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Let me begin with a few words of 
thanks. First, to David Zilz, let me 
offer a sincere note of apprecia-

tion, not just for your kind words but 
for your friendship and contributions 
to my career over the years as well as 
your willingness to be a part of this 
year’s Whitney Lecture program. 

I would also like to express my 
appreciation to Debra Devereaux 
and Steve Sheaffer for their support 
of my nomination. Your conviction 
and perseverance that I was deserv-
ing of this special recognition are, in 
themselves, an award. Thank you for 
your support and, more importantly, 
your friendship. 

To the Southeastern Michigan  
Society of Health-System Pharma-
cists, ASHP, and the Harvey A. K. 
Whitney Lecture Award Committee, 
thank you for this honor. I am hum-
bled to be among the list of award 
recipients, all of whom I respect and 
admire.

Permit me to acknowledge the 
contributions of former team mem-
bers at Grace Hospital and Harper  
Hospital in Detroit, Methodist 
Healthcare in Memphis, and The 
Johns Hopkins Hospital in Baltimore 
and to express my thanks for what 

they have given me and what we were 
able to achieve collectively. 

I have been fortunate also, as I 
moved around the country, to have 
friendships that have been sustained. 
To Richard Lucarotti, Margo Farber,  
William Greene, Mick Hunt, and  
Sister Mary Louise Degenhart: 
Thank you for everything you have 
given me. Your friendship is very 
important. My thanks also to col-
leagues I have worked with on the 
ASHP Commission on Credential-
ing, the ASHP Board of Direc-
tors, and the ASHP staff, including 
Henri Manasse, William Zellmer, and  
Stephen Allen. My thanks, also, to 
my preceptor and mentor, Ronald 
Turnbull, for the advice and counsel 
you have afforded me during my ca-
reer and your kindness to attend this 
event tonight. Thanks, Ron.

Two people who can not be here 
this evening contributed significant-
ly to who I am. They are my father, 
Loris Ashby, and my uncle, Meredith 
Ashby. My dad was a person with 
significant patience who routinely 
offered encouragement and sup-
port. My uncle, the eternal optimist, 
had a passion for life, family, and 
people. I would like to think I cap-

tured some of the traits of these very 
special family members. When I was 
12 years old, my uncle presented me 
with a prized possession—a baseball 
autographed by Mickey Mantle. 
Mantle once said that he wished 
that everyone in America could hit 
a home run at Yankee Stadium to 
understand what it feels like to run 
around the bases as 50,000 people 
cheered. 

I know exactly what it feels like to 
hit a home run at Yankee Stadium be-
cause of the next three people I would 
like to recognize: my wife of 41 years, 
Barbara, and our children Timothy 
and Bryce. Barb, your love and sup-
port have been constant sources of 
encouragement: Thank you. As for 
my sons, Tim and Bryce, I would 
only say that as a dad, I couldn’t be 
more proud of you—who you are, 
and what you have accomplished 
with your lives. I know that the future 
is bright for both of you and your 
families. You are a constant source of 
pride for your mom and me.

Although excited and honored to 
receive this recognition, my excite-
ment is tempered with the under-
standing of the responsibility that 
comes with it. Marianne Ivey,1 in 
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her Whitney address, established the 
context for my remarks with her sug-
gestion that this lecture is a chance to 
“review our culture, our traditions, 
our storytelling, . . . our networking 
and our benchmarking” to “make 
us strong and enable us to deal with 
current situations and those in the 
future.” 

I will share a few stories and obser-
vations and identify a few best prac-
tices or strategies that may be useful 
to our profession. Former residents 
would offer a word of caution about 
my storytelling. They would say that 
although there is always a point being 
made, Dan can get so wrapped up 
with the story that he may forget the 
reason for the story. I will do my best 
to avoid that problem.

Daniel M. Ashby
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Permission granted
On occasion, I will hear a com-

ment or statement and have those 
words “stick.” I keep thinking about 
the statement and, over time, the 
statement takes on additional mean-
ing. One such example is the phrase 
“permission granted.” So, how did 
that expression become special to me?

In 2000, Max Ray2 was kind 
enough to serve as the keynote 
speaker for the Eastern States Resi-
dent and Preceptor Conference. 
The theme of his remarks focused 
on leadership. In one section of his 
remarks, Max shared numerous 
pieces of correspondence between 
pharmacy residents and a famous 
pharmacy leader, Dr. T. N. Ediser. 
The typical letter would seek guid-

ance to resolve a patient care problem 
confronting the pharmacy resident. 
Dr. Ediser offered excellent words of 
advice and on occasion confirmed 
that the resident already knew the 
right thing to do,  encouraging action 
with the simple response “permission 
granted.” Max eventually explained 
that “T. N. Ediser” was resident spelled 
backwards. The letters were actually 
being written by, and answered by, the 
resident. The letters existed in concept 
only as the residents worked though 
the issue, deciding what they should 
do. As a result, permission granted took 
on an entirely different meaning.

The expression permission granted 
is not about asking for and receiving 
permission; it is not about a higher 
authority granting permission. It in-
stead conveys a strong message about 
motivation, empowerment, respon-
sibility, and accountability. I started 
thinking about Daniel Goleman’s3 
work on emotional intelligence and 
the importance of motivation as one 
of the major contributors to a lead-
er’s success. Motivation, common to 
virtually all effective leaders, is the 
drive to achieve beyond expectations. 
The key word is achievement. The 
leader is driven to achieve not by ex-
ternal factors, such as personal recog-
nition, but instead to achieve for the 
sake of achievement. Motivation rep-
resents a passion for the work itself 
as the individual seeks out creative 
challenges, takes pride in a job well 
done, and assumes responsibility to 
see that the task is completed. Highly 
motivated individuals typically are 
not satisfied with the status quo and 
work to achieve best practices. With-
in the context of the letters to T. N. 
Ediser, individuals feel empowered to 
bring about change. They recognize 
their responsibility and feel account-
able for assuming a leadership role 
for change and improvement. They 
are not asking permission but instead 
giving themselves permission to take 
action. 

During the past year, ASHP and 
the ASHP Research and Education 
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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.” 

Foundation supported two impor-
tant initiatives that will help shape 
the future of our profession. The 
Pharmacy Practice Model Initiative 
(PPMI) Summit in November 2010 
identified beliefs and assumptions 
and offered specific recommenda-
tions to advance the role of the 
pharmacist in providing direct pa-
tient care.4 The Pharmacy Residency 
Capacity Stakeholders Conference 
(PRCSC) in February 2011 addressed 
training capacity needs for pharmacy 
residents and provided guidance for 
the profession to increase the num-
ber of pharmacy residency training 
programs and positions.5 

The recommendations and strate-
gies from those initiatives may have 
practitioners wondering, “Where do 
I begin?” ASHP staff are formulat-
ing ways to help answer that ques-
tion. Included is a tool to support a 
gap analysis for the PPMI Summit 
recommendations. As we start this 
process, we should begin with a vi-
sion of our future. That vision should 
include the following key elements:

•	 Pharmacists	should	spend	the	major-
ity of their time in direct patient care 
activities that will be performed con-
sistently for all patients. 

•	 The	 practice	 model	 for	 each	 phar-
macy department should be “compre-
hensive,” with an appropriate mix of 
generalist and specialist pharmacist 
practitioners to provide needed ser-
vices and with assurance of the com-
petency of each provider.

•	 Drug	 distribution	 activities	 should	
be delegated to licensed pharmacy  
technicians. 

•	 Technology	supporting	the	medication-
use system should add value to the roles 
of pharmacists, pharmacy technicians, 
and pharmacy students in supporting a 
safe, effective, and efficient medication-
use system. 

•	 Activities	 for	pharmacy	students	and	
pharmacy residents should support 
the educational goals for both groups 
though their active involvement in the 
care of patients.



Harvey a. K. WHitney Lecture Permission granted

1500 Am J Health-Syst Pharm—Vol 68  Aug 15, 2011

•	 To	 achieve	 desired	 outcomes,	 the	
practice model should be team based, 
with a representation of specialist 
and generalist pharmacists, pharmacy 
residents, pharmacy students, and 
pharmacy technicians.

A team-based practice for phar-
macy will support communication, 
problem identification, and problem 
resolution, an approach consistent 
with Albert Einstein’s6 caution that 
problems cannot be solved at the 
same level of thinking with which 
we created them. Starting with a new 
model in mind and applying creative 
thinking will support the achieve-
ment of our vision. 

That being said, I would like to 
explore three specific topics that, 
I believe, are core to implement-
ing our vision and represent the 
groundwork for our future success: 
(1) the  redesign of the pharmacy 
residency model, (2) the compe-
tence and quality of the pharmacist 
work force, and (3) the role of stu-
dents and the need to make students 
indispensable. 

I have selected these three is-
sues, perhaps in part, because of my 
own interest and commitment to 
residency training. These three items 
also represent initiatives over which 
pharmacists in hospitals and health 
systems have significant control and 
are in a position to facilitate change 
quickly. The benefits of change for 
these items would be significant and 
represent “quick wins” that support 
our future practice model vision and 
the recommendations of the PPMI 
Summit and PRCSC.

Residency model
During his 1988 Whitney address, 

Joe E. Smith7 recognized the silver 
anniversary of ASHP-accredited 
residency programs. With 2013 on 
the horizon, we are approaching our 
50th year of residency accreditation. 
Pharmacy residency training pro-
grams have supported change and 
the advancement of clinical practice, 

operational improvements, and 
medication-use safety in hospitals 
and health systems. Residency pro-
grams continue to support the devel-
opment of future leaders for the pro-
fession. A key to our success has been 
the voluntary accreditation process 
directed by the ASHP Commission 
on Credentialing and supported by 
the ASHP Accreditation Services 
Division. Without the profession’s 
participation in and commitment to 
a voluntary accreditation process, we 
wouldn’t have realized the advance-
ments made over the past 50 years. 
Accreditation standards raise the 
bar of expectations higher with each 
revision.

Although the content of residency 
training has changed significantly 
over the past 50 years, the residency 
training model has not. If we are 
to achieve the established goals of 
ASHP8 and the American College 
of Clinical Pharmacy (ACCP)9 that 
all pharmacists entering practice 
and engaged in direct patient care 
will have completed postgraduate 
year 1 (PGY1) residency training by 
2020, we need to increase our capac-
ity for residency training. Strategies 
to increase capacity were explored 
during the PRCSC and included the 
development and implementation of 
a new model for residency training. 
This need for a change in the model 
is supported not only by the issue 
of capacity but also by the recom-
mendations of the PPMI Summit. 
The support from the Summit rests 
within the recognition of the value of 
an integrated practice model and the 
need to develop practitioners’ skills 
for this role.

The pharmacy residency training 
model for most programs today re-
lies on rotational experiences in spe-
cialty practice areas and the one-on-
one preceptor–resident relationship. 
Certainly, the “M” factor represents 
a significant component of the value 
for residency training and should be 
protected. The M factor, in this case, 
refers to the mentor–protégé rela-

tionship. At the same time, is it rea-
sonable to expect that pharmacy resi-
dents, having completed rotational 
experiences in specialty practice 
areas within a specialist model, will 
somehow magically make the transi-
tion to an integrated practice model 
or want to? Shouldn’t some portion 
of the residency training program 
provide experience in a team-based 
integrated practice model to ensure 
competency and a smooth transition 
to this model of practice?

During a residency preceptor com-
mittee meeting at Johns Hopkins, the 
question was asked: “How efficient 
are we with our residency training 
model compared with the Depart-
ment of Medicine or other training 
programs?” That question had me 
visiting with the medical residency 
program leaders at Johns Hopkins 
to review their model and subse-
quently reviewing the standards 
of the Accreditation Council for 
Graduate Medical Education to see if 
there were other strategies we might 
consider. At the PRCSC, Michael 
Adams,10 the program director for 
the medical residency at Georgetown 
University, provided a review of that 
institution’s model, further sup-
porting the idea that changes could 
be made to the pharmacy residency 
model to increase our efficiency and 
capacity. There was agreement by 
PRCSC attendees that elements of 
the medical model provided strate-
gies for pharmacy to improve our 
process.

As we thought through the de-
velopment of a new residency train-
ing model at The Johns Hopkins 
Hospital, our first step was to iden-
tify assumptions. These assumptions 
represented overarching principles of 
the residency program, were largely 
consistent with those identified by 
PRCSC attendees, and included as 
examples the following:

•	 Outcomes	and	competency	developed	
during residency training should not 
be compromised.
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•	 Interactions	 with	 preceptors	 would	
change but should still protect the 
mentor–protégé relationship.

•	 The	 preceptor	 model	 should	 evolve	
to an “attending pharmacist” role that 
delegates patient care responsibility 
but is still accountable for outcomes.

•	 The	role	of	the	resident	should	evolve	
to a “practitioner-learner,” a licensed 
pharmacist practicing under the guid-
ance of the attending preceptor.

•	 Residents,	 as	 practitioner-learners,	
should participate in some rotations 
structured as an integrated practice 
model.

•	 Simulations	 and	 other	 forms	 of	
technology should be used to sup-
port residency training and minimize 
preceptor time for orientation and 
explanations of routine or repetitive 
functions.

•	 Performance	 measures	 should	 be	
developed to ensure the quality of pa-
tient care as well as the quality of the 
learning experience.

•	 The	residency	model	should	embrace	
the concept of a team-based learn-
ing environment including clinical 
pharmacy specialists, decentralized 
pharmacists, pharmacy students, and 
pharmacy technicians.

•	 A	 progression	 of	 autonomy	 should	
be developed and defined for stu-
dents in introductory and advanced 
pharmacy practice experiences, resi-
dents, pharmacists, and preceptors 
that includes student educational 
responsibilities.

Attendees at the PPMI Summit 
recognized the value of an integrated 
practice model as an effective strate-
gy to support a breadth of pharmacy 
services as PGY1 residency-trained 
pharmacists provide clinical services 
in a generalist practice model. At the 
same time, we realize that for our or-
ganization and many organizations, 
patient care demands support the 
need for specialized practice knowl-
edge only developed through the 
completion of a postgraduate year 2 
specialty residency. The combination 
of specialists and generalists sup-

ports what Kevin Colgan11 described 
during a presentation at the 2010 
ASHP Midyear Clinical Meeting as 
a “comprehensive practice model.” 
Additional elements required for a 
comprehensive practice model are 
described within the recommenda-
tions of the PPMI Summit.

I do not know what the ideal 
number of residents is for The Johns 
Hopkins Hospital or for your hos-
pital or health system. My precep-
tor, Ronald Turnbull, established a 
minimum of 2 when he explained to 
me many years ago that if you didn’t 
have 2 residents, you didn’t have a 
residency program. Donald Letendre, 
a graduate of the Kentucky program 
when it was a three-year program 
with 12 residents each year, suggested 
to me that 36 was the ideal number 
of residents. Toby Clark suggested 
that 8–12 PGY1 residents for every 
325 beds is a reasonable ratio. Janet 
Teeters, thinking about our current 
model, has encouraged each program 
to “just add 1” to address the capac-
ity issues facing the profession. They 
would all agree that the pharmacy 
residency program must be accred-
ited. The need for a new model is 
supported by not only the issues 
surrounding capacity but also the 
needs identified within our vision of 
the future and the recommendations 
of the PPMI Summit. PGY1-trained 
pharmacists, practicing in an inte-
grated practice model, are core to the 
establishment of a comprehensive 
model.

The time has come for change. As 
we begin to think through the proc-
ess of implementing a new residency 
training model, we may find our-
selves confronted with a number of 
questions:

•	 Should	 we	 implement	 changes	 to	
the residency training model for our 
organization?

•	 Would	 a	 reasonable	 strategy	 be	 to	
convene a group of preceptors to 
identify assumptions or overarching 
principles for a new practice model?

•	 Should	 we	 develop	 a	 list	 of	 specific	
questions or operational procedures 
to achieve and support for each of 
these assumptions?

•	 Should	 we	 convene	 a	 planning	 re-
treat within our department to de-
fine the model and a strategy for  
 implementation?

If these questions were directed in a 
letter to ourselves, just as residents 
did when writing to T. N. Ediser, I 
suspect that the answer we would re-
ceive would be “permission granted.”

Competence and quality of the 
pharmacist work force

The competence and quality of 
the pharmacist work force are not 
new issues, and you may be wonder-
ing why I have included them in my 
remarks. 

Henri Manasse12 discussed the 
issue of the competence and quality 
of the pharmacy work force in his 
2007 Harvey A. K. Whitney Lecture. 
He spoke about “self-examination 
of the quality, safety, efficiency, and 
cost-effectiveness of our health care 
services system.” Certainly, the com-
petence and quality of the pharmacy 
work force support the achievement 
of a safe, effective, and efficient 
medication-use system. This connec-
tion validates our concerns with the 
issues of competence and quality of 
the pharmacy and pharmacist work 
force. 

In terms of our continued ef-
forts to improve the competence 
and quality of the pharmacist work 
force, Manasse recognized, as do each 
of us as practitioners, the “signifi-
cant gains” that had been achieved 
“through the expansion and revision 
of the curricula in our schools and 
colleges of pharmacy.” We have all 
benefited from these changes and 
the leadership, support, and col-
laboration from our colleagues at the 
American Association of Colleges 
of Pharmacy and the Accreditation 
Council for Pharmacy Education 
(ACPE). Despite these gains, Manasse 
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encouraged that “we still need to do 
some deep thinking about the level 
and scope of competence required 
of our practitioners in hospitals and 
health systems.”Although it took me 
a while, I now better understand this 
message and why, with the changes 
we are experiencing in the balance of 
the supply and demand of pharma-
cists, the competence and quality of 
the pharmacist work force should be 
revisited. We have had little experi-
ence understanding and dealing with 
the implications of an improved sup-
ply of well-trained pharmacist prac-
titioners. How does this change affect 
our practice model and how work-
force decisions are made within our 
organizations? 

An understanding of the impor-
tance of competency comes from 
a review of the list of expected 
pharmacist services in a compre-
hensive practice model. One list was 
developed as part of the University 
HealthSystem Consortium’s review 
of the pharmacy practice model for 
academic medical centers, led by Paul 
Bush.13 Through Paul’s leadership 
and the active participation of task-
force members, a list of services that 
should be provided by all academic 
medical center hospital pharma-
cies was developed. These efforts 
occurred in parallel with the ASHP 
PPMI Summit. A review of the rec-
ommended services for all patients 
makes a strong case for competent 
pharmacist personnel to deliver these 
services. Most telling was the univer-
sal support by task-force members of 
the list of direct patient care services.

The PPMI Summit also identified 
essential activities that should be 
provided in any optimal pharmacy 
practice model.4 The list of activities 
is extensive and includes 

•	 Accountability	 for	 development	 and	
documentation of the medication-
related component of the patient care 
plan,

•	 Review	 of	 medication	 orders	 before	
the first dose is administered,

•	 Daily	 patient-specific	 medication	
review,

•	 Monitoring	 of	 patient	 response	 to	
medication therapy,

•	 Adjustment	 of	 medication	 dosages	
based on patient response or phar-
macokinetic characteristics of the 
medication,

•	 Adjustment	 of	 medication	 regimens	
based on genetic characteristics of the 
patient, 

•	 Monitoring	of	critically	important	se-
rum medication concentrations and 
other clinically important laboratory 
analyses,

•	 Authority	 to	 adjust	 dosage	 for	 se-
lected medications,

•	 Par t icipation	 in	 antimicrobial	
stewardship,

•	 Medication	 reconciliation	 in	 the	
emergency department, on patient 
admission, during hospital transfer, at 
patient discharge, and in ambulatory 
care settings,

•	 Establishment	 of	 processes	 to	 ensure	
medication-related continuity of care 
for discharged patients,

•	 Provision	of	education	 to	patients	at	
discharge,

•	 Participation	 on	 the	 rapid-response	
team, and

•	 Participation	on	resuscitation	teams.

This list of activities was supported 
by PPMI Summit attendees to ensure 
the quality, safety, efficiency, and 
cost-effectiveness of the medication-
use system. The question I started to 
consider was, “Does every pharma-
cist in a position to provide direct 
patient care services possess the 
knowledge, skills, abilities, and com-
petencies to provide these services?”

The PRCSC afforded the opportu-
nity to review our current landscape 
of residency training, trends in the 
delivery and financing of health care, 
work-force trends, and policy issues. 
Several times during the conference, 
the policy statements of ASHP and 
ACCP that support the requirement 
for PGY1 residency training for entry 
into clinical practice by 2020 were 
discussed.

While thinking about this long list 
of essential drug therapy manage-
ment services that would be expected 
of pharmacists practicing in either 
a specialist or generalist model and 
our vision for the future, we might 
be asking ourselves several questions: 

•	 Is	it	2020	at	our	organizations	today?
•	 Should	 the	 completion	 of	 a	 PGY1	

residency be required and a part of 
the job description to provide clinical 
services?

•	 Should	 we	 take	 steps	 to	 ensure	 that	
pharmacists providing essential drug 
therapy management services have 
the required knowledge, skills, abili-
ties, and competencies?

If these questions were directed in a 
letter to ourselves, I know the answer 
we would receive would be “permis-
sion granted.”

Making students indispensable
It seems to me that as we go about 

implementing the recommendations 
of the PPMI Summit, much of our 
focus will appropriately center on the 
utilization of pharmacists, pharmacy 
technicians, and technology. And, 
although included in the recommen-
dations made during the Summit, I 
wonder if we could be overlooking 
the importance and significance of 
pharmacy students?

During a visit to Detroit, I found 
myself speaking with Douglas A. 
Miller backstage at the commence-
ment ceremony for the Wayne State 
University College of Pharmacy. We 
spoke about Wayne State’s strate-
gies to address the needs of student 
experiential training.14 I recalled 
Doug’s comment that “our goal is to 
make pharmacy students indispens-
able to the training site.” During my 
return flight to Baltimore and several 
times during the days that followed, 
I thought about his comment and 
wondered if our preceptors would 
consider students indispensable.

As early as 2004, many people un-
derstood, with the growing number 
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of pharmacy schools and pharmacy 
students needing quality experien-
tial training, that a “perfect storm” 
was on the horizon. That storm is 
now being picked up on the local 
radar for most hospital and health-
system pharmacies around the 
country. If our vision is that every 
student should have quality intro-
ductory and advanced experiential 
learning experiences, collaboration 
between colleges of pharmacy and 
the training sites will be needed to 
ensure success.

A return visit to Detroit, through 
the hospitality of Doug Miller; 
Edward Szandzik, the Director of 
Pharmacy at Henry Ford Hospital; 
and Richard Lucarotti, a faculty 
member at Wayne State Univer-
sity, increased my understanding 
of what I believe is a “best practice” 
supporting experiential training 
of students. There are a number of  
“best practice” models in place 
around the country that are effec-
tively supporting the experiential 
training needs of students. The ele-
ments that seem common to success-
ful programs include

•	 A	 strong	 commitment	 from	 the	
program to match the students’ inter-
ests with the scheduled experiential  
experience,

•	 Support	 for	 students	 to	 make	 career	
decisions earlier in the educational 
process,

•	 The	availability	of	educational	tracks	
for experiential training that match 
the students’ desired career path,

•	 The	availability	of	a	 traditional	 track	
for students who have not yet identi-
fied a career path and desire a variety 
of experiences to support their career 
goals and objectives, and 

•	 Extended	rotational	experiences	with-
in the desired career track for students 
at a single site.

The nomenclature for the program 
at Wayne State supports our under-
standing of the program structure 
and the options available to students. 

Rotations offered include “LAPPs, 
TAPPs, and CAPPs.” A LAPP is a lon-
gitudinal, hospital-based experience 
supporting five to seven required 
rotations at one health-system site, 
while a TAPP is a traditional model 
with a series of rotations at multiple 
sites, and a CAPP is a community 
pharmacy experience with three con-
secutive experiences completed at 
one practice site.

Key elements of the program were 
discussed during our visit. Students 
are oriented to the options available 
to them during programs held in the 
third professional year. Each partici-
pating LAPP and CAPP practice site 
presents an overview of the experi-
ential opportunities they provide, 
and additional information about 
each of the sites is made available to 
students through websites. In addi-
tion, students can gain insight and 
perspective about the program op-
tions from various faculty members, 
academic advisors, and from senior 
students currently completing the 
advanced pharmacy practice experi-
ences. Many sites hold an open house 
for prospective students hosted by 
current or former students, phar-
macy residents, and preceptors.

Students sign up for onsite inter-
views for LAPP or CAPP programs in 
which they have an interest. After the 
interview process, the students and 
practice sites participate in a match 
program that operates long the same 
lies as the ASHP Resident Matching 
Program. This process helps ensure 
that students’ interests and abilities 
are matched with the opportunities 
available at the various sites. Regard-
less of whether a student chooses a 
LAPP, CAPP, or TAPP, each receives 
comparable training experiences in 
accordance with ACPE standards. 
However, wit this system, those who 
desire to do so have the opportu-
nity to advance their career within 
a specific area of pharmacy practice. 
The advantage to the practice site is 
that students who complete multiple 
rotations at that single site become 

much more familiar with the profes-
sional and support staff and with 
pharmacy operations at that site. As 
a result, it is much easier for them 
to be integrated into the process of 
patient care.

I was able to observe this integra-
tion during our visit to Henry Ford 
Hospital. Students do not simply 
“shadow” a pharmacist but instead are 
assigned to and develop a relationship 
with a rounding team. As skills devel-
op and experience permits, students 
are given progressively increasing 
levels of responsibility for drug ther-
apy outcomes for patients under their 
general care. A typical patient load 
is about 10–15 patients. Pharmacist 
preceptors provide oversight of stu-
dent performance and ensure quality 
patient care (much like an attending 
physician supervises residents and 
students on service). Student projects 
designed to improve the scope and 
quality of pharmacy services and pa-
tient care are encouraged.

Participating LAPP sites have 
increased the number of rotations 
they offer, reversing a previous trend 
where hospitals and preceptors 
typically wanted fewer, not more, 
students on rotation. Students are 
now contributing to the process of 
patient care. They are seen as as-
sets rather than liabilities. At Henry 
Ford Hospital, students have be-
come indispensible.

This structure represents a win-
win-win. Students receive a more 
meaningful experience (“doing” 
rather than just “watching), which 
helps better prepare them for the 
next stage of their career. Participat-
ing sites benefit as the integration of 
students into their practice model 
permits expansion and enhancement 
of patient care. The college benefits 
because it has a grater number of 
high-quality rotations to offer its 
students. Interviews with faculty, 
preceptors, pharmacists, residents, 
and former an current students 
validated the success and value of this 
program.
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The strategy utilized by Wayne 
State University represents only one 
method to meet the experiential 
training needs of students. Around 
the country, schools and colleges of 
pharmacy are collaborating with ex-
periential training sites to change our 
model of introductory and advanced 
experiential training. The time to act 
is now. As we begin to think through 
the process of implementing new 
models for experiential training, 
we are once again confronted with 
questions. It really comes down 
to one basic question: Should we 
pursue strategies to make students 
indispensable? Asking ourselves the 
question, our answer, once again, is 
“permission granted.”

Final thoughts
In the time we have had this eve-

ning, we have been able to explore 
three topics representing areas where 
pharmacists in hospitals and health 
systems have a significant level of 
control and could quickly bring about 
changes that would benefit the profes-
sion and our ability to provide patient 
care services. As you consider strategic 
planning activities for your hospital 
and health system in the future—
if you haven’t done so already—I 
would encourage you to develop and 
implement changes to the pharmacy 
residency model to increase our ca-

pacity and decrease the cost of care for 
patients. In addition, we should take 
a hard look at what we are asking our 
clinical pharmacists to do and ensure 
that they possess the knowledge, skills, 
abilities, and competencies needed. 
Last but certainly not least, we should 
review the structure for student expe-
riential training and develop strate-
gies to make students indispensable to 
the training sites.

Finally, as we go forward from this 
evening, when you ask yourself ques-
tions about what to do, remember 
the strong message of motivation, 
empowerment, responsibility, and 
accountability within the simple ex-
pression “permission granted.” Give 
yourselves permission to assume a 
leadership role to implement change.
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