
HARVEY A. K. WHITNEY LECTURE Dream deferred

1319Am J Health-Syst Pharm—Vol 67  Aug 15, 2010

H A R V E Y  A .  K .  W H I T N E Y 
L E C T U R E

A dream deferred
Charles D. hepler

Am J Health-Syst Pharm. 2010; 67:1319-25

We pharmacists have many 
dreams. Our biggest dream is 
to become a fully clinical pro-

fession. I have spelled out my version 
of this dream before, but, in brief, I 
dream that providing pharmaceu-
tical care will become the central 
function, purpose, and responsibility 
of our entire profession. Counting 
from the 1985 Hilton Head Confer-
ence, this dream is now more than 
a generation old.1 Universal clini-
cal pharmacy is surely pharmacy’s 
dream deferred.

Having a dream deferred for 
so long reminds me of a poem by 
Langston Hughes. As you may know, 
Hughes was a poet and novelist who 
was a major part of the Harlem  
Renaissance.

What happens to a dream deferred?
Does it dry up
like a raisin in the sun?
Or fester like a sore–
And then run?
Does it stink like rotten meat?
Or crust and sugar over–
like a syrupy sweet?
Maybe it just sags
like a heavy load.
Or does it explode?
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Hughes was writing about the 
dream of racial equality. I certainly 
do not equate the clinical phar-
macy movement with the civil rights 
movement. On the contrary, from 
an ethical point of view, they are op-
posites. Society is obliged to provide 
equal opportunity to every citizen. 
Society is not obliged to help phar-
macists reach our 30-year-old dream 
that pharmacy will someday become 
a fully clinical profession.3

In truth, we pharmacists owe 
society. We owe it our full participa-
tion in making drug therapy safe and 
effective. We incurred this debt when 
we completed our educations, which 
few of us fully paid for, even if we 
graduated owing money on student 
loans. We owe the patients and pre-
ceptors who tolerated our fumbling, 
early attempts on clinical rotations 
and residencies. We owe society a full 
measure of care in exchange for our 
very generous salaries, compared, for 
example, to the salaries of school-

teachers or nurses. But most of all, 
we owe society pharmaceutical care 
in exchange for being trusted and be-
cause the people believe that we are 
already doing everything possible to 
protect them from preventable drug-
related morbidity (PDRM).a,4

Nonetheless, a dream is a dream, 
and a poem has meaning on many 
levels. Many of us feel the urge to 
reach our full potential, to be all that 
we can be, as an old Army recruit-
ing slogan once put it. Many of us 
acknowledge our duty to society, but 
more than that, we dream of being 
more significant in health care and in 
people’s lives. This is a noble dream: 
to prevent harm and promote good, 
to help people make the best use of 
medications. Except for an energetic 
and fortunate minority, this is still 
pharmacy’s dream deferred. 

So, what happens to a dream de-
ferred? Our dream can end badly if 
we do not act with wisdom and cour-
age. It can dry up “like a raisin in the 
sun” if we just talk about it but don’t 
practice it or if we spend too long on 
metaphysical arguments. We know 
what it is, or we should know by now. 
It can “fester like a sore” if it makes 
people feel inferior and defensive, if 
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it builds walls between clinical phar-
macists and distributive pharmacists. 
But if we organize ourselves into 
teams with common themes, without 
rigid labels, then such walls as these 
will fall. 

Our dream can stink if we paste a 
euphonious label like “pharmaceuti-
cal care” or the look-alike, sound-
alike label of “pharmacist care” on 
the same old practice, when we do 
what is good for business instead of 
what is good for patients, or when 
we do not speak truth to power. 
Unfortunately, some of us do not 
speak truth to power. In the past 30 
years, researchers have built a case, 
with study after study showing that 
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pharmaceutical care can improve the 
quality of medication use at equal or 
lower cost for patients in hospitals, 
nursing homes, and ambulatory care 
settings. 

In a critical review of the literature, 
Perez et al.5 found 15 well-designed 
studies evaluating the costs of phar-
macy services published in 2001–05. 
The median ratio of benefit to cost 
was 4.8:1, meaning that each dollar 
spent to provide clinical pharmacy 
services returned $4.80. This finan-
cial benefit did not result from drug 
cost savings, which often increased 
slightly, but from large reductions in 
total costs of care (i.e., reducing the 
cost of correcting PDRM). 

The review showed benefit-to-
cost ratios ranging from 1:1 (clinical 
services essentially broke even) to 
nearly 35:1 (clinical services returned 
$35 for each dollar spent). This in-
formation is not new. If you do not 
like research abstractions like median 
benefit-to-cost ratios, please have a 
look at the Asheville Project.6,7 

Furthermore, the balance of evi-
dence debunks the conventional 
wisdom that prescribing restrictions 
in ambulatory care improve patient 
outcomes or even control total costs 
of care. I was brought up in hospital 
pharmacy. I learned at a young age 
that formularies are good practice. 
But the evidence, in ambulatory care 
at least, disputes this belief.4

Has our appreciation of clinical 
pharmacy crusted over like a syrupy 
sweet? We should not merely assume 
that contributions that are valuable 
today will still offer value tomorrow. 
I do not see the ethical or financial 
justification for pharmacists to spend 
their time squeezing pennies out of a 
drug budget when drug-related mor-
bidity, left unchecked, wastes dollars.

Now is the time to stand up for the 
truth. We can greatly improve patient 
outcomes and significantly reduce 
costs. But some of us seem to be 
saying that it is acceptable to preach 
evidence-based medicine while we 
ignore evidence-based pharmacy. 

So, you see, we can fail to realize 
our dream. Its achievement will de-
pend primarily on us. A lot of people 
have worked very hard to get us this 
far. We should be proud of that. 
Some people want to settle, to rest 
on our accomplishments. Perhaps 
the people who want to settle should 
pay attention to how fast the world is 
changing. We have to move quickly 
just to keep up and even faster to ad-
vance toward our dream.

Each of the possible sad endings 
to this dream has happened, but 
the dream is still alive. I see it in the 
hearts and minds of many pharma-
cists. I see it in our literature, in the 
ASHP leadership goals, in the 2015 



HARVEY A. K. WHITNEY LECTURE Dream deferred

1321Am J Health-Syst Pharm—Vol 67  Aug 15, 2010

Past Recipients

Harvey A. K. Whitney 
Lecture Award 

1950   W. Arthur Purdum
1951   Hans T. S. Hansen
1952   Edward Spease
1953   Donald E. Francke
1954   Evlyn Gray Scott
1955   Gloria N. Francke
1956   George F. Archambault
1957   Sister Mary John, R.S.M.
1958   Walter M. Frazier
1959   I. Thomas Reamer
1960   Thomas A. Foster
1961   Herbert L. Flack
1962   Grover C. Bowles
1963   Vernon O. Trygstad
1964   Albert P. Lauve
1965   Sister Mary Berenice, S.S.M.
1966   Robert P. Fischelis
1967   Paul F. Parker
1968   Clifton J. Latiolais
1969   Leo F. Godley
1970   Joseph A. Oddis
1971   Sister M. Gonzales, R.S.M.
1972   William M. Heller
1973   George L. Phillips
1974   Louis P. Jeffrey
1975   Sister Mary Florentine, C.S.C.
1976   R. David Anderson
1977   Herbert S. Carlin
1978   Allen J. Brands
1979   Milton W. Skolaut

1980   Donald C. Brodie
1981   Kenneth N. Barker
1982   William E. Smith
1983   Warren E. McConnell
1984   Mary Jo Reilly
1985   Fred M. Eckel
1986   John W. Webb
1987   John J. Zugich
1988   Joe E. Smith
1989   Wendell T. Hill, Jr.
1990   David A. Zilz
1991   Harold N. Godwin
1992   Roger W. Anderson
1993   Marianne F. Ivey 
1994   Kurt Kleinmann
1995   Paul G. Pierpaoli
1996   William A. Zellmer
1997   Max D. Ray
1998   John A. Gans
1999   William A. Gouveia
2000   Neil M. Davis
2001   Bernard Mehl
2002   Michael R. Cohen
2003   James C. McAllister III
2004   Billy W. Woodward
2005   Thomas S. Thielke
2006   Sara J. White
2007   Henri R. Manasse, Jr.
2008   Philip J. Schneider
2009   Paul W. Abramowitz

Harvey A. K. Whitney (1894–1957) received his Ph.C. degree from the 
University of Michigan College of Pharmacy in 1923. He was appointed to 
the pharmacy staff of University Hospital in Ann Arbor in 1925 and was 
named Chief Pharmacist there in 1927. He served in that position for almost 
20 years. He is credited with establishing the first hospital pharmacy intern-
ship program—now known as a residency program—at the University of 
Michigan in 1927.

Harvey A. K. Whitney was an editor, author, educator, practitioner, and 
hospital pharmacy leader. He was instrumental in developing a small group 
of hospital pharmacists into a subsection of the American Phar ma ceutical 
Association and finally, in 1942, into the American Society of Hospital 
Pharmacists. He was the first ASHP President and cofounder, in 1943, of the 
Bulletin of the ASHP, which in 1958 became the American Journal of Hospital 
Pharmacy (now the American Journal of Health-System Pharmacy). 

The Harvey A. K. Whitney Lecture Award was established in 1950 by the 
Michigan Society of Hospital Pharmacists (now the Southeastern Michigan 
Society of Health-System Pharmacists). Responsibility for administration of 
the award was accepted by ASHP in 1963; since that time, the award has been 
presented annually to honor outstanding contributions to the practice of 
hospital (now health-system) pharmacy. The Harvey A. K. Whitney Lecture 
Award is known as “health-system pharmacy’s highest honor.” 

Health-System Pharmacy Initiative,8 
and in the Pharmacy Practice Model 
Initiative (PPMI).9 I heard it just this 
morning in Diane Ginsburg’s inau-
gural address.10 Pay attention to all of 
these, because our time has come. It 
is time for our dream to explode. We 
must set goals and objectives, get to 
work, and keep moving toward the 
dream.

How does a dream explode?
A dream deferred can explode 

in many ways. These explosions 
sometimes seem to involve miracles. 
I define a miracle as an event that 
contradicts rational prediction, espe-
cially scientific prediction. Miracles 
are subject to the laws of nature, but 
we call them miracles because they 
demonstrate aspects of nature that 
we do not really understand. For 
example, all of our understanding of 
the biochemistry, genetics, and im-
munology of cancer is thrown into 
confusion when a proven, incurable 
lesion simply disappears. The wisest 
response is to admit that we do not 
understand as much as we think we 
do. A miracle can open the door to 
deeper understanding of a natural 
process. Gene expressions can be 
modified by a cell’s environment in 
ways we do not understand. Genetics 
is not destiny.

Our professional history is not 
destiny, either. Fundamental change 
is always possible, even when we do 
not expect it. If miracles result from 
natural processes that we had not 
noticed or had not understood, they 
should make us reassess our under-
standing. Maybe we can work in har-
mony with those processes. 

Miracles are opportunities, not 
outcomes. A patient who has experi-
enced a spontaneous remission of a 
fatal disease has received the oppor-
tunity to go on living. Whether that 
life is worth living depends on what 
the patient chooses to do with the 
opportunity.

The United States is now begin-
ning to reform the financing and de-



HARVEY A. K. WHITNEY LECTURE Dream deferred

1322 Am J Health-Syst Pharm—Vol 67  Aug 15, 2010

livery of health care. Perhaps the pas-
sage of health reform legislation was 
not a miracle, but it was predicted to 
fail, and after 100 years of unsuccess-
ful effort, it feels miraculous. In any 
event, health reform has opened the 
door to our dream a bit wider. Again, 
this is an opportunity, not an out-
come. We pharmacists must decide 
what we will make of it. 

I have heard people urge us to 
behave as warriors in the cause of 
patient care. I agree that warriors are 
needed. Warriors got us to where we 
are today. But we also need wizards. A 
wizard’s job is to understand what is 
happening well enough to recognize 
opportunities and take advantage of 
them. Health reform will bring us 
many opportunities.

I do not claim to understand all 
that is happening in the U.S. political 
process. Within the mess and confu-
sion, however, I see that people on 
both sides of the political center 
feel that present-day arrangements 
for health care finance and delivery 
do not provide the care they want. 
They agree that health care must 
focus more on serving people. The 
desire for safe, effective, and acces-
sible health care exists, regardless of 
political party. Political arguments, as 
nasty as they were, mostly concerned 
how best to obtain better health care, 
not whether reform was needed. 

I would like to offer you an outline 
of my dream for the next 5–10 years. 
Five main points summarize how 
we can reach our dream of universal 
clinical pharmacy practice. 

Put the patient at the center
“It has been said that more mis-

takes in medicine are made by those 
who do not care than by those who 
do not know.”11 The people we have 
promised to take care of also have 
a dream. They dream of health care 
that is safe, timely, effective, efficient, 
equitable, and patient centered. The 
professions have promised to pro-
vide that, and now the people seem 
to be demanding that we keep our 

promise. So we pharmacists share a 
dream with the people of the United 
States, and we will succeed in reach-
ing our dream to the extent that we 
help them reach theirs. Taking care of 
people is not only an ethical impera-
tive, it is a political and social one as 
well. 

Furthermore, we need to be visi-
ble when providing patient-centered  
care. Public service announcements 
with useful information about how 
to make the best use of common 
medications may help. But I think 
we should let patients see us caring 
for them, whenever we are doing 
that. Direct patient contact is also 
nourishing to a clinical pharma-
cist’s soul, in a way that caring for 
medical records all day can never 
be. Berwick12 called the experience 
of patients and their families “true 
north.” This image of patient wel-
fare as our guiding star reflects the 
statement of purpose proposed by 
a Presidential commission: “The 
purpose of the health care system 
must be to continuously reduce the 
impact and burden of illness, injury 
and disability, and to improve the 
health and functioning of the people 
of the United States.” 13

Serving people is our north star, 
our compass. This is the direction in 
which we should explode. Whatever 
we do as pharmacists to move toward 
our dream of universal clinical prac-
tice should be evaluated according 
to its power to reduce the burden of 
illness, injury, and disability and to 
improve the health status and func-
tion of the people. This is the value 
that includes and trumps all others. 
It leads to three mandates for clinical 
pharmacy practice.

First, every clinical pharmacist 
owes primary responsibility to the 
patient. The pharmacist works co-
operatively with others on behalf of 
the patient. 

Second, the primary responsibility 
of every clinical pharmacist is to iden-
tify and resolve or refer drug therapy 
problems (i.e., any circumstance that 

might interfere with achieving a defi-
nite therapeutic objective intended to 
improve the patient’s quality of life). 

Third, this practice is carried out 
one patient at a time. 

From the six elements of safety, 
timeliness, effectiveness, efficiency, 
equatability, and patient centered-
ness, the authors of Crossing the 
Quality Chasm14 created a definition 
of quality and 10 basic “new rules” 
of health care.4,12 Each rule reflects an 
element of quality:

1. Care is based on continuous healing 
relationships.

2. Care is customized based on patient 
needs and values.

3. The patient is the source of control.
4. Knowledge is shared freely among 

providers and patients.
5. Decision-making is based on 
 evidence.
6. Safety is a property of a system.
7. Transparency is necessary; secrecy is 

harmful.
8. Care anticipates patient needs rather 

than waiting to react.
9. Waste is continuously decreased.

10. Clinicians cooperate in providing 
care. 

The report urged us to develop 
systems that have these 10 properties. 
If ASHP wants to describe practice 
models that will bring clinical phar-
macy into the 21st century, these 
are the most important criteria to 
consider. 

In my opinion, we already have 
a clinical practice philosophy that 
incorporates most of these criteria. 
For the past 20 years, we have called 
it pharmaceutical care.15 This prac-
tice philosophy was years ahead of its 
time in its recognition of problems 
and in its proposed solutions. Now 
that other professions have “seen the 
light,” so to speak, we must not let the 
opportunity pass us by.b

Before I move on from this topic of 
taking care of people, let us recognize 
that the major need for improvement 
in medication use and the greatest 
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opportunity for growth in clinical 
pharmacy are in ambulatory care. 
Zellmer16 and Abramowitz17 have 
already discussed this issue in more 
detail than I can describe here, so I 
will not try to improve on their work. 
Let me just add my opinion that our 
nonsystem of drugstores is facing a 
vast reorganization into ambulatory 
care networks and that health-system 
pharmacy should be involved from 
the beginning. 

Address the demand side
Most of the work done so far 

to advance our dream of universal 
clinical practice has addressed what 
pharmacists do and how valuable 
clinical pharmacy is to patients and 
society. For example, our doctor of 
pharmacy, residency, and fellowship 
programs affect the supply of clinical 
pharmacists and the quality of their 
services. The 2015 Health-System 
Pharmacy Initiative and the PPMI are 
mainly supply-side projects. Given 
the realities of health care econom-
ics, however, we also must address 
the demand for clinical pharmacy 
services. (By demand, I mean desire 
accompanied by dollars.) Whether 
we call it budgeting, reimbursement, 
or professional fees, we need to ad-
dress demand before we can advance 
much further.

If pharmaceutical care becomes 
more widely accepted but has no 
sustainable revenue attached to it, we 
may experience opportunity over-
load. As Breland18 explained, “Phar-
macy has more opportunities to 
affect patient care than pharmacists 
have time to provide patient care.” 
Clinical pharmacy has to find a way 
to become financially self-sustaining 
rather than be seen as part of over-
head costs.

Exploration of the demand side 
of clinical pharmacy should include 
opportunities to make it a revenue 
source. If pharmacists provide direct 
patient services of proven value, a 
health care organization should be 
able to bill for those services in some 

cases. Certainly, ambulatory care 
clinical pharmacy should be able to 
do that. In particular, the expansion 
of Medicare will include expanded 
medication therapy management 
services. 

Health reform will insure millions 
of people who are presently unin-
sured. This will increase health care 
revenue, which will provide oppor-
tunities to increase clinical staffing. 
The millions of newly insured will 
overload the delivery system. This 
is a major reason why I believe the 
time has come for our dream to be 
realized. It is time to assert our value, 
offer our help, and, most of all, make 
commitments in exchange for a sus-
tainable financial basis.

Encourage the use of 
performance indicators

Health care organizations and 
third-party payers may be unable to 
recognize the presence of PDRM in 
their patients and members, respec-
tively. For example, in one study, only 
18% of drug-related admissions (de-
termined by medical audit) had been 
coded as such in hospital records 
by the admitting physicians.19 In a 
more-recent study, about a third 
of emergency department (ED) 
visits for adverse drug events were 
not recognized as such by the ED 
physician.20 

If an organization cannot see 
PDRM, it may not believe that the 
studies showing favorable benefit-
to-cost ratios from clinical ser-
vices would apply to its patients. The 
problem of invisible PDRM can be 
overcome by the use of medication-
related performance indicators. This 
approach is feasible in organizations 
with electronic medical records, in-
cluding most third-party payers that 
reimburse based on transactions.

I acknowledge that process indica-
tors have been misapplied in ways 
that distract pharmacists from their 
real priorities. That is not the man-
ner of use that I advocate, however. 
Perhaps an analogy would help. If 

you had a patient with asthma who 
started to wheeze but would not 
believe that he needed treatment, a 
peak-flow measurement would pro-
vide clear evidence to convince him 
of his problem. You would learn how 
to interpret the measurement cor-
rectly because you were using it for a 
real purpose.

Likewise, performance indicators 
may be necessary to assess the quality 
of a medication-use system. Indica-
tors applied to an electronic record 
system can provide timely and spe-
cific information. They can encour-
age adoption of necessary innova-
tions and help to overcome irrational 
defenses against change. We can learn 
to use them correctly.

The indicators used in medication- 
use systems are analogous to the 
much-narrower indicators used 
in drug-use evaluations, but they 
reach far beyond drug identity and 
dose. Medication-use indicators can 
also reflect nontreatment, duplicate 
therapies, length of therapy, patient 
compliance (doses received as a 
proxy for doses consumed), follow 
up, and medication-use outcomes, 
especially PDRM. 

Indicators are available from 
the National Quality Measures 
Clearinghouse,21 National Commit-
tee for Quality Assurance, and Joint 
Commission. My research group at 
the University of Florida did not feel 
that those indicators were compre-
hensive enough, so we developed 
and field-tested a new set of indica-
tors that can identify instances of 
PDRM associated with inappropriate 
processes of care.22-25 These indica-
tors appear to have great promise, 
not only for assessing the quality of 
medication use in a population but 
also for managing pharmaceutical 
care systems.

I recommend that ASHP intensify 
its encouragement of medication-
system indicators and that it consider 
developing an official guidance on 
the role of indicators in medication 
management.
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Develop new management 
methods

Pharmaceutical care requires 
clinical pharmacy teams—people 
with various skills and levels of com-
petence. Each team member must 
cooperate to achieve a common aim.4 
Such teams require all of the usual 
functions of leadership and manage-
ment (e.g., planning, organizing, 
directing, controlling, evaluating). 
Some people look to a loosely man-
aged medical model, such as those 
found in academic medical centers 
or community hospitals. I do not 
believe that we can afford to try that, 
given the range of competence and 
professionalism that we are likely to 
have available as clinical pharmacy 
becomes more widespread. 

Successful management methods 
for pharmaceutical care teams will 
differ from the methods most of us 
learned in school and our residency 
training. Top-down, direct supervi-
sion may be effective in managing 
a dispensary, but it will not work 
for managing pharmaceutical care 
teams. Instead, we need methods 
that allow large amounts of profes-
sional autonomy without sacrificing 
responsibility and accountability. 

Performance indicators may be 
essential for such a managerial style. 
By using indicators, a manager can 
monitor many aspects of medication 
use and outcomes in a population. 
Measurements can be compared with 
targets and can be tracked over time. 
They can provide an objective basis 
for problem solving and monitor the 
effectiveness of remedial action.

Cultivate virtue
To implement and manage a phar-

maceutical care system requires great 
strength of character. This may sound 
like a quaint idea, but we simply can-
not avoid it. Many virtues comprise 
a person’s character, but here I will 
discuss just three of those aspects: 
courage, honesty, and optimism.26 
Maya Angelou27 once said, “One isn’t 
necessarily born with courage, but 

one is born with potential. Without 
courage, we cannot practice any oth-
er virtue with consistency. We can’t 
be kind, true, merciful, generous, or 
honest.” 

Some resistance to change comes 
from within the profession itself. It 
involves the character of some indi-
viduals and of the profession. I do 
not mean to demonize intelligent, 
well-meaning people who happen 
to have a view different from mine. 
Most of us chose pharmacy as our 
profession because we wanted to 
help people make the best use of 
medicines. But meaning well is not 
the same as doing good. From time 
to time, we all need ethical and sci-
entific reflection. Character counts 
when we need to act on the result of 
that reflection. 

Some pharmacists continue to 
spend time and money operating sys-
tems that do not improve outcomes. 
We may wish that this were accept-
able, but is it? Can we justify the fact 
that a majority of pharmacists work 
in businesses that divert, even waste, 
their capacity to help people? 

Our profession has a duty to 
health care organizations and to gov-
ernment. Bringing scientific expertise 
into bureaucracies is a time-honored, 
fundamental duty of professions and 
a major basis of our social value. If 
we do not convince them of what we 
know about the right way to provide 
drug therapy, who will do that for 
them or for us? 

Why can’t every pharmacy prac-
tice manager and pharmacy benefit 
manager obtain support for services 
that have been shown to improve 
quality while generating cost savings? 
Do they not know the facts or do they 
not believe them? Do they acquiesce 
in other people’s uninformed opin-
ion instead of speaking up?

I can understand why some might 
acquiesce, for a time. We all have re-
sponsibilities to ourselves and to our 
families, mortgages to pay, and so 
on. But when you consider how long 
we have been at this, the question 

becomes one of character. How long 
should we wait before speaking truth 
to power? I would like to ask every 
pharmacy director or pharmacy 
benefit manager who has not told his 
or her manager or medical director 
that expanded clinical pharmacy will 
be good for patients and save money 
for the institution: What will you 
say after your boss hears this from 
somebody else? Why have you not 
bothered to tell him or her until the 
message was understood?

In any case, not being able to sell 
pharmaceutical care is a little bit like 
not being able to sell an automobile 
that performs much better than 
other models, is much safer, and costs 
about one fifth as much to operate. 
Why can’t you sell that car? 

Summary and conclusion
The dream of pharmacy as a clini-

cal profession has been deferred for 
too long. The groundwork has been 
laid by thousands of courageous, 
committed pharmacists in the United 
States and across the world. We have 
demonstrated that pharmaceutical 
care is feasible in many clinical set-
tings. We have achieved acceptance 
from patients, physicians, and nurses. 
We have proven that pharmaceutical 
care can significantly improve the 
outcomes of drug therapy at an equal 
or lower total cost of care. Fortunate-
ly, we have wise and effective profes-
sional leadership and organizations 
like ASHP with the vision and the 
means to lead us forward. Health 
care reform will increase dollar de-
mand for high-quality health care 
and may overwhelm the supply of 
professional services. If pharmacists 
will take responsibility for managing 
medication use, we can contribute 
greatly to the welfare of our patients 
and the nation as a whole. There will 
never be a better time for us to make 
our dream deferred into a vision 
achieved. 

I will close with an appeal to the 
younger men and women who desire 
a clinical practice. You are the ben-
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eficiaries of pioneers who have ac-
complished revolutionary change in 
pharmaceutical education and prac-
tice in the span of one generation. 
They accomplished that because they 
devoted their youthful enthusiasm 
and energy to creating change. Per-
haps, with your excellent education, 
you feel frustrated that there are 
not more opportunities for you to 
practice pharmaceutical care. If you 
can find a “turnkey” clinical practice, 
rejoice and be grateful. If you cannot 
find a turnkey clinical practice, find 
one with potential. Devote your in-
telligence and energy to cooperating 
with other pharmacists to continue 
the fight. As Angelou27 said, “One 
isn’t necessarily born with courage, 
but one is born with potential.” Your 
tasks are to follow in the footsteps 
of those who have gone before and 
to extend their track a little further. 
Your duty is to think not only of 
yourselves but your patients and the 
young pharmacists who will eventu-
ally follow you into practice. Always 
be foolish enough to think that 
dreams can come true. If you do that, 
our dream will be deferred no longer.
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