that are struggling to address medical cannabis programs approved in their state or jurisdiction.
Given the significant differences among these programs, the Council concluded that the best
policy would be to encourage those institutions to proactively develop policies and procedures
to address medical cannabis (e.g., procurement, storage, preparation, distribution, and
administration) in light of their unique circumstances (e.g., patient populations, services, laws,
regulations, and accreditation standards). The Council noted that ASHP policy 1522, Disposition
of Illicit Substances, addresses patient possession of illicit substances, and concluded that the
issue did not need to be addressed in this policy. The Council discussed documentation of
medical and recreational use of cannabis, and concluded that no general recommendation
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could be made about the appropriate place for it in the patient medical record (e.g., social
history if recreational, medicine list if clinical), but suggested that a best practice may develop.
The Council noted that the Institute of Medicine has concluded that smoking marijuana is an
unsafe delivery system and deleted the sixth clause, fearing that it could be interpreted as
encouraging smoking of marijuana in areas where smoking of tobacco is not prohibited.
The Council agreed that there is need for research on best practices regarding
management and use of medical cannabis, and suggested that ASHP could draw on member
experience to offer education and guidance on the topic. The Council specifically recognized the
potential importance of the medical cannabis model adopted by Connecticut, in which only
pharmacists may dispense medical cannabis.
7. Preventing Exposure to Allergens
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

To advocate for pharmacist participation in the collection, assessment, documentation
and reconciliation of a complete list of allergens pertinent to medication therapy,
including food, excipients, medications, devices, and supplies; further,
To encourage vendors of electronic health records to create readily available and
distinct data fields with consistent designations for medication allergies and
intolerances; further,
To advocate that vendors of medication-related databases incorporate and maintain
information about medication-related allergens and cross reactivity; further,
To encourage the accurate and complete documentation of allergens within the
electronic medical record, including detailed descriptions of the reactions occurring
upon exposure, for the purpose of clinical decision-making; further,
To advocate that pharmacists actively review allergens pertinent to medication therapy
and minimize patient and healthcare worker exposure to known allergens, as feasible;
further,
To promote the education of the healthcare team and patients on the differences
between medication-related allergic reactions and medication intolerances.
Note: This policy would supersede ASHP policy 1619.

Rationale
The common theme of several ASHP policies is that patients may be exposed to potentially lifethreatening allergens in items encountered in the medication-use process (e.g., natural rubber
latex, drugs, drug product excipients, devices, and supplies). Pharmacy involvement in
collection, assessment, and documentation of a complete list of allergens pertinent to the
medication-use process, including food, excipients, medications, devices, and supplies, would
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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 (EHR) and clinical
decision support systems, some well-known cross-sensitivities are good candidates to be
included in medication-related databases.
Only about 5-10% of all medication-related adverse events are allergic in nature.
Patients are often labeled with an allergy to many drugs on the basis of a side effect or
intolerances such as headache or GI disturbance. Allergen misidentification and documentation
can be detrimental to patient care by preventing the use of optimal drug agents or by causing
re-exposure to a true allergen. Pharmacists can help clarify and provide detailed documentation
in the EHR regarding patient allergens. Furthermore, there is inconsistent standards on how
and where allergies are located in the EHR and as such, there should be a consistent and
standardized approach to documentation.
Background
The Council reviewed ASHP policy 1619, Preventing Exposure to Allergens, as part of sunset
review and voted to recommend amending it as follows (underscore indicates new text;
strikethrough indicates deletions):
To advocate for pharmacy pharmacist participation in the collection, assessment, and
documentation, and reconciliation 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 encourage vendors of electronic health records to create readily available and
distinct data fields with consistent designations for medication allergies and
intolerances; further,
To advocate that vendors of medication-related databases incorporate and maintain
information about medication-related allergens and cross-sensitivities reactivity;
further,
To encourage the accurate and complete documentation of allergens within the
electronic medical record, including detailed descriptions of the reactions occurring
upon exposure, for the purpose of clinical decision-making; further,
To advocate that pharmacists actively review allergens pertinent to medication therapy
and minimize patient and healthcare worker exposure to known allergens, as feasible;
further,
To encourage promote the education of the healthcare team and patients of pharmacy
personnel on the differences between medication-related allergens allergic reactions
and medication intolerances.
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8. Tobacco, Tobacco Products, and Electronic Nicotine Delivery Systems

3

To discourage the use, distribution, and sale of tobacco, tobacco products, and
electronic nicotine delivery systems (e.g., vaporizers, vape pens, hookah pens, and
electronic cigarettes and pipes) in and by pharmacies; further,

4

To advocate for tobacco-free environments in hospitals and health systems; further,

5

To promote the role of pharmacists in tobacco-cessation counseling and comprehensive
medication management; further,

1
2

6
7
8
9
10
11

To join with other interested organizations in statements and expressions of opposition
to the use of tobacco, tobacco products, and electronic nicotine delivery systems;
further,
To educate the public and patients on the risks of nicotine consumption through
traditional and electronic delivery systems.
Note: This policy would supersede ASHP policy 1625.

Rationale
Pharmacists, as healthcare providers, have long discouraged the use of tobacco and tobacco
products as a threat to public health. Electronic nicotine delivery systems (e.g., vaporizers, vape
pens, hookah pens, and electronic cigarettes and pipes) are new and unregulated delivery
systems for nicotine. The contents of these systems include flavorings, propylene glycol,
glycerin, and other unknown ingredients, and the long-term effects of their use have not been
studied. Given these uncertainties, pharmacists should discourage their use as well.
Furthermore, pharmacists have a role in recommending and managing drug therapy to
support cessation of nicotine-containing products, including tobacco and electronic nicotine
delivery systems, as described in the ASHP Therapeutic Position Statement on Cessation of
Tobacco Use. Newer therapies, including varenicline, are associated with more and evolving
safety risks when compared to nicotine replacement therapies. Given the complexity of drug
therapy, pharmacists should play a central role in ensuring the safe and appropriate use of
these therapies.
Background
The Council reviewed ASHP policy 1625, Tobacco, Tobacco Products, and Electronic Nicotine
Delivery Systems, as part of sunset review and voted to recommend amending it as follows
(underscore indicates new text; strikethrough indicates deletions):
To discourage the use, distribution, and sale of tobacco, tobacco products, and
electronic nicotine delivery systems (e.g., vaporizers, vape pens, hookah pens, and
electronic cigarettes and pipes) in and by pharmacies; further,
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To advocate for tobacco-free environments in hospitals and health systems; further,
To seek, within the bounds of public law and policy, to eliminate the use and
distribution of tobacco, tobacco products, and electronic nicotine delivery systems in
meeting rooms and corridors at ASHP-sponsored events; further,
To promote the role of pharmacists in tobacco-cessation counseling and comprehensive
medication therapy management; further,
To join with other interested organizations in statements and expressions of opposition
to the use of tobacco, tobacco products, and electronic nicotine delivery systems;
further,
To educate the public and patients on the risks of nicotine consumption through
traditional and electronic delivery systems.
9. Use of Race Correction in Clinical Algorithms
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15

To recognize that clinical algorithms that only use race or ethnicity as a variable can
attribute to inequities and adverse outcomes; further,
To oppose the use of race or ethnicity correction in clinical algorithms unless there is
strong evidence to support its use and, when clinically relevant, to support uniform
documentation in the electronic health record of a patient-identified designation of
race or ethnicity; further,
To advocate that health systems remove algorithms based on race or ethnicity from all
sources of therapy decisions, medication information, and the electronic health record,
where strong evidence does not support its use; further,
To support further research on the impact of race or ethnicity on drug therapy and
outcomes; further,
To advocate that if research includes considerations based on race or ethnicity, the
reason for its use as a variable be specified; further,
To provide education on the limitations and appropriate use of race- or ethnicitycorrected clinical algorithms.

Rationale
As outlined in the ASHP Statement on Racial and Ethnic Disparities in Health Care, race and
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ethnicity are social constructs with a cultural rather than a scientific basis. Although patient
care can and should be informed by a patient’s racial or ethnic identity, healthcare providers
need to recognize the limited utility of that information
There are currently numerous clinical algorithms and practice guidelines that use a
patient’s race or ethnicity to determine outcomes. The clinical algorithms are then used by
providers to help guide individualized risk assessments and clinical decisions. In return, these
algorithms may direct attention and resources away from racial and ethnic minorities.
However, the majority of these clinical algorithms do not have data to support a patient’s race
or ethnicity as a clinical factor. When a rationale is given and traced to its origins, the answer
leads to outdated, suspect racial science, or biased data. Additionally, these algorithms do not
take into account socioeconomic factors and other social determinants of health that may have
a large influence on health outcomes.
Currently, a patient’s race or ethnicity plays a role in a clinical algorithms or practice
guidelines in almost every therapeutic class, including cardiology, surgery, nephrology,
obstetrics, urology, and oncology. For example, the American Heart Association Get with the
Guidelines - Heart Failure adds 3 points to the risk score of a patient that is non-Black. The
higher scores in this tool predict higher in-hospital mortality. Ultimately, this tool is used to help
guide clinical decisions for allocations of healthcare resources and referral to cardiology. The
consequences of adding race to this algorithm would mean less direct patient care due to the
patient being deemed as lower risk. There are many other clinical algorithms that adds points
to their risk score for a patient that is non-Black, such as the STONE Score, Urinary Tract
Infection Calculator, and Osteoporosis Risk SCORE. Another example is the estimated
glomerular filtration rate (eGRF) MDRD and CKD-EPI equations. Both these equations report
higher eGRF for Black patients than for other patients with the same serum creatinine levels.
Originally, this disparity was thought to be due to patients that identify as Black having a higher
average serum creatinine. However, there have been some concerns that this is not always
true, especially when looking at the complexity of patient's racial backgrounds. Overestimating
a patient’s renal function can delay the time to referral to a kidney specialist or transplantation.
In short, the addition of race to the clinical algorithms leads to less patient-specific
interventions and ultimately worse patient outcomes.
Healthcare providers using the clinical algorithms and practice guidelines should be
educated on how to critically evaluate the addition of race and ethnicity, along with the
consequences of adding race when not clinically appropriate. Many providers do not assess the
algorithm prior to implementing the results, which can lead to improper treatment of a patient.
Education on the limitations of the clinical algorithms can help providers and patients
overcome the barriers that the addition of race and ethnicity has created. Additionally, the
medical community needs to advocate to re-evaluate our current clinical algorithms and
evaluate future algorithms to determine if there is an evidence-based reason that race should
be included. It is imperative that the medical community, primarily researchers, understand
how race and ethnicity affects the outcome before adding it into a clinical algorithm.
Researchers have developed guidelines to follow when trying to rationalize when race
and ethnicity should be included or excluded in a study, such as explaining how the category
was determined, considering all confounders, and determining whether there is uncertainty in
the algorithm. Researchers should then favor the practices that will help close health inequities
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over practices that might amplify them. Appropriately determining if race should be included in
the algorithm will then help decrease the inappropriate clinical implementation of these tools.
Future research is needed to determine the relationship between pharmacogenomics,
race, and ethnicity. Most providers and researchers use the standard five races and two
ethnicities categories determined by the Office of Management and Budget to categorize
people according to race and ethnicity. However, many individuals do not fit into these
categories due to their complex racial and ethnic backgrounds, which may ultimately fail to
account for genetic differences.
Drug therapy stems from these clinical algorithms and practice guidelines, and
pharmacists need to work with other providers to critically evaluate the current tools.
Additionally, pharmacists could collaborate with other providers to perform research to help
better understand the differences between genomics and race. Therefore, providers could
assess when race and ethnicity should be added to future clinical algorithms and practice
guidelines.
Background
The Council discussed the need for an ASHP policy on the use of race in clinical algorithms as
more data has been published demonstrating that many of the studies that used race as a
variable within the algorithms did not correctly consider the impact of factors outside of race,
such as social determinants of health, when created. The Council also discussed the impact that
social determinants of health, genomics, and socioeconomic status have on health. Council
members shared their experiences with students, residents, and members of the healthcare
team who were not aware of the role that these factors play in creating clinical algorithms and
agreed that more education is needed. Council members also recognized that many of these
algorithms are a part of a health system’s medical record system and can also be found in order
sets, laboratory results, and other areas, and there should be a concerted effort to remove
algorithms based on race from these areas.
10. Testing and Documentation of Penicillin Allergy as a Component of Antimicrobial
Stewardship
1
2
3
4
5
6
7

To advocate that state board of pharmacy regulations include penicillin allergy skin
testing under pharmacists’ scope of practice; further,
To advocate involvement of pharmacists in the clarification and assessment of penicillin
allergy, intolerance, and adverse drug events; further,
To advocate for documentation and de-labeling of penicillin allergies, intolerances,
reactions, and severities in the medical record when appropriate to facilitate optimal
antimicrobial selection; further,
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To recommend the use of penicillin skin testing, graded antibiotic challenges, and oral
direct challenges in appropriate candidates when clinically indicated to optimize
antimicrobial selection; further,
To support the education and training of pharmacists in the assessment, management,
and documentation of penicillin allergies, intolerances, and adverse events; further,
To advocate for reimbursement for pharmacists’ patient care services involved in
penicillin allergy skin testing; further,
To educate patients, healthcare providers, and the public about the risks of inaccurate
penicillin allergy labeling and the role of pharmacists in health-record reconciliation and
the value of pharmacist-driven health-record reconciliation, including penicillin skin
testing.
Note: This policy would supersede ASHP policy 1921.

Rationale
Approximately 10% of all patients in the United States report having a penicillin allergy;
however, only 1 in 10 patients with a labeled penicillin allergy are truly allergic. Furthermore,
approximately 80% of patients with an IgE-mediated penicillin allergy lose their sensitivity after
10 years. Specific rates of cross-reactivity between penicillins and cephalosporins vary
depending on specific resources, although the likelihood of cross-reactivity is lower than
previously described. Historically, it has been estimated that 10% of patients with a true
penicillin allergy will experience an allergic reaction if administered a cephalosporin, but this
data is from early cross-reactivity studies with potential contamination of early cephalosporin
products with penicillin G. More recent data suggest cross-reactivity rates of less than 1%.
Cross-reactivity is more closely associated with structurally similar R-1 side chains than with the
beta-lactam ring itself.
Penicillin allergies have led to considerable public health risks and unintended
consequences, including receipt of more broad-spectrum antibiotics, suboptimal therapy for
infectious disease management, more antibiotic-related costs, increased risk of adverse effects,
and increased risk of methicillin-resistant Staphylococcus aureus and Clostridioides difficile. As
such, structured and thorough interview assessments with appropriate documentation and delabeling of penicillin allergies are necessary to combat these potential negative consequences
of labeled penicillin allergies. Penicillin skin testing and graded or oral challenges are excellent
opportunities to assist in the assessment and de-labeling of penicillin allergies. Although
pharmacists are well positioned to be involved in these processes, state boards of pharmacy
have different regulations regarding whether penicillin skin testing is within pharmacists’ scope
of practice. Penicillin allergy assessment, management, and documentation are excellent
opportunities to improve pharmacist involvement in patient care and to improve antimicrobial
stewardship initiatives for health systems, and offer a potential opportunity for pharmacists to
bill for their services.
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The American Academy of Allergy, Asthma, and Immunology, as part of the Choosing
Wisely campaign, recommends against the overuse of non-beta-lactam antibiotics in patients
with a history of penicillin allergy, without appropriate evaluation. In a research abstract from
the Canadian Society of Allergy and Clinical Immunology meeting in 2014, researchers found
that only 15% of hospital-discharged patients notified a family physician of a negative penicillin
allergy evaluation; at the same time, 30% were still listed as penicillin allergic upon readmission
to the hospital. Additionally, the existence of a pharmacist‐provided allergy skin test has proven
to positively impact patient care by optimizing antibiotic regimens and accelerate discharges for
patients while reducing healthcare costs.
Background
The Council reviewed ASHP policy 1921, Testing and Documentation of Penicillin Allergy as a
Component of Antimicrobial Stewardship, as part of the discussion on the Pharmacist Role in
Penicillin Testing and voted to recommend amending it as follows (underscore indicates new
text):
To advocate that state board of pharmacy regulations include penicillin allergy skin
testing under pharmacists’ scope of practice; further, [clause moved from below]
To advocate involvement of pharmacists in the clarification and assessment of penicillin
allergy, intolerance, and adverse drug events; further,
To advocate for documentation and de-labeling of penicillin allergies, intolerances,
reactions, and severities in the medical record when appropriate to facilitate optimal
antimicrobial selection; further,
To recommend the use of penicillin skin testing, graded antibiotic challenges, and oral
direct challenges in appropriate candidates when clinically indicated to optimize
antimicrobial selection; further,
To support the education and training of pharmacists in the assessment, management,
and documentation of penicillin allergies, intolerances, and adverse events; further,
To advocate that state board of pharmacy regulations include penicillin allergy skin
testing under pharmacists’ scope of practice. [clause moved above]
To advocate for reimbursement for pharmacists’ patient care services involved in
penicillin allergy skin testing; further,
To educate patients, healthcare providers, and the public about the risks of inaccurate
penicillin allergy labeling and the role of pharmacists in health-record reconciliation and
the value of pharmacist-driven health-record reconciliation, including penicillin skin
testing.
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11. Use of Unapproved Gene Therapy Products, Drugs, Biologics, and Medical Devices
(Biohacking)
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15

To advocate for enhanced government oversight and regulation of use of gene therapy,
drugs, biologic products, and medical devices created outside of the Food and Drug
Administration approval process (i.e., “biohacking”), and aggressive enforcement of
those regulations; further,
To oppose use biohacking on vulnerable and at-risk populations and those unable to
provide consent; further,
To promote education of healthcare professionals regarding use of biohacking and its
implications in the medical setting; further,
To encourage the pharmacy workforce to include questions about use of biohacking
when obtaining medication histories; further,
To encourage the pharmacy workforce to ensure that patients using biohacking are
educated about the risks and benefits of these treatments, including lack of regulatory
oversight; further,
To recommend that health systems use a consistent method for documenting use of
biohacking in the electronic health record.

Rationale
Biohacking has been defined as “do-it-yourself biology or “do-it-yourself citizen science merging
body modification with technology” (Yetisen AK. Trends Biotechnol. 2018; 36:744-7).
Biohacking is performed by biology enthusiasts, citizen scientists, and other like-minded
individuals and includes neurohacking (focuses on brain stimulation for change); manufacturing
of pharmaceutical products; implantation of modified technology; and the genetic modification
of bacteria, yeast, plants, and humans (as a form of self-experimentation) to improve oneself or
treat a disease.
Genetic biohacking in particular has proven to be easy and affordable, with individuals
using inexpensive, semi-professional and portable labs to carry out their experiments, including
Clustered Regularly Interspaced Short Palindromic Repeats (CRISPR) technology, which permits
the user to edit the genome by removing, adding, or altering sections of DNA. It is estimated
that more than 30,000 people are involved in do-it-yourself biology in the United States alone.
Furthermore, many see themselves as serving the greater health interests of the patient
community at large with the right to experiment and create treatments such as gene therapy as
a form of social justice. However, many of these biohackers have little to no formal training in
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safety and do not obtain ethical reviews of their work as one would in an institution with an
internal review board. Although most biohackers currently experiment only on themselves,
concern about the practice may grow as the cost of traditional therapies, particularly biologics,
increases, luring sick and desperate patients to biohackers in hopes of cheaper or more
accessible treatments.
The other concern about the biohacking movement is bioterrorism. The Federal Bureau
of Investigation continues to form relationships with labs where genetic experimentation
occurs to police this threat, but the concern remains.
Currently in the United States, there is no ban on genome editing outside of licensed
laboratories. Although the Food and Drug Administration (FDA) does have jurisdiction over
regular raw biological products, traditional drug products, and do-it-yourself CRISPR kits, they
have not taken public enforcement action against those conducting genome editing. This may
be due to practicality, however, as many biohackers are individuals or work within a small
community and are hard to track. Additionally, many current laws are outdated and apply only
to agricultural genetic modification. The FDA has issued draft guidance for the regulation of
intentionally altered genomic DNA in animals and stated that “any use of CRISPR/Cas9 gene
editing in humans [is] gene therapy” and therefore subject to regulation.
Another facet of biohacking that must be addressed is its potential impact on
manufacturing. For example, due to the high cost of biosimilar insulins, a community of
biohackers has created the Open Insulin Project to develop an insulin production method for
personal use. This and similar projects may lead to intellectual property, regulatory, patent, and
legal issues that could impact manufacturing.
Another aspect of do-it-yourself biology is implantation of devices into one’s body for
medical purposes. Many of these devices are used to monitor a medical condition or to
optimize drug delivery to manage disease, such as implantation of veterinary chips for
monitoring vital signs, use of a wearable artificial kidney that performs dialysis via a coated skin
port, and homemade insulin pumps. Pharmacists need to be aware of these devices, as they
impact how patients receive medications and how they are treated. At some point in their
health journey, patients using these devices are likely to be admitted to a hospital, a
mechanism for documentation of this information in the electronic health record is necessary.
Furthermore, pharmacists will need to understand the impact these devices have on the
pharmacokinetics, pharmacodynamics, and other aspects of drug therapy.
An overall approach that should be considered is that of education of those engaged in
the biohacking movement regarding the role of the federal agencies in consumer protection,
risks and benefits and establish practice standards and norms that minimize harm.
Background
The Council discussed biohacking as a topic of interest from the ASHP membership at large. The
Council discussed this emerging area, noting that there are gaps in regulatory oversight as well
as the need for education for pharmacists. The Council believed that a policy in this area is
necessary given the safety, ethical, and regulatory hurdles this movement will encounter, as
well as the risk to patients.
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12. Nonprescription Availability of Oseltamivir
1
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To support expanded access to oseltamivir through a proposed intermediate category
of drug products, as described by ASHP policy, that would be available from all
pharmacists and licensed healthcare professionals (including pharmacists) who are
authorized to prescribe medications, rather than nonprescription designation; further,
To support diagnosis and tracking of influenza through pharmacist-driven influenza
point-of-care testing and reporting to the appropriate public health agencies prior to
oseltamivir dispensing; further,
To support intraoperative documentation of oseltamivir dispensing and associated
testing to all members of the healthcare team in outpatient and inpatient settings;
further,
To advocate that specific and structured criteria be established for prescribing, dosing,
and dispensing of oseltamivir for treatment and prophylaxis by pharmacists; further,
To advocate that pharmacist-provided counseling for oseltamivir and patient education
on influenza be required for dispensing; further,
To continue to promote influenza vaccination by pharmacists, despite oseltamivir
availability; further,
To advocate that the proposed reclassification of oseltamivir be accompanied by
coverage changes by third-party payers to ensure that patient access is not
compromised and that pharmacists are reimbursed for the clinical services provided.

Rationale
Oseltamivir (Tamiflu) is a neuraminidase inhibitor used for the treatment and
chemoprophylaxis of influenza. In July 2019, manufacturer Sanofi signed a deal with Roche
Pharmaceuticals to obtain exclusive nonprescription rights to Tamiflu. ASHP would support the
availability of oseltamivir as an intermediate category of drug products, as described in the
ASHP Statement on Criteria for an Intermediate Category of Drug Products. This designation
would facilitate appropriate use of oseltamivir after patient assessment and professional
consultation by a pharmacist or other licensed healthcare professional who is authorized to
prescribe medications.
There are several perceived advantages and disadvantages of the nonprescription
designation for oseltamivir. Potential benefits include quicker and improved oseltamivir access
for patients, public health value by reducing exposure of sick individuals at provider visits,
unlikely development of oseltamivir resistance based on currently available data, and
experience with oseltamivir as a nonprescription medication in New Zealand since 2007.
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Potential concerns include stockpiling, shortages, questionable efficacy (an approximate
reduction in symptom duration of one day), adverse effects (e.g., nausea, vomiting, headache,
neuropsychiatric effects), reduction of influenza vaccination rates because of oseltamivir
availability, dosing considerations (e.g., renal function, pediatric weight-based dosing), costs,
reimbursement for clinical services provided by pharmacists (e.g., point-of-care influenza
testing, questionnaire screening tool for oseltamivir dispensing), blunting of other more severe
underlying conditions without a provider visit, and overextension of pharmacist responsibilities
and duties. Furthermore, public health considerations must also be a part of this expanded
access. With availability over or behind the counter, patients may bypass visiting their primary
care providers to obtain oseltamivir, and pharmacists will therefore need to assume an active
role in promoting public health by reporting positive cases to local health departments, should
rapid testing and reporting be a requirement of dispensing.
Given the intent to expand patient access to oseltamivir, ASHP advocates that the
proposed reclassification should not result in increased costs to patients and pharmacies.
Modifications to national, regional, and local drug coverage decisions are needed to ensure that
payer policies do not unintentionally restrict or prevent access. In addition, the reclassification
will likely result in an increased workload and potential liability associated with pharmacist
provision of this care, which includes patient screening (and point-of-care testing, if applicable),
patient education, oseltamivir dosing, counseling, and documentation of the care provided in
the pharmacy and medical record. Pharmacists should be compensated for these clinical and
patient care services.
Background
The Council discussed several issues surrounding the clinical and public health implications of
the noprescription status of oseltamivir. From a clinical perspective, the Council explored
considerations for treatment versus prophylaxis, reporting to health departments as a part of
the reporting data collection and public health, access to patient information when considering
dose adjustments, age restrictions for dispensing, the requirement for testing prior to
dispensing, tracking potential resistance, and temporal dispensing restrictions (e.g., only
available during flu season). Other topics the Council discussed included the cost of therapy due
to loss of insurance coverage that has been seen with other drugs moving from prescription to
nonprescription, inappropriate use and dispensing due to lack of patient education (e.g.,
patient presents with “stomach flu” and wants oseltamivir), concerns of stockpiling and
shortages, impact on pharmacist workload due to the recommended reported and testing
requirements, pharmacist reimbursement, and the availability of rapid testing.

Board Actions
Sunset Review of Professional Policies

As part of sunset review of existing ASHP policies, the following policy was reviewed by the
Council and Board and found to be still appropriate. (No action by the House of Delegates is
needed to continue this policy.)
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Patient-Reported Outcome Tools (1107)
Appropriate Use of Antipsychotic Drug Therapies (1604)
Safety of Epidural Steroid Injections (1605)

Other Council Activity
Joint Meeting on Pandemic Preparedness

On Tuesday, September 22, members of all councils and the Commission on Affiliate Relations
met to hear presentations from Don R. Boyce and Joe Pinto of the Mount Sinai Health System
on the lessons learned from Mount Sinai’s experience with the COVID-19 pandemic. Council
and Commission members were asked to reflect on current evidence, the presentations,
background reading, meeting discussion, best practices, and personal experience to advise
ASHP on pandemic-related policy issues relevant to the Council’s purview. Council members
considered existing and potential pharmacist roles in both operational and patient care aspects
of the pandemic, and how the lessons learned from the pandemic could be applied to future
crises that present similar circumstances. Key objectives of the discussion included considering
the need for new or revised ASHP professional policy regarding pandemic preparedness and
response, and suggesting elements of that policy, as well as reviewing current pharmacy
practice related to pandemic preparedness and response and providing advice on ways ASHP
can help advance pharmacy practice through the development of member tools and resources,
best practices, education, and other programmatic approaches.

Adoption of Drug Therapies with Limited Data or Efficacy

The Council discussed the issues that the current pandemic has brought to light, particularly
surrounding the amount of information that has been published in the wake of the COVID-19
pandemic. The Council observed that there has been an incredible number of articles, case
reports, and other publications in a short period of time about the care for these patients.
These resources are often lacking in sample size, fail to demonstrate statistical or clinical
significance, lack peer review, or have variable outcomes. The Council discussed how
pharmacists and other medical professionals should balance the risks and benefits of relying on
such studies in a time of urgent need, such as a pandemic, when safe and effective therapies
are needed more urgently, considering the following:
• how to approach outcomes data where the effect of therapy on morbidity and mortality
aren’t clear;
• how to change disease management as therapies change as more information becomes
available;
• how to assess free, open-access articles and press releases;
• the role of the pharmacist in therapy decision-making; and
• how ASHP and pharmacists at large should collaborate with other professional
organizations to promote quality patient care.
Because the other councils were also looking at this topic as a larger discussion regarding
pandemic preparedness, and the Council on Pharmacy Practice was creating policy on this
issue, the Council on Therapeutics shared recommended clauses on the above-discussed areas
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with the Council on Pharmacy Practice.

Continuous Infusion Vancomycin Monitoring in the Outpatient Setting

The Council reviewed the newly revised guideline: Therapeutic monitoring of vancomycin for
serious methicillin-resistant Staphylococcus aureus infections and discussed the logistical and
therapeutic considerations for continuous vancomycin monitoring, the patient populations
would benefit most from outpatient continuous monitoring, barriers to this approach
antimicrobial therapy, considerations for Bayesian monitoring, and education strategies
providers to monitor this patient population. Ultimately, the Council believed that ASHP should
provide more education on these published guidelines in the form of webinars, podcasts, and
other media to aid pharmacists in evaluating and implementing these guidelines into their
practice.

COUNCIL ON EDUCATION AND WORKFORCE
DEVELOPMENT POLICY RECOMMENDATIONS
The Council on Education and Workforce
Development is concerned with ASHP
professional policies, related to the
quality and quantity of pharmacy
practitioners. Within the Council’s
purview are (1) student education, (2)
postgraduate education and training, (3)
specialization, (4) assessment and
maintenance of competence, (5)
credentialing, (6) balance between
workforce supply and demand, (7)
development of technicians, and (8)
related matters.
Julie A. Groppi, Board Liaison

Council Members
Garrett Schramm, Chair (Minnesota)
Christopher Edwards, Vice Chair (Arizona)
Joseph Barone (New Jersey)
Angela Bingham (Pennsylvania)
Lauren Busch, Student (Missouri)
Carol Heunisch (Illinois)
Jesse Hogue (Michigan)
Amy Holmes (North Carolina)
Norman Hooten (Florida)
Denise Kelley (Texas)
Ann Lloyd (Oklahoma)
Tiffani Neubel-Johnson (Texas)
Jennifer Sternbach (New Jersey)
Erika Thomas, Secretary

1. Professional Identity Formation
1
2

To encourage the pharmacy workforce and pharmacy education and training programs
to foster professional identity formation.
Note: This policy would supersede ASHP policy 1113.

Rationale
The terms “professionalism” and “professional identity” are sometimes mistakenly used
interchangeably. Professionalism is defined by behaviors that are often outwardly visible (e.g.,
credentialing, continuing education, efforts to advance the profession). In contrast, professional
identity formation (PIF) is defined as the process of internalizing a profession’s core values and
beliefs. PIF incorporates the three domains of thinking, feeling, and acting. PIF in pharmacy may
be described as the process of developing a commitment to: (1) high professional standards of
pharmacy practice, (2) high personal standards of integrity and competence, (3) serving
humanity, (4) creating a just and inclusive healthcare system and society, (5) analytical thinking
and ethical reasoning, (6) continuing professional development, (7) acquiring personal
leadership skills, (8) developing effective interpersonal skills, (9) maintaining personal wellbeing and resiliency, and (10) membership and participation in professional organizations.
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Pharmacy professionals and educators have a direct or indirect responsibility to support
the growth and success of others in the pharmacy workforce through mentorship and
modelling. As pharmacy professionals interact with learners, new practitioners, and even
seasoned colleagues, they have the ability to model professional behavior, integrity, ethical
standards, and service to the community. Pharmacy professionals who serve in formal or
informal leadership roles are in a unique position to mentor others in leadership skills.
Pharmacy professionals should mentor others in the various career paths they may pursue as
well as encourage them to elevate their practice level and education.
Some of the barriers to PIF include mentors and preceptors being pressured into a role
rather than being allowed to decide whether they choose to do so voluntarily, increased
pharmacy workload, and staff burnout. Developing student professionalism (sometimes
referred to as “professional socialization”) has been part of pharmacy education for decades,
but a broader focus on PIF more generally will better serve the profession of pharmacy during a
time of practice transformation than the current approach to teaching professionalism.
Colleges of pharmacy, other providers of education and training programs, and employers
could promote PIF by providing mentorship programs and other resources.
Background
The Council reviewed ASHP policy 1113, Professional Socialization, as part of sunset review and
voted to recommend amending it as follows (underscore indicates new text; strikethrough
indicates deletions):
To encourage pharmacists the pharmacy workforce and pharmacy education and
training programs to serve as mentors to students, residents, and colleagues in a
manner that fosters professional identity formation. the adoption of: (1) high
professional standards of pharmacy practice, (2) high personal standards of integrity
and competence, (3) a commitment to serve humanity, (4) analytical thinking and
ethical reasoning, (5) a commitment to continuing professional development, and (6)
personal leadership skills.
2. Education and Training in Telehealth
1
2
3
4
5
6
7
8

To acknowledge that telehealth is a growing modality that supports the pharmacy
workforce in providing direct patient care; further,
To support training and education for the pharmacy workforce in innovative models
that support telehealth services; further,
To promote the incorporation of students and residents into virtual modalities of care
and interdisciplinary collaboration; further,
To foster documentation and dissemination of best practices and outcomes achieved by
the pharmacy workforce as a result of telehealth services.
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Rationale
Continuous development of information technology is rapidly redefining the provision of
healthcare. The expansion of telehealth services creates opportunity to improve access to
telepharmacy and telemedicine for patients unable to access health services in traditional
modalities. Lack of access to healthcare remains critical for many individuals for a variety of
reasons including geographic issues (i.e. rural communities), lack of transportation, physical or
fiscal challenges. The provision of medical care using telehealth allows patients to have access
when they need it at the time they need it.
To ensure that telepharmacy becomes a strong component of telehealth, training and
education must be developed that supports the pharmacy workforce in their delivery of
optimal patient care. Expanded access for the pharmacy workforce as well as interoperability
and information integrity between organizations where patients may receive care is crucial.
Additionally, student learners must have appropriate access levels with oversight to the
electronic health record to ensure development of the skills needed for this type of care.
Research supporting improved outcomes while maintaining security for patients’ health
information is needed to foster continued development.
Background
The Council discussed the differing definitions organizations have developed for telehealth,
telemedicine, and telepharmacy. Telehealth, telemedicine, and telepharmacy have numerous
documented potential benefits and are especially beneficial in rural and remote areas that lack
sufficient healthcare services, including specialty care. The range and use of telehealth services
have expanded over the past decades, along with the role of technology in improving and
coordinating care that brings the pharmacy workforce closer to our patients. However, during
the COVID-19 pandemic, multiple legislative changes quickly expanded telehealth as a method
of providing healthcare while most of the nation was on lockdown.
Given the recent rapid expansion of telehealth, the Council addressed this topic to
determine the need for an ASHP policy to advocate for telehealth training and education for the
pharmacy workforce. Members recognized that the ASHP Statement on Telepharmacy is under
sunset review, but could take up to two years for the statement to be updated and finalized.
Members were in agreement that there is an immediate need for professional policy and are
crafting a new ASHP policy to review and vote to recommend at a fall 2020 Council meeting.
Council members also commended ASHP for the launch of a new online telehealth resource
center.
3. Career Opportunities for Pharmacy Technicians
1
2
3
4
5

To promote pharmacy technicians as valuable contributors to healthcare delivery;
further,
To advocate that pharmacy technicians complete an education and training program
accredited by ASHP and the Accreditation Council for Pharmacy Education (ACPE), and
maintain Pharmacy Technician Certification Board certification; further,
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To advocate that pharmacy technicians complete ACPE-approved certificate programs
that provide training for their current or anticipated roles; further,
To develop and disseminate information about career and training opportunities that
enhance the recruitment and retention of qualified pharmacy technicians; further,
To encourage employers to offer career advancement opportunities (e.g., career
ladders) for pharmacy technicians; further,
To urge compensation for pharmacy technicians commensurate with advanced roles
and responsibilities.
Note: This policy would supersede ASHP policy 1610.

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 provide quality patient care
without the support of competent pharmacy technicians. To support pharmacists and promote
retention, it is important that pharmacy technician positions be viewed as a career and not just
a job. Pharmacy technicians should be provided opportunities for life-long advancement and
compensated appropriately for advanced roles that they assume. There is current ASHP policy
1912 that addresses the Pharmacy Technician Training and Certification, which advocates for
the education, training, and certification for new pharmacy technicians. This covers a need for
the on-going professional development and career advancement for pharmacy technicians.
Background
The Council reviewed ASHP policy 1610, Career Opportunities for Pharmacy Technicians, as part
of sunset review and voted to recommend amending it as follows (underscore indicates new
text; strikethrough indicates deletions):
To promote pharmacy technicians as valuable contributors to healthcare delivery;
further,
To advocate that pharmacy technicians complete an education and training program
accredited by ASHP and the Accreditation Council for Pharmacy Education (ACPE), and
maintain Pharmacy Technician Certification Board certification; further,
To advocate that pharmacy technicians complete ACPE-approved certificate programs
that provide training for their current or anticipated roles; further,
To develop and disseminate information about career and training opportunities that
enhances the recruitment and retention of qualified pharmacy technicians; further,
To support encourage employers to offer pharmacy technician career advancement
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opportunities (e.g., career ladders) for pharmacy technicians, commensurate with
training and education; further,
To encourage urge compensation models for pharmacy technicians that provide a living
wage commensurate with advanced roles and responsibilities.

4. Zero Tolerance of Harassment and Discrimination
1
2
3
4
5
6
7
8

To assert that the pharmacy workforce has a right to expect and responsibility to ensure
a profession in which all individuals are treated with respect and civility, free of all
harassment and discrimination, including but not limited to sexual harassment and
malicious behaviors; further,
To commit to a culture of responsibility and accountability within the profession with
zero tolerance of harassment and discrimination; further,
To foster the development of tools, education, and other resources to promote such a
culture.

Rationale
The Code of Ethics for Pharmacists states that “A pharmacist acts with honesty and integrity in
professional relationships.” The ASHP Statement on Professionalism includes among the
elements of professionalism pride in and service to the profession, conscience and
trustworthiness, and ethically sound decision-making. All forms of discrimination (e.g., race,
color, sex, national origin, religious, sexual orientation/identity, age, disability), harassment
(including sexual harassment), and malicious behaviors such as bullying, intimidation, or
exploitation go against the core beliefs of the profession. All members of the pharmacy
workforce have a professional responsibility to create and sustain a culture of responsibility and
accountability within the profession in which all individuals are treated with respect and civility,
with zero tolerance of harassment and discrimination.
A culture of responsibility and accountability requires that employers and organizations
establish mechanisms for retaliation-free reporting of harassment and discrimination. For such
a culture to thrive, the pharmacy workforce must recognize its professional obligation to not
only follow institutional policies regarding prevention, reporting, and consequences for such
behaviors but to seek out ways to improve the effectiveness of those policies and procedures.
This culture of responsibility and accountability includes the workplace and learning
environments but extends even to such personal but quasi-public conduct as interactions on
social media. As stated in the ASHP Statement on the Use of Social Media by Pharmacy
Professionals, the “higher standards of conduct expected of professionals, even in personal
behavior” imply that “[p]ostings on social media should be subject to the same professional
standards and ethical considerations as other personal or public interactions.”
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As stated in the ASHP Statement on Professionalism, “[o]ne of the fundamental services
of a professional is recruiting, nurturing, and securing new practitioners to that profession’s
ideals and mission.” Formal and informal mentorship relationships are fundamental to the
growth and health of any profession, and abuses of those positions of trust are especially
injurious to victims and the profession. These relationships should be subjected to the strictest
scrutiny and oversight to ensure they are held to the highest standards of conduct.
To further the goal of creating and sustaining a culture of responsibility and
accountability regarding harassment and discrimination, ASHP commits to fostering the
development of tools, education, and other resources to help members, employers, and other
organizations address these important issues.
Background
Recent events in society and the pharmacy profession have drawn attention to sexual
harassment, discrimination, and malicious behaviors. The Council reviewed ASHP policy
position 1916, Intimidating and Disruptive Behaviors, and the ASHP Statement on
Professionalism to determine whether ASHP policy fully addresses these issues. Although these
policies include relevant elements, the Council concluded that ASHP and its members would
benefit from policy that more directly and clearly expresses ASHP’s stance on sexual
harassment, discrimination, and malicious behaviors. The Council recognized the ASHP’s
webinar series “Creating Respectful Organizations: Your Rights and Responsibilities” served as
an example of how ASHP is already providing resources to help members, employers, and other
organizations address these important issues.

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.)
• Quality of Pharmacy Education and Expansion on Colleges of Pharmacy (1108)
• Residency Equivalency (1109)
• Innovative Residency Models (1112)
• Cultural Competency (1613)

Other Council Activity
Joint Meeting on Pandemic Preparedness

On Tuesday, September 22, members of all councils and the Commission on Affiliate Relations
met to hear presentations from Don R. Boyce and Joe Pinto of the Mount Sinai Health System
on the lessons learned from Mount Sinai’s experience with the COVID-19 pandemic. Council
and Commission members were asked to reflect on current evidence, the presentations,
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background reading, meeting discussion, best practices, and personal experience to advise
ASHP on pandemic-related policy issues relevant to the Council’s purview. Council members
considered existing and potential pharmacist roles in both operational and patient care aspects
of the pandemic, and how the lessons learned from the pandemic could be applied to future
crises that present similar circumstances. Key objectives of the discussion included considering
the need for new or revised ASHP professional policy regarding pandemic preparedness and
response, and suggesting elements of that policy, as well as reviewing current pharmacy
practice related to pandemic preparedness and response and providing advice on ways ASHP
can help advance pharmacy practice through the development of member tools and resources,
best practices, education, and other programmatic approaches.

Endorsement of Camden Coalition Core Competencies

The Council voted to recommend endorsing the Camden Coalition Core Competencies for FrontLine Complex Care Providers.

Recent Pharmacy Workforce-Related Survey Results and Updates

The Council discussed several recent pharmacy workforce-related survey results, including the
AACP New Graduate Surveys, the 2019 National Pharmacist Workforce Survey (NPWS) and the
recently launched Pharmacy Demand Report developed by the Pharmacy Workforce Center
(PWC), to determine whether there are implications for ASHP policy.
The Council received an update on the Pharmacy Career Information Center (PCIC) and
efforts underway to improve the pharmacy school applicant pipeline were highlighted. The
Council discussed the importance of communicating to ASHP members that the profession is
changing and the pharmacy workforce needs to be proactive about its future. The Council
discussed how the profession should take this opportunity to highlight what pharmacists are
trained to do and how we can continue to expand the scope of currently provided services.

Pharmacy Residency Trends

The Council was provided pharmacy residency-related surveys, including Pharmacy Match 2020
statistics and high-level findings from the inaugural ASHP Resident Survey, to determine
whether there are implications for ASHP policy. During the update on residencies, it was
announced that the number of residency programs has exceeded 2600, although early
estimates show a slowing of recruitment growth for the 2021-2020 pharmacy residency year,
which could be related to workforce recruitment/retention impacted by the COVID-19 global
pandemic. There has been a 39% growth in the number of residency programs in the past five
years and continued growth in the early commitment process for PGY2 residency positions.
Demographic data for residents and residency programs were previously removed due to the
risk of discrimination; however, ASHP Accreditation Services has requested the addition of
demographic data from Liaison International to connect the trends in pharmacy applicant,
student, and resident diversity to evaluate the profession’s journey on diversity, equity, and
inclusion. Council members inquired about individual program level data from the resident and
preceptor surveys, and ASHP will evaluate how to aggregate to minimize potential retaliation
against residency program participants.
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ASHP Residency-Trained Credential

The Council discussed the topic of an ASHP residency credential in response to a
recommendation from the ASHP House of Delegates. Currently, there is no credential awarding
pharmacists a letter designation (e.g., "RTP" for "residency trained pharmacist") for completion
of an accredited residency training program. In the 2019 ASHP Long-range Vision for the
Pharmacy Workforce in Hospitals and Health Systems, credentials are addressed, with no
recommendation for a residency-trained letter designation. Specialty Board Certifications
through the Board of Pharmacy Specialties (BPS) were emphasized instead. Council members
noted the September 2020 ASHP letter to the sponsoring organizations of a recently released
Emergency Medicine Residents Association (EMRA) Joint Statement on Post-Graduate Training
of Nurse Practitioners and Physician Assistants, expressing ASHP’s grave concern over the
statement’s call to limit use of the terms “resident,” “residency,” “fellow,” and “fellowship” in a
medical setting to postgraduate clinical training of medical school physician graduates within
GME training programs.
The Council addressed this topic to explore the policy implications of creating a
residency-trained credential to be used by pharmacists who have successfully completed an
ASHP-accredited residency training program. Members agreed that this issue is most
appropriately addressed through educational efforts to bridge divisions between pharmacy
workforce practitioners rather than through creation of a separate credential for this segment
of the pharmacy workforce.

Workforce Support During Unprecedented Times

During this extraordinary time, hospitals and health systems were required to make decisions
affecting their employees and took many approaches to stabilize their workforce. Now, as
society continues through a global health threat, the Council was asked to reconsider workforce
support and whether the pharmacy workforce is essential. As part of the conversation, Council
members considered the definition of essential workers. According to the U.S Department of
Homeland Security, essential workers are those who conduct a range of operations and services
that are typically essential to continue critical infrastructure operations. An essential employee
is a designated employee who is required to work during a business closure in order to meet
operational requirements. Council members reflected on the local impact of the ASHP
Statement on Pharmacy Residency Furloughs from the COVID-19 pandemic, although the
statement did not address the entire pharmacy workforce. Council members noted that the
visibility of the role of pharmacists had in responding to the COVID-19 pandemic may assist
with the Pharmacy is Right for Me campaign, a national online pharmacy student recruitment
campaign that ASHP supports.

COUNCIL ON PHARMACY MANAGEMENT
POLICY RECOMMENDATIONS
The Council on Pharmacy Management is
concerned with ASHP professional policies
related to the leadership and management
of pharmacy practice. Within the Council’s
purview are (1) development and
deployment of resources, (2) fostering costeffective use of medicines, (3) payment for
services and products, (4) applications of
technology in the medication-use process,
(5) efficiency and safety of medication-use
systems, (6) continuity of care, and (7)
related matters.
Jamie S. Sinclair, Board Liaison
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Staci Hermann, Chair (New Hampshire)
Arpit Mehta, Vice Chair (Pennsylvania)
Jennifer Belavic (Pennsylvania)
Daniel Dong (California)
Monica Dziuba (Louisiana)
Kaitlyn Grieves, Student (Kentucky)
Amanda Hays (Missouri)
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1. Supply Chain Resilience During Disasters and Public Health Emergencies
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

To support building an enhanced and resilient hospital and health-system supply chain
that is lean and economical during normal operations yet nimble enough to support
patient care needs during large surges in demand for pharmaceuticals and medical
supplies; further,
To advocate for ongoing federal evaluation of a national hazard vulnerability
assessment to determine how pandemics and disasters present risks to healthcare and
public health critical infrastructure; further,
To advocate for the development of critical pharmaceutical and medical supply
requirement listings based on a national hazard vulnerability assessment to guide the
composition of government and distributor-managed emergency stockpiles; further,
To urge Congress and state legislatures to direct medical supply and pharmaceutical
distributors to manage both “private sector-owned” medical materiel (just-in-time for
normal operations) and government-owned/distributor-managed emergency stockpiles
(just-in-case for emergencies) that can flow into the private sector supply chain when
release of government-owned materiel during public health emergencies, disasters, or
contingencies is authorized.

Council on Pharmacy Management: Policy Recommendations

Page 37

Rationale
Hospitals and health systems experience supply chain challenges for patient care during routine
operations, and these challenges can be exacerbated by public health emergencies and
disasters. Aspects of the novel coronavirus disease 2019 (COVID-19) pandemic that have
required nimbleness in thinking and action are the transformation of organizational governance
and the need for speed in decision-making. The COVID-19 pandemic has dramatically changed
inventory management and supply chain practices.
Many pre-existing factors contributed to the supply chain crises triggered by COVID-19,
including but not limited to overextended supply lines, lean manufacturing, and outsourcing,
which have been especially unfavorable for hospitals and health systems running just-in-time
(JIT) inventory replenishment. Designed to use capital more efficiently, JIT replenishment relies
on highly accurate demand forecasting and tight coordination with suppliers. When there is a
sudden increase in demand, from a larger number of buyers trying to purchase the same
products at the same time or from the typical number of buyers trying to make larger
purchases, the thin supply chains that support JIT inventories can’t respond quickly enough,
creating long-term backorders at the local, regional, and national levels. An alternative just-incase (JIC) inventory strategy would maintain extensive inventories to reduce backorder risks in
the face of supply and demand uncertainties, but at the cost of forcing organizations to tie up
capital in inventory.
During the COVID-19 pandemic, hospital and health-system governance structures had
to quickly pivot to accommodate shifts in unexpected operational, clinical, and financial
challenges. Organizations quickly embraced the “new normal” of supply chain management
conundrums (e.g., shortages of personal protective equipment and critical drug, minimizing
drug waste), controversial drug therapy considerations for pharmacy and therapeutics
committees, and provisioning planning for alternate care sites (e.g., field hospitals). To prepare
the healthcare system to endure the stresses on critical infrastructure caused by future public
health emergencies or disasters, a shift toward a hybrid supply chain model needs serious
consideration, to reap the benefits of both models and build resiliency into supply chains. Such
a system would use information from a national hazard vulnerability assessment to guide the
composition of emergency stockpiles of critical pharmaceuticals and medical supplies and
require private-sector distributors of those products to manage the supply chains for those
stockpiles when they are released during public health emergencies or disasters in addition to
their normal operations.
Background
The Joint Council and Commission Meeting on Pandemic Preparedness and Response helped
inform discussion of this policy topic, which centered on the resiliency of the supply chain of
medical supplies and pharmaceutical during the COVID-19 pandemic.
2. Minimizing the Use of Abbreviations
1

To support efforts to minimize the use of abbreviations in healthcare; further,
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To encourage education of healthcare professionals and learners (e.g., residents,
students) on minimizing the use of abbreviations across all patient care settings.
Note: This policy would supersede ASHP policy 0604.

Rationale
Although there are anecdotal examples of medical abbreviations causing harm to patients,
there is little good clinical evidence to demonstrate that medical abbreviation use is dangerous
or is causing problems in the delivery of care. Nevertheless, minimizing or even eliminating the
use of medical abbreviations in healthcare has been encouraged for decades. The Institute of
Safe Medication Practices regularly receives reports of errors, some of which have resulted in
adverse events, due to misinterpretation of medical abbreviations. The Joint Commission has
regularly issued updates and guidance on the safe use of medical abbreviations and has also
published a short list of dangerous medical abbreviations and dose expressions that should
never be used. However, despite many key organizations discouraging the use of medical
abbreviations, they continue to be used at an alarming rate. Such use can place new
practitioners at great risk when they have to interpret the abbreviations, as the new
practitioner may have limited knowledge about what the abbreviations mean.
Background
The Council reviewed ASHP policy 0604, Minimizing the Use of Abbreviations, as part of sunset
review and voted to recommend amending it as follows (underscore indicates new text;
strikethrough indicates deletions):
To support efforts to minimize the use of abbreviations in health care; further,
To collaborate with others in the development of a lexicon of a limited number of
standard drug name abbreviations that can be safely used in patient care.
To encourage education of healthcare professionals and learners (e.g., residents,
students) on minimizing the use of abbreviations across all patient care settings.
The Council suggested ASHP provide education and resources for healthcare professionals,
students, and residents to help ensure they are equipped to identify and minimize or even
eliminate the use of medical abbreviations in practice. The Council reviewed ASHP policy 0720,
Standardizing Prefixes and Suffixes in Drug Product Names, as part of the background for this
topic discussion and proposed that ASHP heighten its advocacy regarding its collaborative
efforts to standardize drug prefixes and suffixes.
3. Optimal Pharmacy Staffing
1
2
3

To encourage pharmacy leaders to work in collaboration with physicians, nurses, healthsystem administrators, and others to outline key pharmacist services that are essential
to safe and effective patient care and employee engagement; further,
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To encourage pharmacy leaders to be innovative in their approach and to factor into
their thinking the potential benefits and risks of flexible staffing models, telehealth
practices, legal requirements, accreditation standards, professional standards of
practice, and the resources and technology available in individual settings; further,
To encourage pharmacy leaders to develop contingency plans for changes in staffing
models to accommodate rapid changes in the healthcare environment and the needs of
patients and staff; further,
To encourage pharmacy leaders to develop key performance indicators to support safe
staffing models.
Note: This policy would supersede ASHP policy 2034.

Rationale
The advancement of the pharmacy profession over the past decade has prepared and
positioned pharmacists to care for complex patients and adapt to the dynamic and rapidly
progressive field of medicine. Throughout the years, an increased involvement of pharmacists
in specialty areas such as transplant, critical care, oncology, and pain and palliative care has
been observed. Therefore, it is imperative that such advancement is considered when
developing staffing models, in order to ensure the pharmacy workforce is appropriately
allocated for the provision of consistent, safe, and high-quality patient care.
The complexity of patient care will continue to increase, and with that, so will the
expected responsibilities, opportunities, and skills of the pharmacy workforce. Consequently,
pharmacists engaged in direct patient care are encouraged to pursue and maintain their
training and credentialing in order to continue to enhance their competency, skills, and
participation in innovative practice. The expansion and dynamic nature of the pharmacy
profession requires new approaches to explore flexible staffing models to avoid a stagnant
practice, encourage continual advancement, and accommodate the evolving priorities of the
pharmacy workforce.
The development and implementation of flexible staffing models can enable
pharmacists to engage in further professional development and career advancement (e.g.,
training in areas of specialization, degree programs) and enjoy a more stable work-life
integration experience. Recently, more attention has been drawn to burnout, resilience, and
job satisfaction among the pharmacy workforce. Research has shown that pharmacists are
reporting increased job stress over the previous years and that approximately 53% of
pharmacists are reporting a high degree of burnout, which can consequently threaten patient
safety. Therefore, there is an imperative to develop staffing models to meet staff members’
changing priorities and provide additional flexibility in the workplace. Implementation of
flexible staffing models could improve performance and promote employee engagement in the
workplace. Pharmacy leaders should be committed to maintaining high-quality and consistent
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patient care services and to also promote models that balance patient care with staff priorities.
Various options to consider when exploring flexible staffing models include telehealth
practices, remote order review and verification (i.e., telecommuting), and productivity
measures to ensure patient census is well distributed among pharmacists in charge of providing
clinical services. Another concept related to flexible staffing models is leveraging pharmacy
technicians’ roles to support pharmacist engagement in direct patient care activities. Some
institutions have explored data-driven, staffing-to-demand models based on real-time patientvolume metrics. The concept is to allocate staff to tasks based on the current workload, which
is evaluated daily. Other institutions are also utilizing metrics such as number of doses
dispensed at a certain point in time and volume of order verification throughout the day in
order to divide patient care units evenly among pharmacists that perform order verification or
provide clinical services. Flexible staffing models should support the following principles:
• Sufficient qualified staff must exist to ensure safe and effective patient care.
• During periods of staff shortages, pharmacists must exert leadership in directing
resources to services that are the most essential to safe and effective patient care.
• Within their own organizations, pharmacists should develop contingency plans to be
implemented in the event of insufficient staff—actions that will preserve services that
are the most essential to safe and effective patient care and will, as necessary, curtail
other services.
• Among the essential services for safe and effective patient care is pharmacist review of
new medication orders before the administration of first doses; in settings where
patient acuity requires that reviews of new medication orders be conducted at any hour
and similar medication-use decisions be made at any hour, there must be 24-hour
access to a pharmacist.
The COVID-19 pandemic and the ensuing reduction in elective procedures, routine visits, and
admissions amplified the emphasis on flexing staff to volume. To support fiscal solvency during
and in the aftermath of the pandemic, organizations had to quickly pivot and align staff to
accommodate shifts in volume, resulting in redesigned staffing models to optimize scheduling.
These models have included a mix of onsite and remote offering of services to perform
synchronous and asynchronous work in a more efficient manner, as well as staff furloughs.
Flexing pharmacy staffing models have been previously described, such as pharmacy staffingto-demand models; alternative work schedules; and productivity monitoring to guide hiring and
staffing decisions.
Other healthcare disciplines (e.g., nursing) have historically utilized flexible staffing
models to optimize services, reduce the risk of adverse events, and improve patient outcomes.
The different models explored by nursing include patient ratio, key performance indicators,
patient acuity, collaborative staffing, and supplemental staffing models. There is limited
literature on the use of flexible staffing models, but the concept is being explored by various
health-system pharmacy departments.
Background
The Council reviewed ASHP policy 2034, Staffing for Safe and Effective Care, and voted to
recommend amending it as follows (underscore indicates new text; strikethrough indicates
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deletions):
To encourage pharmacy leaders to work in collaboration with physicians, nurses, healthsystem administrators, and others to outline key pharmacist services that are essential
to safe and effective patient care and employee engagement; further,
To encourage pharmacy leaders to be innovative in their approach and to factor into
their thinking the potential benefits and risks of flexible staffing models, telehealth
practices, legal requirements, accreditation standards, professional standards of
practice, and the resources and technology available in individual settings.; further,
To encourage pharmacy leaders to develop contingency plans for changes in staffing
models to accommodate rapid changes in the healthcare environment and the needs of
patients and staff; further,
To encourage pharmacy leaders to develop key performance indicators to support safe
staffing models.
Recognizing that organizations are increasingly facing the prospect of staff expense reduction,
the Council recommended ASHP explore the development of a statement or a set of guidelines
related to best practice staffing model considerations for hospitals and health systems. The
Council acknowledged that productivity metrics in and of themselves cannot be relied upon to
support a particular practice model and that a combination of factors most effectively
expresses the work and efforts of a pharmacy service. Different assumptions about staffing
discussed by the Council, which could serve as a list of concepts for a best practice document,
include: integration of onsite and remote staffing; extending reach with telehealth pharmacy
practice (e.g., extension of baseline acute and ambulatory care clinical service capability to rural
sites); and use of key performance indicators, taking into account census and non-census-based
characteristics.
A concern voiced with an increased shift to remote work is potential degradation in
relationship and trust building with onsite staff. The Council suggested ASHP review the ASHP
Guidelines on Remote Order Entry Processing to determine whether revision of the document
is required to reflect contemporary approaches. ASHP should further consider advocacy or
partnership with organizations and state affiliates regarding options and education on changing
expectations for remote work.
Finally, the Council recognized that there is now an opportunity for ASHP to take
advantage of the lessons of COVID-19 to advocate for interstate pharmacist licensure (ASHP
policy 2030) or a licensure compact to expand the mobility of pharmacists, particularly as it
relates to remote work.
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4. Patient Access to Pharmacist Care Within Provider Networks
1
2
3
4
5
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To advocate for laws and regulations that require healthcare payer provider networks
to include pharmacists and pharmacies providing patient care services within their
scope of practice when such services are covered benefits; further,
To advocate for laws and regulations that require healthcare payer provider networks
to include all qualified pharmacists and pharmacies who apply to participate as a
provider in the network and to reimburse all participating providers fairly and equitably
for services that are a covered benefit; further,
To acknowledge that healthcare payers may develop and use criteria to determine
provider access to its networks to ensure the quality and viability of healthcare services
provided; further,
To advocate for laws and regulations that would help ensure the same level of patient
care within a payer network by requiring healthcare payers to (1) disclose to
participating providers and those applying to participate the criteria used to include,
retain, or exclude providers; (2) ensure that those criteria are standardized across all
network providers; and (3) collect data on how well providers meet those criteria and
report that data to providers; further,
To advocate for comparative, transparent sharing of performance and quality measure
data based on those criteria.
Note: This policy would supersede ASHP policy 1808.

Rationale

As hospitals and healthcare organizations have become more engaged in developing
ambulatory care and specialty pharmacy services, pharmacies and pharmacists providing
patient care services within those settings increasingly find themselves excluded from
healthcare payer networks and non-integrated delivery networks with specialty pharmacies.
Insurers continue to carve out care from hospitals and health systems by providing patient care
offerings that include but are not limited to infusion services. Vertical integration of the
healthcare value chain has given payers more control over healthcare costs and has better
positioned them to link directly with providers and negotiate value-based contracts. Vertically
integrated systems allow payers to steer patients towards lower-cost-of-care options and block
health-system pharmacies and pharmacists providing patient care services from joining their
networks. ASHP acknowledges that healthcare payers may develop and use criteria to
determine provider access to its networks to ensure the quality of services and the financial
viability of providers (i.e., ensuring sufficient patient volume to profitably operate), but when
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creating provider networks, payers should include pharmacies and pharmacists providing
patient care services, within their scope of practice, when such services are covered benefits.
To ensure equal treatment for healthcare providers, payers should be required to disclose to
participating providers and those applying to participate in a provider network the criteria used
to include, retain, or exclude providers. When pharmacists obtain provider status, the
infrastructure required to implement direct, independent patient care and billing for providerbased services needs to be in place and accessible. Although a possible risk of payer
transparency is a reduction in market competition, comparative, transparent sharing of
performance and quality measure data, based on standardized criteria, reveals the level of
patient care provided and demonstrates to payers and providers where their performance and
quality fall in comparison to others. Ensuring pharmacists and pharmacies have the opportunity
to engage and have access to payers and payer networks improves coordination of care and
patient access to pharmacists’ care; reduces the burden on patients (e.g., access to limited
distribution drugs, eliminating additional copays); and ensures laws, rules, regulations,
standards, and best practices for medication management are implemented and enforced.
Background
The Council reviewed ASHP policy 1808, Patient Access to Pharmacist Care Within Provider
Networks, in response to a recommendation from the ASHP House of Delegates, and voted to
recommend amending it as follows (underscore indicates new text; strikethrough indicates
deletions):
To advocate for laws and regulations that require healthcare payer provider networks to
include pharmacists and pharmacies providing patient care services within their scope
of practice when such services are covered benefits; further,
To advocate for laws and regulations that allow require healthcare payer provider
networks to include all qualified pharmacists and pharmacies who apply to participate
as a provider within a healthcare payer's in the network and to reimburse all
participating providers fairly and equitably for services that are a covered benefit if the
pharmacist or pharmacy meets the payer's criteria for providing those healthcare
services; further,
To acknowledge that healthcare payers may develop and use criteria to determine
provider access to its networks to ensure the quality and viability of healthcare services
provided; further,
To advocate that healthcare payers be required to disclose to pharmacists and
pharmacies applying to participate in a provider network the criteria used to include,
retain, or exclude pharmacists or pharmacies.
To advocate for laws and regulations that would help ensure the same level of patient
care within a payer network by requiring healthcare payers to (1) disclose to
participating providers and those applying to participate the criteria used to include,
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retain, or exclude providers; (2) ensure that those criteria are standardized across all
network providers; and (3) collect data on how well providers meet those criteria and
report that data to providers; further,
To advocate for comparative, transparent sharing of performance and quality measure
data based on those criteria.
Due to the far-reaching and complex implications of the policy, the Council sought review of
proposed amendments and suggestions on wording from the executive committees of the
Section of Specialty Pharmacy Practitioners (SSPP) and the Section of Pharmacy Practice
Leaders (SPPL). The SSPP and SPPL executive committees reviewed the draft policy position and
provided constructive edits, consistent with the intent of the policy rationale, to ensure the
policy recommendation is relevant and assertive.
5. ASHP Statement on the Roles and Responsibilities of the Pharmacy Executive
1

To approve the ASHP Statement on the Roles and Responsibilities of the Pharmacy
Executive (Appendix A).

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.)
• Computerized Provider Order Entry (0105)
• Surface Contamination on Packages and Vials of Hazardous Drugs (1615)

Other Council Activity
Joint Meeting on Pandemic Preparedness

On Tuesday, September 22, members of all councils and the Commission on Affiliate Relations
met to hear presentations from Don R. Boyce and Joe Pinto of the Mount Sinai Health System
on the lessons learned from Mount Sinai’s experience with the COVID-19 pandemic. Council
and Commission members were asked to reflect on current evidence, the presentations,
background reading, meeting discussion, best practices, and personal experience to advise
ASHP on pandemic-related policy issues relevant to the Council’s purview. Council members
considered existing and potential pharmacist roles in both operational and patient care aspects
of the pandemic, and how the lessons learned from the pandemic could be applied to future
crises that present similar circumstances. Key objectives of the discussion included considering
the need for new or revised ASHP professional policy regarding pandemic preparedness and
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response, and suggesting elements of that policy, as well as reviewing current pharmacy
practice related to pandemic preparedness and response and providing advice on ways ASHP
can help advance pharmacy practice through the development of member tools and resources,
best practices, education, and other programmatic approaches.

ASHP Statement on the Role of Health-System Pharmacists in
Emergency Preparedness

The Council recommended that the Council on Pharmacy Practice consider revision of the ASHP
Statement on the Role of Health-System Pharmacists in Emergency Preparedness. As
preliminary guidance for a drafting team, the Council drafted suggestions on how the guidelines
could be improved.
The Council also discussed the idea of an emergency preparedness self-assessment
survey, similar to the web-based Practice Advancement Initiative gap assessment tools, as a
tangible member tool for ASHP to explore. The intent of the tool would be to inform emergency
preparedness readiness posture with a possibility to consider a mentor/match process to help
struggling hospitals close significant emergency preparedness gaps. The Council proposed ASHP
develop and promote education and training opportunities (e.g., a professional certificate
program, journal theme collection) to ensure appropriate attention is placed on leadership and
engagement with emergency preparedness and response and its impact on current and future
pharmacy operations. Continued efforts to amplify ASHP resources on well-being and resilience
was also recommend by the Council.

Ensuring the Security of Medications Stored in Perioperative Areas

During its June 2020 summer call, the Council discussed the practice implications of a position
statement of the American Society of Anesthesiologists (ASA) that supports leaving
noncontrolled medications in or on top of unlocked anesthesia carts in an operating room suite
for brief periods. Subsequent to the summer call, a few Council members participated on a
separate call to explore ASHP policy needs related to this topic and evaluate the different
options in advance of 2020 Policy Week.

ASHP Statement on Telepharmacy

The Council discussed the ASHP Statement on Telepharmacy as part of sunset review. The
Council decided that the statement needs revision to take into account the near-term and
emerging future roles of telehealth pharmacy practice. The term “telehealth pharmacy
practice” was the terminology the Council agreed upon as a suggested replacement for
“telepharmacy.” The Council developed a bullet-point list of topics that serves as preliminary
policy guidance to address in the revised statement and suggested a joint drafting team,
consisting of volunteers from the Council and section(s) (e.g., SOPIT, SPPL, SACP), be charged
with revising the ASHP Statement on Telepharmacy.
There was brief discussion of telehealth pharmacy practice that suggested the Council
would favor the development of guidelines or a more easily adaptable toolkit. Additionally, this
may present an opportunity to align with or consolidate with other existing ASHP guidelines.
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As stated elsewhere, the Council proposed ASHP investigate advocacy options regarding
the pursuit and realization of an interstate pharmacist licensure (related ASHP policies 2030,
2024, and 1310) to enable leveraging use of tele-technologies across state lines.
The Council also suggested ASHP pursue survey and publication opportunities (e.g., case
studies, journal theme collection) to capture how telehealth pharmacy practice is being
effectively utilized to demonstrate gains in efficiency and improved patient access and
medication safety. Finally, the Council encouraged strategic communications to improve
awareness of the ASHP Telehealth Resource Center on ashp.org.

ASHP Guidelines on the Recruitment, Selection, and Retention of
Pharmacy Personnel

The Council reviewed the ASHP Guidelines on the Recruitment, Selection, and Retention of
Pharmacy Personnel and recommended that they be updated. The Council focused on creating
a list of higher-level concepts that should be addressed in the guidelines and which would be
addressed more in depth by the actual drafting team. Some concepts for the drafting team to
consider when amending the guidelines include labor contracts; virtual and alternate work
schedules; job sharing; generational differences; contemporary interview questions; career
ladder opportunities; diversity, equity, and inclusion; and pharmacy technician recruitment.

ASHP Guidelines on Medication Cost Management Strategies for
Hospitals and Health Systems

The Council reviewed ASHP Guidelines on Medication Cost Management Strategies for
Hospitals and Health Systems and recommended that they be revised to account for the
current approaches to cost-saving initiatives and issues related to patient-centered care and
fiscal stewardship. The Council suggested how the guidelines could be improved by offering
higher-level concepts that should be addressed in the guidelines and which would be addressed
more in depth by the actual drafting team.
The Council believed that physician leadership and front-line pharmacy staff do not
always have an understanding of revenue cycle, proper chargemaster management, and
medication cost-containment strategies. The Council suggested ASHP provide education on
cost-containment strategies geared toward enhancing pharmacy staff understanding and
physician leader buy-in that aligns with these strategies.

ASHP Statement on the Roles and Responsibilities of the Pharmacy
Executive

The Council reviewed the draft statement with amendments prepared by members of the
Section of Pharmacy Practice Leaders (SPPL) Executive Committee. The Council felt key
components were addressed to update the statement, taking into account contemporary and
emerging roles of the pharmacy executive, but offered a few suggestions on how the document
could be strengthened.
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ASHP Statement on Leadership as a Professional Obligation

The Council reviewed the ASHP Statement on Leadership as a Professional Obligation and
recommended that it be updated.

ASHP Guidelines on Preventing Diversion of Controlled Substances

The Council reviewed the ASHP Guidelines on Preventing Diversion of Controlled Substances
and recommended that they be updated.

COUNCIL ON PHARMACY PRACTICE
POLICY RECOMMENDATIONS
The Council on Pharmacy Practice is
concerned with ASHP professional policies
related to the responsibilities of pharmacy
practitioners. Within the Council’s purview
are (1) practitioner care for individual
patients, (2) practitioner activities in public
health, (3) pharmacy practice standards
and quality, (4) professional ethics, (5)
interprofessional and public relations, and
(6) related matters.

Kristina L. Butler, Board Liaison

Council Members
Andrew Stivers, Chair (Georgia)
Amanda Hansen, Vice Chair (Ohio)
Michael Dickens (Idaho)
Karl Gumpper (Massachusetts)
Barbara Hintzen (Minnesota)
Molly Leber (Connecticut)
Karen McConnell (Colorado)
Alex Mersch (Iowa)
Christopher Pack (Oklahoma)
Kuldip Patel (North Carolina)
Brittany Riley (West Virginia)
Jamielynn Sebaaly (North Carolina)
Kenny (Jon) Wilson, Student (Alabama)
Anna Legreid Dopp, Secretary

1. Role of the Pharmacist and Pharmacy Technician in Pandemic Preparedness and
Response
1
2
3
4
5
6
7
8
9
10
11
12
13

To advocate that all healthcare organizations include pandemic preparedness in
emergency preparedness planning; further,
To promote collaboration and communication among healthcare workers, healthcare
organizations, government agencies, industry, and other stakeholders in pandemic
preparedness and response; further,
To advocate that pharmacy personnel be included as leaders on teams responsible for
pandemic preparedness planning and response at the federal, state, local, and
institutional levels, and that they integrate such planning into emergency preparedness
planning for their workplaces; further,
To encourage all healthcare organizations to establish criteria for evidence-based
medication-use decisions, even when such evidence is scarce, incomplete, or conflicting,
and recognize the unique role that pharmacy personnel have in ensuring the safe and
effective use of medications based on best available evidence and resources; further,
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To advocate that healthcare organizations recognize the unique and collective stress a
pandemic places on healthcare workers and provide suitable resources to maintain
workers' well-being and resilience; further,
To support research on and provide resources and education to aid the pharmacy
workforce in preparing for and responding to pandemics.

Rationale
ASHP has long advocated “that hospital and health-system pharmacists must assertively
exercise their responsibilities in preparing for and responding to disasters, and the leaders of
emergency planning at the federal, regional, state, and local levels must call on pharmacists to
participate in the full range of issues related to pharmaceuticals.” (ASHP Statement on
Emergency Preparedness)
The Coronavirus Disease 2019 (COVID-19) global pandemic differs from other types of
disasters in significant respects, testing the resiliency of the healthcare system and workforce.
Treating patients with a novel viral pathogen has driven rapid evolution in therapies, forcing
healthcare providers to make patient care decisions based on scarce, incomplete, or conflicting
information. These decisions have sometimes been complicated by shortages of crucial drugs,
equipment, or staff, creating a crisis standard of care in which difficult patient care decisions
must be made. The patient surges that healthcare organizations have had to manage have
lasted significantly longer than those of other disasters. Healthcare workers have faced stressful
patient care situations and extended shifts for a longer period of time than in other disasters. In
addition, the fear of infection and of spreading that infection to family members and others has
added additional stress. Infection control procedures have shut down some areas of healthcare
operations, forcing healthcare workers into unfamiliar roles and care settings.
ASHP advocates that the lessons learned from the COVID-19 pandemic be shared
broadly and incorporated into emergency planning at the federal, state, local, institutional, and
pharmacy department levels. Pharmacy leaders, with their unique understanding of
medication-use processes, should be relied upon to provide strategic direction on the full range
of issues related to medication use, especially when evidence is scarce, incomplete, or
conflicting, and drugs or other critical resources are in shortage. The pharmacy workforce
should incorporate the lessons learned in its emergency planning efforts, integrating those
efforts into the efforts of their institutions and communities. ASHP pledges to promote
collaboration and communication among the various stakeholders in pandemic preparedness
and response, and to provide resources and education to aid the pharmacy workforce and
others in preparing for and responding to pandemics, including resources regarding novel
therapies, shortages of drugs and other critical supplies, and healthcare worker well-being and
resilience.
Background
The Council considered the topic at the suggestion of ASHP members and staff and after
participating in the Joint Council and Commission Meeting on Pandemic Preparedness and
Response. The Council recognized that the topic has far-ranging implications for ASHP policy
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and that other councils and the Commission on Affiliate Relations were also examining ASHP
policy on the topic. The Council agreed that their proposed policy may need to be consolidated
or harmonized with the recommendations of those other committees, and that that the topic
would need to be addressed in a variety of ways, through revision of ASHP statements and
guidelines, and through the development of other resources (see Other Council Activity for
other Council actions).

2. Role of the Pharmacist and Pharmacy Technician in Supporting Patient Access to Medical
Supplies
1
2
3
4
5
6
7
8
9

To support patient access to medical supplies as part of a comprehensive treatment
plan; further,
To advocate for policies that empower pharmacy personnel to facilitate patient access
to and effective use of medical supplies, including reimbursement policies; further,
To educate pharmacists, other healthcare professionals, payers, and policymakers
about the role of pharmacy personnel in helping patients obtain and use medical
supplies; further,
To collaborate with other healthcare professional and patient advocacy organizations to
advocate for expanded patient access to medical supplies.
Note: For purposes of this policy, “medical supplies” includes durable medical
equipment, Food and Drug Administration-approved medical devices, and other
nondurable disposable healthcare materials.

Rationale
Pharmacists and pharmacy technicians have the knowledge and skills to support patient access
to medical supplies and equipment, durable medical equipment (DME), and medical devices.
These tools, like medications, are essential components to a patient’s personalized care plan.
Although many providers combine medical supplies and equipment, DME, and medical devices
under the umbrella term “medical supplies,” as is done here for purposes of this policy, there
are critical differences between them that determine how these items are accessed and
reimbursed. Under Centers for Medicare & Medicaid Services (CMS) rules, “medical supplies
and equipment” (e.g., bandages and gauzes) are nondurable disposable healthcare materials
used to serve a medical purpose that cannot be used in the absence of illness or injury or
repeatedly by different individuals. CMS typically does not consider medical supplies and
equipment as a covered benefit. DME (e.g., blood sugar monitors, blood sugar test strips,
continuous glucose monitors, and infusion pumps and supplies) are durable healthcare
materials used at home that can withstand repeated use, provide a medical purpose, and are
not used in the absence of an illness or injury. In contrast to medical supplies and equipment,
DME is covered under Medicare Part B. Finally, the Food and Drug Administration (FDA) defines
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a medical device as an instrument, apparatus, implement, machine, contrivance, implant, in
vitro reagent, or other similar or related article, including a component part, or accessory (FDA.
Medical Devices. Available at: https://www.fda.gov/medical-devices. Accessed August 20,
2020).
Pharmacists are experts in initiating and managing a patient’s comprehensive
medication management (CMM) plan. A CMM is an individualized care plan that helps patients
achieve specific goals of therapy. The patient-centered medical home: integrating
comprehensive medication management to optimize patient outcomes resource guide, 2nd ed.
www.pcpcc.org/sites/default/files/media/medmanagement.pdf). Any intervention that
supplements medication goals and improves a patient’s quality of life and patient outcomes
should be considered in the CMM process and plan, including use of medical supplies and
equipment, DME, and medical devices, and provide an opportunity for a pharmacist or
pharmacy technician to improve patient care.
ASHP has long advocated for the role pharmacists have in helping patients obtain and
properly use drug delivery systems and devices. The ASHP Statement on the Pharmacist’s Role
with Respect to Drug Delivery Systems and Administration Devices states:
Pharmacists bear a substantial responsibility for ensuring optimal clinical
outcomes from drug therapy and are suited by education, training, clinical
expertise, and practice activities to assume responsibility for the professional
supervision of drug delivery systems and administration devices. As a natural
extension of efforts to optimize drug use, pharmacists should participate in
organizational and clinical decisions with regard to these systems and devices.
Extension of those responsibilities to medication-related medical supplies and equipment,
DME, and medical devices is a natural progression in pharmacist patient care. There are many
actions that pharmacists can implement to help improve patient outcomes in regards to
medical supplies and equipment, DME, and medical devices. To increase patient access,
pharmacists can collaborate with patients and physicians to determine which device to use
based on patient indication, preferences, and product specifications. Pharmacists could also
collaborate with CMS and other insurance plans to ensure that patients have adequate
coverage of DME along with advocating to allow pharmacists to submit claims for
reimbursement. Furthermore, ASHP could collaborate with patient advocacy organizations and
disease specific organizations (e.g., American Diabetes Association) to advocate for increased
patient access to specific medical supplies and equipment.
Additionally, pharmacists can advocate for broader pharmacy management of medical
supplies and equipment, DME, and medical devices along with medications as a part of the
patient’s CMM plan. Pharmacists can support patient access through documentation required
for coverage, provide education on how to use the device, monitor the device for safety and
efficacy, and interpret results if applicable. Collaborative practice agreements and credentialing
and privileging are two ways pharmacist can use data provided from the devices to help make
necessary changes to the patient’s medication plan. Pharmacists’ expertise should be leveraged
to help patients procure and manage their medical supplies and equipment, DME, and medical
devices to provide all-encompassing comprehensive medication management.
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Background
The Council considered the topic at the suggestion of ASHP members and staff. Council
members each had a unique perspective on the topic but universally agreed that there is
considerable variation in and challenges with navigating pathways to support patient access to
medical supplies and equipment, DME, and medical devices. Potential actions that the Council
agreed to include development of professional policy, dissemination of education and
resources, and advocacy efforts. Overall goals of these activities are to advocate for
appropriate, safe, and transparent criteria for use by insurers and suppliers; enhance patient
care by streamlining patient access; and close loopholes that prevent pharmacists from reliably
billing for DME in their institutions. Council members also agreed that pharmacy technicians
should be leveraged to support pharmacists in their efforts based on their scope of duties.

3. Standardized Documentation and Attribution of Clinical Interventions by Pharmacists
1
2
3
4
5

To promote the use of standardized documentation of clinical interventions by
pharmacists in a patient’s health record to improve patient outcomes and allow for the
attribution of pharmacist services across the continuum of care; further,
To advocate for the standardization in the measurement of clinical interventions by
pharmacists on patient outcomes.

Rationale
ASHP has advocated for the importance of documentation of pharmacist care in patient
medical records to ensure accurate and complete documentation of the care and services
provided to the patient. However, differences in pharmacy practice within and across health
systems make it hard to standardize such documentation in the electronic health record (EHR).
The differences are caused by diverse clinical practices, EHR permissions, and documentation
elements of the clinical interventions made by pharmacists. Documentation by the pharmacist
may change depending on care settings, the value of intervention, or in respect to
reimbursement. As a result, it is hard to validate and evaluate pharmacists’ impact on patient
outcomes due to the incomplete measurement and attribution of such interventions and lack
of standardized documentation.
Other healthcare providers have released similar statements on documentation within
their fields. The American College of Physicians states that physicians should define
professional standards regarding clinical documentation and use macros and templates
appropriately (Kuhn T, Basch P, Barr M et al. Clinical documentation in the 21st century:
executive summary of a policy position paper from the American College of Physicians. Ann
Intern Med. 2015; 162:301-3). The American Nurses Association (ANA) Principles for Nursing
Documentation states that if patient documentation is not timely, accurate, accessible,
complete, legible, readable, and standardized, it will interfere with the ability of those who
were not involved in and are not familiar with the patient’s care to use the documentation
(ANA’s Principles for Nursing Documentation: Guidance for Registered Nurses. 2010.
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www.nursingworld.org/~4af4f2/globalassets/docs/ana/ethics/principles-of-nursingdocumentation.pdf). The American Speech-Language-Hearing Association (ASHA) states that
speech-language pathologists should participate in the development of the templates that they
will use for billing and clinical documents so that the information that is necessary is provided
(ASHA. Documentation in health care.
www.asha.org/PRPSpecificTopic.aspx?folderid=8589935365&section=References).
Other healthcare providers have recognized the benefits of requiring their
documentation to be recorded in a standardized form that allows other healthcare
stakeholders to quickly access the information. Employing accessible, standardized
documentation improves communication and knowledge sharing between providers.
Pharmacists are valuable members of the healthcare team that contribute significantly to
patient care. More consistency and standardization of a pharmacist’s documentation can
provide essential information on a patient’s care, such as therapeutic drug monitoring,
appropriateness and effectiveness of patient’s medications, or pain and antibiotic
management, for example. Standardized notes enable healthcare team members to review the
pharmacist note and become aware of the medication plan. Implementing standardized
documentation across all healthcare providers, especially pharmacists, will allow for increased
interactions and information to be shared between healthcare providers to improve overall
patient care.
Implementing a standardized clinical pharmacy documentation system will also inform
and enable a measurement approach for evaluation of the impact of pharmacist services. Many
institutions use different tools for operational internal and external benchmarking to meet
these measures; however, the tools are limited in their use for clinical benchmarking (Rough SS,
McDaniel M, Rinehart JR. Effective use of workload and productivity monitoring tools in healthsystem pharmacy, pt 1. Am J Health Syst Pharm. 2010; 67:300–11). Institutions have tried to
implement their own clinical pharmacy productivity measures tools to help demonstrate the
value of de-centralized pharmacists on patient care teams. However, no current measure or
measure set accurately identifies the impact pharmacists have on patient care outcomes or
allows comparison and benchmarking across institutions. In response to this need, the ASHP
Pharmacy Accountability Measures (PAM) Work Group seeks to identify pharmacy-related
clinical quality measures that institutions could use for benchmarking (Andrawis MA,
Carmichael J. A suite of inpatient and outpatient clinical measures for pharmacy accountability:
recommendations from the Pharmacy Accountability Measures Work Group. Am J Health Syst
Pharm. 2014; 71:669-78).
The PAM Workgroup evaluated quality measures endorsed by the National Quality
Forum (NQF) and curated those selected into six therapeutic areas, which include
antithrombotic safety, cardiovascular control, glycemic control, pain management, behavioral
health, and antimicrobial stewardship (Andrawis M, Ellison C, Riddle S et al. Recommended
quality measures for health-system pharmacy: 2019 update from the Pharmacy Accountability
Measures Work Group. Am J Health Syst Pharm. 2019; 76:874–87). Using the NQF-endorsed
measures along with appropriate documentation of these interventions may allow institutions
to more readily benchmark performance.
After determining the most appropriate pharmacy quality measures, the documentation
of the interventions should be standardized and efficient. Implementing standardized
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templates and more retrievable data fields in the documentation process has been shown to
improve workflow for pharmacists. One study demonstrated that by implementing EHR note
templates that allowed retrievable data to be incorporated, pharmacists increased the amount
of time providing value-added services from 47% to 72% and in providing direct patient care
from 27% to 53% (Ekstrand MJ, Kobany JM, Pestka DL. Leveraging quality improvement
principles in comprehensive medication management pharmacy practice: a case example. J Am
Pharm Assoc. 2020; 60:509-15.e1.).
Finally, pharmacists must also be properly educated on how to use a standardized
pharmacy documentation system. In one study, a health system that had implemented an
improved pharmacist clinical intervention documentation system found that a focused
education initiative increased the number of pharmacy clinical interventions 120%, and
associated cost avoidance dollars increased proportionally (Rector KB, Veverka A, Evans SK.
Improving pharmacist documentation of clinical interventions through focused education. Am J
Health-Syst Pharm. 2014; 71:1303–10). Overall, research has shown that focused education has
helped increase the number of clinical interventions documented in a standardized way,
leading ultimately to better care for patients and demonstrating the value of pharmacy
services.
Background
The Council considered the topic at the suggestion of ASHP members and staff. Dr. McConnell
reviewed a presentation she gave on the topic at the 2019 Midyear Clinical Meeting. Dr. Pack
also pointed to similar approaches used for clinical pharmacy services in the Indian Health
Service. Council members reviewed ASHP Policy 1419, Documentation of Patient Care Services
in the Permanent Health Record, and felt a new policy was still warranted based on the topic of
interest. The Council saw a great deal of alignment between the work of the PAM Workgroup
and efforts to implement standardized documentation of clinical pharmacist interventions. The
Council also voted to work with other ASHP component bodies to establish a workgroup to
develop standardized clinical pharmacy documentation and metrics (e.g., key performance
indicators) and to write a commentary for submission to AJHP regarding the need for
standardized clinical pharmacy documentation and metrics (see Other Council Activity).

4. Influenza Vaccination Requirements to Advance Patient Safety and Public Health
1
2
3
4
5
6
7

To advocate that hospitals and health systems require healthcare workers to receive an
annual influenza vaccination except when (1) it is contraindicated, or (2) the worker has
religious objections, or (3) the worker signs an informed declination; further,
To encourage hospital and health-system pharmacists to take a lead role in developing
and implementing policies and procedures for vaccinating healthcare workers and in
providing education on the patient safety benefits of annual influenza vaccination;
further,
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To work with the federal government and others to improve the vaccine development
and supply system in order to ensure a consistent and adequate supply of influenza
virus vaccine.
Note: This policy would supersede ASHP policy 0615.

Rationale
The Centers for Disease Control and Prevention (CDC) estimates that the 2019-2020 influenza
season was associated with 38 million illnesses, 18 million medical visits, 405,000
hospitalizations, and 22,000 deaths. The economic burden of influenza-attributable illness is
estimated at over $83 billion, encompassing direct costs such as hospitalizations and outpatient
visits and indirect costs such as lost productivity from missed days at work.
Influenza immunization of healthcare workers can improve patient safety and decrease
morbidity and mortality by protecting vulnerable patients such as young children and elderly,
immunocompromised, and critically ill patients. The CDC has recommended vaccination of
healthcare workers since 1981. In its recommendation, the CDC considers healthcare workers
as including (but are not limited to) physicians, nurses, nursing assistants, therapists,
technicians, emergency medical service personnel, dental personnel, pharmacists, laboratory
personnel, autopsy personnel, students and trainees, contractual staff not employed by the
healthcare facility, and persons (e.g., clerical, dietary, housekeeping, laundry, security,
maintenance, administrative, billing, and volunteers) not directly involved in patient care but
potentially exposed to infectious agents that can be transmitted to and from health care
workers and patients. In the 2019-2020 season, approximately 80% of healthcare workers were
immunized against influenza, with rates over 90% among hospital employees, despite the fact
that only approximately 70% of hospitals currently require an annual influenza vaccination,
according to the CDC. Pharmacists have a responsibility, as knowledgeable purveyors of
evidence-based medication information, to lead by example in receiving annual influenza
vaccinations and to educate other healthcare workers and patients about the importance of
influenza vaccination.
Background
The Council reviewed ASHP policy 0615, Influenza Vaccination Requirements To Advance
Patient Safety and Public Health, as part of sunset review and voted to recommend amending it
as follows (strikethrough indicates deletions):
To advocate that hospitals and health systems require healthcare workers to receive an
annual influenza vaccination except when (1) it is contraindicated, or (2) the worker has
religious objections, or (3) the worker signs an informed declination; further,
To encourage all hospital and health-system pharmacy personnel to be vaccinated
against influenza; further,
To encourage hospital and health-system pharmacists to take a lead role in developing
and implementing policies and procedures for vaccinating healthcare workers and in
providing education on the patient safety benefits of annual influenza vaccination;
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further,
To work with the federal government and others to improve the vaccine development
and supply system in order to ensure a consistent and adequate supply of influenza
virus vaccine.
The Council recognized that pharmacy personnel are included in the first clause’s description of
“healthcare workers” and recommended that the second clause be struck because it could be
read as contradicting the first. This contradiction was introduced when the House of Delegates
changed “healthcare workers with direct patient care responsibilities” in the first clause to just
“healthcare workers.” The original language of the first clause could have been read as
excluding some pharmacy personnel, making the second clause necessary. In addition, the
Council observed that some states have removed the religious exemption from their mandates
but declined to remove that exemption from the policy. Finally, the Council recognized the
importance of addressing vaccine hesitancy in ASHP policy but recommended that the topic is
better suited for inclusion in another ASHP policy position or the ASHP Guidelines on the
Pharmacist’s Role in Immunization, as this policy is focused on the healthcare workforce rather
than on the public.

5. Safe and Effective Extemporaneous Compounding
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

To affirm that extemporaneous compounding of medications, when done to meet
immediate or anticipatory patient needs, is part of the practice of pharmacy and is not
manufacturing; further,
To support the principle that medications should not be extemporaneously
compounded when they are commercially and readily available in the form necessary to
meet patient needs; further,
To encourage pharmacists who compound medications to use only drug substances that
have been manufactured in Food and Drug Administration-registered facilities that have
been inspected within the past two years and that meet official United States
Pharmacopeia (USP) compendial requirements where those exist; further,
To advocate that all compounding activities meet applicable USP standards and federal
and state regulations; further,
To support the principle that pharmacists be adequately trained and have sufficient
facilities and equipment that meet technical and professional standards to ensure the
quality of compounded medications; further,
To encourage USP to develop drug monographs for commonly compounded
preparations; further,
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To educate prescribers and other healthcare professionals about the potential risks
associated with the use of extemporaneously compounded preparations.
Note: This policy would supersede ASHP policy 0616.

Rationale
The practice of compounding has evolved along with the profession of pharmacy and it remains
an essential component of patient care and pharmacy practice. With advances in
pharmaceutical manufacturing, the need for preparation of individualized medications based
on a prescription or medication order has decreased but not disappeared. Extemporaneous
compounding of medications, when done to meet immediate or anticipatory patient needs, will
likely always be an essential part of the practice of pharmacy, and cannot be replaced by any
manufacturing model currently envisioned. Commercially and readily available drug products in
the form necessary to meet patient needs should always be preferred to extemporaneously
compounded alternatives. When extemporaneous compounding is required, it should meet
strict requirements to protect patients from receiving substandard or poor-quality medications
that pose a safety risk to their health and well-being. In particular, extemporaneously
compounded sterile preparations must ensure highest quality. Extemporaneous compounding
should be performed only using drug substances that have been manufactured in Food and
Drug Administration-registered facilities that have been inspected within the past two years
and that meet official United States Pharmacopeia (USP) compendial requirements. Such
compounding should only be performed by adequately trained pharmacists and pharmacy
technicians, in facilities and with equipment that meet technical and professional standards to
ensure the quality and integrity of the compounded medication, and in accordance with USP
standards and other applicable federal and state regulations. To facilitate such a high level of
compounding, USP should develop drug monographs for commonly compounded preparations.
ASHP and its members have always devoted a great deal of effort to promoting safe
extemporaneous compounding, through education of pharmacists and pharmacy technicians,
publication of best practices, and advocacy, recognizing the inherent risks of any such
endeavor. Pharmacists and pharmacy technicians have a responsibility to safely prepare and
distribute compounded medications to meet the unique and customized therapeutic needs of
their patients, and ASHP and pharmacists therefore have a responsibility to educate prescribers
and other healthcare professionals about the potential risks associated with the use of
extemporaneously compounded preparations.
Background
The Council reviewed ASHP policy 0616, Safe and Effective Extemporaneous Compounding, as
part of sunset review and voted to recommend amending it as follows (underscore indicates
new text; strikethrough indicates deletions):
To affirm that extemporaneous compounding of medications, when done to meet
immediate or anticipatory patient needs, is part of the practice of pharmacy and is not
manufacturing; further,
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To support the principle that medications should not be extemporaneously
compounded when they are commercially and readily available in the form necessary to
meet patient needs; further,
To encourage pharmacists who compound medications to use only drug substances that
have been manufactured in Food and Drug Administration-approved registered facilities
that have been inspected within the past two years and that meet official United States
Pharmacopeia (USP) compendial requirements where those exist; further,
To advocate that all compounding activities meet applicable USP standards and federal
and state regulations; further,
To support the principle that pharmacists be adequately trained and have sufficient
facilities and equipment that meet technical and professional standards to ensure the
quality of compounded medications; further,
To encourage USP to develop drug monographs for commonly compounded
preparations; further,
To educate prescribers and other healthcare professionals about the potential risks
associated with the use of extemporaneously compounded preparations.
The revisions suggested by the Council align with more contemporary standards and
regulations that exist for compounding.
6. Universal Immunization Against Vaccine-Preventable Diseases in the Healthcare
Workforce
1
2
3
4
5
6
7

To support polices that promote universal vaccination against preventable infectious
diseases among healthcare workers, including all members of the pharmacy workforce,
as a safeguard to patient and public health; further,
To encourage the use of evidence-based risk assessments to determine inclusions and
exemptions for mandatory vaccine requirements; further,
To support employers in mandatory vaccine requirements if risk assessments determine
it would promote patient and public health; further,

9

To urge healthcare organizations to have policies that address additional infection
prevention practices required for exempted healthcare workers; further,

10

To foster the development of tools, education, and other resources to reduce vaccine

8
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hesitancy, increase vaccination rates, and prevent vaccine-preventable diseases among
healthcare workers.

Rationale
Vaccine-preventable diseases (VPDs) pose a threat to vulnerable patients, the healthcare
workforce, and public health. Vaccines are effective in protecting the healthcare workforce and
the patients they care for and with whom they interact. Although voluntary vaccination of
healthcare workers (HCWs), supported by employer-offered strategies, increases vaccination
rates to some extent, mandatory vaccination requirements carry heavier weight and can result
in near-universal vaccination rates. The effectiveness of this approach has led to HCW
vaccination requirements from the Occupational Safety and Health Administration,
recommendations from the Centers for Disease Control and Prevention (CDC), policy
endorsements from numerous professional organizations, and quality measures for federal and
commercial payer reporting programs. For example, the CDC Advisory Committee on
Immunization Practices proposes recommendations for the immunization of healthcare
workforce based on (1) those diseases for which routine vaccination or documentation of
immunity is recommended for healthcare personnel because of risks to them in their work
settings and, should healthcare personnel become infected, to the patients they serve; and (2)
those diseases for which vaccination of healthcare personnel might be indicated in certain
circumstances. The current list of VPDs in which healthcare personnel are considered to be at
substantial risk for acquiring or transmitting and in which vaccination is recommended includes
hepatitis B, influenza, measles, mumps, rubella, pertussis, and varicella. In the future, this list
may include vaccination against SARS-CoV-2.
The vaccination-related policies of various healthcare professional organizations contain
similar themes. These policies recognize that mandatory vaccination policies improve
vaccination rates, protecting patients and the healthcare workforce; acknowledge
circumstances that may preclude an HCW from being vaccinated (e.g., medical
contraindications, religious beliefs); express support for following evidence-based practices in
determining which vaccines should be mandatory; and support education of the healthcare
workforce on the benefits of vaccination.
Background
The Council prioritized discussion of universal vaccination given recent authorization of COVID19 vaccines and the urgency in protecting patients and HCWs from exposure risk of SARS-CoV2. The Council felt it was important to broaden their consideration to include all VPDs rather
than focusing on one. The Council concluded that, although this new policy may overlap slightly
with ASHP policy position 0615, Influenza Vaccination Requirements to Advance Patient Safety
and Public Health, ASHP should have policy addressing all VPDs and continue to advocate for
influenza vaccination as a separate policy, due to the annual need for influenza vaccination.
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7. ASHP Statement on the Pharmacist’s Role in Public Health
1

To approve the ASHP Statement on the Pharmacist’s Role in Public Health (Appendix B).

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.)
• Ready-to-Use Packaging for All Settings (0402)
• Pharmacist Accountability for Patient Outcomes (1114)
• Just Culture (1115)
• Ethical Use of Placebos in Clinical Practice (1116)

Other Council Activity
Joint Meeting on Pandemic Preparedness

On Tuesday, September 22, members of all councils and the Commission on Affiliate Relations
met to hear presentations from Don R. Boyce and Joe Pinto of the Mount Sinai Health System
on the lessons learned from Mount Sinai’s experience with the COVID-19 pandemic. Council
and Commission members were asked to reflect on current evidence, the presentations,
background reading, meeting discussion, best practices, and personal experience to advise
ASHP on pandemic-related policy issues relevant to the Council’s purview. Council members
considered existing and potential pharmacist roles in both operational and patient care aspects
of the pandemic, and how the lessons learned from the pandemic could be applied to future
crises that present similar circumstances. Key objectives of the discussion included considering
the need for new or revised ASHP professional policy regarding pandemic preparedness and
response, and suggesting elements of that policy, as well as reviewing current pharmacy
practice related to pandemic preparedness and response and providing advice on ways ASHP
can help advance pharmacy practice through the development of member tools and resources,
best practices, education, and other programmatic approaches.

ASHP Guidelines on the Pharmacy and Therapeutics Committee and
the Formulary System
The Council voted to recommend approval of the ASHP Guidelines on the Pharmacy and
Therapeutics Committee and the Formulary System.
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ASHP Guidance on Pandemic Preparedness Planning

The Council voted to revise the ASHP Statement on the Role of Health-System Pharmacists in
Emergency Preparedness and to develop and maintain a web resource to assist the pharmacy
workforce in pandemic preparedness planning.

Standardized Clinical Pharmacy Documentation and Metrics

The Council voted to work with other ASHP component bodies to establish a workgroup to
develop standardized clinical pharmacy documentation and metrics. The Council also voted to
write a commentary for submission to AJHP regarding the need for standardized clinical
pharmacy documentation and metrics.

ASHP Guidance on Single Unit and Unit Dose Packaging

The Council voted to consolidate into one guidance document and update the ASHP Statement
on Unit Dose Drug Distribution, the ASHP Technical Assistance Bulletin on Repackaging Oral
Solids and Liquids in Single Unit and Unit Dose Packages, and the ASHP Technical Assistance
Bulletin on Single Unit and Unit Dose Packages of Drugs.

Pharmacist and Pharmacy Technician Response to Withdrawal or
Recall of Medications from the Market

The Council voted to revise the ASHP Technical Assistance Bulletin on Hospital Drug Distribution
and Control as an ASHP guideline and include guidance on the handling of medication
withdrawals and recalls.

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

Nishaminy Kasbekar, Board Liaison

Council Members
Steve Riddle, Chair (Washington)
Rusol Karralli, Vice Chair (Texas)
Charzetta James (Florida)
Brian Kawahara (California)
Bernice Man (Illinois)
Emily McTish, Student (South
Carolina)
Luke Miller (Texas)
Matthew Pond (Arizona)
Adam Porath (Nevada)
Jeffrey Schnoor (Vermont)
Elizabeth Shlom (New York)
Elizabeth Rodman (Maryland)
Jillanne Schulte Wall, Secretary

1. Pharmacist Engagement in and Payment for Telehealth
1

To advocate for pharmacists’ provision of telehealth in all sites of care; further,

2

To advocate that reimbursement for telehealth be sufficient to support the practice.

Rationale
During the COVID-19 public health emergency, hospitals, health systems, and clinics quickly
pivoted to providing patient services via telehealth. The Centers for Medicare & Medicaid
Services, commercial payers, and state policymakers have indicated that they would like to
maintain telehealth services post-pandemic. Because pharmacists are not Medicare-eligible, it
has been a struggle to ensure that they can be reimbursed for services provided via telehealth.
In particular, it is vital that services be reimbursed at a level commensurate with complexity and
duration and at an amount sufficient to support the practice, to ensure that patients can
maintain access to services.
Background
The Council discussed the issue of telehealth broadly. They reviewed a number of current
policies, including ASHP policies 2029, Preserving Patient Access to Pharmacy Services by
Medically Underserved Populations; 2034, Staffing for Safe and Effective Patient Care; 2020,
Care-Commensurate Reimbursement; 1301, Payer Processes for Payment Authorization and
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Coverage; and 1808, Patient Access to Pharmacist Care Within Provider Networks.
Overall, the Council felt that the current policies addressed many of the issues related to
pharmacist payment and engagement. However, after extensive discussion, they agreed that a
policy specific was telehealth was warranted. Rather than enumerate multiple changes
necessary for effective telehealth provision, including access to, and support for, technology
and billing and coding at specific levels, the Council agreed that a general statement would best
serve member needs, allowing flexibility to address technological and payment shifts in a fast
shifting environment.
2. Pharmacy Services in a State of Emergency
1
2
3
4
5

To advocate that state boards of pharmacy grant temporary licensure to pharmacists and
temporary licensure, registration, or any other necessary state-mandated credential to
pharmacy technicians during states of emergency; further,
To advocate that state and federal regulatory agencies allow for flexibilities necessary to
provide patient care during a declared state of emergency.

Rationale
During the COVID-19 pandemic, both state and federal policymakers scrambled to provide the
regulatory flexibility necessary to allow patients to access pharmacist services. Although states
are generally willing to be flexible about dispensing during a public health emergency,
pharmacy services themselves are not subject to the same degree of flexibility. Specifically,
pharmacists, more so than other clinicians, struggled to get temporary licensure across state
lines. The lack of access to temporary licensure impeded the ability of pharmacists to move to
areas of great need or to volunteer in states with patient surges. Further, pharmacy services
require flexibility, particularly around inventory control and the ability to reallocate product and
the ability to quickly establish alternate sites of care. During the COVID-19 public health
emergency, remdesivir was allocated to the states, and then the state retained full control over
distribution, which resulted in situations in which hospitals could not transfer product across
state lines to other hospitals, even to related entities, that needed the product more.
Background
During the Council’s broad discussion of COVID-19 treatment and insurance, a number of
members felt that a significant policy gap exists regarding how pharmacy services are treated
during any state of emergency, including a public health emergency. In particular, they noted
that although there is current ASHP policy addressing emergency dispensing, there is not policy
focused on the ability of pharmacists to practice during an emergency. Similarly, they noted
that COVID-19 has underscored the need for general flexibility that can be quickly built out
prior to an emergency. In particular, Council members focused on the need for flexible practice
across state lines, flexibility on inventory control, and flexibility to quickly establish alternate
sites of care.
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Regarding interstate practice, the Council felt that there is generally difficulty in
establishing and maintaining licensure across state lines, and the pandemic merely highlighted
the issue. Further, the Council was concerned that because that National Association of Boards
of Pharmacy is doing away with its Passport Program, which is the established database for
connectivity between states, the process would be even more complex. Additionally, regarding
inventory control, the Council discussed issues of allocation and distribution for remdesivir.
During the public health emergency, remdesivir was allocated to states, and hospitals did not
have the ability to send the drug over state lines to meet patient needs, even when the out-ofstate hospital was part of the same health system.

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.)
• Poison Control Center Funding (1121)
• Manufacturer Promotion of Off-label Uses (1620)
• Timely Board of Pharmacy Licensing (1621)
• Home Intravenous Therapy (1623)
• Ban on Direct-to-Consumer Advertising for Prescription Drugs and MedicationContaining Devices (1624)

Other Council Activity
Joint Meeting on Pandemic Preparedness

On Tuesday, September 22, members of all councils and the Commission on Affiliate Relations
met to hear presentations from Don R. Boyce and Joe Pinto of the Mount Sinai Health System
on the lessons learned from Mount Sinai’s experience with the COVID-19 pandemic. Council
and Commission members were asked to reflect on current evidence, the presentations,
background reading, meeting discussion, best practices, and personal experience to advise
ASHP on pandemic-related policy issues relevant to the Council’s purview. Council members
considered existing and potential pharmacist roles in both operational and patient care aspects
of the pandemic, and how the lessons learned from the pandemic could be applied to future
crises that present similar circumstances. Key objectives of the discussion included considering
the need for new or revised ASHP professional policy regarding pandemic preparedness and
response, and suggesting elements of that policy, as well as reviewing current pharmacy
practice related to pandemic preparedness and response and providing advice on ways ASHP
can help advance pharmacy practice through the development of member tools and resources,
best practices, education, and other programmatic approaches.
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COVID-19 Treatment and Insurance

The Council undertook a comprehensive discussion of COVID-19 treatment and insurance, with
a focus on identifying emerging issues that might require new policy.
The discussion then turned to the issue of vaccine hesitancy and concerns that the
public might not be quick to adopt a new COVID-19 vaccine. The Council suggested that ASHP
consider other options for combatting vaccine hesitancy, including working directly with federal
agencies and/or other provider groups on vaccine outreach strategies, including public relations
campaigns.
Finally, during the course of the COVID-19 treatment and insurance discussion, the issue
of regulatory barriers impeding treatment arose. It was during this discussion that the problem
of quickly getting temporary licensure across state lines was raised, which eventually resulted in
the proposed new policy, Pharmacy Services in a State of Emergency.

Sourcing Raw Materials for Drug Manufacturing

The Council considered whether new policy is needed specific to the sourcing of active
pharmaceutical ingredient (API) from foreign countries. At the outset of the pandemic, major
concerns arose about whether the concentration of API manufacturing in China and India would
create global drug shortages.
The Council felt that ASHP should focus on global reinforcement of supply chains,
meaning that investments should be made not only in domestic manufacturing but in
strengthening manufacturing across the world. The Council noted that calls to focus solely on
domestic manufacturing capacity could create shortage problems by concentrating the supply
chain in a single geographic locale rather than building in redundancies. The Council
recommended that the rationale for ASHP policy 1905, Mitigating Drug Product Shortages, be
updated to note the importance of geographically and commercially diversified API
manufacturing operations.

Discriminatory Laws and Interference with the Patient/Provider
Relationship

The Council formalized a recommendation to the Council on Education and Workforce
Development (CEWD) and/or to the ASHP Task Force on Racial Diversity, Equity, and Inclusion
to consider policy requiring implicit bias training for pharmacists. Specifically, the Council
recommended that CEWD or the Taskforce consider the following items:
• Mandatory training on implicit bias, including education at the pharmacy school and
workforce levels, for all healthcare providers;
• Supporting research on healthcare disparities; and
• Equiping patients for shared decision-making regarding treatment.

340B Sustainability and Manufacturer Actions

The Council discussed potential revisions to existing ASHP policy to address recent
manufacturer actions that threaten the sustainability of the 340B Drug Pricing Program,
including placing limits on contract pharmacies and requiring the use of third-party vendors to
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access 340B discounts.
The Council recommended that ASHP survey members on the level of detail they are
comfortable disclosing regarding their 340B savings and data and resolved to reconsider this
issue at a future meeting.

SECTION OF CLINICAL SPECIALISTS AND SCIENTISTS
POLICY RECOMMENDATION
The Section of Clinical Specialists and
Scientists represents clinical experts and
advocates for practice advancement
and improvement in patient care by
creating and translating scientific
advances into practice.
Jamie S. Sinclair, Board Liaison

Executive Committee
Joel C. Marrs, Chair (Colorado)
Megan E. Musselman (Missouri)
Douglas Slain (West Virginia)
Aaron L. Steffenhagen (Wisconsin)
Jodi L. Taylor (Tennessee)
Stephanie L. Weightman (Texas)
Vicki Basalyga, Director

1. ASHP Statement on the Pharmacist’s Role in Clinical Pharmacogenomics
1
2

To approve the ASHP Statement on the Pharmacist’s Role in Clinical Pharmacogenomics
(Appendix C).

Appendix A

House of Delegates
ASHP Statement on the Roles and Responsibilities of the
Pharmacy Executive
1

Position

2

Leading hospitals and health systems must have a strategic and innovative pharmacy executive

3

who plans and oversees the design and operation of the entire and complex medication-use

4

process throughout the system. It is essential that this leader report to an executive who can

5

help the leader execute the practice models of tomorrow that include business outside normal

6

hospital practice.
As the most knowledgeable leader of the medication-use process, this leader (may be

7
8

referred to as the “chief pharmacy officer” but hereafter “the pharmacy executive”) proactively

9

aligns pharmacy goals with strategic organizational initiatives to advocate for pharmacy

10

practice advancement and improved patient care. The intrinsic value a pharmacy executive

11

brings to the organization’s enterprise and executive leadership includes the following:

12

•

continuum of care to improve health outcomes.

13
14
15

Ensuring the enterprise’s strategic planning leverages pharmacy services across the

•

Ensuring pharmaceuticals and pharmaceutical benefit designs focus on total health through
the formulary, with procurement driven by clinical efficacy.
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•
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Collaborating with healthcare executives within and external to the health system to foster

17

and build cross-functional relationships and to align interdisciplinary services with initiatives

18

such as quality metrics and financial performance.

19
20

•

Advancing patient care services through the promotion of pharmacy best practices by the
creation and adoption of emerging technologies and innovative services.

21
22

Background

23

Significant changes in pharmacy practice, healthcare, and health-system management over the

24

past 20 years have dramatically transformed the traditional role of the pharmacy director.1

25

More widespread use of the title “chief pharmacy officer” was first proposed in 2000 in an

26

attempt to meet these new transformations and to enhance the contribution pharmacy makes

27

to patient care by creating organizational parity between the pharmacy executive and other

28

executive officers (e.g., chief nursing, medical, and information officers).2

29
30

Responsibilities and value of the pharmacy executive

31

The pharmacy executive assesses the ever-changing healthcare environment for emerging

32

trends and identifies opportunities to leverage the pharmacy team’s expertise to improve the

33

value of care across the healthcare continuum. Success as a pharmacy executive is predicated

34

on building and maintaining relationships with diverse groups of people in order to be part of

35

setting the overall strategy for the organization. Navigating solid and dotted-line reporting

36

relationships, such as in a matrix organizational structure, requires the pharmacy executive to

37

exercise a wider range of influence and persuasiveness rather than relying on traditional
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38

hierarchy and formal control to accomplish objectives. As it relates to patient care and clinical

39

services, the pharmacy executive leads all pharmacists and pharmacy staff across the

40

organization. The pharmacy executive ensures that pharmacists are optimally positioned and

41

resourced to improve the quality, safety, and efficiency of medication management and

42

patient outcomes in the most cost-effective manner. The pharmacy executive leads the

43

pharmacy’s financial performance within the context of the broader health system through

44

the evaluation of medication expenditure patterns and reimbursement trends, including

45

value-based reimbursement and purchasing. As reimbursement and revenue capture become

46

increasingly complex, the pharmacy executive can provide leadership across multiple

47

disciplines (e.g., finance, nursing, medicine, pharmacy) to optimize reimbursement from

48

involved government and commercial payment programs and meet metrics for value-based

49

contract requirements.3,4 She or he is also responsible for medication access in their

50

organization to ensure patients have the most effective and affordable medications.

51

In performing these responsibilities, the pharmacy executive must bring continuous and

52

evergreen value to the pharmacy team, the health system’s executive team, and the

53

organization as a whole. The pharmacy executive establishes key relationships with both

54

internal multidisciplinary executives and external vendors, group purchasing organizations, and

55

manufacturers to elevate services and optimize the pharmaceutical supply chain, respectively.

56

In addition to optimizing the supply chain, the pharmacy executive plays a key role in

57

developing a vision for information and technology solutions in the medication-use process and

58

must work collaboratively with the chief information officer to advance pharmacy informatics

59

and technology. During all phases of a public health emergency or disaster event, pharmacy
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60

executive presence in a hospital or health system’s emergency operations center is pivotal for

61

proactive planning and maintaining secure, functional, and resilient health and public health

62

critical infrastructure. The pharmacy executive is integral in advancing pharmacy services in the

63

midst of rising competitors, ensuring the vitality of the organization as healthcare transforms.5-

64

7 She or he must maintain a focused effort to acquire, share, and reinvest in their own self-

65

development and the development of the leadership team striving for a continuous pursuit of

66

practice advancement.

67
68

Experience and education of the pharmacy executive

69

The pharmacy executive is a professionally competent, legally licensed pharmacist with a broad

70

level of experience in health-system pharmacy practice and management and with a strategic

71

vision for the profession. Additional qualifications may include an advanced management

72

degree; a clearly evident successful record of leading people, operations, finance, and clinical

73

services; and completion of a pharmacy residency program accredited by ASHP (e.g., health-

74

system pharmacy administration and leadership residency).

75

What distinguishes the pharmacy executive from the established director of pharmacy

76

position is the increased breadth and depth of the involvement in the health system’s strategic

77

planning and decision-making processes at the most senior levels. The pharmacy executive has

78

experience in leading the medication-use process, including optimizing the pharmaceutical

79

supply chain, making evidence-based systematic clinical decisions, supporting medication-

80

management systems and policies, implementing technology to elevate patient care, and

81

optimizing financial performance. The pharmacy executive, therefore, provides pharmacy’s
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unique clinical and business perspectives in decisions related to changes in the medication-

83

management system.8-10 To support these changes, the pharmacy executive leverages

84

technology to develop the most cost-effective labor model.

72

85
86

Reporting structure

87

The pharmacy executive has a market-competitive title internally consistent with others

88

reporting at that organizational level, reports directly to the organization’s principal executive

89

(e.g., chief executive officer [CEO], chief operating officer [COO]), participates as a member of

90

the medical executive committee, and routinely engages with the health system’s executive

91

leadership as well as the board of directors. By working collaboratively with others at this most

92

senior executive level, the pharmacy executive ensures that health-system pharmacy services

93

are optimally positioned to most effectively contribute to the organization’s strategic initiatives

94

and address systemwide opportunities. A structure in which pharmacy leadership reports

95

directly to the principal executive rather than through layers of management allows the

96

pharmacy executive to engage in critical decision-making and be more effective and influential

97

in helping the health system anticipate and address rapid change.

98
99

Conclusion

100

Optimal patient care, quality health outcomes, and pharmacy practice advancement requires

101

progressive hospitals and health-systems that have an educated pharmacy executive

102

responsible for the strategic planning, design, operation, and improvement of the

103

organization’s pharmacy services across the care continuum. Because of these expected
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104

contributions, the pharmacy executive must be properly positioned within the health system’s

105

senior executive management team to ensure that health-system pharmacy services are best

106

leveraged to meet the ever-changing demands of the future of healthcare delivery.
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Appendix B

House of Delegates
ASHP Statement on the Pharmacist’s Role in Public Health
1

Position

2

Pharmacists play a vital role in maintaining and promoting public health. All pharmacists have a

3

responsibility to participate in global, national, state, regional, and institutional efforts to

4

promote public health and to integrate the goals of those initiatives into their practices.

5

Furthermore, pharmacists have a responsibility to work with public health planners to ensure

6

their involvement in public health policy decision-making and in the planning, development,

7

and implementation of public health efforts.

8

The primary objectives of this statement are to (1) increase awareness of pharmacists’

9

contributions to public health, (2) educate pharmacists about public health and their role in

10

promoting public health, (3) describe the role of pharmacists in public health planning and

11

promotion, and (4) identify new opportunities for pharmacists’ involvement in future public

12

health initiatives. This statement does not provide an exhaustive review of pharmacists’ public

13

health activities. Its intent is to stimulate dialogue about the role that pharmacists can play in

14

improving public health in the U.S. The statement is also meant to draw attention to and

15

highlight the significance of enhanced and proactive communication between the public health

16

sector and the pharmacy profession’s leaders and stakeholders representing national and state
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17

affiliates, colleges of pharmacy, and health systems to advocate the pharmacist’s role in public

18

health.

19
20

Background

21

Public health is a science-based field designed to “protect and improve the health of people and

22

their communities.” 1 In contrast to clinical medicine, public health concentrates on whole

23

populations and communities, working to improve the places where they “live, learn, work and

24

play,”2 through health promoting policies, prevention, interventions and education.

25

These goals are accomplished through an upstream approach, or what could be considered

26

“upstream healthcare.” Public health recognizes four levels of prevention: primordial, primary,

27

secondary and tertiary.3 Primordial prevention is prevention of risk factors for disease, illness,

28

injury, or poor health outcomes from ever developing; primary prevention is the prevention of

29

disease, illness, injury, or poor health outcomes from occurring; secondary prevention focuses

30

on reducing the impact of disease, illness, injury, or poor health outcomes; and tertiary

31

prevention focuses on minimizing the long-term impact of disease, illness, injury, and poor

32

health outcomes.3 While all four levels of prevention are recognized and used in public health,

33

primordial and primary prevention are considered largely upstream, whereas secondary and

34

tertiary prevention are considered more downstream. Public health focuses heavily on

35

upstream efforts while also working closely with the medical community and others to

36

positively impact downstream work. Examples of the different types of prevention can be

37

found in Table 1.

38

There are many factors that contribute to the overall health of a community or population.
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39

To understand how best to prevent the risk factors of disease, illness, injury, and poor health

40

outcomes from ever developing, one must first understand the many factors that contribute to

41

overall health, referred to as “determinants of health.” While there are many determinants of

42

health, most can be grouped into five primary categories: social factors, referred to as “social

43

determinants of health”; policy; health services; individual behavioral choices; and biology and

44

genetics4:

45

•

Social determinants of health include but are not limited to socioeconomic

46

status, employment status, educational attainment, cultural and physical

47

environment, family influence, intimate partners, social groups, and religious

48

groups.

49

•

Policy includes but is not limited to economic policies, political policies, justice

50

policies, educational policies, health policies, work policies, and neighborhood

51

and zoning policies.

52

•

Health services include but are not limited to access to services, quality of

53

services, cost of services, insurance coverage, language access, health programs,

54

and time and means of access.

55

•

Individual behavioral choices include but are not limited to diet; physical

56

activity; alcohol, drug, or tobacco use; handwashing; sexual activity; stress

57

management; sleep; and therapy adherence issues.

58
59
60

•

Biology and genetics include but are not limited to age; gender; sex; biological
response to stimuli, stress, or medications; and genetic predispositions.

The combination of these factors heavily influences the overall health of individuals,
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61

communities, and populations, making healthy living either easier or more difficult.2 These

62

factors are closely intertwined, with no single determinant independent of the others. One

63

study ranked the relative contributions of determinants of health to overall health as follows:

64

behavior, 40%; genetics, 30%; social factors 15%; healthcare, 10%; and environmental factors,

65

5%.5 As Shermock points out, “[e]ven if we get the part that healthcare practitioners typically

66

focus on completely right, that still leaves 90% of what determines health unaccounted for.”6

67

Public health seeks to understand the determinants of health and their influence on risk

68

factors, disease, illness, injury, and negative health outcomes through research. That

69

knowledge is then used to improve the determinants of health and remove the barriers to

70

healthy living, making the healthy choice the easier one.

71
72

Public Health Activities of Pharmacists

73

In 2006, the American Public Health Association (APHA) outlined the public health role of the

74

pharmacist in a statement7 building on two previous APHA publications.8,9 In 2013, the

75

American Association of Colleges of Pharmacy recognized the important role pharmacists can

76

play in public health by including population-based care and reducing health disparities and

77

inequalities in its Center for Advancement in Pharmaceutical Education (CAPE) Educational

78

Outcomes.10 These outcomes also emphasized the pharmacist’s role in the public health

79

components of “design[ing] prevention, intervention, and educational strategies for

80

individuals and communities to manage chronic disease and improve health and wellness.”10

81

The public health duties that an individual pharmacist performs will vary, based on the

82

individual’s experience, abilities, training, and work setting. All pharmacists, working alone or in
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83

collaboration with healthcare colleagues and administrators, can contribute to the promotion

84

of public health. ASHP has described roles pharmacists have in specific public-health-related

85

activities, including antimicrobial stewardship and infection control11; substance abuse

86

prevention, education, and treatment12; prevention of controlled substances diversion13;

87

managing drug product shortages14; immunization15; tobacco cessation16; and emergency

88

preparedness and response.17

89
90

The following are examples of other activities that pharmacists can engage in to promote
public health:

91

● Promoting population health.

92

● Developing disease prevention and control programs (including chronic disease or

93

disease treatment programs).

94

● Promoting medication safety efforts in their institutions and communities.

95

● Engaging in opioid stewardship efforts, including prevention, intervention, and

96
97

treatment.
● Developing health-education policies and programs within their institutions that address

98

the needs of patients, other healthcare professionals, community leaders, and the

99

public, individually and as members of committees with purview over public health-

100

related activities; and participating as members of public health organizations and

101

chapters in pharmacy organizations.

102
103
104

● Advocating for sound legislation, regulations, and public policy regarding disease
prevention and management.
● Engaging in public health-related research and education programs, initiating campaigns
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to disseminate new knowledge, and providing training programs that include basic

106

population health tools such as statistical analysis, epidemiology, disease surveillance

107

techniques, risk reduction strategies, insights into methodology.18

108

80

Population health. Although pharmacists have a role in both, it is important to distinguish

109

population health from community health. Community health “encompasses population groups

110

and the locus (e.g., place, venue, or other unit) of programs, interventions, and other

111

actions,”19 typically implying a geographic basis. In contrast, population health focuses on

112

groups of individuals defined by specific characteristics other than geography, such as a health

113

determinant or disease state. For example, Kindig and Stoddart defined population health as

114

“the health outcomes of a group of individuals, including the distribution of such outcomes

115

within the group.”20 They proposed that the field of population health includes policies and

116

interventions that link health outcomes and patterns of health determinants. Evans, Barer, and

117

Marmor21 described factors in the social environment, external to the healthcare system, that

118

exert a major and potentially modifiable influence on the health of populations.

119

Efforts to improve population health have been defined in different ways. The Institute

120

for Healthcare Improvement Triple Aim Initiative uses the term “population health

121

management” to describe “the work by healthcare organizations to improve outcomes for

122

individual patients to maximize population health,” whereas the National Academy of Medicine

123

prefers the term “population health improvement” to describe “work to identify and improve

124

aspects of or contributors to population health, expanding the focus beyond traditional

125

healthcare delivery systems.”22 Homsted et al.23 provide a process-based definition of

126

population health management:
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127

The active process of strategically utilizing health determinant data for a defined cohort

128

to design, coordinate, and deliver high-quality, cost-effective, patient-centered care

129

across the continuum, through optimizing communication, collaboration, and utilization

130

of available resources with the goal of creating and sustaining health.

131

Population health management, a subset of population health, focuses on the comprehensive

132

care of a specific population to implement needed services and interventions to improve the

133

population’s health.24 Pharmacists can participate in population health management by being

134

able to identify the needs of a population and implement necessary changes by, for example,

135

performing medication reviews (especially of risky or costly medications) and working with

136

other healthcare providers to develop care paths and chronic disease state management

137

programs.26 Given the importance of behavior as a determinant of health, pharmacists can

138

improve population health through concerted actions to improve adherence to medication,

139

diet, and exercise regimens, and through efforts to discourage harmful behaviors such as

140

tobacco use, substance abuse, and high-risk sexual activity. Pharmacists practicing in

141

ambulatory care and primary care settings are particularly well positioned to help ensure

142

patients have received appropriate preventive care, such as well care visits, immunizations, and

143

screenings (e.g., mammograms, colonoscopies). Those pharmacists also have a role in

144

population health management by contributing to team-based monitoring and education of

145

patients about healthy lifestyle choices and screening for social determinants of health.26

146

Medication therapy management (MTM) programs provide one example of a role

147

pharmacists can have a role in population health management. MTM broadly encompasses a

148

range of healthcare services provided by pharmacists that optimize patient outcomes.
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149

Pharmacists can expand their roles by leveraging provider status to improve public health

150

through MTM.27 MTM can be used to identify and resolve drug therapy problems. Pharmacists

151

can develop comprehensive individual care plans, identify and meet vaccination needs, and

152

improve health outcomes through adherence and management of chronic diseases. MTM has

153

the potential to go beyond the treatment and management of diseases and provide

154

pharmacists an opportunity to identify social determinants of health during patient care

155

conversations (e.g., identifying social determinants of health such as food insecurities may

156

shed light on why a patient skips meals and insulin, leading to uncontrolled diabetes) and help

157

address them. Identifying social determinants of health that are impacting patient outcomes

158

and advocating for these patients is an important aspect of MTM, and the future of pharmacy

159

must incorporate social determinants of health principles if the profession is to treat the

160

whole patient and meet the needs of an integrated and multi-professional healthcare system.

161

Some of the leading health initiatives of Healthy People 2030 include smoking cessation,

162

fall risk assessment, vaccinations, and medical product safety,28 which can all be addressed

163

during MTM services provided by pharmacists. Motivational interviewing should be utilized for

164

those who are actively smoking, and benefits of quitting discussed during MTM sessions. This

165

activity, along with identifying needed vaccines and potential fall risks, could improve public

166

health and patient outcomes.

167

The outcomes from the 2013 Center for the Advancement of Pharmacy Education

168

(CAPE) emphasize the importance of this ability for future pharmacists to be trained in

169

identifying and critically analyzing information that may impact patient-centered and

170

population-based care.10 As the volume of population and patient data grows, along with the
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171

ability to analyze that data using tools such as machine learning, human language processing,

172

and harvesting of data from health apps and social media, well-trained pharmacists will be able

173

to harness the power of big data to care for populations more efficiently and effectively.

174

Disease prevention and control. Pharmacists can be involved in disease prevention and

175

control in many ways. For example, they can help develop institutional screening programs to

176

check immunization status and identify undiagnosed medical conditions (e.g., hypertension,

177

diabetes, hyperlipidemia, depression, substance abuse, behavioral health issues). Pharmacists

178

have gained authority in many parts of the U. S. to administer immunizations, sometimes with a

179

prescription from a physician, but often just at the request of the patient, and are making it a

180

routine part of offered services. The goals for disease prevention in Healthy People 2020 was

181

focused on the diseases and conditions listed above.29 Healthy People 2020 also introduced

182

Leading Health Indicators,30 which included social determinants of health.

183

In Healthy People 2030, more attention is focused on preventing disease through

184

attention to upstream influences on health, such as social determinants.28 Healthy People

185

2030 continues to emphasize helping people prevent conditions that have a high impact on

186

costs and quality of life, such as chronic disease, behavioral health and equity, or the equal

187

opportunity to be the healthiest a person can be. Pharmacists can encourage and model

188

behaviors to mitigate threats that are high risk to public health such as anthrax, botulism,

189

plague, smallpox, as well as currently emerging diseases spread by viral and bacterial vectors

190

such as Zika, HIV, influenza (e.g., H1N1), and coronaviruses. These behaviors include

191

handwashing, social distancing, mask wearing, immunization, and not working when

192

symptomatic.31 Table 2 provides a list of ways to prepare for specific pharmacy public health
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roles in epidemic or pandemic response.

194

All healthcare professionals, including pharmacists, have become increasingly

195

concerned about the effect of stress on the overall health of people and interested in

196

promoting ways to reduce stress (e.g., regular exercise, yoga, increasing time in nature,

197

comfort animals). As Healthy People stakeholders, pharmacists can use and make their

198

patients aware of available resources and services by providing website links, data, interactive

199

tools, and reports as passive offerings in clinic and community pharmacies. Pharmacists can

200

more actively manage disease prevention through collaborative care agreements, prescribing,

201

therapeutic medication management, and counseling.

202

Medication safety. Medication safety is one of pharmacists’ primary

203

responsibilities.32,33 Adverse medication events are estimated to cost the United States more

204

than $30 billion dollars a year and inflict incalculable loss and suffering on victims.34 By

205

providing focused and comprehensive medication instruction to individual patients and groups

206

of patients, pharmacists can help reduce emergency room visits and hospital admissions by up

207

to 30%.34 The pharmacist’s role in medication safety and preventable adverse events from

208

medications align with the national public health goals outlined in Healthy People 2030,28

209

which include reducing emergency department visits for overdoses from medications.

210

Pharmacists are ideally suited to serve in leadership roles as an expert resource for medication

211

safety by virtue of their education and training and their responsibility for ensuring medication

212

safety through use of technologies such as barcoding, computerized provider order entry

213

systems, infusion pumps, and clinical decision support. Pharmacists can improve medication-

214

related processes and develop strong medication-safety practices utilizing Just Culture
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principles35 to facilitate high-reliability organizations36 through engagement in facility-wide

216

committees (e.g., medication safety or pharmacy and therapeutics committees).37,38

217

Pharmacists can also promote adherence and effective medication use through initiatives in

218

the community and local organizations. The 2013 CAPE outcomes include an increasing role

219

for pharmacists in improving the safety of medications at each step in the medication-use

220

system and in transitions of care.10 Pharmacists are responsible for monitoring the

221

medication-use system and reporting of medication-related adverse events because of their

222

unique expertise in this area. Pharmacists are often an inherent part of transitions of care

223

(e.g., through community pharmacies, managed-care facilities, long-term care), so they can

224

play a significant role in ensuring medication safety by counseling patients, identifying

225

potential medication-related adverse drug events, and putting in place strategies to prevent

226

those events (e.g., notifying pharmacy colleagues in a setting that a patient is transferring to,

227

or raising awareness of possible threats to medication safety for specific patients).

228

Pharmacists’ ability to problem-solve and decrease future medication-related adverse events

229

is beneficial to public health at large.

230

85

Efforts to address the opioid epidemic. ASHP has described roles and responsibilities

231

pharmacists have in substance abuse prevention, education, and assistance12 and prevention

232

of controlled substances diversion.13 The scope and nature of the opioid epidemic warrant

233

particular focus. Healthcare professionals have come to embrace what is termed “pain

234

management and opioid stewardship,” recognizing that “opioid stewardship is an integral…

235

part of an overall pain management and stewardship strategy” and that behavioral and

236

socioeconomic aspects of care should be “recognized as an overarching component that needs
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237

to be addressed across the spectrum of patients.”39 Pharmacists are well positioned in the

238

healthcare and local communities to collaborate with other providers in the treatment of

239

acute and chronic pain working to apply opioid-alternative therapies when possible. In

240

addition, pharmacists should be engaged to recommend appropriate opioid dosage regimens

241

that decrease overprescribing and reduce the risks of abuse and addiction when necessary.

242

Pharmacists, as part of the interprofessional team, have roles in prevention, intervention, and

243

treatment of opioid abuse and addiction that include but are not limited to the following.

244

Prevention

245

● Collaborating with healthcare colleagues to take an interprofessional approach to pain

246

management and opioid stewardship that incorporates evidence-based non-opioid

247

therapies and reduces the risks of abuse, misuse, and addiction.

248

● Adopting communication and educational approaches to explain dosing instructions to

249

patients in ways that avoid or reduce common problems that stem from opioid misuse

250

or overuse.

251

● Leading efforts to prevent diversion of controlled substances.13

252

● Working with other healthcare professionals, governmental agencies, and civic

253

organizations to destigmatize opioid use disorder and foster development of treatment

254

programs.

255
256
257
258

● Using and advocating for the enhancement of state prescription drug monitoring
programs.
● Participating in public substance abuse education and prevention programs.
Intervention
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260
261
262
263

● Assisting in the identification of individuals, coworkers, and others who may be having
problems related to opioid abuse.
● Dispensing and administering naloxone, and training caregivers to administer and atrisk patients to self-administer naloxone.
● Working with local school districts to provide programming and encourage peer

264

interventions as well as opportunities for counseling with the pharmacist on options

265

for treatment.

266
267

Treatment
● Seeking out education and training in the use of medications used in medication-

268

assisted treatment of opioid use disorder (e.g., methadone, buprenorphine,

269

buprenorphine-naloxone, naltrexone).

270
271

87

● Optimizing therapy outcomes by gathering vital clinical and health screening
information about patients.

272

Laws regarding the prescribing, dispensing, and use of naloxone have changed dramatically in

273

recent years. By 2019, every state in the U.S. had some form of immediate availability for

274

naloxone in pharmacies.40 Healthcare organizations have created training modules for

275

pharmacists on how to use and administer the drug.

276

Health education. Another way pharmacists advance public health is by developing,

277

promoting, and implementing education programs aimed across life's stages.41 Pharmacists

278

have acted as health educators on a variety of topics (Table 3).42-53 In their role as health

279

educators, pharmacists can assess and improve the health literacy of individuals and groups to

280

improve adherence to medication, diet, and exercise regimens; reduce medication-related
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281

adverse events; enhance the individual's role in their care and health; and build trust with

282

pharmacists and the healthcare system. Pharmacists who serve as faculty in health professions

283

schools and colleges have a stake in promoting Healthy People 2030. There is a responsibility

284

on their part to integrate strategies on prevention into curricula and interprofessional

285

experiences for the learner. Employing interactive techniques and tools such as games,

286

simulations, and personal fitness devices encourages engagement and commitment by

287

individuals to activities such as exercise and maintaining healthy diets.

288

Public health policy. Pharmacists should participate in public health policy development,

289

from local boards of health to national programs.54 By linking disease prevalence, medication

290

utilization, and the determinants of disease, pharmacists can place prevention within a larger

291

context. Medication use plays a central role in health and health policy, especially policy

292

directed at chronic disease, which must be formulated with a broad understanding of the

293

relationship between medication therapy and the many other factors that affect disease

294

outcomes. Since medication use increases as patients age, pharmacists’ unique perspective on

295

healthcare policy will become more important as the average age of the U.S. population

296

rises.55

297

As medication-use experts and experienced health-system administrators, pharmacists can

298

and should contribute to the development of public-health related legislation and regulation

299

and should be involved in public program oversight and administration. Legislators, regulators,

300

and program managers at all levels of government should be educated to utilize this expertise.

301

Pharmacists, as individuals and through their professional associations, state and local boards

302

of health, and state boards of pharmacy, are encouraged to participate in legislative,
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regulatory, and oversight processes.
Pharmacists will need knowledge of the policy and financial drivers of public health to

305

engage in advocacy efforts to improve population outcomes.56 To be most effective,

306

pharmacists need to be trained to take leadership roles in public health policy. Postgraduate

307

year 2 pharmacy residencies are now available in Population Health Management and Data

308

Analytics Pharmacy, and dual Pharm.D./M.P.H. degrees are available, as are executive programs

309

in public health practice.

310

Research and training. Pharmacists should be encouraged to pursue more advanced

311

training and gather credentials that will give them added credibility in addressing broad public

312

health initiatives. Pharmacists should strive to be proficient in research methodology,

313

pharmacoepidemiology, and biostatistics, and how these areas apply to public health decision-

314

making. Pharmacists should actively seek experience in the design, implementation, analysis,

315

and interpretation of clinical studies (both observational and experimental), which can be

316

achieved through both pharmacy curriculum and professional education.

317

Pharmacy curricula should be developed in such a way to include public health,

318

biostatistics, and research design.57 Inclusion of the content can help assure that future

319

pharmacists have a strong working knowledge of public health principles as well as population

320

health. It is essential that both experiential and didactic training for students, residents, and

321

research fellows include exposure to research in public health policy, pharmacoepidemiology,

322

pharmacoeconomics, health-related quality of life, and evidence-based medicine, with

323

potential opportunities for publication and/or presentation of their work.

324

Professional education of practicing pharmacists may include refreshers on biostatistics,
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325

research, and public health trends, with a focus on the application and analysis of research

326

findings in the clinical setting. Mentoring and collaborative research projects across multi

327

disciplines is encouraged. Pharmacists can play an important role in data monitoring

328

committees. There are certificate and graduate education programs available for pharmacists

329

to advance their knowledge and skills in the above-mentioned areas of practice.

330

Pharmacists should seek out opportunities to participate in collaborative research.58

331

They are also well suited to serve on institutional review boards, medication safety committees,

332

and pharmacy and therapeutics committees. It is recommended that pharmacists work directly

333

with public health policymakers and other key stakeholders (e.g., leaders in professional

334

organizations, medical centers, academic institutions, governmental agencies, and third-party

335

payers) to learn about processes and to advance their knowledge in order to promote optimal

336

pharmacotherapy.

337
338

Future Roles

339

Some of the future roles of pharmacists in public health will look very similar to their current

340

roles. Safe dispensing of drugs will remain a core responsibility of the profession, but changes in

341

laws regarding dispensing will allow pharmacists to proactively dispense knowledge about

342

medications and increase their primary care responsibilities. Pharmacists will continue to

343

provide easy access to vaccinations and partner with other care providers in grassroots public

344

health campaigns, particularly for underserved populations. Pharmacists will remain key

345

healthcare providers in tobacco cessation. As advances in technology make disease screening

346

more accessible, pharmacists will play an increasingly important role in education and

CPhP: ASHP Statement on the Pharmacist’s Role in Public Health

91

347

screening for conditions such as obesity, hypertension, heart disease, substance abuse, sexually

348

transmitted diseases, and others. With appropriate changes in law and regulation to confer

349

provider status for pharmacists, interpretation of screening test results and referral to other

350

healthcare providers will fall within the pharmacist’s responsibilities. Recognition of

351

pharmacists as healthcare providers and reimbursement for their services would also empower

352

pharmacists to screen for food insecurity, physical or sexual abuse, human trafficking,

353

substance use disorders, and mental health issues.

354

Advances in informatics will permit aggregation and application of population and

355

patient-specific data in ways that will encourage development of population-specific, evidence-

356

based screening and disease management programs. Pharmacists should gain awareness of

357

how artificial intelligence can illuminate the relationships between risk factors, prevention,

358

treatment, and patient outcomes to better predict successful interventions. The burgeoning

359

field of pharmacogenomics has already demonstrated its value in patient-focused

360

pharmacotherapy, as genotyping has enabled prescribers and pharmacists to reduce treatment

361

failures and prevent adverse drug reactions in large groups of people. As pharmacogenomics

362

and the rapidly expanding field of population genetics become even more important,

363

pharmacists, as medication-use experts, will apply these new tools not simply to improve

364

patient-specific pharmacotherapy but to advance public health through population health

365

management.

366
367

Conclusion

368

Pharmacists play a vital role in maintaining and promoting public health. Pharmacists can
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369

improve public health by promoting population health; developing and implementing disease

370

prevention and control programs; advancing medication safety practices; engaging in opioid

371

stewardship; developing health-education policies and programs; advocating for relevant and

372

impactful legislation, regulations, and public policy regarding public health; engaging in public

373

health-related research and education programs; initiating campaigns to disseminate new

374

knowledge; and providing training that includes basic population health tools. All pharmacists

375

have a responsibility to participate in global, national, state, regional, and institutional efforts

376

to promote public health. Pharmacists should integrate the public health practices outlined in

377

this statement into their practices and be empowered by their employers and policymakers to

378

contribute to and improve public health efforts. To more fully utilize their unique expertise,

379

pharmacists should be involved in public health policy decision-making and in the planning,

380

development, and implementation of public health efforts.
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Other Resources
Pharmacists looking for further involvement in public health have many options. First, training
and competence in public health disciplines are invaluable for understanding the field of
public health and its applications to pharmacy practice. Accredited schools of public health
offer traditional didactic classes, and some have courses or continuing education available online that will give the beginner a clearer understanding of the four traditional areas of public
health practice: health administration and policy, health education, biostatistics, and
epidemiology. Pharmacists who wish to pursue a degree in public health can also do so online
at a growing number of schools of public health.
Pharmacists with an interest in federal public health initiatives can start with one of three
main points of access. The first is the Centers for Disease Control and Prevention
(www.cdc.gov), the largest repository of documents, program descriptions, and contacts in
the realm of prevention. Major efforts aimed at disease surveillance, infectious disease
control, immunization, health education, chronic disease maintenance, and disease-related
data management provide an ample and readily available source of information. The second
major source of information is the Office of Disease Prevention and Health Promotion
(https://health.gov/), which provides access to Healthy People and MyHealthfinder (a
personalized screening tool) as well as information about food and nutrition, physical activity,
health literacy, and healthcare quality. Finally, the Agency for Healthcare Research and Quality
website (www.ahrq.gov) has a section on prevention
(https://www.ahrq.gov/prevention/index.html) that provides information on a variety of
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topics as well as access to information from the U.S. Preventive Services Task Force and the
Guide to Clinical Preventive Services.
State government websites provide public health information for their respective states.
State entities serve as the main policymaking entity for public health priorities and strategies,
provide a conduit for federal public health dollars, and are the main repository of health
information and data for the state. States often organize a range of advisory groups, task
forces, and planning committees whose output shapes their public health agenda. These
entities also provide input and direction for state legislative bodies to address, legislate, and
fund.
On the local level, departments of health serve as the main government entities involved
in public health. Aside from their usual routine of immunizations and restaurant inspections,
these boards serve as the policymakers for disaster response and provision of primary care to
underserved populations. They receive federal and state dollars that are used to fund public
health efforts. They are closest to the general population both in their makeup and in their
efforts at improving the public’s health. Pharmacists interested in learning more about public
health and the types of activities that community public health agencies are involved in can
register for a free interactive tutorial at www.nynj-phtc.org/orientation.
Below is a list of websites that provide information related to public health.
Public Health Organizations
● World Health Organization (www.who.int)
● Pan American Health Organization (www.paho.org)
● American Public Health Association (www.apha.org)
● Association of State and Territorial Health Officials (www.astho.org)
● National Association of County and City Health Officials (www.naccho.org)
● Public Health Foundation (www.phf.org)
● Association of Schools of Public Health (www.asph.org)
● Association for Prevention Teaching and Research (www.aptrweb.org/)
Federal Health Agencies
● U.S. Department of Health and Human Services (www.dhhs.gov)
● Office of the Surgeon General, Public Health Reports
(https://www.hhs.gov/surgeongeneral/reports-andpublications/publichealthreports/index.html)
● Centers for Disease Control and Prevention (www. cdc.gov)
● Food and Drug Administration (www.fda.gov)
● Health Resources and Services Administration (www.hrsa.gov)
● National Institutes of Health (www.nih.gov)
● Agency for Healthcare Research and Quality (www.ahrq.gov)
● Environmental Protection Agency (www.epa.gov)
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Table 1. Examples of prevention.
Upstream

Primordial
Prevention
(prevent risk
factors)
Banning smoking in
public areas,
smoking education
programs
Eliminating food
deserts, nutrition
education, healthy
cooking classes,
dietary guidelines
Laws and
regulations against
human trafficking,
education regarding
human trafficking,
establishment of
safe internet
practices

Opioid education
programs, safe
practices to avoid
illness and injury

Downstream

Primary Prevention
(prevent
illness/injury)

Secondary
Prevention
(reduce impact)

Tertiary Prevention
(chronic impact)

Anti-smoking
campaigns, taxes on
cigarettes, smoking
cessation programs,
patches, gum
Increasing access to
farmers’ markets,
health screenings

Treatment for
smoking related
illness, medical
intervention,
patient counseling
Individual
nutrition
counseling,
medical
intervention for
diet-related
illness, vitamins
Screening for
trafficking as part
of all healthcare
provider
interactions,
treatment of
injuries and
illnesses

Disease
management,
respiratory
treatment, therapies
and screenings
Disease
management, health
monitoring

Monitoring opioid
use (both
systemically and
individually), early
intervention

Medication-assisted
therapy, access to
treatment centers,
monitoring

Establishment of
human trafficking
hotline, raising
awareness among the
public, establishment
of sentinel reporting,
education programs
for healthcare
providers as well as
police officers and
other public servants.
Improved opioid
prescribing policies,
opioid disposal
locations and policies
etc., patient
education

Establishment of
resources and safe
havens for victims,
mental health
counseling
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Table 2. Preparing for Specific Pharmacy Public Health Roles in Epidemic/Pandemic Responsea
Role in Communication and Information
To prepare for
Cause
Issues
Counseling visitors and
Concerned and anxious due ● Prepare for increased
family members
to fear of unknown
phone calls and directing
of family members that
come to the facility to
visit
Poor or confusing
Health officials may update
● Communicate and
communication or
information frequently to
collaborate with
information, misinformation
adjust to evolving situation;
institution, local, and/or
different authorities may
state Incident Command
say conflicting or confusing
Centers for coordinated
things
and informed response
● Seek reliable information
sources
● Seek local information
for current quarantine or
treatment
recommendations
● Be an advocate for local
citizens and be vigilant
for emerging issues
● Keep staff well informed
through frequent
communication via
various channels and
provide a forum to
address questions and
concerns
Informing the pharmacy
Information sharing to
● Stay up to date on the
workforce
ensure a ready and engaged
latest information about
workforce
signs and symptoms,
diagnostic testing, and
case definitions for the
epidemic/pandemic
disease
● Share information with
pharmacists at other
institutions experiencing
the same crisis
● Use network groups to
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Role in Supply Chain Management
To prepare for
Cause
Challenges securing
Supply chain disruption
anticipated stocks of
medications and supplies

Role in Pharmacy Operations
To prepare for
Cause
Supplying rapid response
Timely access to treatment
kits

101
keep colleagues at other
institutions abreast of
new information,
guidelines, and issues
● Perform literature
searches and
communicate with drug
manufacturers to obtain
unpublished information
on file for emerging and
investigational regimens
Issues
● Report unusual sales
volumes for medications
or patient complaints
● Determine mechanisms
for obtaining drugs not
available on market (e.g.,
emerging investigational
therapies) during regular
and off-hours
● Report supply chain
issues (e.g., drug
shortages, PPE) to key
facility staff and contact
local/state health
departments
Issues
● For supportive care and
as investigational
therapies emerge,
prepare rapid response
kits containing
information such as
management algorithms,
drug dosing and
administration
guidelines, and
pharmacist contact
numbers
● Make kits available in
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Leadership in medication
use and safety

Safe patient care

Role in Infection Prevention and Control
To prepare for
Cause
Requests to dispose of
Family members of
potentially contaminated
potential disease cases may
medications and supplies
have unused medications
they want to throw away

Updating policies and
procedures

Integrity of drug supply

Protecting workforce from
exposure

● Healthcare workers are
more likely to become
infected if they work
closely with patients
with infectious diseases
● Limiting exposure time
and closeness can help
prevent infection

102
relevant patient care
units such as emergency
departments and
intensive care units
● Ensure that appropriate
education and drug
administration and
dosing guidelines are
available to guide
medical, nursing, and
pharmacy staff
Issues
● Determine local/state
health department
recommendations for
disposing of unused
medication products and
supplies that have been
dispensed to a patient
● Develop or revise
policies and procedures
pertaining to drug
delivery to meet
infection control
precautions
● Orient and education
workforce regarding
infection control
precautions
● Use standard respiratory
precautions
● Handle items associated
with potentially exposed
patients while wearing
gloves
● Frequent hand washing
● Use face masks if
counseling symptomatic
patients
● Ensure that appropriate
pharmacy staff have
been medically cleared,
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●
●
●
Monitoring pharmacy staff

Fever, cough, and shortness
of breath are early signs and
symptoms of some
infectious diseases.

●
●

●
●
Role in Patient Care
To prepare for
Patient/visitor surge

Treating sicker patients

Cause
Patients may seek other
sources of care and
information if local hospitals
closed or under quarantine

Patients may be sicker than

fit-tested, and trained for
respirator use
Use telephone for
counseling
Drop off prescriptions at
home
Bill via credit card to
avoid handling checks or
money
Be prepared to take
temperature of workers
once a shift
If fever, cough, and
shortness of breath are
present, send worker to
designated treatment
site
If a family member is
sick, put employee on
sick leave
Notify occupational
health services

Issues
● Adjust staffing to handle
increased traffic, phone
calls, and other
electronic
communications (e.g.,
social media)
● Manage staff to
accommodate revised or
expanded responsibilities
with appropriate
sleep/rest cycles
● Prepare information for
patients/visitors for
education and
awareness programs
● Report patient surges to
key facility staff and
public health officials
● Review latest CDC
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usual but barred from
hospitals
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information for
education and
awareness programs
● Help triage patients in
accordance with
institution emergency
preparedness plan
● Inform key facility staff
and contact local/state
health departments for
latest guidance and
instructions (e.g., home
quarantine)
Caring for the worried well
Patients who have
● Provide information and
respiratory symptoms but
reassurance through
no history of exposure
education and
awareness programs
● Remind patients to get
other appropriate
vaccines
Requests for ineffective
Remedies for self-treating a ● Provide patients with
prevention and treatment
disease may be requested
most current treatment
options
by patients even though
and prevention
they are not effective
information.
Team-based care
Interprofessional expertise
● Collaborate with key
needed
players (e.g.,
microbiologist) and
communicate on
interprofessional issues
needed to optimize
patient care
● Be proactive and flexible
in assuming new
responsibilities within a
pharmacists scope of
practice
aSource: Adapted from Tables 3.5 and 3.6 in Carter J, Slack M. Pharmacy in Public Health:
Basics and Beyond. ASHP: Bethesda, MD; 2009.
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Table 3. Examples of patient education programs, goals, methods, and alignment with Healthy
People 2030 goals.
Patient
Goals
Method
Aligns with
Education
Healthy
Programs
People 2030
goal
Provide Womens Health
Individual
Birth Control42
Yes
services
Education
Individual
Chronic Disease
Prevention
Group
Yes
Management
Special Populations
Prevention
Individual
Reduce epidemics
Group
43,44
Immunization
Yes
Provide services
Special Populations
Community
Improve health of a nation
Awareness
Improve Patient Outcome
Individual
Improve Health Literacy
Health Literacy Assess
Medication
Group
Yes
45,46
Safety
Special Populations
Community
Awareness
Reduce Stigma
Individual
Direct individual to services
Group
Mental
Provide
services
Special
Populations
Yes
Health47,48
Prevention
Community
Awareness
Reduce disease
Individual
Reduce cost to health system
Group
Nutrition
Yes
Better individual Health
Community
Awareness
Oral
Improve Patient Outcome
Individual
49
Chemotherapy
Prevention
Individual
Groups
Direct individual to services
Substance
Special Populations
Provide services
Yes
50,51
Abuse
Community
Improve health of a nation
Awareness
Flyers or Brochures
Tobacco
Reduce disease
Individual
Yes
Cessation52
Reduce cost to health system
Group
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Better individual Health
Improve Literacy and Guide to
Resources and Support for:
Human Trafficking
Partner and Child Abuse
Community Wellness Services

Resources
Individual
Groups
Brochures and Flyers
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Appendix C

House of Delegates
ASHP Statement on the Pharmacist’s Role in Clinical
Pharmacogenomics
1

Position

2

The American Society of Health-System Pharmacists (ASHP) believes pharmacogenomic testing

3

can improve medication-related outcomes across the continuum of care in all health-system

4

practice settings. These improvements include improved clinical outcomes, decreased side

5

effects, lower cost of treatment, increased medication adherence, more appropriate selection

6

of therapeutic agents, decreased length of treatment, and enhanced patient safety.1-4 Because

7

of their distinct knowledge, skills, and abilities, pharmacists are uniquely positioned to lead

8

interprofessional efforts to develop processes for ordering pharmacogenomic tests and for

9

reporting and interpreting test results. Pharmacists are also singularly qualified to lead efforts

10

to guide optimal drug selection, drug dosing and provide patient as well as provider education

11

based on those results. Pharmacists therefore have a fundamental responsibility to ensure

12

that pharmacogenomic testing is performed when needed and the results are utilized to

13

optimize medication therapy.1 Pursuant to this leadership role, pharmacists share

14

accountability with other health-system leaders, such as physicians, laboratory professionals,

15

and genetic counselors, for the ongoing implementation and application of pharmacogenomics
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1

across the continuum of care. Because test results will have implications throughout a

2

patient’s lifetime, all pharmacists should serve as advocates for preemptive and reactive

3

testing and have a basic understanding of pharmacogenomics in order to provide appropriate

4

patient-care recommendations. ASHP therefore encourages pharmacist education on the use

5

of pharmacogenomics and advocates inclusion of pharmacogenomics and its application to the

6

therapeutic decision-making process in student and resident training, continuing education

7

offerings, and Board of Pharmacy Specialties certification processes. Some advanced

8

pharmacist functions in applying clinical pharmacogenomics may require specialized

9

education, training, or experience.

10
11

Background

12

Clinical pharmacogenomics uses genetic information to guide optimal drug selection and drug

13

dosing for patients to maximize therapeutic effects, improve outcomes, and minimize toxicity.3

14

Although early applications of pharmacogenomics were in the oncology and cardiology realms,

15

the use of pharmacogenomic data has expanded to other across therapeutic areas, for

16

example psychiatry, neurology, and infectious diseases.5-8

17

Pharmacogenomic testing can be performed reactively or preemptively. Reactive testing

18

generally occurs when a patient is experiencing adverse effects unexplained by dose or drug-

19

drug or drug-disease interactions, or when the use of a drug that is affected by

20

pharmacogenomic variations is anticipated. In contrast, preemptive testing occurs when

21

patients are genotyped prior to developing an indication for specific pharmacotherapy; usually

22

multiple pharmacogenomic genes are assessed at the same time. Preemptive testing yields the
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highest value and quality of care for the patient by preventing undesirable drug responses

24

such as toxicity or therapeutic failure.9
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25

Application of pharmacogenomic information requires an understanding of how genetic

26

variations impact the pharmacokinetic and pharmacodynamic properties of a drug and prevent

27

the occurrence of adverse drug events. The combined influence of factors such as age, sex,

28

race, ethnicity, diet, pathophysiologic conditions, and current medication use, as well as their

29

relationship to genetic variability, must also be understood. The development of patient-

30

individualized therapeutic regimens should therefore include an assessment of the patient’s

31

pharmacogenomic profile in addition to their allergy and adverse reaction history, drug

32

interactions, dietary and lifestyle factors, patterns of adherence, and other therapeutic drug-

33

monitoring parameters.10 There are more than a dozen comprehensive, ASHP-endorsed

34

therapeutic guidelines from the Clinical Pharmacogenetics Implementation Consortium (CPIC)

35

to guide pharmacotherapy decisions when pharmacogenomic information is available.11-13

36

From a regulatory perspective, the FDA also provides a list of drugs for which

37

pharmacogenomic markers are included in the drug labeling14 as well as a table of

38

pharmacogenomics associations.15 Pharmacogenomic information is emerging in other

39

sources, such as specialty guidelines and widely used drug information resources, so

40

pharmacists should consult a variety of evidence-based resources in therapeutic decision-

41

making.

42
43

The pharmacist’s patient-care responsibilities include education as well as appropriate and
cost-conscious medication selection and monitoring, which now increasingly include
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pharmacogenomic profile assessment. The purpose of this statement is to describe

45

pharmacists’ responsibilities and accountabilities in the field of clinical pharmacogenomics.

110

46
47

Pharmacists’ Responsibilities

48

Pharmacists’ responsibilities for pharmacogenomics include promoting the optimal use and

49

timing of pharmacogenomic tests; interpreting pharmacogenomic test results; and educating

50

healthcare professionals, patients, and the public about the field of pharmacogenomics. The

51

following are responsibilities that should be part of any clinical pharmacogenomics program:

52

•

routine patient care.16

53
54

Advocating for the rational and ethical use of pharmacogenomics testing as part of

•

Ordering pharmacogenomics tests, when appropriate, and providing test result

55

interpretation and clinical guidance for the return of pharmacogenomic results to

56

providers and patients in collaboration with other healthcare professionals.

57

•

Optimizing medication therapy based on pharmacogenomic test results.

58

•

Providing information and educating healthcare professionals, patients, and members of
the public on the evidence-based, clinical application of pharmacogenomics.

59
60

•

accelerate the application of pharmacogenomics in clinical practice.

61
62

•

65

Facilitating the seamless integration of pharmacogenomics in the electronic health
record (EHR) with clinical decision support.

63
64

Supporting and participating in research, consortia, and networks that guide and

•

Promoting EHR interoperability and portability of patient-specific pharmacogenomic
test results across health systems and to pharmacies.17,18
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Using these responsibilities as a guide, ASHP has developed the following recommendations

67

for pharmacists’ roles in pharmacogenomics.

111

68
69

Pharmacists’ Roles

70

All pharmacists should have a basic understanding of pharmacogenomics to provide patient

71

care incorporating pharmacogenomic recommendations regarding medication response.

72

Elements of a basic understanding of pharmacogenomics should enable pharmacists to

73

perform the following responsibilities:

74

•

process of drug and dosage selection.

75
76

Recommending or ordering preemptive or reactive pharmacogenomic testing to aid in the

•

Designing patient-specific drug and dosage regimens based on a person’s

77

pharmacogenomic profile and other pertinent factors, such as the pharmacokinetic and

78

pharmacodynamic properties of the drug, drug-drug and drug-gene interactions,

79

comorbidities, patient demographics, and laboratory data to optimize patient outcomes.

80

•

indications for cost-effective pharmacogenomic testing.19

81
82

Educating healthcare professionals about pharmacogenomic principles and appropriate

•

Communicating pharmacogenomics-based drug therapy recommendations to the

83

healthcare team, including documentation of and interpretation of results in the patient’s

84

health record.17, 18, 20

85

•

Providing resources and education that empower patients to make informed healthcare

86

decisions about undergoing pharmacogenomic testing and understanding their test

87

results.21

SCSS: ASHP Statement on the Pharmacist’s Role in Clinical Pharmacogenomics
88

•
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Ensuring pharmacogenomic test results are handled in an ethical manner and that patients
are provided access to their genetic data when applicable.

89
90

Pharmacists with specialized education, training, or experience in pharmacogenomics should

91

also assume the following additional roles:

92

•

implementation of a clinical pharmacogenomic program.

93
94

Developing institutional guidelines and processes for or leading the use and

•

Applying collaborative drug therapy management principles to a clinical

95

pharmacogenomics program, including advocating for the reimbursement of testing and

96

pharmacist interpretation by health insurance plans.

97

•

Serving as a subject matter expert for clinical pharmacogenomics. Pharmacists who

98

practice in the oncology setting should also incorporate results of tumor genomics (somatic

99

variations) to personalize and optimize pharmacotherapy. Pharmacists typically have
leadership roles on institutional tumor boards in this practice setting.

100
101

•

as an integral part of medication therapy.

102
103

Contributing to the evaluation and implementation of clinical pharmacogenomics testing

•

Promoting collaborative relationships with healthcare professionals and key departments

104

within the institution to encourage the development and appropriate use of

105

pharmacogenomic principles in patient care.

106

•

Advocating for the use of standardized pharmacogenomic nomenclature, including the use

107

of standardized terms from the Systematized Nomenclature of Medicine Clinical Terms

108

(SNOMED-CT) and Logical Observation Identifiers Names and Codes (LOINC) in EHRs.22,23
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•

Developing pharmacogenomic-specific clinical decision support tools in EHR systems that

110

guide prescribers on the appropriate use and dosing of medicines based on a patient’s

111

pharmacogenomic profile.24-26

112

•

•

Developing and planning pharmacogenomic-specific advanced training opportunities for
pharmacists and other healthcare professionals.

115
116

Encouraging EHR vendors to assist in the seamless integration of pharmacogenomics in the
EHR and promote interoperability and portability of pharmacogenomic data.

113
114

113

•

Establishing processes for communicating patient-specific results with healthcare

117

professionals, including documentation of results in the patient’s health record and

118

informing healthcare providers outside of the institution whose care would be impacted by

119

the results.

120

•

Developing a process for return of results to patients, including patient-specific educational

121

materials explaining the importance and lifelong significance of their pharmacogenomic

122

test results.

123

•

pharmacogenomic testing.

124
125

Developing processes to document patient outcomes and economic benefits as a result of

•

Establishing a process for reinterpretation and updating of pharmacogenomics test results
based on the emergence of new findings.

126
127

•

Designing and conducting pharmacogenomic research.

128

•

Actively contributing to the body of knowledge in pharmacogenomics by publishing articles on the

129
130

topic in the biomedical literature.
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131

Future Directions

132

As pharmacogenomic testing continues to evolve, genotyping will likely be performed using

133

next-generation sequencing (NGS) technologies, and more patients will get tested for a larger

134

number of variants.27 Pharmacists will need to have a basic understanding of NGS , including

135

its limitations and how to address variants of unknown significance.28 The roles of pharmacists

136

must therefore expand and evolve as well, including but not limited to include the following:

137

•

comprehensive medication management workflows.

138
139

Routinely utilizing a patient’s pharmacogenomic test results as standard practice within

•

Working closely with other medical specialties (e.g., close collaboration with medical

140

geneticists or genetic counselors) to provide pharmacogenomics expertise and return of

141

results to patients when broad testing (e.g., whole-genome sequencing) is ordered.

142

•

Assessment of the economic value of clinical pharmacogenomics and pharmacogenomic

143

test reimbursement policies. Payer policies are maturing and are expected to expand as

144

further evidence is generated. The unique expertise of pharmacists will be essential in the

145

development of these best practices policies.29-31

146

•

Data interoperability and sharing of pharmacogenomic test results with other healthcare

147

institutions, including community pharmacies, will be a critical factor to enable continuing

148

use of the information over a patient's lifetime.

149

•

For pharmacists who practice in the oncology setting, aiding in the replication of the

150

successful principles of germline pharmacogenomics integration in the EHR to somatic

151

variations will help optimize medication therapy.

152
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153

Conclusion

154

ASHP believes all pharmacists have a responsibility to take a prominent role in the rational,

155

ethical use and clinical application of pharmacogenomics. Clinical pharmacogenomics

156

initiatives should be spearheaded by pharmacists to promote safe, effective, and cost-efficient

157

medication use. Pharmacists should also lead the efforts of patient and interprofessional

158

pharmacogenomic education.
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House of Delegates
2021 Chair Election FAQs
Why are delegates voting on a new Chair?
Under Section 7.1.2. of the ASHP bylaws, the Chair of the House is elected by a majority of the
House every three years. The House will vote to elect a new Chair for the 2021-2024 term at
this year’s meeting, and the virtual nature of the meeting will require some new procedures.
When will candidates for Chair be announced?
The Committee on Nominations will announce the two candidates for Chair in late April, just
before the Regional Delegate Conferences.
How will delegates learn more about the candidates for Chair?
As in previous years, brief biographical sketches of the two candidates will be shared with
delegates in the Report of the Committee on Nominations, and the two candidates deliver
short speeches to the House at its first meeting.
When will delegates vote for a new Chair?
Unlike previous years, delegates will not vote on a new Chair during the second meeting of the
House. To ensure a secure and transparent election, voting for the Chair will take place via
SimplyVoting (the platform used for the virtual House) between the two meetings of the
House.
How will delegates vote for a new Chair?
As in the virtual House, certified delegates will receive an email with instructions for voting. To
ensure delivery of the voting instructions soon after the first House meeting adjourns on June 6,
only delegates serving in the first meeting of the House will be able to vote in the election of
the Chair. Voting will close at noon EDT on June 8; delegates will receive reminder emails while
voting is open.
How will the new Chair be introduced?
The Chair will announce the results of the election and install the new Chair during the second
meeting of the House on June 8.

House of Delegates
Important Dates for Proposed Policy Amendments, May-June 2021
April 30: Chair’s email message to delegates sent urging those interested in amending policies
to complete a survey.
May 7: Deadline for delegates to submit contact info and proposed amending language through
survey.
May 10: Emails (one for each amended policy) will be sent to amenders (identified through the
survey and ASHP Connect posts), council/section/forum chairs and vice chairs, and council
secretaries and section or forum directors (see text below).
May 21: Target date for amenders and council representatives to develop consensus amending
language
May 28: Target date for posting proposed amending language on ASHP Connect
June 3: Submit consensus amending language through the amending language form on the
Calls, Forms, and Rosters page of the House of Delegates website.

House of Delegates
Frequently Asked Questions

2021 ASHP
May and June Meetings of the House of Delegates

Will ASHP hold the House of Delegates meetings in May and June 2021?
Yes. But to protect the health of attendees and promote public health efforts to mitigate the
spread of COVID-19, ASHP will replace the face-to-face meetings with virtual conferences.
What is the difference between the May virtual House of Delegates and the June online
House of Delegates?
In May, delegates will participate in a virtual House similar to the one in March. In the virtual
House, delegates can vote for or against a policy recommendation, and those receiving >85% of
votes are approved. No amendments are allowed. Policy recommendations not receiving that
level of support will be considered during the June meetings. The June online meetings of the
House approximate a live meeting, with the Chair and delegates interacting live via online
meeting technology. Amendments to policy recommendations will be introduced and debated,
new business may be introduced and considered, and reports are delivered to and received by
the House.
When will the House of Delegates meetings be held?
Delegates will vote in the virtual House May 13-19. Online meetings of the House will be
held June 4-8:
First Delegate Caucus
First Meeting of the House
Second Caucus & Meeting

June 4, 3–5 p.m. EDT
June 6, 1–6 p.m. EDT
June 8, 1–4 p.m. EDT

Who may participate in the voting in the virtual House in May?
Only certified delegates will be allowed to participate. As was done for the March virtual House,
certified delegates will receive voting instructions by email from Simply Voting, our virtual
House voting vendor.
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Who may participate in the June House of Delegates meetings?
Only certified delegates will be allowed to participate.
Do I need to register for the June House of Delegates meetings?
No. All certified delegates will be registered for these House of Delegates meetings. If you are a
state delegate who will not be able to serve for these meetings, please contact your state
affiliate as soon as possible so an alternate can be appointed. Delegates are considered
certified only if the communication is sent to ASHP (affiliates@ashp.org) from a president or
executive of an ASHP-affiliated state society. Other delegates who are unable to participate
should contact ASHP directly. Any changes must be conveyed to ASHP by state affiliates by June
1 in order to ensure participation in these four House meetings.
How do I log in to the June House of Delegates meetings?
The week of May 24-28, delegates will be emailed a unique GoToWebinar link from ASHP
Affiliates Webinar that allows access to the meetings. Please do not share your link. Please
follow the instructions in the email to participate in the webinars, and add them to your
calendar. Delegates are asked to log in to the webinars a half hour in advance of the meetings
so all delegates can be logged in and have their audio checked. If you do not receive an email,
please contact Kathy Hemming at khemming@ashp.org.
What if I am not familiar with GoToWebinar or want to try it out prior to the live meeting?
You can join a GoToWebinar by simply following the instructions in the registration email, but
the GoToWebinar website offers instructions as well. In addition, ASHP will provide written
instructions and a brief orientation on the House of Delegates website in May.
How will delegates interact at the June House of Delegates meetings?
After logging in and having their audio checked, delegates will receive a brief orientation from
the Chair of the House on how the House will proceed. In short, delegates will use the
Questions Box to ask for recognition to speak or to make other motions. When recognized,
delegates will be unmuted to speak. Proposed amendments and other items to be considered
will be displayed on the webinar screen, and voting will take place through GoToWebinar
polling.
How should I prepare for the June House of Delegates meetings?
Delegates should review the following documents before the meetings:
Agenda for the June Meetings*
Board Reports on Policy Recommendations for the June Meetings*
Report on the Previous Session*
Report of the Treasurer*
Chair Election FAQs*
Report of the Committee on Nominations (available in mid-May)
Report of the President and the CEO (available in late May)
Report on Proposed Amendments (available June 3)
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Asterisked reports are available in a consolidated document after the May virtual House.
Delegates are urged to review the ASHP Connect discussions regarding amendments to the
policy recommendations. On June 3, a report on proposed amendments will be posted to the
House of Delegates website for discussion at the First Delegate Caucus.
How do I replace a delegate?
If you are a state delegate who will not be able to serve for the online meetings in June, please
contact your state affiliate as soon as possible so an alternate can be appointed. Please note
that delegates are considered certified only if the communication is sent to ASHP
(affiliates@ashp.org) from a president or executive of an ASHP-affiliated state society. Other
delegates who are unable to participate should contact ASHP directly. State affiliates are asked
to convey any changes to ASHP for the May virtual House by May 10 and for the June online
meetings by June 1 to ensure delegates may participate.
How do I submit proposed amendments, recommendations, or new business?
Delegates may submit those items through forms on the Calls, Forms, and Rosters page of the
House of Delegates website:
Amending Language Form
Recommendation Form
New Business Form
Delegates are requested to submit proposed amendments by 9 a.m. EDT June 3 for discussion
at the First Caucus, and by 10 a.m. EDT June 6 for the First Meeting of the House. The deadline
for new business is 11:59 p.m. EDT June 6, and recommendations may be submitted until 11:59
p.m. EDT June 8.
Will any member-organized caucuses be held?
Delegates may register for either of the two member-organized caucuses to be held on June 3
and June 6:
Federal Pharmacists Caucus
Small & Rural Hospital Pharmacists Caucus
(registration information to come)

June 3, 3–4 p.m. EDT
June 6, 11–12 noon EDT

ASHP Virtual Regional Delegate Conferences
April 24–27, 2021
Antitrust Statement
ASHP has a policy of strict compliance with federal and state antitrust laws. ASHP
policymakers, including delegates to the House of Delegates, need to be aware of
the possible antitrust exposure that may arise when representatives of competing
entities with market power meet to discuss the types of issues on House of
Delegates agendas. Although your service in the ASHP House of Delegates has as
its express purpose carrying on discussions for the purpose of optimizing
therapeutic outcomes and patient care, and is a voluntary venture, not
undertaken on behalf of your respective employers or businesses, your activities
may be interpreted as actions by competitors. It is important that delegates
understand that they cannot come to understandings or agreements on activities
or positions that might:
1) raise, lower or affect prices, reimbursement levels, discounts, fees,
wages, and/or other terms and conditions for doing business;
2) allocate or divide markets or territories;
3) indicate a refusal to deal with particular customers, companies, or thirdparty payors; or
4) affect supply and demand of products and/or services.
It is acceptable to discuss pricing models, methods, systems, and other forms of
voluntary consensus standards or guidelines based on objective evidence that do
not lead to an agreement on restraining prices, wages, or related matters.
Information may be presented with regard to historical pricing activities so long as
such information is general in nature and does not include specific data on
current prices or wages in a particular trade area. Any discussion by delegates to
the ASHP House of Delegates of current or future pricing, wages, fees, or other
terms and conditions, which may lead to an agreement or consensus on prices,
wages, or fees, is strictly prohibited. A violation of the antitrust laws may be
inferred from discussions about pricing or wages followed by parallel decisions by
group members, even in the absence of an oral or written agreement.

Characteristics of Good ASHP Professional Policy
Professional Policy Definition
ASHP’s official stance on an issue related to pharmacy practice or use of medications in society.
Optimal Characteristics
Optimally, an individual policy position of ASHP will
•
•
•
•
•
•
•
•
•
•
•
•

Deal with an important issue in health-system pharmacy or societal medication use
(consistent with the purposes of ASHP).
Generally target a distinct, sharply-defined issue rather than a diffuse, multifaceted issue.
Be based on a thorough, balanced analysis of the issue and policy options.
Be clear, efficient, and precise in its wording.
Be direct in its wording. (It is permissible to be opposed to something.)
Identify the desired outcome or situation to give ASHP a clear basis for advocacy.
Generally be expressed in sufficiently broad language to give ASHP latitude in pursuing
the desired outcome.
Foster the ability of health-system pharmacists to optimize the application of their
knowledge, skills, and abilities in practicing their profession.
Be consistent with broad national goals in healthcare delivery, including goals related to
healthcare access, value, and quality.
Be motivated by broad public interest rather than narrow self-interest.
Focus on the “right thing to do” (from the public’s perspective) rather than on the “easy thing
to do” (from a practitioner’s perspective).
Avoid redundancy with or contradiction of other ASHP policy.

(Note: Published titles of policy positions are considered an editorial matter; staff is receptive to
suggestions for title changes.)
Implementing ASHP Policy
ASHP has four options in advocating a policy. The Board of Directors and staff decide after a policy
is adopted which combination of options to apply in implementing a particular policy position.
1. Actively and directly pursue implementation of the policy.
2. Collaborate with other stakeholders in actively pursuing implementation of the policy.
3. Communicate the policy to others who have a stake in the issue and who may be working on
the issue.
4. Maintain the policy as general guidance and look for opportunities to communicate the policy
to interested stakeholders or to collaborate with others on implementation.
In general, the level of effort devoted to implementing a new policy is determined by its alignment
with ASHP’s top advocacy priorities.

A
B

C
D
E

F

G

H

I

The primary policy process is indicated by
heavy arrows.
There are five councils: Education and
Workforce Development, Pharmacy
Management, Pharmacy Practice, Public
Policy, and Therapeutics. The councils are
the primary policy-recommending groups.
Standing committees, commissions, advisory
groups, task forces, ad hoc committees.
The executive committees of the Sections
and Forums.
Resolutions, which are intended for emergent
policy issues, are submitted directly to the
House of Delegates.
The Board of Directors has final authority
over most practice standards, and it may
adopt interim professional policies on any
issue when the House of Delegates is not in
session.
The House of Delegates also has a role in
identifying issues for policy development,
which are referred to the Board of Directors.
The Board, in turn, may refer an issue to a
specific council.
The House of Delegates has final authority
over the ASHP Bylaws and the Rules of
Procedure for the House of Delegates;
amendments to the ASHP Charter require
approval by ASHP active members.
The Board of Directors has authority over
operations policy, including financial
management.

ASHP Policy Development Process

Sections/
Forums

Substantive versus Non-Substantive Amendments
Words added are in italics; words deleted have a strikethrough mark.
Examples of Substantive Amendments
Medication Management for Patient Assistance Programs
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 incorporating a
pharmacist-patient relationship. in traditional medication use systems.
Influenza Vaccination Requirements to Advance Patient Safety and Public Health
To advocate that hospitals and health systems require health care workers with direct
patient care responsibilities to receive an annual influenza vaccination except when (1) it is
contraindicated, or (2) the worker has religious objections, or (3) the worker signs an
informed declination; further, ....
Medicare Prescription Drug Benefit
…
To advocate that essential requirements in the program include (1) appropriate product
reimbursement based on transparency of drug costs; (2) affordability for patients, including
elimination of coverage gaps; (3) payment for indirect costs and practice expenses related to
the provision of pharmacist services, based on a study of those costs; (4) appropriate
coverage and payment for patient care services provided by pharmacists; (5) open access to
the pharmacy provider of the patient's choice; and (6) formularies with sufficient flexibility
to allow access to medically necessary drugs; and (7) well-publicized, unbiased resources to
assist beneficiaries in enrolling in the most appropriate plan for their medication needs.

Examples of Non-Substantive Amendments
To encourage advocate that ....
To support encourage that ....
To strongly advocate that ....
To foster promote the role ....
To strongly encourage urge health policy makers ....
. . .. schools and colleges of pharmacy ....
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2021 Report of the ASHP Treasurer
Christene M. Jolowsky
The Treasurer has the responsibility to report on ASHP’s financial condition to the membership
annually. ASHP’s fiscal year is from June 1 through May 31, coinciding with our policy
development process and timetable. This report describes ASHP’s actual financial performance
for fiscal year (FY) 2020, projected financial performance for FY2021, and an FY2022 budget
status update.
Fiscal Year 2020 Ending May 31, 2020—Actual
ASHP’s FY2020 financial statement audit, for the year ending May 31, 2020, was performed by
RSM US LLP. The audit resulted in ASHP receiving the best opinion available, an unmodified
opinion.
ASHP’s core operations 1 had another successful year. Core gross revenue grew to a
record $56.8 million or 5.1% over FY2019 (Figure 1), primarily due to strong membership
growth, the continued success of the Midyear Clinical Meeting (MCM), and growth in
professional certificates, certifications programs, residency accreditation services, and the
Summer Meetings. Membership grew to nearly 53,500 as of December 31, 2019, which
represents an 8.1% increase from the prior year. Core net income was a record $5.7 million.
Program development expenses, capital budget, and investment gain/(loss) 2 had net expenses
of $1.5 million, and ASHP’s pension plan realized a gain of $126,000. In total, FY2020 resulted in
a positive $4.3 million net change in ASHP’s reserves/net assets. Finally, the building fund 3 had
a deficit of $4.1 million, due to lower-than-budgeted investment returns. Even with this, the
building fund remains on track to continue supporting ASHP’s office space expenses and reach
its long-term financial target. ASHP’s total net assets at the end of FY2020 were nearly $129
million (Figure 2) and our year-end balance sheet remains strong, with an asset-to-liability ratio
of 5.38:1.
Fiscal Year 2021 Ending May 31, 2021—Projected
Fiscal year 2021 core operations is shaping up to be another solid year, with projected revenue
of $48.6 million. As of February 28, 2021, we anticipate that ASHP’s FY2021 core net income
Represents the revenue and expense associated with the operations of ongoing ASHP programs, products, and
services, as well as infrastructure and ASHP Foundation support.
2
Includes investments in ASHP’s program development and capital budget, building sale reserve funds,
reserves/net assets spending, and investment gains/(losses). The Board of Directors approves spending during
ASHP’s annual budget development process. Expenditures are typically (1) associated with new, enhanced, and
expanded programs; (2) associated with time-limited programs; (3) capital asset purchases; or (4) supplemental
operating expenses. These expenditures are primarily funded by investment income from reserves/net assets and
the building sale reserve funds.
3
Created to hold the net gain from the sale of ASHP’s previous headquarters building. The long-term investment
earnings are used to pay for lease and other occupancy-related expenses associated with ASHP’s current
headquarters office.
1
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will be in the range of $1.1 million (Figure 1). This is exceptionally strong performance, given
the COVID-19 pandemic. Assuming ASHP realizes at least a 5% investment return, we are
projecting net income of $1.6 million for program development expenses, capital budget, and
investments. Finally, we anticipate that building fund will break even.
A key reason ASHP’s FY2021 core operations continue to be so strong is the growth of
its membership. ASHP membership reached nearly 58,000 as of December 31, 2020, which is
another membership record. This includes 4% growth in pharmacists and new practitioners and
20% growth in student memberships. In addition, the 2020 virtual MCM was the largest ever,
with more than 27,000 attendees!
To support our members and the profession during the COVID-19 pandemic, ASHP
unlocked numerous evidence-based resources and tools on ASHP.org, making them available
free of charge to support the national response to the pandemic. The resources and tools that
ASHP invested in included clinical information, advocacy updates, and materials for healthcare
professionals about the pandemic. In addition, ASHP also invested significant monies to take
swift policy and advocacy actions, which included authorization of pharmacists and pharmacy
personnel to test-treat-immunize for indicated populations, inclusion of ASHP’s drug shortage
recommendations in federal COVID-19 relief law, streamlining of professional licensing
allowances, FDA flexibilities for sterile compounding, and increased annual production quota
allocations for Schedule II controlled substances. ASHP also devoted significant financial
resources to supporting national vaccination efforts by promoting broader authorizations for
pharmacy staff to order and administer COVID-19 tests and vaccines, increased protection from
COVID-19 exposure through PPE allocation and vaccine prioritization, reimbursement for
vaccine administration, and alignment of volunteer pharmacy workforce to support FEMA
vaccine administration efforts. In addition to pandemic responses, ASHP also invested in and
formed the following: Taskforce on Racial Diversity, Equity, and Inclusion; Pharmacy Executive
Leadership Alliance; Section of Pharmacy Educators and Section of Community Pharmacy
Practitioners.
Fiscal Year 2022 Ending May 31, 2022—Budget
ASHP’s Board of Directors has thoughtfully considered the potential financial ramifications of
the COVID-19 pandemic on ASHP’s FY2022 budget. This included potential impacts on the
MCM, cancelling the 2021 Summer Meetings, and not increasing membership dues rates for a
second consecutive year. The Board of Directors continues to focus on positioning ASHP for the
future, including continued support of our members and the profession with timely, valuable
resources, products, and services during these extraordinary times and acknowledging that
although we did not need to use reserves in FY2021, we may ultimately need to do so in FY2022
if the economic recovery is slower than anticipated or if there is a COVID-19 resurgence.
Taking these and other factors into account, ASHP’s FY2022 budgeted Net Change in
Reserves/Net Assets is a surplus of $100,000, with $53.0 million in core gross revenue. The
building fund, which is designed to pay for ASHP’s headquarters office space, has a budgeted
surplus of $149,000.
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Conclusion
ASHP has successfully navigated the financial challenges brought on by the COVID-19 pandemic
and remains well positioned for the future to continue to support its membership. We are
proud of the accomplishments and the positive impact that ASHP has had on the profession of
pharmacy, healthcare, and patient safety during the past year. We are also proud that our
membership has grown to nearly 58,000, which validates the value of the member benefits,
programs, products, and services that ASHP offers. The Board of Directors, Chief Executive
Officer, and staff remain fully committed to ASHP’s mission, vision, strategic plan, and
supporting our members and the profession of pharmacy. We look forward to another
successful year, and I am proud to serve this organization as your Treasurer!
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