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I

am honored to be the 65th person
recognized with the Harvey A. K.
Whitney Award. To be counted
among this small group representing
many of my pharmacy heroes is truly
humbling. I have been influenced in
large and small ways in life and career
by 40 of the 64 previous recipients,
and though this high percentage says
something about my age, of much
greater meaning and value is the
willingness of these stellar individuals to impart wisdom and vision to
virtually anyone prepared to ask.
The legacies of the Whitney Award
recipients live on through their desire
to advance the profession and their
eagerness to support the careers and
hopes of others.
The visible ingredient
Do pharmacists make a difference
in the lives of patients? If so, do patients know? What is our reason for
existence as a profession as we move
toward the future? Over the next bit
of time, I hope to answer these questions, address some concerns, and
issue a few challenges.
In addition to scouring past Whitney Award lectures in preparation for
my comments, I searched the Internet for mentions of the “role of the
pharmacist.” The search yielded over
12.8 million hits on such topics as

the role of the pharmacist in a wide
variety of disease areas, in managing the supply chain, in adherence
coaching, on home care and palliative care teams, and even in breastfeeding support. Two comprehensive
reviews of pharmacists’ clinical roles
and their roles in a changing health
system had also recently been published; both attempted to identify the
many patient care services provided
by pharmacists now and into the future.1,2 It appears safe to say that the
education we receive prepares us for
countless types of work activities and
that we are obviously good at creating new roles. However, I want to
affirm as clearly as possible that all of
these translate into only one role that
each pharmacist must live by: caring
for our patients. No matter where
we practice our profession, save a
few isolated job functions, our focus
must be on caring for our patients.
This is our professional reason for
existence today and into the future.
This caring, somewhat like marriage
vows, must exist whether patients are
rich or poor, sick or healthy. Patients’
skin color, religious or sexual preference, and whether they have lived a
healthy lifestyle or abused themselves
in so many of the ways possible to
damage health . . . none of these must
interfere with our caring, compas-
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sion, empathy, and efforts to improve
their quality of life.
Although the term patient-centered
care is popular these days, our mission
has always been about the patient; it
was never about pharmacists—not
about nurses, not about physicians,
and certainly not about insurance
companies. It really isn’t so complicated either. As early 20th-century
physician Francis W. Peabody3 said,
“The secret of the care of the patient
is in caring for the patient.” Do pharmacists demonstrate care? Do they
have compassion and empathy for
their patients? I think so and also believe we regularly make a difference
in their lives, even when they don’t
know it.
Although student pharmacists
don’t repeat the Hippocratic Oath
at graduation, there are three key
areas of the oath I believe should be
considered a pact with patients by all
of our graduates. First is the covenant
with patients, which is the pledge to
use our best ability and judgment
in their care. The second is termed
appropriate means, which requires
the use of established and accepted
practices to treat patients. Last is appropriate ends, which means to do
what is best for the patient rather
than what is best for the pharmacist.
Focusing on these three aspects of a
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pharmacist version of the oath would
help ensure we are truly caring for
the patient to the best of our abilities
and for the purest of reasons.
I credit Dave Angaran with starting me on the path of writing reflections about our profession. In one
of his early musings (1975), Dave
described attempting to help his
mother and family understand what
he did for a living.4 Dave depicted
an uncle who enjoyed teasing him
by saying, “Any patients ever ask for
just you—like, Quick! Quick! Get a
pharmacist, I’m dying!!” or, “Is there
a pharmacist in the house? . . .” Dave
posed a question in the article that is
pertinent to my lecture tonight. He
asked if it was important to worry
whether his family understood what
he, as a clinical pharmacist, did. He
responded in the affirmative by saying, “Because when they understand,
the whole world will understand,
and the clinical pharmacist will have
come of age.”
During my ASHP presidential address in 1997, 22 years after Angaran
wrote that article, I destroyed a copy
of the ASHP videotape “The Invisible Ingredient.” This entertaining
production showed that pharmacists
were providing many important
services that impacted the lives of
patients, but they were delivered
behind the scenes and not routinely
recognized. My purpose in tearing
up the video was to advocate that
we could no longer be invisible participants in patient care if we were
to fully capitalize on the value pharmacists could bring to patients’ lives.
The Joint Commission of Pharmacy
Practitioners (JCPP) 2015 vision
statement (created in 2004) stated,
“Pharmacists will be the health care
professionals responsible for providing patient care that ensures optimal
medication therapy outcomes.” 5
While I understand that all professionals deliver many important
services behind the scenes without
glory or recognition, I do not believe
we can accomplish JCPP’s vision
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without becoming a highly visible
ingredient in healthcare.
Pharmacists have long been described as overeducated and underutilized, but we have also accepted
this underutilization too easily at
times despite hundreds of studies
showing we can make real differences
in the lives of patients. And, though
there have been many important successes that have moved the profession
forward, we have not always been
bold enough in tearing down obstacles that prevent full participation
in caring for patients and ensuring
their optimal use of medications. We
have not always aggressively sought
the places where care is not delivered
appropriately and figured out how to
assist. And even when we know how
to improve care, it has not always
been done consistently within and
across all practice settings.
It is clear to me what pharmacists
do well. We are educated about the
optimal use of medications to a very
high level yet too often continue to
perform tasks that could be done by
others with less training, sometimes
at the expense of those activities only
we are best prepared to perform. To
serve patients to the best of our abilities, this must not continue.
After reviewing past Whitney
Award lectures, I believe nearly all focused on changes that would enhance
our value to patients. Although it was
not always specifically stated, it also
seemed that nearly every discourse
focused on pharmacists becoming
more visible through their actions.
To continue my focus on visibility, I
would like to now provide examples
of scenarios where we appear to be
more visible since my presentation
in 1997, as well as others where we
remain behind the scenes to the potential detriment of our patients.
Visibility report card: Visible
ingredients
Here are several examples demonstrating recognition by others of our
role in health care:

HARVEY A. K. WHITNEY LECTURE

• In 2011, U.S. Surgeon General Regina
Benjamin provided written support
for a report on the benefits of advanced pharmacy practice. 6 The
report presented data objectively
illustrating the contribution of pharmacists in the U.S. Public Health
System and supported healthcare
reform through pharmacists’ delivery
of expanded patient care services. The
report suggested that “pharmacists,
especially those practicing in community settings, are accessible and
trusted health providers to the public,
and as such are excellently positioned
for opportunities to promote public
health and wellness.”
• The director of the Centers for Disease Control and Prevention (CDC)
recently stated that the drug expertise and leadership of pharmacists
are crucial to effective antimicrobial
stewardship.7 This followed CDC reports indicating that poor antibiotic
prescribing in hospitals is putting patients at risk for deadly diarrhea and
drug-resistant infections.
• In a National Public Radio (NPR)
interview of Lucian Leape about
medication errors, he described the
pharmacists’ role in preventing problems with medications in the intensive care unit (ICU) and then stated
that pharmacists should be available
in every ICU. That Dr. Leape, an internationally respected physician, was
advocating for pharmacists told me
we are making headway.
• Consistent with Dr. Leape’s suggestion, regulations now require that
programs applying to become a
Clinical Transplant Hospital must
identify one or more pharmacists
who are “responsible for providing
pharmaceutical care to solid organ
transplant recipients.”8
• Authors of a 2014 analysis for the
State of New Jersey on opportunities
to enhance prevention and management of type 2 diabetes mellitus
indicated there was inadequate use of
pharmacists as members of case teams
for these patients.9 Two recommendations were to “reimburse pharmacists
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Michael R. Cohen
Bernard Mehl
Neil M. Davis
William A. Gouveia
John A. Gans
Max D. Ray
William A. Zellmer
Paul G. Pierpaoli
Kurt Kleinmann
Marianne F. Ivey
Roger W. Anderson
Harold N. Godwin
David A. Zilz
Wendell T. Hill, Jr.
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John W. Webb
Fred M. Eckel
Mary Jo Reilly
Warren E. McConnell
William E. Smith

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 internship 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 Pharmaceutical Association and finally, in 1942, into the
American Society of Hospital Pharma-
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Kenneth N. Barker
Donald C. Brodie
Milton W. Skolaut
Allen J. Brands
Herbert S. Carlin
R. David Anderson
Sister Mary Florentine, C.S.C.
Louis P. Jeffrey
George L. Phillips
William M. Heller
Sister M. Gonzales, R.S.M.
Joseph A. Oddis
Leo F. Godley
Clifton J. Latiolais
Paul F. Parker
Robert P. Fischelis
Sister Mary Berenice, S.S.M.
Albert P. Lauve
Vernon O. Trygstad
Grover C. Bowles
Herbert L. Flack
Thomas A. Foster
I. Thomas Reamer
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Sister Mary John, R.S.M.
George F. Archambault
Gloria N. Francke
Evlyn Gray Scott
Donald E. Francke
Edward Spease
Hans T. S. Hansen
W. Arthur Purdum

cists. 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 HealthSystem 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.”
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•

•

•

•

•

for medication therapy management
in the Medicaid program and . . . reimburse pharmacists for Patient SelfManagement Programs for Diabetes
services.”
Forbes published an article this year
titled “Fixing Healthcare Can Be as
Close as Your Neighborhood Pharmacy,” wherein it reported that “70% of
consumers would go to a pharmacist
for health services if their insurance
covered them”; the article went on
to note, “Twenty-one percent of that
70% say they’d still go to a pharmacist
even if they would have to pay $75 out
of pocket.”10
In the United States, collaborative
practice acts exist in at least 47 states
and the District of Columbia, and
laws now allow prescribing by pharmacists in countries such as England
and New Zealand.11 I don’t believe
we have taken sufficient advantage
of these opportunities to date but
expect that will change as the need for
primary care explodes secondary to
healthcare reform initiatives.
Legislation recently passed in California12 and Wisconsin13 designates
pharmacists as healthcare providers
and allows them to deliver a variety
of healthcare services. The California
legislation also created a new class
of provider: the “advanced practice
pharmacist.”
The quality of pharmacy research
continues to improve and become
more impactful relative to improving patient care, with hundreds of
studies available on cost-effective
changes in patient outcomes due
to pharmacist services.14 Pharmacy
researchers are also frequently part
of multidisciplinary research teams,
thereby expanding the influence of
the profession.
The provision of immunizations by
pharmacists has increased dramatically. A recent story on NPR reported
that only one third of eligible girls
receive the human papillomavirus
(HPV) vaccine.15 Immunizations in
pharmacies were suggested as a way to
get the vaccines to girls as conveniently
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as possible to help prevent cervical
cancer. Although I believe we must
do more to track patients and recommend immunizations routinely for
those in need, we are gaining visibility
as a profession that can improve public health through these services.
• Pharmacists are impacting the lives of
millions of patients through medication therapy management services
created as part of the Medicare Part D
legislation.

My final example is a local and
patient-level anecdote: Last month
I received notice of a call from one
of the residents at a nursing home
where our pharmacy students go
for introductory pharmacy practice
experiences in geriatrics. The patient
wanted us to know she loved having
the pharmacy students visit her, felt
like they really helped her understand her medications and disease,
and truly cared about her. This patient said that the program had positively impacted her life. Stories like
this, told among patients, will help
ensure that pharmacists are visible
ingredients in healthcare.
All of the activities I’ve mentioned
are indicators of trust placed in pharmacists by consumers of healthcare,
legislators, and other healthcare providers. They also demonstrate that
pharmacists can and do make a difference in the lives of their patients.
There are also a number of other
signs signifying steady progress
toward high visibility for the profession. For example, we continue to
receive high ratings by the public
for honesty and ethical behavior,16
and the profession has been ranked
as one of the top careers to consider
for students entering college.17 Pharmacists serve in leadership roles of
interprofessional organizations like
the Society of Critical Care Medicine
and the American Society for Parenteral and Enteral Nutrition and are
recognized members of prestigious
and influential organizations like
the Institute of Medicine (IOM).
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An IOM fellowship specifically for
a pharmacist was developed under
the direction of Dr. J. Lyle Bootman,
demonstrating that pushing the envelope merely requires a leader.18
Interprofessional education will
soon be required of all healthcare
colleges by their accrediting bodies, and interprofessional practices
are continuing to develop, which
will lead to greater understanding
of each profession’s value to patient
care. Chain pharmacies are examining new interprofessional primary
care practice models wherein such
pharmacies can be considered places
for healthcare delivery. Of note, a
recent report of a chain’s program to
transition patients from the hospital
to home indicated that hospital readmissions were reduced by 46%, demonstrating that coordination of care
within and among the professions
leads to better patient outcomes.19
A report on consumer willingness to have healthcare services
provided at a clinic in a retail store or
pharmacy indicated that about 50%
would very likely or somewhat likely
have wounds debrided or stitches
removed there.20 Others would even
consider undergoing dialysis (26.2%)
or getting an MRI (34.4%) in such
settings. Many more consumers were
willing to have a wide variety of services provided at home via applications on their smartphones. These alternative delivery approaches, which
were estimated to have the potential
to save about $65 billion annually,
can be targets for pharmacist entrepreneurs creating new roles for the
profession.
Professional pharmacy organizations are working together and with
other healthcare organizations more
effectively to advance the profession
and improve patient care. Two recent
examples include the commitment of
major funding to lobbying focused
on gaining provider status, which I
now believe will occur in my lifetime,
and the sharing of a common vision
by ASHP and the American College
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of Physician Executives for improving the health and well-being of
patients.21
Visibility report card: Areas of
limited visibility
Unfortunately, there are examples
of pharmacists not being visible
enough.
• There are still pharmacies in community and hospital settings where
the pharmacists spend much of their
time in dispensing-related roles, unseen by the public. Further, too many
pharmacists are apparently content
in these roles. I once listened to a
presentation by Fred Eckel (the 1985
Whitney Award recipient) in which
he talked about why pharmacists
were complacent about seeking new
clinical roles. He pointed out, “Fat
cats don’t hunt.” We pharmacists are,
indeed, well compensated these days,
and jobs have been plentiful and
easy to get. This may change quickly
if models of care emerge that don’t
value pharmacist services. Pharmacists must be prepared to be creative
in creating new roles that are valued
by patients and others.
• There is currently no requirement
for a pharmacist to address the needs
of every patient receiving complex
medication therapy in hospitals and
health systems. Progress is being
made, however, as the Pharmacy
Practice Model Initiative (PPMI) by
ASHP will track this metric beginning in 2015,22 which will increase
the imperative for this to become a
requirement.
• Pharmacists generally evaluate medication orders after the fact. One
PPMI dashboard item reports data
on how frequently pharmacists evaluate medication orders before the first
dose is administered (that figure was
79.5% for 2013).22 While this role is
clearly important for patient safety, it
is not a visible function that ensures
ideal therapy prior to the order being
written, and substantial rework can be
required to correct orders.

• I still hear too many stories of patients
reporting never having seen a pharmacist in the hospital, perhaps because pharmacists don’t take the time
to introduce themselves to patients or
let patients know what is being done
for them.
• We are not at the table for many
discussions of healthcare reform and
often not part of the primary vocabulary of healthcare, where most of the
conversation is around physicians and
nurses.23 Considering the pervasive
use of medications, their suboptimal
use, and the fact that we as a nation
pay as much for the problems caused
by medicines as for the medicines
themselves, this is disappointing. A
pharmacist should be in on every
discussion of reforms that impact
medication therapy. I remember
David Zilz (the 1990 Whitney Award
recipient) saying that he attempted
to find every important committee
he wasn’t a member of and then to
figure out why not. Dave’s obvious
message was that a pharmacist’s
input was crucial to important decisions at the medical center. Recent
PPMI dashboard results indicate
that 37% of hospital pharmacy executives are not at the strategy level
in their organizations,24 potentially
leading to relegation to roles such
as keeping the drug budget low and
surviving Joint Commission surveys
rather than being viewed as having a
clinical role in the use of drugs. This
must be avoided.
• We probably still have to occasionally
explain to our family what it is we do
as clinical pharmacists, and many patients don’t fully understand what we
can do for them or ask for the services
to be available.
• Finally, we don’t have a pharmacistcentric television show that depicts
pharmacists in a positive light with regard to impacting the lives of patients.

The Pharmacy River
To change course slightly away
from the report card on visibility,
I will now compare our profession
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to a river as a metaphor to illustrate
how increasing visibility and new
pharmacist roles can impact patient
care. Rivers often begin as small
trickles that are joined by other small
trickles, eventually becoming creeks,
then streams, then small rivers, and,
finally, broad bodies of water seeking
the oceans. They start out slowly, become raging torrents rushing down
mountains and pushing obstacles
as big as boulders out of their way,
and finally become more sedate as
their influence and impact broaden.
This sedate nature can change with
fluctuations in weather, of course,
and angry floods can occur under the
right conditions. The flow of rivers
may be impeded by dams that alter
their influence on the surroundings,
or they can be diverted to create new
paths that benefit society. Living in
the desert Southwest, I can also say
that a formerly magnificent river can
become a dry wash under adverse
conditions in which its strength is
drained away along its course. Without proper care, even the mightiest
rivers can revert back to tiny streams
or disappear altogether.
The Pharmacy River is like many
others. We started in small trickles
around the world by helping to
relieve suffering and treating patients’ conditions with medicinal
plants. For example, a book written
by Shen Nung in China about 4000
years ago, The Divine Husbandman’s
Materia Medica, gave descriptions
of 365 plant-based drugs. Sadly, he
tried the medications on himself
first and died of a toxic overdose of a
new one (now, that really represents
commitment on behalf of patients).
From these small starts, the profession moved steadfastly toward new
ways to provide valuable care to our
patients. The aforementioned “role
of the pharmacist” articles represent
trickles of activity coming together to
join the main channel of pharmacy
practice. Sometimes the trickles became torrents as everyone took up
the roles; in other instances, only
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small numbers of pharmacists continued the highlighted activity or the
activities disappeared altogether.
The pharmacokinetic service I was
part of is an example of a trickle that
became a torrent. Therapeutic drug
monitoring (TDM) provided many
pharmacists with their first chance to
get to the floors in hospitals, where
we were then able to do things for
patients beyond just being the “aminoglycoside pharmacist.” According
to 2012 survey results, pharmacists
now routinely monitor drug concentrations, can order drug concentration measurements, and have the
authority to adjust doses of routinely
monitored medications in more than
80% of institutions.25 These results
indicate that TDM remains a way to
provide direct patient care opportunities for pharmacists, who can then
take on expanded roles on behalf of
patients. Pharmacists who embrace
the utilization of pharmacogenomics
to enhance drug dosing should have
similar opportunities in the future.
In 1976, when I entered the profession, the time spent on pharmacy
practice rotations for students at my
college was three hours per week in
a community setting for one quarter
of the school year. The education
of pharmacy students was targeted
to the mainstream of the pharmacy
River at the time—the importance
of drug quality and the “four R’s”:
ensuring that the right dose of the
right medication is being given to the
right patient at the right time. Unfortunately, the time spent actually
interacting with patients was quite
limited and not focused on knowing
what happened to patients after they
left the pharmacy. Obviously, there
was not much in the way of patientcenteredness. In fact, it hadn’t been
that long since the times when pharmacists were not supposed to discuss
the purpose of patients’ medications
with them.
We have come a very long way
since those days, and I have to admit
that it was exciting being a part of the
1400
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profession’s transition and watching
the trickles of newly developed roles
for pharmacists become the torrent
of clinical pharmacy that swept the
profession and created a flood of
new opportunities. The clinical pharmacists of the 1970s and 1980s were
pushy and expanded the boundaries
of the profession.26 To paraphrase
a quote from the popular TV series
“Star Trek,” they wanted to boldly
go where no pharmacist had gone
before. To be sure, dams have been
and will continue to be erected along
the river’s way, both internally and
externally, that hamper full utilization of pharmacists in direct patient
care roles, but I am confident we can
overcome these obstacles.
Prescriptions for increasing
visibility and value into the future
Ensuring the four R’s remains
an important aspect of our role as
pharmacists and may arguably be
even more critical today, since we
know that many patients are dying
each year from adverse effects of the
medications they receive. However,
we must take full accountability for
the four R’s rather than just assuming
that a review of the initial medication
order is sufficient.
There are many enemies we face
as pharmacists, should we choose to
take up the battle. Our enemies are
not other professionals or patients
who don’t recognize our value and
not the lack of provider status. They
are not the pharmacists who don’t
live up to our expectations of accountability for optimal medication
therapy outcomes, or the business
practices that prevent the opportunity, nor even our apparently dysfunctional political system. These
are merely challenges we face on the
way to fighting our real enemies. Our
enemies are preventable disease and
death; lack of adherence to beneficial
medications, including fear of immunizations; unnecessary harm to
patients by medications; disparities
in the quality of healthcare; lifestyle
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choices that are harmful to patients;
inadequately treated pain; drug addiction; poverty; and hunger.
Donald Francke (the 1953 Whitney
Award recipient) once said, “Today’s
drugs may be likened to ballistic missiles with atomic warheads, while we
prescribe, dispense and administer
them as if they were bows and arrows.”27 Patients are harmed much
too frequently by medications, and
because there is proof from many
studies that pharmacists can prevent
or mitigate a substantial amount of
such harm, it is imperative that we
do so. Former Surgeon General C.
Everett Koop is purported to have
said, “Drugs don’t work in patients
that don’t take them.” 28 A recent
report indicated that approximately
one third of surveyed patients with
chronic illnesses were unable to afford medications, food, or both.29
Pharmacists could moderate this
by working with prescribers and
patients around ability-to-pay issues at the initial ordering stage and
by helping patients understand the
importance of their medications in
preventing long-term harm from
chronic disease.
Preparing pharmacists: Changing
education and training
In my opinion, the vision to
have all pharmacy graduates complete at least a postgraduate year 1
(PGY1) residency has the greatest
chance to positively impact our
ability to provide high-quality care
for patients. It was my privilege to
chair the committee that crafted the
American College of Clinical Pharmacy (ACCP) position on residency
training for all graduates who wish
to provide direct patient care and,
more recently, to serve on the committee that described the need for
postgraduate year 2 (PGY2) residencies.30,31 I also proposed ASHP’s
policy on residency training to the
House of Delegates. Since then, other
organizations have developed policy
on residency training that avoided
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suggesting a mandate and rather just
supported residency training. I believe the entire profession, including
the colleges of pharmacy, must support this vision. With 15,000 students
due to graduate annually in the next
couple of years and with new schools
continuing to open, we have a major
challenge ahead that will require a
concerted effort. Although tremendous progress has been made and
considerable energy expended in the
last few years to increase the number
of residency programs and positions,
the profession must never let up on
the accelerator until the number
of residency positions matches the
number of graduates.
To support this vision, I believe
the time has come for colleges of
pharmacy to change their focus from
preparing students to enter solo practice to preparing students to enter a
residency. Obviously, this would appropriately put additional pressure on
the colleges to participate at a much
higher level in residency training.
In order to adequately educate
student pharmacists, colleges of
pharmacy must not hire new clinical faculty who haven’t completed at
least a PGY1 residency and preferably
a PGY2 residency if they are to teach
in specialty areas. Recently published
views by ACCP on minimum qualifications for clinical pharmacy faculty
support these recommendations.32
Board certification should also become the norm for clinical faculty
and clinical specialists in order to
continue enhancing our recognition
by others,33 which then helps increase
opportunities to make a positive difference in patients’ lives.
The tremendous amount of data
gathered on patient interactions with
the healthcare system creates opportunities for important research
that improves patient outcomes.
The efforts by organizations such as
ASHP and ACCP to train pharmacy
researchers should be continued and
increased in order to take advantage
of this. Also, all colleges of pharmacy

should do more to develop pharmacist researchers among their practitioner students, and more residency
programs should have their residents
conduct evaluative research. These
efforts, which should create a bigger
army of individuals skilled in research techniques, have the potential
to both advance the visibility of the
profession and improve patient care.
Practice change
I support the development of a
consistent approach to patient care
using a standardized process that every student and pharmacist knows by
heart and uses with every patient.34
Everyone must know what to expect
when a pharmacist cares for a patient. If that is clearly visible to all, we
will be fully accepted and our contributions fully acknowledged. Until
we do what is obvious to all, every
pharmacist in every setting should
introduce themselves as pharmacists
and tell patients what is being done
on their behalf. Consistent provision of care and telling of the story
will increase our visibility and opportunities to collaborate. I recently
attended a presentation by Max Ray
(the 1997 Whitney Award recipient)
wherein he suggested that pharmacists tell prescribers what they are
doing for the patient in order to
create a covenant with both patient
and prescriber. My first thought was
that if everyone already knew what
we did for patients, that step could
be circumvented and the conversation could go straight to anything
that needed to be improved in the
patient’s care.
Although we are the health professionals most adept in understanding
cost dynamics relative to medication therapy, we need to reduce
the perception of pharmacists as
“pharmacops” for the formulary
and insurance companies. Instead,
we should function as members of a
team working to provide all three of
the triple aims of better care, lower
cost, and better health.

Visible ingredient

We should avoid providing “distance” care from the basement or
behind the counter. Merely reading laboratory tests or reacting to
computer alerts and making treatment decisions without patient and
healthcare provider interaction of
some sort should be avoided. There
is much to be learned when looking
directly at or speaking with the patient or provider. I wish I had a time
machine that would enable me to see
how we will interrelate in the future,
since technology will create even
more opportunities to communicate
synchronously with patients and
other healthcare providers to create
a form of personal contact when we
can’t be there physically. Technology
also has the potential to help us get
to the front of the ordering system
when we must practice at a distance
and, thereby, reduce rework caused
by problems that develop. Perhaps
we will have avatars—holographic or
other electronically generated manifestations of ourselves—to enable us
to interact with patients anywhere
in the world, reducing the problems
of healthcare delivery disparities in
rural and underserved communities.
I hope so.
Pharmacists should focus more
attention on public health problems
that we can do something about. We
can favorably impact many public
health issues important in today’s
world, such as obesity prevention
and treatment, smoking prevention
and cessation, proper antibiotic use,
mass emergencies, and healthcare
disparities.
Finally, the pharmacy organizations must continue focusing their
attention and funds on the important issues that improve the ability of
pharmacists to care for patients and
create partnerships that benefit overall health. The strength that comes
from working together can move
mountains.
Concluding thoughts
As the Pharmacy River moves
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inexorably toward the sometimes
turbulent ocean of overall healthcare,
a vast array of pharmacist roles are
firmly established due to the efforts
of many who have gone before us.
I am confident there will be even
more roles defined by new pharmacy
pioneers as the profession deepens its
commitment to being highly visible
and recognized providers of direct
patient care. There are certainly
obstacles in the way, but a recommendation by Sister Mary John35 (the
1957 Whitney Award recipient) still
rings true today. She spoke directly
to younger members of ASHP in
her lecture, saying, “. . . do not be
discouraged if you are assigned to
an area where the pharmacy service
is not on a professional level; accept
the challenge and develop it.” While
less-than-optimal practices remain
today, I am confident new leaders
will increase the professional level
at every site over time. Our patients
should learn to expect nothing less.
I have spent this lecture advocating for the increased visibility of the
profession because I believe we can
do much more for patients as the
visible ingredient. However, it really
is less about being visible or invisible
and more about truly caring for our
patients in a consistent manner that
is readily recognized. If each of us
continually strives to make the lives
of our patients better through efforts
on their behalf, we will have fulfilled
our purpose and become indispensable ingredients in their care. When
we do this, patients will ask specifically for their pharmacists, our families will be able to clearly articulate
what clinical pharmacists do for a
living, and perhaps we’ll even get our
own television series.
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