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CONTINUING PHARMACY EDUCATION

PHARMACY LEADERSHIP ISSUE

Building for Your Professional Future:
Thoughts for Young Leaders
Introduction article by Katherine Knapp, PhD
Katherine Knapp

W

elcome to the California Journal of Health-System Pharmacy’s second theme issue
on leadership! In 2013, CJHP pulled together a stellar cast including Dr. Glenn
Yokoyama, Dr. Diana Hendel, Dr. Paul Lofholm, and Dr. Rita Shane to explore their
ideas about leadership in pharmacy.1 Now in 2017, CJHP revisits leadership as a central
issue in pharmacy using the same format as in 2013 with a lead introductory article
followed by interviews with three outstanding pharmacy leaders from California:
• Dr. Kathleen Besinque from Chapman University School of Pharmacy
• Dr. Kenneth Schell from University of California, San Diego and Rady Children’s Hospital
• Sara White, a consultant who was formerly the director of pharmacy at Stanford
University Medical Center
This introduction is particularly directed toward pharmacy students, residents, fellows,
and young practitioners—the future leaders of the pharmacy profession. Hopefully,
other readers will enjoy reviewing their leadership paths by comparison.
It is my honor to provide the introduction to the 2017 CJHP pharmacy leadership issue.
During the years 2004 to 2014, I served as dean of the Touro University California
College of Pharmacy and many leadership ideas gelled for me during that period. My
focus in this introductory section will be on those traits, skills, actions, and attitudes that
have worked for me especially in my time as a dean. As noted above, these remarks are
particularly directed toward students, residents, fellows, and young practitioners who,
with their busy lives, struggle to find time to develop leadership skills or take on leadership roles. The reader is highly encouraged to visit the 2013 CJHP leadership issue for
excellent references that need not be repeated here. I hope the personal observations and
recommendations reported here will be helpful to those who want to be a force propelling the pharmacy profession forward during their careers.

Learning Objectives:
After reading this article, the reader should be able to:
1. Create a plan for leading a pharmacy team
responsible for a large-scale project.
2. Explain the need to validate and test the feasibility
of accomplishing a goal prior to forming a full
team or committee.
3. Cite 3 benefits of off-site retreats (away from the
hospital campus) to develop strategy for large
scale projects.
4. Provide 3 methods that could be used to recruit
members of other professions for participation in
pharmacy-sponsored committees.
5. List 3 approaches to improve opportunities for
interaction between pharmacist mentors and their
students, residents and fellows.
Requests for Information:
Katherine Knapp, PhD
katherine.knapp@tu.edu

Leadership: embedded in all organizational activities
Leadership is just one aspect of achieving a goal that you care about. Sometimes the goal is
to start something new and sometimes to improve an existing structure such as a hospital
service or a committee’s effectiveness. In almost all cases, leadership skills are necessary.
Sometimes we think of leadership as something that occurs in the stratosphere:
50,000 feet above our positions as students or residents or young practitioners: “Who
is running for CSHP president this year?” or “Who will be the dean at a new college
that is opening in Southern California?” There are so many venues at all levels where
leadership is important; for example, student committees and clubs, interprofessional
governance structures during pharmacy school, residency programs and projects,
hospital committees, and community outreach volunteer activities. The traits, skills,
July/August 2017 California Journal of Health-System Pharmacy cjhp
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actions, and attitudes for success in all
of these are similar so think of applying
what you read here to your place in the
pharmacy world.

At the start, what are your values,
passions and aspirations?

The first step in creating
a team is to successfully
articulate your purpose
to potential partners/
team members.

No one is likely to excel at anything
without deeply caring about it. Thus, a
first step is self-exploration. Ask yourself,
“What do I care about?” and “Why?” You
may already have a passion or deeply
held value; for example, making flu
vaccinations accessible to all community
residents or starting a chapter of a
national pharmacy organization at your
school. Sometimes your passion may not
be limited to pharmacy; for example,
providing opportunities for people in
your organization to work out during the
workday or have better access to healthy
foods. Whatever your goal, you must
care strongly about it or your attempts at
leadership in achieving the goal are likely
to fall short.
The next step in self-exploration is facing
the questions: “What do I know how to
do that would support achieving this
goal?” and “What don’t I know how to
do that would interfere with achieving
the goal?” In the case of making flu
vaccinations accessible throughout the
community, you may understand the
importance of flu vaccinations, but you
need to be familiar with community
organizations as potential partners,
a process for finding volunteers, how
to develop a publicity plan, vaccine
availability, costs, and more. Making the
list of what you will need for success is
likely to awaken recognition that you
can’t do this alone—you need partners.
Whatever the project, it is unlikely
that you can do it by yourself: you will
need leadership skills to build a team
to accomplish the goal. But before you
launch into creating a team, the validity of
your vision or goal should be tested.

94 cjhp California Journal of Health-System Pharmacy July/August 2017

Testing your vision
Most of us would prefer to assume that all
our ideas are worthy and that others will
readily support them. Unfortunately, this
is not always true and proceeding without
corroborating the value of a goal or vision
may waste your and others’ time. By way
of example, when we were first planning a
new college at Touro University California, the vision was to build a college
of pharmacy where all students entered
with a bachelor’s degree, the class size
was no greater than 100 students, and the
curriculum would include two years of
pharmacy practice experience. Since these
requirements represented a new paradigm in pharmacy education, early on
we consulted with prominent pharmacy
leaders from both northern and southern
California and included expertise in
community, institutional, and academic
practice to openly dissect our vision and
the likelihood of success. Ultimately, we
asked each person for a “thumbs up” or
“thumbs down” on the overall concept.
Fortunately, we obtained a “thumbs up”
from each person. If the results had been
otherwise, we would have been back
to the drawing board. Later, a report
about the discussions from this “testing”
showed added value that proved useful
for building our team, and for discussions
with university administration and the
accrediting body.

Team building
If a vision or goal survives the test of
external review, you are ready to start
building a team. The first step in creating
a team is to successfully articulate your
purpose to potential partners/team
members. Success here requires understanding the traits of potential team
members and “selling” your goal in a
way that is congruent with their values,
passions or aspirations. It is likely (and
beneficial) that each team member will
have to be personally “recruited.” The
process of explaining the goal and plan
can be tailored to the “recruit”; and, at
the same time, you can get to know the
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person better and share thoughts about
how he/she can be part of a team with
a stated goal. Examples of this process
could include hiring faculty or pharmacy
staff or undertaking new initiatives such
as a master’s program, a new clinical
service or starting an interprofessional
elective course. Careful listening during a
recruitment meeting is essential because
the “recruit” may see holes or weaknesses
in the vision allowing opportunities
for improving the plan. Also, careful
and open listening is indicative of a
management style that is democratic
and participatory and would likely prove
attractive to the person being recruited.
Most strong candidates prefer to work
with someone rather than for someone.
Given that fact, it would probably be a
mistake to simply present a plan and then
ask the recruit, “Are you on board?”
Assuming that assembling a team may
take some time, it is important that the
lead person demonstrate traits that will
retain commitment and interest among
those already recruited. Among these
traits/activities are the following: follow
through with any commitments (“Here
are the references I promised to email
you about others’ experience with this
clinical service….”), touch bases regularly about how things are going (“We’ve
scheduled a teleconference next week
to review progress to date.…”), and
conveying a strong sense of organization
(“Here is the database I’ve created with
curricular goals.…”).

Maintaining optimal function
and team morale
At the end of the recruitment process,
you have a group of people who may or
may not know (or like) one another. It
is your job to create a structure where
they can work together and contribute
optimally to the shared goal(s) that has
been laid out. Sometimes making an
effective team is easy, especially when
everyone “sees” the outcome and how
to accomplish it in the same way; for
example, planning an interprofessional

event around an important issue like the
impact of childhood obesity on adult
health or organizing a local community
outreach health fair. If, however, the goal
is more complex and will be reached
over a longer time frame, such as starting
a new pharmacy school, there must be
continual attention to keeping the team
functioning optimally.
For longer-term goals, one can never
assume that all team members will like
or agree with one another. For the leader,
it is important always to keep the goal(s)
that everyone is working toward in front
of the team and to continually revisit
the importance and benefit of working
together. Dissention is less likely to occur
if there is a high level of organization
that is very transparent. Meetings should
occur regularly, for example, Tuesday
afternoons from 3 pm to 5 pm with the
expectation that there be 100% attendance
and an on-time start and finish to
each meeting. The standardization of
meeting times and format will allow team
members to schedule their other activities
knowing that they can make good on all
their commitments. The leader should
distribute an agenda for each meeting
and see that minutes are prepared and
distributed before the next meeting. Team
members should be invited to submit
items to the agenda. Team member
assignments should be captured in the
minutes for accountability. Conduct
of the meeting can be informal, but
the agenda should be adhered to and
completed. As much as possible, all team
members should be heard equally, and
no one should be allowed to dominate
discussions—including the leader.
It is fairly easy for a leader to tell if
meetings are going well. Friendly greetings
as people arrive at the meeting, congenial
side conversations before and after the
meeting, and occasional shared humor
during the meeting are positive indicators.
Once or twice a year, the group should
review whether there is a need to alter
meeting times and other parameters.

The needs of all team members should be
considered covering areas like teaching
or practice responsibilities, childcare
constraints, or commute situations.
While flexibility is good, a stable meeting
time and format are desirable. Interestingly, at a leadership retreat at our college
of pharmacy, we found that the meeting
schedule and format we had maintained
for about five years—weekly Monday
morning meetings lasting from 10 am
to noon with a tight agenda and detailed
notes in the minutes—were very similar to
the format under Steve Jobs at Apple!2
There are occasions when the team can
benefit from a special meeting: a seminar
or retreat or training session. Examples
include preparing for an upcoming Joint
Commission visit or accreditation site
visit, planning a leadership conference
for students, or planning for expansion
of a residency program. These special
meetings can be very impactful and
should be carefully organized. Attention
to a retreat site—usually away from
the worksite—where the group and
subgroups can work effectively, without
interruption, and where amenities such as
food, coffee, restrooms, comfortable and
movable tables and chairs, electronics,
and parking are critical. Careful attention
should be paid to the agenda and
resources such as invited speakers or
facilitators. Involvement of team members
in the planning process will increase the
chances for a successful event. After the
event, there should be a debriefing where
the outcomes of the meeting/retreat are
discussed and “next steps” agreed upon.
Follow-through with reports and any
other items promised is important to
assure participants that their efforts were
worth the time and energy spent.

Relationships
The pharmacy profession, even in our
large state of California, functions as an
amazingly small world. Most of us will
spend our entire professional careers
in California. There is, therefore, every
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reason to build positive, supportive
relationships at every stage of our careers.
Relationships occur at the personal level
and the organizational level. Let’s discuss
each separately.

Student-student relationships
When you are a student, your relationship
with other students establishes the basis
for life-long professional relationships
since you will likely be encountering one
another throughout your careers. If you
decide to undertake a leadership venture
during pharmacy school, for example,
running for a class office or a student
government position, your approach
and the outcomes may have a long-term
impact on how your colleagues perceive
you. Hopefully, you will be organized and
honest, and you will follow through on
any commitments made. If so, your fellow
students are likely to respond positively—
and carry that impression forward.
A somewhat new wrinkle in student
relationships is the increased cross
traffic with students from other health
disciplines: medicine, nursing, physical
therapy, and others. Historically, health
professions education has been conducted
in silos with little expectation for
interprofessional activities or associations.
Today, even accreditation standards
require demonstration that students are
learning and practicing together with
other health professionals. Based on this
expectation, leadership during pharmacy
school is likely to include opportunities
to get to know and work with medical
students, nursing students, and others.
Your success in this area will likely help
you personally with leadership skills
and will also raise up perceptions about
pharmacists and the pharmacy program
in the eyes of others. So, be encouraged
to participate in university-level student
governance organizations and projects
such as student-run community health
clinics. Also consider meeting students
from other programs through sports or
fitness activities, elective courses such

as medical Spanish, and social events.
Once you know someone by name and
share common interests, it will be easier
to recruit him or her to participate in
goals you might envision—or they might
recruit you.

Student-faculty and student/
resident-preceptor relationships
Faculty and preceptor relationships
represent another opportunity to gain
leadership skills during pharmacy school,
residency, or fellowship. Faculty members
and preceptors can be a great resource
especially when you have a goal, but lack
the expertise to achieve that goal. Your
preparation for approaching a faculty
member or preceptor with your vision or
goal would be similar to your approach to
recruiting team members: good preparation in describing your vision in terms
that hopefully resonate with that person’s
interests and expertise. Remember that
most people who choose to teach and
train want to help their junior colleagues
achieve professionally and are likely to be
responsive to a good idea.
Faculty and preceptors need to be aware
that students, residents, and fellows
hope to talk with you. Your position of
authority and expertise may inhibit them
from making contact. Because of this,
your willingness to be accessible must be
convincingly conveyed. Sometimes it may
work best to formalize things a bit (“I will
be available for drop-in conversations
every Friday afternoon from 3 pm to
4:30 pm or anytime by email.”) as those
passing by your door may be reluctant to
stop by—fearing they may be interrupting
your work. Once the student or resident
crosses your threshold, hopefully you can
put other work aside and give your full
attention for a short time.
While student or resident encounters
with potential mentors may be
initiated for various reasons including
problems, the encounter may provide
an opportunity to explore leadership
and other opportunities. Without being
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intrusive, the encounter can offer an
opportunity to get to know the person
who has sought you out: their hometown
or home country, their undergraduate
school and major, special interests, and
particularly aspirations. When it comes
to aspirations, students and residents
may need your help in interpreting
their vision or goal(s) regarding needed
skills in leadership and other areas
and advice how to acquire these skills.
Mentoring activities like these take time
and thoughtful consideration, but there
is often a payback in terms of student/
resident success, extra help with research
and projects, and external recognition
of the quality of the program. A recent
study found that expert preceptors spent
about 20 minutes per week per student
on APPEs discussing career goals and
about 30 minutes discussing clinical
performance.3 We would consider these
activities time well spent.

Other practitioners with students,
residents and fellows
Another source of mentorship is the cadre
of practitioners who serve in professional
organizations such as the California
Society of Health-System Pharmacists
and national parent organizations such
as the American Society of HealthSystem Pharmacists. Through meeting
programming, committee work, and
integrated work groups, state and national
leaders generously volunteer their
valuable time helping to develop the next
generation of leaders. As with faculty and
preceptors, it is the lucky aspiring leader
who takes advantage of opportunities
to meet and work with these talented
pharmacists. Based on the recognized
value of these opportunities, many schools
and residency programs financially
support attendance at professional state
and national meetings. Furthermore, most
professional organizations offer student,
residents and fellows reduced membership
and meeting rates.

CPE: Building Your Professional Future

Other health professionals can also be a
source of mentorship for leadership. With
the current emphasis on interprofessional
collaboration, new opportunities are open
to seek perspectives on leadership from
other members of your practice team. As
always, it’s always easier to benefit from a
colleague’s expertise if you show interest
in getting to know them and willingness
to discuss practice issues where you may
even initially disagree.

Larger organizations with a
permanent management structure
Those who lead larger organizations (e.g.,
directors of pharmacy, directors of clinical
service units, college deans, department
chairs, and regional managers) spend most
of their time leading. There are endless
training programs, books and other
resources to help them be successful. Here
are just a few observations and thoughts
about leading a management team over a
long period.
First, it is essential for the leader to know
each person on the team well and to treat
team members equally and with respect.
With few exceptions, every person
strong enough to hold a management
position in a larger organization can
demonstrate a history of achievement
and some experience in leadership. It is
incumbent on the organization’s leader to
know each team member well regarding
his/her professional background,
experience, areas of special competence
(e.g., writing reports or analyzing
data) and personal characteristics such
as his/her organizational and time
management skills. Less quantifiable
but equally important are personality
traits such as fairness in judgment,
ability to get along with people and
work on a team, flexibility, and skills in
creating connections within and outside
the organization. If the leader has this
information, he/she will know that Person
A is right to lead the effort to write a
college or residency accreditation report
(report writing skills), Person B is right

for planning a faculty or departmental
retreat (organizational skills), Person
C is right for representing the medical
center or college on a CSHP committee
(networking skills), and Person D is right
for working with a promotions committee
(fairness in judgement).

Other aspects of leading a larger
organization
Communication is key to successful
leadership in all situations, but especially in a more complex organization.
The management team needs to feel
confident that they are receiving information flowing upward from the people
they work with and downward from
the administration above them. Regular
meetings (as described on page 95) are
the best vehicle for maintaining the
information flow. It is important that
the leader exert good judgment about
sharing information so that all team
members feel they have equal access to
information. When there are important
issues that affect only a segment of the
management team (e.g., a resignation
or a complaint about an employee),
the situation should be described to
the whole team with a reminder about
maintaining confidentiality. A well-functioning team can often bring valuable
perspectives to difficult situations.

Through meeting
programming,
committee work, and
integrated work groups,
state and national
leaders generously
volunteer their valuable
time helping to develop
the next generation
of leaders.

The leader’s responsibilities regarding
communication extend beyond the
management team. In a college or large
hospital department, for example,
faculty or full staff meetings are
critical for information sharing. The
leader should make sure that meetings are preceded by opportunities to
submit agenda items, that an agenda
is prepared and distributed, that there
is time for discussions, and complete
minutes are distributed afterward.
Communications with students, residents
and fellows also require the attention of
the leadership. In a large organization like
a college, regular meetings with student
leaders and occasional “town hall”
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meetings with all students are suggested.
Having the students, residents or fellows
share responsibility for preparing
the agenda, providing minutes and
presenting discussion items help them
develop leadership skills.
Most of the discussion so far has focused
on how a leader relates to his/her
constituents. A leader also has “upward”
responsibilities to higher administration whether in a medical center, college
or other organization. Communication
of both positive and negative issues is
critical to success. Good news (e.g.,
publications, resident achievements,
student success in external competitions
and grants) should always be shared as
quickly as possible and in writing with
relevant details. Bad news (e.g., poor
board exam results, inability to fill faculty
or staff positions, and budget problems)

About the Author
Katherine Knapp, PhD is the Touro University
California College of Pharmacy Dean Emeritus.
Prior to her tenure as the founding dean of Touro
University California College of Pharmacy, she
served as a professor and the director of the Center
for Pharmacy Practice Research and Development
at Western University College of Pharmacy and a
professor and associate dean for the University of
the Pacific College of Pharmacy.
The author has declared no potential conflicts
of interest.

should be treated the same way. Before
communicating “news,” the leader should
formulate the desired outcome (“I would
suggest that we immediately reopen the
search for this position....”). Other areas
that are important, but beyond the scope
of this introduction, include responsible
management of the unit budget, creating
meaningful relationships with the organization’s other leaders at the same level,
and prospectively preparing for upcoming
needs of the unit such as adding faculty or
staff, expanding the residency program,
or starting a new program such as a
Master’s degree.

Last but definitely not least
Implicit in achieving the various
outcomes listed above is the assumption
that the leader of any enterprise small
or large is steeped in commitment to
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integrity. To gain and sustain the trust
of team members, peers and those to
whom we report, integrity is a paramount
requirement. Especially because California pharmacy is a small world, one
cannot escape the loss of standing when
integrity is not maintained. Examples
of integrity include maintaining confidences, treating all parties fairly and
equally, being willing to discuss and take
on difficult issues, faithfully fulfilling all
responsibilities of the leadership position
held, and sharing the credit that comes
with success. Hopefully, all who read
this introduction and the interviews that
follow will conclude that integrity is an
essential trait which offers the best chance
for sustained success as a leader and a
long and successful career. Best wishes
to all in making your leadership efforts
successful and supportive of the advancement of the pharmacy profession. o
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An Interview with
Sara J. White MS, FASHP
Conducted by Jackie Ho, PharmD, MPH, BCPS
Sara J. White

Jackie Ho

A leadership interview with
Sara J. White, MS, FASHP
– (Ret.) Director of Pharmacy
at Stanford Hospital and Clinics
Jackie: Tell me about yourself.
Please describe your path
to leadership.
Ms. White: I grew up in a very small
town in northeastern Oregon and was
very fortunate to be able go to Oregon
State University School of Pharmacy.
After a couple of years of practice,
I decided to pursue the Ohio State
Masters of Science and Residency
Program which was one of the best
things I ever did as it started me on
a leadership path. I saw how leaders
could impact patient care by innovating
our services.
I worked at the University of Kansas
Medical Center for 20 years as an
assistant and then associate director as
well as professor and director of clinical
education at the School of Pharmacy.
Following my time at Kansas, I assumed
the director of pharmacy position at
Stanford Hospital and Clinics as well
as a clinical professor position at UCSF
School of Pharmacy.
Jackie: What does leadership mean
to you? How do you foster excellence
in leadership?

Ms. White: To me, leadership is about
trying to assess where the opportunities are and seize them. If you can’t find
opportunities then you make them.
Helping people find where they can
maximize their potential, and helping
pharmacists use their knowledge in
support of better patient care, is fulfilling
and a major role for a leader.
In terms of excellence, be a risk taker and
never give up. Be willing to do things that
other people may think are a little unique.
As a leader in pharmacy you have to give
up on being a pharmacist perfectionist,
and that is hard for us because in the drug
therapy world we have to be perfectionists. From the leadership side, which is
an art, not a science as pharmacy is, one
must take risks, make decisions without
all the information one would like, be
proactive, and utilize organizational
politics, etc.
Jackie: What are the biggest benefits
and challenges you have received
from being in a pharmacy leadership
position?
Ms. White: When you are a clinical practitioner, you have a finite number of patients
and a finite physician group that you
interact with. But in leadership you have a
much “bigger sandbox” as you influence all
the organization’s patients. Through your
teaching and professional organization
involvement, your impact is larger.
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If you enjoy doing a variety of things,
leadership gives you those opportunities.
The challenge is knowing what is going
to keep you challenged and satisfied
throughout your career. Be honest with
yourself and mold your career to provide
you fulfillment.
Jackie: What is the driving force or
inspiration that motivates you every day
to perform the demands of the job?
Ms. White: You have to see it as a “fun
puzzle” to be solved and enjoy helping
people grow and develop. If you don't
enjoy variety then leadership is not for you.
Jackie: You have authored more than
90 papers in the pharmacy literature
including the Success Skills column
in AJHP providing practical advice to
pharmacists. Can you describe your
role as a pharmacy leadership coach
and faculty for the ASHP Foundation’s
Pharmacy Leadership Academy?
Ms. White: Now that I am retired, I can
spend a lot more time mentoring and
coaching young people and increasing
my publishing. I teach one of the 6-week
courses - Leadership Influence: Leading
Yourself and Others for the totally on-line
ASHP Foundation’s Pharmacy Leadership
Academy (PLA).
Jackie: For whom would you
recommend this course and at what
point in their career should they take
this course?
Ms. White: If you want to focus on leadership, additional training (e.g., residency,
master’s program, PLA, etc.) will give you
the skills to be successful. The sooner you
get that additional training, the longer
you can apply it. The nice thing about
the PLA is that since it is all online you
get a number of credits toward an online
master’s program and we have graduates
(approximately 600) that were aspiring
leaders (Little L leaders), PGY-2 HSPA
residents, middle managers (e.g., assistant

directors, clinical coordinators, team
leads, etc.), experienced directors, and
chief pharmacy officers as graduates all of
which report how valuable the PLA has
been to them.
Jackie: Can you describe the ASHP
Women in Pharmacy Leadership
Steering Committee which you chaired?
What do you perceive as the major
barriers to women pursuing pharmacy
leadership? What advice do you have for
them to be successful?
Ms. White: This was a one-year steering
committee that ASHP put together to
study the topic and make recommendations to the ASHP Board of Directors.
The challenge was assessing what women
leaders may need beyond what male
leaders need to be successful as currently
over 50% of the practicing pharmacists
are women. Looking at pharmacy leadership, there are more women in leadership
positions but fewer at the senior leadership level which is pretty typical even
throughout society.
We have done a number of projects to
help women grow into what they want to
do. However, women are still concerned
about whether they can have a family/life
and career, and be a leader; as many get
the message somewhere along the way
that they have to choose (they can’t do
both). That is not something we want to
continue, as a woman, as well as a man,
should be able to choose what they want
to do and know how to have a satisfying
career and life.
Per Steering Committee recommendations, there are now networking
sessions that occur during ASHP
meetings. There is an ASHP Connect
Community - Women in Pharmacy
Leadership - that men are also welcome
to participate in which provides open
dialogue on meeting the challenges
women are facing. There are also a series
of podcasts looking at six successful
woman (how they have integrated their
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lives and their career), one of which
is Rita Jew from UCSF. The podcasts
are available on iTunes: https://itunes.
apple.com/us/podcast/ashp-womenin-pharmacy-leadership-interviews/
id1121678778?mt=2
Women need to feel that they are empowered to do whatever they desire.
Jackie: How would you describe your
leadership Style?
Ms. White: I’m fairly participative, but
when a decision has to be made and the
group does not make it, I will. Things
have to move ahead, and someone has to
be accountable and responsible. You share
that responsibility with your people as
much as possible. But ultimately the buck
stops with you as a leader regardless of
what is going on around you.
Jackie: What common skills or
characteristics do you see among great
leaders? What critical skills do you
recommend leaders learn to help them
throughout their career?
Ms. White: Great leaders need the ability
to build relationships and get along with
people; you have to enjoy doing that.
You are not a leader unless you have
followers and followers are only there
because they want to follow you.
Relationship building is an ongoing
endeavor and it is not something you
learn as much from a book as from actual
experience learning what works as you go.
Watch other successful people and learn
from them, what works and what doesn’t
work, and build your own repertoire on
ways to do things. The key is getting to
know each person on a personal level
and share with them who you are both at
work and also outside of work.
Jackie: What critical skills do you need
to have followers?
Ms. White: There is a fine line; you
have to be authentic and humble, but
confident. You need to invest credit in
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everybody else and not take the credit
yourself, but it has to be sincere and
natural. You have to be consistent and
have the best interest of the patients,
your staff and your organization in mind
rather than your own personal success.
If you are an effective leader, your career
will evolve, and people will recognize it
without you having to talk about how
good you are.
Jackie: Are there particular courses that
you took, articles or books you read,
or similar resources that helped as you
developed your leadership skills?
Ms. White: Any of the success literature
in bookstores (e.g., emotional intelligence, leadership styles, successful
communications, etc.) are helpful.
Remember leadership skills are not only
helpful in work, but also very useful in
your personal life.
Jackie: What would you recommend
to new pharmacists who are looking
for a career in leadership: residency
and/or fellowship in administration vs.
working their way up in an institution?
What about additional degrees/
education such as MBA or MPH?
Are these necessary/beneficial?
Ms. White: Try to get as much training,
education and actual experience as you
can. You can learn as you work your way
up, but it will take you longer and will be
more painful.
A PharmD is not considered an advanced
degree where a master’s degree is. The
advanced degree is sort of a ticket to
some jobs (rightly or wrongly). People
will debate whether it should be a MBA
or a MHA, but I have never had someone
ask me what my master’s degree is in,
just that I have one. I would recommend
a PGY-2 HSPA with a MS if possible,
that way you are able to learn more in a
shorter period of time.

Jackie: Many new pharmacists are
trying to look for mentors. What
suggestions would you make to help
them find the “right” mentor?
Ms. White: It is a matter of finding
someone who is or has done what you
would like to do, and then the next real
key piece is establishing if they have the
time. You may have several mentors
depending on what you want to do (e.g.,
publishing, being involved in professional
organizations, etc.).
Ask yourself, are you comfortable with
a potential mentor at a personal level
because there has to be good “chemistry.”
The thing that makes it work is if you
can agree to keep confidential what is
talked about so neither one of you must
be politically correct all the time; this will
make the discussion more useful.

You have to be consistent and have the best
interest of the patients,
your staff and your
organization in mind
rather than your own
personal success.

Remember mentors are not there to solve
your problems; they will stimulate your
thinking by asking you questions. You
still have to resolve problems and challenges on your own and you need to bring
up what is on your mind, otherwise your
mentors won’t be able to assist you.
Jackie: What advice do you have for
young pharmacy leaders who are
trying to succeed professionally, but
who also want to be effective in their
personal lives? How do you manage
work-life balance?
Ms. White: Look at your career as
a marathon (decades), and evaluate
at what point you want to do things
(e.g., raising kids, running for professional office, etc.). Realize that there
are trade-offs and you must prioritize
what at this point in time you want to
focus on knowing that later you can do
other things. Given that there are only
24 hours in a day, how are you going to
spend it? It is a matter of being conscious
of the decisions you are making.
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You don’t want to be doing so much that
you don’t enjoy anything you are doing.
Jackie: What do you think are the
biggest challenges and opportunities
facing the profession of pharmacy and,
therefore, pharmacy leaders, today?
Ms. White: Healthcare is rapidly
changing, and whether you view this as
chaos or an opportunity is your choice. We
need to step up and not wait to be discovered. Pharmacists tend to wait too long
and want to analyze too much. In leadership you have to be comfortable saying we
will run with this and figure out the details
as we go. We must move on with high
value functions; we can’t just sit back and
do the same thing over and over.
That is what leadership is: if the opportunities are not there, a leader needs to
make them. Watch what is happening in
society (e.g., drones, driverless cars) and
in science (e.g., 3D organ printing, modifying DNA, etc.) and ask how these may
apply in pharmacy practice.
Jackie: What area of pharmacy do
you see the greatest need for
pharmacy leaders?
Ms. White: The big L leaders are the
formal leaders (with titles); the little L
leaders are every pharmacist. Both big
L and little L leaders should have the
mindset to be innovative and creative
and continually ask what we can be
doing better. There are staff that have
those ideas; they just need permission to
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express them and someone to sincerely
listen to them. Some of them may be way
out there, others are doable. That’s what
a leader needs to encourage. Leadership
is needed everywhere at all levels of the
organization, at every shift and in every
practice, thus all pharmacists should see
themselves as a Little L leader on the shift
or in their practice.
Jackie: What final advice would you
give to new practitioners who might
be interested in being a future leader?
Ms. White: Try to volunteer for projects, serve on committees, and help the
department. Bring solutions, not just the
problems, to your supervisors and be
willing to work on them. Ask for opportunities to develop and perfect your skills.
DON’T WAIT TO BE DISCOVERED. o

About the Interviewer / Author
Jackie Ho, PharmD, MPH, BCPS, graduated from
Touro University School of Pharmacy in 2015. She
completed a PGY-1 pharmacy practice residency at Kern
Medical Center in 2016 and a PGY-2 health-system
pharmacy administration residency at the Veterans
Affairs Palo Alto Health Care System in 2017. Currently,
Dr. Ho is working as a clinical pharmacy coordinator at San Leandro Hospital. Her professional areas of
interest include infectious diseases, clinical program
development, and population health management. She
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A leadership interview with
Kathleen Besinque, PharmD,
MS Ed, FCSHP, FASHP
– Professor, Director of Experiential
Education at Chapman University
School of Pharmacy
Kofi: What does leadership mean
to you?
Dr. Besinque: I would say that leadership means having a vision for the future,
being able to communicate that vision,
and work with others to make it happen.
Kofi: Please describe your path to
leadership.
Dr. Besinque: I am the eldest of seven
kids. I feel having grown up in a big
family, having to get things done, and
making things happen within a family
situation was really helpful to me. I never
really set out on a path to be a leader. It
wasn’t a goal of mine, but it just sort of
happened. I guess it was an authentic
thing. I was born and raised that way
and I had a lot of role models for leadership around me, so it just seemed like a
natural thing. I like working with others,
making things happen, and thinking
about how things can be improved. It
sort of comes naturally to me.

Conducted by Kofi Asante, PharmD

Kofi: How would you describe your
leadership style?
Dr. Besinque: I try to be approachable
and listen a lot, but I also like to get to my
hands dirty, too. I am not afraid of doing
the hard work, too. I don’t expect people
to do the little stuff, which has to get
done, for me all the time. Sometimes, it
can make other people think I don’t trust
them to do the job or it's micromanaging,
but I actually like to do it. I feel like I
need to know what’s happening, so I am
better at appreciating the challenges that
other people are facing, and I know a little
about their paths, too. I like to be in it.
Kofi: How do you foster excellence
in leadership?
Dr. Besinque: You have to work at it.
I don’t know if I would say that I have
achieved excellence. I am still working on
it. I think it’s important to keep working
on your skills and make sure that you are
being effective at what you are doing. I like
reading about leadership styles and ideas. I
like observing what other people are doing,
take on what is compatible with me, and
what I can do personally. People have a
lot of different styles and there are a lot of
different ways to be effective as a leader,
but whatever you do it has to be authentic.
It has to be something you are comfortable
doing. If you are not comfortable and you
are just doing something that you read in a
book, then I don’t think that will make you
an effective leader.
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Kofi: What common skills or
characteristics do you see among
great leaders?
Dr. Besinque: Having a vision, being able
to communicate with others, listening,
and having a certain amount of flexibility
to adjust the things that need adjustments
as needed are important in leadership.
Kofi: What critical skills do you wish
you had developed earlier to help
you throughout your career? Or, a less
personal question: What critical skills do
you recommend leaders learn earlier to
help them throughout their career?
Dr. Besinque: As time goes on, there are
changes that happen to me personally.
The biggest thing for someone who wants
to take on leadership early in their career
is just to put yourself out there. Make sure
that you have done your homework and
know a little about what you are putting
yourself into, but not being afraid to step
up and to listen and be heard. If you want
to get into leadership, a good way to do
it is to get connected to people who are
doing it and learn from them. You don’t
want to copy them, because everyone has
their own style, but learn from them.
Kofi: Are there particular courses that
you took, articles or books you read,
or similar resources that helped as you
developed your leadership skills?
Dr. Besinque: Mentorship was probably
the biggest help. Finding people who can
listen, give you advice, and share some
of their own story. Early in my career in
teaching, I enrolled in a master’s degree
in education. It had leadership components that were very helpful. I wasn’t sure
about some of it when I was exposed to it
initially, but I kept the books and kept in
contact with the faculty. Later, I started to
take advantage of some of the opportunities that I didn’t take full advantage of
when they were presented to me. I have
also been involved in different leadership
seminars. For example, I participated in
the American Association of Colleges of
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Pharmacy’s yearlong leadership program.
There were really great speakers talking
about how to look at leadership from
different perspectives. I learned a lot
from those sessions.
Kofi: What would you recommend
to new pharmacists who are looking
for a career in leadership: residency
and/or fellowship in administration
vs. working their way up in an institution? What about additional degrees/
education such as MBA, MPH? Are they
necessary/beneficial?
Dr. Besinque: I don’t think any one of
those will guarantee that you will achieve
your goals. What every individual needs
to do or what make sense for them will
be different. Some people will not need
the degrees. They will be able to work
their way up in an organization and
they do not need a master’s program or
something specialized. It really depends
on where you want to go and who you
are as an individual. Your journey will be
shorter if you have good mentorship or
help along the way.
The training programs or degrees help
give you those mentors that you need
to make things happen faster, but if you
are not in the right mindset when you
are doing them, it is not going help you
at all. You can do all the MBAs in the
world, but just the MBA is not going to
get you there, it has to be you and your
own drive. The program is not a ticket to
get in. It is a way to get exposure, but it is
what you do with it that’s going to make
you successful.
Kofi: Many new pharmacists are trying
to look for mentors. What suggestions
would you make to them to help them
find the mentor that is “right” for them?
Dr. Besinque: You may have to try on
a lot of shoes before you find the one
that fits. It’s okay to look around and see
who you can find as a mentor. Different
people have different things they can
bring. One may help with clinical
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practice, leadership, or work-life balance.
Sometimes, that’s hard as a new graduate where you feel like you are being
too forceful seeking out the mentors.
Mentors may be busy. If you want to be
mentored, you may have to take a lot of
initiative to make it happen. The person
may want to mentor to you, but they
want to see that it is important to you.
And if you are not "on it," your mentors
can drift away pretty easily. It’s a two-way
street. I would encourage those looking
for a mentor to find more than one.
Kofi: What are the biggest benefits you
have received from being in a pharmacy
leadership position?
Dr. Besinque: I get the chance to work
with very great people and it’s very intellectually rewarding. I get a chance to do
things that I would not have been able to
otherwise. A lot of things are easier when
you have a certain degree of visibility.
Mostly, it’s a learning thing and you also
get to make things happen.
Kofi: What are the biggest challenges
you have faced being in a pharmacy
leadership position?
Dr. Besinque: It takes a lot of time and
it can be challenging to balance so many
different things at the same time. Mostly,
it is being able to manage your time and
making sure that you can do what you
said you were going to do.
Kofi: What do you think are the biggest
challenges and opportunities facing the
profession of pharmacy and, therefore,
pharmacy leaders, today?
Dr. Besinque: The obvious one is about
what the future of the profession is going
to be in terms of balancing our ties
with products and our contribution to
patient care. Also, there is the challenge
of being able to make that big step from
being stuck in a pharmacy and handling
products to being a full member of the
healthcare team, whether that is in the
hospital setting or outpatient or clinic

setting. Working with other health professions to make things better for patients
improves outcomes and that is going to
be a big challenge. We need to figure out
how to work together in our professional
organizations, too. Also, we have to figure
out reimbursement and figure out to
make sure that we are recruiting the right
kind of person into our profession for that
new role. This new role requires
a new skill set.
Kofi: In one of your recent talks, you
stated that pharmacy is in a time
of change and advised aspiring
pharmacists to be flexible. How
important do you feel “flexibility” is
with regards to leadership?

If you don’t have the
flexibility to change,
you become obsolete.

Dr. Besinque: I think it’s very important.
Flexibility gets into how you think about
approaching problems and challenges.
You must be willing to think outside
the box and make adjustments to your
course when it’s necessary. If you are in a
field that’s changing, you can’t approach
it with your career like this is what I am
going to do for the next 50 years. The
profession is changing, and you need
to change with it, or you will become
obsolete if you don’t. One of my friends
from high school trained to be a key
punch operator. Way back when, data
was entered into a computer on data
cards and key punch operators would sit
at a machine and punch dots and holes
on cards to be fed into a computer. She
questioned why I would go to college
and said that she would be done training
in six months and have her job for life. I
don’t know long how long a key punch
operator’s career lasted, but it was not
very long. You can think they are going
to need this forever, and then something
changes. If you don’t have the flexibility
to change, you become obsolete.
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Kofi: It has been stated that the ability
to inspire is an essential trait of good
leadership. Based on your experience, can
you speak on inspirational leadership?
Dr. Besinque: Inspirational leadership
comes with having a vision or passion for
what it is that you are trying to accomplish. It is a lot easier to work to inspire
people when I believe in what I am doing
and have a passion for it. I believe that this
is the difference between a manager and
a leader. Managers are not motivated to
inspire people. With leadership, you have
to have passion. You have to want to lead
other people. I don’t know why people will
follow you without some passion or ability
to inspire something in others.
Kofi: How would you like to be
remembered as a leader?
Dr. Besinque: As someone who was able
to inspire others to become leaders as
well. I would like to be a part of the chain,
and I don’t know if I would want to be
singled out.
Kofi: What is the driving force or
inspiration that motivates you every day
to perform the demands of the job?
Dr. Besinque: I like what I am doing. I
like being able to accomplish the things
for which I have passion and am working
towards. On the teaching side, the best
part of working in education is seeing
other people do great things. Like oh
yeah, that was my student, “yay!”

Kofi: How do you manage work-life
balance?
Dr. Besinque: It’s takes a village; you have
to have a good team. I would have never
been able to get things done if I didn’t
have a lot of supportive people around me.
I don’t know if there is such a thing as a
balance, but more so an equilibrium.
A balance makes you think that you will
be able to do things equally well and that
is just not the case. Sometimes you can get
things done in your career and sometimes
not so much. You must be able to accept
that. It’s not going to go equally wonderfully all the time everywhere and you roll
with it. If I am needed at home, I have to
step back from work. You must be willing
to accept help and recognize your limits.
Kofi: What is one thing about you that
most people don’t know and you are
willing to share?
Dr. Besinque: I can’t sing, I can’t draw.
My greatest project is my children, but I
think most people know that. I like cows
and ice cream. I used to raise livestock
when I was in high school.
Kofi: What final advice would you give
to new practitioners who might be
interested in being a future leader?
Dr. Besinque: Do it. Just do it. Quite
honestly, if you are interested – or even if
you are not sure – then put yourself out
there, and get involved to the extent that
you are comfortable getting things done.
Work with people and don’t sit on the
sidelines. Most pharmacists are very nice
people, and if you put yourself out there
and get involved, they’ll welcome you and
then you can take it from there. o
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A leadership interview with
Kenneth H. Schell,
PharmD, FASHP, FCSHP
– Assistant Dean for Pediatric Clinical
Affairs and Health Sciences Clinical
Associate Professor at Skaggs School
of Pharmacy and Pharmaceutical
Sciences, and Rady Children’s Hospital
Chief of Pharmacy
Christopher: What does leadership
mean to you?
Dr. Schell: Leadership means the ability
to listen, comprehend what you’re
hearing, and then work collaboratively
with others to achieve a common goal. As
a pharmacist, I view that common goal as
always seeking to improve patient care by
using my training to empower others to
provide improved care.
Christopher: Please describe your path
to leadership.
Dr. Schell: It is a path that, for me,
started in junior high. I wasn’t really the
most outgoing person, but I was elected
president of my junior high. When I got
into pharmacy school, I came to understand that not everyone can or wants to
be a leader. For me to get professional
satisfaction and to optimize my patient
care vision, I had to be in a leadership
role. In pharmacy school, I was elected
class president, and went on to be
student body president. When I became
a resident, I felt I had to get back into

Conducted by Christopher Jacobson, PharmD

leadership and expressed myself through
professional society work. I saw these
were the leaders of our profession, the
people in these societies.
I got on the San Diego Society of HealthSystem Pharmacists (SDSHP) board a few
years out of pharmacy school, and became
the president of the local SDSHP after
serving on the board. I was next elected as
an ASHP delegate and was able to see leadership at a local, state and national level.
I then came to learn there isn’t a single
type of leader. I used to think leaders are
all the same, but they are not. They all get
the same outcome, but through different
methods. I then realized I wasn’t really
looking for opportunities anymore, but I
was trained to take advantage of opportunities. That is what leaders do, they leave
things better than they found them. And
that guided my path: after serving on the
CSHP Board for four years, I served as
president for three years.
I took a break for about five years, and
then I was appointed to a position to the
California State Board of Pharmacy. That
was an incredible opportunity. I think
that everyone should have a chance to
serve or experience what the board of
pharmacy does. Ultimately I became
president of the board, and got to see how
the board helps to serve and manage the
public through the collective actions of
my fellow board members and myself. It
was a very important experience.
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Since then I have been in a number
of different leadership positions and
overall they are the same, you are helping
somebody to help out the patient. I went
outside pharmacy for a while as a chief
compliance officer, but then came back as
director of pharmacy at Rady Children’s
Hospital, and then a position of assistant
dean at UCSD where I had the opportunity to create education opportunities for
students. Opportunities for me from then
on just started coming.
Christopher: How would you describe
your leadership style?
Dr. Schell: “Quiet Enthusiasm.” I can
ramp it up, I can be that guy that stands
on the table waving the flag going “Ra
Ra Ra!” but I don’t feel that I should be
trying to inspire people in that way. I
want to inspire them from within, to
give them a reason to excel, versus telling
them they have to be great. I think that
type of style gives you people who want
to do the job not those that feel they are
obliged to do the job.
Christopher: How do you foster
excellence in leadership?
Dr. Schell: By example. There are some
people who are self-motivated, who are
just fantastic people. However, I think
that represents a very small percentage
of people. It is not that people don’t
have the capacity, I feel everyone has the
potential. However, I think sometimes
excellence is hard to envision when there
is no example.
Christopher: What common skills
or characteristics do you see among
great leaders?
Dr. Schell: I think the one common skill
that I see amongst great leaders is the
ability to pull out of people what that
they desire to do best. A great leader is
able to come into an adverse situation
and obtain the trust and confidence
in people that they can be spoken to

without any recrimination or embarrassment. That one thing great leaders have
is that ability of “I can energize that guy."
It doesn’t matter what position they are
in, director, CEO or supervisor. If you
feel that you can come to that leader’s
door and knock and ask to talk for a
second and not feel like they won’t have
time, that is a great leader.

Christopher: What would you
recommend to new pharmacists who
are looking for a career in leadership:
residency and/or fellowship in
administration vs. working their way up
in an institution? What about additional
degrees/education such as MBA, MPH?
Are they necessary/beneficial?

Dr. Schell: Public speaking, without
question. And it is more than public
speaking, it is the ability to think on your
feet. I started taking public speaking
classes in high school. I was painfully
shy, it was horrible to stand up in front
of people and talk. It wasn’t until pharmacy school when I started taking oral
exams that I realized I have to think
clearly and quickly. I realized I wouldn’t
have the time to say, “Can you wait a half
hour while I figure this out?” or “Will
you wait while I get the courage to talk
to you?” I think it should be mandatory
that students take public speaking classes
before pharmacy school, and then every
year during pharmacy school.

Dr. Schell: It depends, on what level of
leadership you are looking to achieve. If
you are looking to get into a C-suite position, get some operational experience for
a couple of years, then go get an MBA or
MPH. Don’t start too high because you
need to be able to make that transition
from operations mentality to a leadership/management mentality. If you don’t
do that, it is going to be more difficult.
I did not get an MBA and I sometimes
regret it. Smart or not, that is the way it
is and you have to play the game. I think
you learn a tremendous amount in those
secondary programs. I think you can
over educate yourself, too. You don’t need
to have a thousand letters behind your
name. “So as far as letters go, still pick the
ones that are more relevant to what you
want to do. Don’t go for letters just for
the sake of adding letters.” It is not just
the letters; it’s what the letters mean. You
need to have a couple, and then you need
to have the resume, the people who will
write you letters.

Christopher: Are there particular
courses that you took, articles you read,
books you read, or similar resources
that helped as you developed your
leadership skills?

Christopher: Many new pharmacists
are trying to look for mentors. What
suggestions would you make to them
to help them find the mentor that is
“right” for them?

Dr. Schell: This one book, “Getting Past
No,” is a good book. It is easy when people
are supportive and on board, but how do
you deal with the nay-sayer, the person who
is always saying “but…” This book really
helped me a lot. I took a leadership training
course on operational management when
I was at Kaiser, possibly the best leadership training I ever had. That course really
helped me to turn in the right direction.

Dr. Schell: Go to professional meetings, sit in the audience, and watch the
people who are in that room. Go up and
introduce yourself. Go start a conversation, and the person that engages you,
says “Hey, want to go out to lunch?” and
then takes you out to lunch where you
will develop more of a conversation. To
me that is the best way to find someone
who can be a mentor.

Christopher: What critical skills do you
wish you had developed earlier to help
you throughout your career? Or a less
personal question: What critical skills do
you recommend leaders learn earlier to
help them throughout their career?
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It may take you years, but you will ultimately find the right mentors. I have two
from when I was in pharmacy school. I
still go out to lunch with them and we just
find the time to get together to bond. That
is how inspirational these people are, and
they see something in me too, that they
say I want to maintain that relationship.
It goes both ways. While they are your
mentor, you are their mentor, too. Understand that you have an intrinsic value in
yourself that when you select a mentor,
they are selecting you as well, and that is
something important to remember. You
have your own intrinsic value, don’t get so
lost in this other person.
Christopher: What are the biggest
benefits you have received from being
in a pharmacy leadership position?
Dr. Schell: Being able to take leadership
roles, especially at a critical junction in
my kids lives, allowed me to be there
for them. I had a job that was flexible
enough to where if they needed me to
come home right away, I could, where
if I was in a less flexible position, I
couldn’t. I could modify my schedule
to be there for my family. This was very
important to me. For seven years, I
had a schedule where I worked Sunday
through Thursday. This allowed my wife
to work and we did not need child care
for our kids. And while patients are
important, my kids and family are most
important to me. To show them that
you didn’t have to take this leadership
position and have to sell your soul for it,
that you could still be with your family
and keep them high up in your heart was
why I enjoy being a pharmacist leader.
That is why I love pharmacy so much,
because it allowed me to be with my
family when they needed me, but it also
was forgiving enough to let me continue
in leadership roles without forcing me to
choose between my job and my family.

Christopher: What are the biggest
challenges you have faced in being in a
pharmacy leadership position?
Dr. Schell: The perceptions of pharmacists are as purveyors of pharmaceuticals
and that is our only role. It is so frustrating, and you spend your entire career
trying to educate others. But what has
been the most frustrating thing, is not
doing the job, but helping people understand what it is that we do here. The
perception of value to the public and
healthcare administrators is what allows
you to move into expanded roles. When
that perception of value isn’t there it
becomes that much harder to achieve
these roles.
Christopher: What do you think are
the biggest challenges
and opportunities facing
the profession of pharmacy and,
therefore, pharmacy leaders, today?
Dr. Schell: The biggest challenge and
opportunity is to help people understand
the intrinsic value of today’s pharmacist.
A well-trained pharmacist can positively
affect patient care in any role because
medications affect every aspect of health
care, direct or indirect. We have the
background and skill set to excel and
help a lot of people, others just don’t
recognize it yet. That is our job: to help
them recognize it.
Christopher: What is the driving force
or inspiration that motivates you every
day to perform the demands of the job?
Dr. Schell: When I got licensed, I made a
promise to myself I will help one person
every day. It doesn’t matter how, just one
person every day. To come to work and
do more than my best. If I help more that
is just great, but I need to help at least one
person, and I have never failed, not yet.

Christopher: How do you manage
work-life balance?
Dr. Schell: There are times where certain
aspects of life require more attention.
What I do is I manage the situation and
I pick opportunities and positions that
will help me to be flexible in my life.
But I think the way I manage to keep
from going insane is to recognize that I
can’t always have balance in my life, and
that’s how I achieve the balance. When
life becomes challenging, it won’t last
forever. It eventually becomes back in
balance. Conversely, when everything
is fantastic, it won’t last forever either.
In my current position, I can manage
things so that if need to, I can take time
off to get things done. Also, I can invest
more time in work, because I know life
and work have a balance. That is how I
manage work life balance is by having
jobs that allow me the flexibility to
manage the flux of the highs and lows. It
is sometimes harder to manage the highs
than the lows. The true benefit of a leadership role is that you have more control
of your life.
Christopher: What is one thing about
you that most people don’t know, and
you are willing to share?
Dr. Schell: I really am uncomfortable
around people. It is something that I
think I was born with; I am really shy. I
am the second of five children and I was
sometimes overlooked. I kind of enjoyed
that anonymity in a very demonstrative
family, but I recognize that I couldn’t stay
that way. I like being by myself. I like that
alone time. If you give me a good book
I can go read for hours. I have come to
appreciate that alone time.
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Christopher: What final advice
would you give to new practitioners
who might be interested in being
a future leader?
Dr. Schell: Never say “no,” as that may
cut you off from future opportunity.
I am not saying you need to say “yes”
to everything, sometimes you need to
delegate things even in life. But when
you say “no” you are telling someone
“I am not willing to help you” and you
always have to be perceived as willing to
help people. If you can carry that with
you the rest of your life, you will be a
great leader. Whether you choose to or
not, you don’t have to be in a leadership
role to be a leader. Don’t be negative,
try to see things in the positive, not “we
can’t,” but “how can we?” That is your
future leader right there.
Christopher: What are the three most
critical components for establishing
new a pharmacy service?
Dr. Schell: You must have organizational
support for that service. Second you have
to have the understanding of the value
that can be provided by you, so you can
set up the infrastructure to achieve the
outcomes that you want. Finally, you
have to have solid, measurable outcomes,
showing the value of the service you
provide to patients. Society has to see the
value in the service to support it.
Christopher: In your time as clinical
operations manager at Kaiser
Permanente, San Diego, what
was your approach to gain support
from administration to expand
pharmacy services?
Dr. Schell: First, identify the need for the
service. Typically, the need would first
come from administration, either concern
over patient satisfaction or regulations,
that were not meeting what the organization's expectations were. Then it was
designing a program that was going

to address the identified issues. I was
able to do that once. We did not have
a pharmacist managing HIV patients
full time. Working with my team, I put
together some information for administration that the patient refills and
medication adherence produced better
objective results when the pharmacist
was there than when the pharmacist was
not present.

long enough, you won’t be able to extract
all that you need to out of that position.

Christopher: What has been your most
rewarding accomplishment during
your career?

About the Interviewer / Author

Dr. Schell: Getting a job as chief compliance officer for United Health Group’s
PBM. I was the first pharmacist that
worked in a compliance role at Kaiser,
and that helped me to get that job. I was
identified as one of very few pharmacists
who had experience working in a compliance role and had substantial regulatory
pharmacy experience. I was able to apply
all that I knew from pharmacy to a role
that was not pharmacy.
Christopher: Which of your leadership
positions (either job or professional
organizations) do you feel has allowed
you to have the most influence in the
profession of pharmacy?
Dr. Schell: There are two different positions. First, when I was president of the
California State Board of Pharmacy.
Second, being president of CSHP gave
me a large amount of credibility. I’d say
those two positions have really put me in
a position to be influential.
Christopher: Having worked in many
different institutions, what is your
viewpoint regarding investment in one
institution versus hopping from one job
to the next for personal advancement?
Dr. Schell: I think that there is balance.
Once you get into a leadership role, I
think you need to be there at least three
years. If you don’t stay with the position
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I didn’t necessarily leave jobs because
I was looking, I left jobs because an
opportunity came up. “Wow, I never
thought about that. I am going to try it.”
I would encourage everyone to not stay
at a job just because it is comfortable. o

Christopher (CJ) Jacobson, PharmD, graduated
from the Loma Linda University School of Pharmacy
in 2015, where he developed his passion for diabetes
management while volunteering at a local diabetes camp.
He did a PGY 1 ambulatory care-focused residency at
the W.G. (Bill) Hefner Veterans Affairs Medical Center in
Salisbury, NC, and a pediatric endocrine fellowship with
a focus on type 1 diabetes at the Loma Linda University
School of Pharmacy. Dr. Jacobson was recently hired as an
assistant professor at the Loma Linda University School
of Pharmacy where he will focus on endocrinology and
self-care. He is currently working to help integrate clinical
pharmacy services into a new comprehensive diabetes care
center at Loma Linda University.
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Joe Anderson

Leading Advanced Pharmacy Practice
Development and Education:
An Interview with Joe Anderson,
PharmD, BCPS, PhC
Interviewed and written by Jackie Ho, Brandon Samson, Tiffany Rendon, Krystal Pong

INTRODUCTION
The CSHP Committee on Healthcare Reform (HRC) invited Dr. Joe Anderson, PharmD,
BCPS, PhC, to speak about the growth and development of New Mexico's advanced
practice pharmacist (also known as the pharmacist clinician) since its inception in 1993.
In this interview, Dr. Anderson shares with HRC members Jackie Ho, Brandon Samson,
Tiffany Rendon, Krystal Pong, and Megan Page (CSHP staff) the development of
advance pharmacy practice and advice regarding the barriers with advanced pharmacy
practice, and suggests goals to work towards as a profession to meet the growing demand
for healthcare providers.
Dr. Anderson is an associate professor of pharmacy practice at the University of New
Mexico School of Pharmacy and the coordinator for the Pharmacy Clinician Training
Program for Advanced Practice Pharmacist in New Mexico. Dr. Anderson earned BS
degrees in biology and pharmacy from the University of New Mexico and his PharmD
from the University of Texas in Austin. He served as a board member for the New
Mexico Board of Pharmacy and has professional membership in the New Mexico
Pharmaceutical Association, New Mexico Society of Health-System Pharmacists,
American Society of Health-System Pharmacists, American Heart Association, and
National Association of Boards of Pharmacy.
Dr. Anderson has made significant contributions in advancing the pharmacy profession
through the development of the Pharmacy Clinician Training Program, development
within his practice as a cardiology pharmacist, and assuming leadership roles in several
local, state and national organizations. In September, Dr. Anderson will be joining a
medical group funded by the State Department of Health and the Centers for Disease
Control and Prevention to provide hypertension reduction services.
Jackie: Thank you for joining us today, Dr. Anderson. Can you tell us the inspiration
behind pursuing advanced pharmacy practice and developing the Pharmacy
Clinician Training Program in New Mexico?
Dr. Anderson: The “Pharmacist Clinician Act” or the “Pharmacist Prescriptive
Authority Act” was passed in 1993. The inspiration behind this act was the healthcare
provider shortage. New Mexico is a rural state and we are underserved in healthcare
providers; the initiative allowing pharmacists to have advanced practice authority would
alleviate this shortage.
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Jackie: How was the pharmacy clinician
training program “Physical Assessment
for Pharmacists Clinicians” developed?
Did you collaborate with other
healthcare professionals?
Dr. Anderson: To pass the Pharmacist
Prescriptive Authority Act, we worked
with the medical society, the medical
board, the nursing board, as well as the
physician assistants’ group. The physician
assistants’ group at that time wanted
physical assessment to be placed as a
requirement for pharmacy clinician
licensure. So, for licensure to become
an advanced practice pharmacist (APh)
(also known as the pharmacy clinician
in New Mexico), the Board of Pharmacy
(BOP) requires a completion of a 60-hour
physical assessment course as this was
deemed equivalent to the physician
assistants’ and medical students’ training.
The original pharmacy clinician training
program course was developed in
collaboration with the nursing school
at the University of New Mexico. The
College of Pharmacy took over the
training course after that.
Brandon: What was the most significant
factor in getting advance pharmacy
practice passed in your state?
Dr. Anderson: Grassroots efforts were
very important in getting the initial
act passed. Dale Tinker, the executive
director of the New Mexico Pharmacist
Association, is also a lobbyist, and has
been instrumental in each statutory
issue passed. It comes down to personal
relationships between a lot of the
pharmacists. Some of these rural counties
have very close relationships with their
representative or senator. Grassroots
efforts were critical and key to the success
of the acts that we have passed.
The key emphasis and selling point was
increasing access to care. I think what we
did not realize is that advanced practice
is really not the answer. We have 1,900
pharmacists in the state of New Mexico
and we only have about 190 pharmacist

clinicians (PhC). Of those 190, we
probably only have close to 100, just a little
over half, who are actively practicing with
their prescriptive authority. We have the
ability for advanced practice, but without
being paid or compensated it just has not
been implemented as we had hoped.
Jackie: As there is still a provider gap
in New Mexico, are there plans to close
this gap by increasing the number of
PhC practicing?
Dr. Anderson: Unfortunately, payment
and reimbursement for PhC services
is still an issue. Our BOP has a PhC
credentialing committee that reviews all
the PhC applications. I've been on that
committee for close to 15 years, and in
the last couple of years we’ve seen a huge
upswing in the number of applications
that we're getting with active protocols.
I'm encouraged by this.
A lot of the PhCs come from health
systems, something akin to a Kaiser
Permanente. Presbyterian, our largest
managed care provider, has a large group
of PhCs and are very progressive in terms
of their protocols. The Presbyterian
providers, the physicians, actually want
the PhC to have diagnostic capabilities,
so they include diagnosis for several
acute conditions in their protocols. This
program is expanding despite the lack of
reimbursement. These health systems are
seeing the value of the APh despite the
fact that they can’t routinely or regularly
bill for their services. In California, you
have a huge opportunity because of the
extent and size of large health systems
like Kaiser Permanente. That's just a
natural spot for your APhs. Within that
health system, they are already utilizing
pharmacists in that manner, but the
advanced pharmacy license formalizes it.
Tiffany: What have been the strongest
motivating factors for pharmacists
in New Mexico to participate in the
program and to attain advanced status?

Dr. Anderson: Most of the pharmacists
that take the course have a motivation
to get more involved in direct patient
care and clinical pharmacy services.
We've had some pharmacists say, “I'm
really not planning on becoming a
pharmacist clinician, but I wanted to do
the training because I feel it would help
me as a pharmacist.” It helps you be a
better pharmacist just taking the course;
you do not have to become a licensed
PhC. But I would say that the overriding
motivation, for most, is that they want to
become a PhC.
Jackie: What kind of settings and
roles do PhCs practice in? Can you
highlight some common and unique
practices (e.g., integrated health system,
independent practice associations, longterm care, ambulatory care setting)?
Dr. Anderson: The most common
area of practice for PhCs is within
the health systems, where we see most
of them practicing in the ambulatory
care clinic setting. Regarding the
protocols that we see, it's mainly
anticoagulation and chronic disease
state management such as diabetes,
hypertension, and hyperlipidemia.
We do have some PhCs practicing in the
long-term care setting; I think that is a
natural spot for them. The chair of our
PhC committee, Greg D'Amour, actually
practices at a rural Veterans Affair (VA)
nursing home. Dr. D’Amour has a very
broad protocol; he does admission
histories and physicals on the patients,
orders their medications, and regularly
reviews and adjusts medications as
needed in that setting.
Protocols can be very broad; some
pharmacists (usually compounding
pharmacists) even have protocols for
alternative therapies, natural products,
hormonal therapy, etc. The community
PhCs tend to be focused on refills, so if a
patient needs a refill, they could actually
authorize and write it. Or if the patient
has formulary issues (e.g., doctor wrote
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for a medication that is not covered), their
protocol would allow them to change
therapy to something within the same class
that is covered by insurance. This helps the
physicians, helps the patients, and helps
the pharmacists to expedite the process.
Regarding the extent of the protocols,
we see a wide variety. Protocols at
some institutions used to be very
prescriptive. What I mean by that is their
anticoagulation, for example, would
say, “if the INR is X... the pharmacist
can adjust the warfarin by this amount;
for diabetes, if the glucose is X... the
pharmacists can prescribe XYZ.” Now
some institutions have come to the point
where they are allowing pharmacists
to make the diagnosis and establish
treatment. Their protocols have become
broader, more general, which gives a lot
of leeway to the PhC. What we see in
these cases is that in the beginning the
provider perhaps was less confident in the
pharmacist’s capability or competency,
and then after working with them, they
have more trust in the PhC's ability to
manage disease states.
Jackie: That is a very inspirational step
forward! At the VA, we have scope of
practice where the pharmacists practice
under their license. Protocols are more
vague, less prescriptive, so it is truly
dependent on the pharmacist’s clinical
judgment.
Tiffany: How are PhCs reimbursed for
their work? Are they recognized as
independent mid-level practitioners by
the state Medi-Cal/Medicare systems or
other insurance providers?
Dr. Anderson: That sort of varies. At
the College of Pharmacy, we have been
able to negotiate with individual plans
to recognize the PhC as a provider and
were able to develop a contract with those
plans. For the Presbyterian health plan
to credential their PhCs as providers,
it makes sense because they're saving
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the health system money, like shuffling
money from one pocket to the other.
The problem lies with Medicare patients.
Presbyterian patients are in their Medicare
Advantage Plan; for example, the Managed
Care Medicare Plan. Presbyterian would
not be able to bill for the PhC because
Medicare does not recognize pharmacists
as healthcare providers and so that creates
a big problem.
Medicaid in our statute recognizes the PhC
as a healthcare provider, so technically we
can bill at the same rate as a physician to
Medicaid. The problem with this is that
our Medicaid system is Managed Care
Medicaid. Each managed care system must
recognize the PhC as a provider before
the reimbursement rate for each provider
can be set. Managed Care Medicaid is
not mandated to reimburse at the same
rate as a physician. The fee-for-service
Medicaid patients, which are few and far
between, are usually our Native American
population and are the patients that a PhC
technically could bill at the full physician
rate if they were seen.
Jackie: Are there pharmacists who try
to get reimbursed through partnership
with physician groups?
Dr. Anderson: We have had some of
those. Our newest board member has just
gone into an agreement with a physician
group. She's working with two physicians
in their clinic doing alternative therapy
and chronic disease management.
Her alternative therapy is a cash-only
business, and they advertise her as such.
Jackie: What has been the feedback
and reception from patients,
healthcare providers, and payers in
response to the services rendered by
PhCs in New Mexico?
Dr. Anderson: We have not done a
formal survey of patients or providers
regarding assessing their satisfaction
with the PhC services. But I think the
proof would be in just the expansion of
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the PhCs’ scope within, for example, the
Presbyterian health system, and certainly
within the University of New Mexico.
I've even had other medical groups reach
out and ask how they can hire a PhC for
their medical group. If we could solve the
provider status issue, we would see a huge
expansion of advanced practice pharmacy
services within medical groups.
Brandon: There are five areas that are
currently included under PhC licensure
in New Mexico: immunizations,
emergency contraception, tobacco
cessation, TB testing, and naloxone.
How were these five areas determined?
Dr. Anderson: We passed an act in
which a pharmacist gained independent
prescriptive authority for emergency
contraception, immunizations, tobacco
cessation, TB testing, naloxone therapy,
and (just last month) hormonal
contraception. You do have to adhere to
the approved protocols for those different
areas of practice, but any pharmacist who
has completed the appropriate training in
those areas can prescribe.
In terms of how the five areas were
determined, a public health urgency or
necessity was examined. Immunizations
rates, for example, were near the bottom
of the national rate. That was sort of
the impetus behind approaching the
legislature, and it passed using the
grassroots model (talking to the legislators
about how pharmacists can improve
immunization rates in the community,
etc.). We are, unfortunately, at the top
regarding unintended pregnancies as well.
All of these protocols have public health
benefits broadly across the state.
Brandon: Do you think there are
additional areas of public health
that pharmacists could extend their
independent prescriptive authority
in the future?

Dr. Anderson: Fortunately, with regards
to independent prescriptive authority, the
statute grants pharmacists prescriptive
authority contingent upon approval
from the medical board, the nursing
board and the BOP. Thus, we do not
have to go back to the legislature each
time to expand, but we do have to go
to the medical and nursing boards for
their approval. Based on the success of
immunizations and tobacco cessation,
the Department of Health approached
us and asked if we could do TB testing.
New Mexico really didn’t have enough
providers to provide TB testing, so we
were able to get that passed. With the
success of immunizations, there is also a
call to include travel medicine (traveler’s
diarrhea, limited antibiotics, malaria
treatment, etc.).
Tiffany: What are the current roles of
pharmacy technicians to support PhCs?
Are there plans to advance pharmacy
technician roles legislatively?
Dr. Anderson: That is a great question
and one that we have pursued and met
some obstacles in doing so. We do not
have requirements for training pharmacy
technicians, but we do require technicians
to pass the Pharmacy Technician
Certification Board exam within one
year of licensure as a certified pharmacy
technician and to pass the ExCPT
(Exam for the Certification of Pharmacy
Technicians). We do not require ASHPaccredited training programs because
there is a shortage of those programs. Our
rural pharmacists said that they would
never get technicians if they required
such certified training programs (e.g.,
ASHP). One of the things we talked about
is differing technician licensure (e.g.,
advanced practice technician); however,
that would require an ASHP training
program and perhaps years of experience.
This will allow technicians to practice at
a higher level and free up pharmacists
for more clinical activities. For example,
we’ve set requirements for technicians
practicing in remote telepharmacy to

have a certain level of experience, but
because telepharmacies are in rural
areas, we felt we could not require ASHP
training programs. We have tech-checktech programs, that some states are
considering. Idaho allows technicians to
administer immunizations. That could be
possible here and I would like to see that.
Megan: California has a telepharmacy
bill in the legislature. Do you have any
knowledge of how the PhC in New
Mexico are involved in telepharmacy or
if they play a role in it right now?
Dr. Anderson: We haven’t played any role
in telepharmacy, but we are very much
interested. I’m interested in tele-health
legislation regarding billing because
I think we could get involved from a
clinical standpoint. A lot of medication
therapy management programs are set
up that way for home-based care. For
example, in the programs we’re proposing
for hypertension, we would have a faceto-face with the patient initially, train
patients to measure blood pressure at
home and upload results to a secure
web-based program, and then we could
call them, talk to them and make changes
to therapy as needed through remote
follow-up. But the issue is whether we can
bill for that.
Jackie: Current licensing requirements
to become an advanced practice
pharmacist in California differs from
New Mexico (see Table 1). What are your
thoughts about the differences?
Dr. Anderson: I have mixed feelings
about this, but I really like what we’ve
done in New Mexico.
For California, it says clinical experience
under collaborative practice or protocol;
however, in New Mexico, we do not
allow for a protocol until you have met
the requirements to be an APh. It may
be better to have a certain number of
hours of direct care experience than say
collaborative practice protocol because
that is essentially the APh.
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Table 1. Advance Practice Pharmacist Licencing Requirements
California

New Mexico

Must have 2 of the following:

Requirements

1) Earn certification in a relevant area of practice
(e.g., board certification)

1) Completing the BOP-approved 60-hr physical assessment
course

2) Residency

2) Completing direct care preceptorship (150 hours and 300
patient contacts) supervised by practitioner with prescriptive
authority (physicians, nurse practitioners, physician
assistants, or PhCs)

3) 1,500 hours of clinical experience under a collaborative
practice agreement or protocol

3) Patient encounter log to be completed within two years
of application
* Source: California and New Mexico Boards of Pharmacy

We did have discussions on requiring
board certification and residency
training. The problem is that because
we’re a small rural state, we do not have
enough residencies here. If we did require
residency as part of being an APh, the
number of practicing PhC would go down
from 100 to 60-70 or less. If residency
is required, pharmacists who have been
practicing for ten years (with considerable
experience) will likely not go through a
residency to be APh nor would they likely
be able to obtain one financially. What
you could do is require additional hours
of clinical experience. Within a residency
you’ll have some direct care opportunities,
but it generally is not extensive. You
are doing a lot during your residency
year including staffing, administrative
functions, and you may have clinics every
month, but that is not enough. Residents
who’ve gone through our program in
New Mexico (both the PGY1 and then
the specialty PGY2 ambulatory care
residency), find it difficult to meet the 150
hours and 300 patient contacts required,
even with those two years. That is why we
feel the licensing requirements represent
a residency, but does not limit practicing
pharmacists going back and changing
their career path.
Jackie: The New Mexico PhC patient
contact log (http://www.rld.state.
nm.us/uploads/files/PC%20Log%20
Instructions.pdf ) documenting the
300 patient contacts is very specific

and requires the pharmacists to
document the type of maneuvers and
examinations/assessments completed.
Are state protocols assigned
based on level of exposure to the
different areas? If so, how is protocol
assignment determined?
Dr. Anderson: At the time when the
pharmacists submit for PhC licensure,
they have to submit that patient contact
log, documenting the 300 patient
contacts. Within that log, the pharmacists
document the chief complaint of why
the patients were seen, the disease being
managed, and the assessments completed
by the pharmacist. The whole purpose
of this is to document the pharmacist
assessing patients under supervision
rather than directly doing it themselves.
The supervising practitioner is making
sure the pharmacist is making the
appropriate assessment.
At the time the pharmacist submits
their log, and if by chance they submit
their protocol along with the log, the
BOP does cross check between the log
and the protocol. For example, if all
the applicant’s patient contact hours
are in an anticoagulation clinic and
their protocol is to manage patients in
diabetes, hypertension, etc., the BOP
will deny that protocol because there
are no demonstrated hours for the
other disease states. We would approve
the anticoagulation protocol, but not
the others. In that sense, we do use the
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patient contact log to determine protocol.
The loophole is that if the protocol is
not submitted at the same time as the
application for PhC licensure (for example
if the pharmacists wanted to submit their
protocol once they have established a
relationship with the provider they can
submit protocol at a later date), then
the BOP will grant a license without
prescriptive authority. Let’s say three
months later the PhC submits the
protocol; the BOP will not go back and
pull the patient contact log hours to see
what the candidate’s experience has been.
But what we do require is a letter from
the supervising physician that verifies the
physician read the protocol and based
their opinion that the PhC is competent
to provide all services therein outlined
in the protocol. The BOP is not taking
responsibility for their competency; it is
the supervising physician.
If independently prescribing, the PhC
must turn in their protocol to the BOP. If
the PhC is writing hospital orders in the
hospital, they do not have to turn in their
protocol. That would be up to individual
hospitals and their policies/procedures.
Jackie: How difficult is it to obtain
preceptorship for the 150 hours,
especially for those without a residency?
Dr. Anderson: That can be difficult
for pharmacists to find a supervising
practitioner with prescriptive authority.
However, there is a lot of latitude as to
who the supervising practitioner may
be (e.g., physician, nurse practitioner,
physician assistants, or even another
PhC). It’s still difficult to find a
supervising provider in the era of Health
Insurance Portability and Accountability
Act (HIPAA), so you need to find a
business associate agreement to ensure
you’re not violating HIPAA.
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Table 2. Protocols and Education Requirements
California

New Mexico

1) Hormonal contraception (minimum 1 hour CE)

1) Emergency contraception

2) Nicotine replacement therapy (minimum 2 hours CE)

2) Tobacco cessation

3) Naloxone (minimum 1 hour CE)

3) Naloxone

4) Travel medication (minimum 10 hours CE + CDC course + BLS)

4) Immunization

5) Immunizations (immunization certificate program + BLS)

5) TB testing

* Source: California and New Mexico Boards of Pharmacy

Jackie: Currently, California has the
protocols (see Table 2). How much
training does a PhC need to practice
under state protocols?
Dr. Anderson: Due to varying
training skill sets required, minimum
initial training requirements and
additional continuing education
(CE) requirements for recertification
purposes should be established.
Our recertification requirements for
immunizations, for example, require ten
hours of training with a certain percentage
(2 hours) having to be a live program.
For recertification for most protocols,
we require two hours of CE for renewal.
That is in addition to the pharmacist CE
requirements (in New Mexico that is 30
hours of CE every 2 years). Thus, if you
were administering immunizations, you
would need 32 hours of CE.
For our hormonal contraception
protocol, we do not impose an age
limit. We also allow our pharmacists
to prescribe and administer the depotmedroxyprogesterone injection and the
vaginal rings.
Brandon: Can you describe your current
advanced pharmacy practice role?
Dr. Anderson: My practice is in heart
failure management, and I work in a
heart failure clinic. Patients are referred
by a cardiologist or nurse practitioner for
medication titration in the clinic. I also
have a cardiovascular risk reduction clinic
where patients are referred for primary
prevention of cardiovascular disease,

If we had routine or
but we get some secondary prevention
patients. In September, I’ll be joining a
medical group that has wanted a PhC but
never had one to date. Through a contract
from the State Department of Health
and a Million Hearts Initiative grant
from the Centers for Disease Control
and Prevention, we will be starting up a
hypertension clinic – and the neat thing
about that is that we’re designing it so we
can have study outcomes. A big problem
here in New Mexico is that we’ve never
published outcomes for the PhC. So, this
is designed to collect baseline data and
measure outcomes for future publication.

consistent reimbursement or recognition
of the provider, you
would see a huge
expansion of the PhC....

Tiffany: What were some of the
challenges you faced when expanding
scope of practice in New Mexico?
Dr. Anderson: I think the biggest
challenge is reimbursement. If we had
routine or consistent reimbursement or
recognition of the provider, you would
see a huge expansion of the PhC as well
as these other prescriptive authority
pieces because we must justify our time
as pharmacists. If we give away our
services, we just can’t do it. Even here
at the New Mexico University, we are
pulling out of clinics where we’re not
getting paid and moving into clinics
where we do get reimbursed.
We have some federally-qualified health
centers in Albuquerque providing care
for underserved populations. Through
federal grant dollars from the ACA and
other mechanisms, they bill differently
than a regular medical practice would.
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The federal government will reimburse
them, and it doesn’t really matter who
sees the patient. These clinics ask college
faculty to practice at their clinics. One
of our pain specialists is opening a
pain clinic and a neurology clinic as
well. They have requested diabetes and
cardiovascular specialists as well.
Brandon: What advice do you have for
a pharmacist who wants to work at the
top of his or her license and establish
oneself as a successful advanced
practice pharmacist?
Dr. Anderson: Young pharmacists
graduating must realize that the ideal
clinic may not happen initially. It’s up to
individuals to create those opportunities
and know those opportunities do exist.
You must sell decision makers. For
example, ask, “Have you ever thought
about hiring an APh to treat all of
your chronic disease patients?” While
pharmacists may not be reimbursed
directly, seeing patients and improving
control for diabetes, hypertension or
cholesterol will improve star ratings that
will allow billing at a higher level. Sell
whatever the incentive for quality may be
– rather than quantity. At the same time,
you’re expanding your quantity of care
because you’re taking care of their chronic
disease patients. So, it takes a little bit of
creativity right now.
Jackie: Considering the anticipated gap
in primary care providers, why aren’t
more states pursuing expanded scope
of practice for pharmacists?
Dr. Anderson: I think it has to do
with paradigms and perceptions. For
many people, the first perception of the
pharmacist is the community pharmacist
standing by the counter, not necessarily
involved in direct patient care. Trusted,
yes, but not involved more than delivery
of the medications and giving advice.
And so, it is changing perceptions as a
profession. Look at what nursing has

done with the tear-jerking commercials
that we’ve all seen. The public knows
the role of the nurses and the vital
need for them. We have the Walgreens’
commercial, but that doesn’t always cast
us in a direct care sort of light.
We need a public relations campaign for
pharmacy to change public awareness
and perceptions of our profession, and
consequently legislators. One of the most
effective tools that we can employ is to
invite legislators to a site visit and spend
a day with you as a clinical pharmacist
and open their eyes to a different role for
pharmacists. If they’re not aware of it,
they’re not going to come to a pharmacist
and say, “We feel you can fill a niche in
terms of providers here.” That’s why I
think we’ve been overlooked. Even CVS’s
minute clinics employ nurse practitioners
or physician assistants versus
pharmacists. We need to do a better job in
public relations and promoting ourselves.
Tiffany: What are your thoughts
regarding efforts being made at
the national level for pharmacist
provider status and do you believe
it will be passed?
Dr. Anderson: I’m in support of any
legislation providing pharmacist provider
status, but I think it’s going to be difficult
to get that passed. In this era of tight
budgets and budget cutting, healthcare
reform is up in the air.
Unfortunately, when cost estimates
(workups) for the provider status bill
is done, the cost of pharmacists may
be viewed as additive. Workups cannot
budget cost offsets from improvement
in care or decrease in healthcare costs,
so that does not get budgeted. They just
see pharmacists as another payment or
expense, so I think it’s going to be a hard
sell in this environment that we have
right now.
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I think that we may have a better chance
if we go back to what was originally
proposed: limiting provider status bills
to states that had advanced practice
legislation due to cost including
California, Montana, North Carolina,
and New Mexico currently. The cost
estimates would be minimal because it
would be a smaller set of pharmacists.
In reality, if the current bill gets passed,
not all pharmacists are going to be
billing as providers. But the way current
cost estimates are done is – they take
200,000 pharmacists and presume
they’re all going to bill, but that’s not
the case. With advanced practice, you
can say there’s 100 in New Mexico, 200
in North Carolina, 1000 in California,
so you can do a workup like that, and
it won’t come back as expensive, and
maybe you can get something like that
passed. And then the other states can
amend their bills to look like one of the
states with advanced practice.
If there is anything I can do to help you
(California) as you move through this
process, I would welcome that. o
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Morphine Infusion to Substitute
for Fentanyl Shortage in a Sedation
Protocol: A Case Series
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Core Tip
Morphine substitution for continuous intravenous infusion to facilitate mechanical
ventilation (MV) can result in difficulties in achieving and maintaining a desired
Richmond Agitation and Sedation Scale (RASS), as well as frequent adverse events
requiring medical interventions. Previous experiences and current recommendation
demonstrate that a clinical pharmacist can have a robust role (e.g., education, facilitation,
assessment) in times when a medication that is highly used and protocolized for providers
and nursing staff within an institution is not available.

Keywords:
Morphine, mechanical ventilation, drug shortage
Requests for Information:
Maged A. Tanios MD, MPH, FCCP
mtanios@ucla.edu

Abstract
Purpose
Medication supply shortages can potentially compromise patient care, and shortage of
an analgesic such as fentanyl prompts the need for alternative therapy. The combined use
of analgesics and sedatives is commonly employed in mechanically-ventilated patients to
help reduce their pain, anxiety, and recall of traumatic events. This case series presents
the experiences with the substitution of morphine infusion in place of fentanyl in a
sedation protocol during a period of medication shortage.

Methods
A case series evaluating intubated adult (≥18 years old) patients admitted to the
intensive care unit (ICU) requiring continuous intravenous analgesics and sedatives
to facilitate MV was performed for the month of November 2011. Six patients
experiencing respiratory distress due to varying etiologies were managed with
morphine and midazolam to facilitate MV during a period of fentanyl shortage and
were evaluated as a part of a qualitative assurance initiative.

Findings
Attainment of a predetermined RASS and time to achieve this goal were monitored.
Furthermore, any adverse effects, including hypotension (defined as systolic blood
pressure <90 mmHg) and self-extubation, were recorded. Three of the six patients
required greater than 24 hours to achieve their targeted RASS. All of the patients
receiving morphine experienced hypotension and required medical interventions,
including the use of saline boluses and increased norepinephrine doses to sustain
adequate blood pressure in those who were already hemodynamically unstable.
There was one episode of self-extubation, which subsequently required re-intubation.
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Figure 1. Sedation Order Set for Patients Requiring Mechanical Ventilation
Allergies: ___________________________________________________________________________
• Patient must be intubated, on full mechanical ventilator support and on continuous hemodynamic monitoring.
• This protocol can only be ordered when supervised by critical care intensivists
1) Target Sedation Score based on Richmond Agitation and Sedation Scale (RASS): 0 or q ___________. Refer to back of sheet for RASS definitions
2) Hold sedation if MEAN blood pressure below 60 (unless other parameter ordered by MD) and notify MD
3) Once target RASS score achieved, evaluate and document score q2hr unless further titration needed
4) Notify MD if maximum drip rates achieved and RASS score remains above goal for further medication orders
5) Daily Sedation Interruption: to be done each AM after 24 hours on sedation protocol for neurological assessment. If patient is at a RASS of 0, it is not necessary to do the daily sedation
interruption on that morning.
• Stop all sedation protocol medications until patient follows some commands or becomes agitated. Then resume current protocol at HALF the prior doses/rates (round fractions up). Thereafter, the
doses may be titrated up or down to achieve the goal RASS.
• If patient is stable upon each awakening, RN to contact respiratory therapist to evaluate for weaning assessment
• Cancel Daily Sedation Interruption. Patients in the following categories should not be awakened routinely: A) Concurrent use of paralytic agents, B) Open chest after cardiac surgery, C) Presence of
intra-cranial hypertension
6) Initial pump set up and calculations checked and co-signed by two RNs or RN and a pharmacist.
MD choice # 1: q						
Hemodynamically stable and anticipated mechanical ventilation/need for sedation less than
72 hours

MD choice # 2: q
Hemodynamically UNstable and anticipated mechanical ventilation/need for sedation longer
than 72 hours

Lab: Triglyceride level prior to initiating propofol and q 72 hours while on propofol.

Hold propofol if patient known to be allergic to eggs, soybeans or glycerol. Notify MD
immediately

Initiate and titrate to desired SAS score as follows:

Initiate and titrate to desired SAS score as follows:

1. Propofol IV drip at 5 mcg/kg/MINUTE (Propofol concentration 10 mg/ml). Titrate q 5
minutes by 5 mcg/kg/MINUTE PRN to achieve goal RASS score. Maximum dose 50 mcg/
kg/MINUTE

1. Morphine IV drip at 0.07 mg/kg/HOUR. Titrate q 30 minutes by 0.01 mg/kg/HOUR to
achieve goal RASS score to a maximum of 0.14 mg/kg/HOUR. See PRN orders

2. Morphine IV drip at 0.07 mg/kg/HOUR. Titrate q 30 minutes by 0.01 mg/kg/HOUR to
achieve goal RASS score. Maximum dose 0.14 mg/kg/HOUR

2. Midazolam IV drip at 0.02 mg/kg/HOUR (20 mcg/kg/hour). Titrate q 15 minutes by
0.02 mg/kg/HOUR (20 mcg/kg/hour) to achieve goal RASS score to a maximum of
0.1 mg/kg/HOUR (100 mcg/kg/hour) See PRN orders below

3. If patient remains agitated at “max” doses, notify MD to obtain additional orders

3. If patient remains agitated at “max” doses, notify MD to obtain additional orders

If patient still mechanically ventilated after 72 hours, contact MD to renew
propofol order or change to Scenario 2. If propofol continues after 72 hours, repeat
triglyceride, amylase and lipase

7. PRN Medications:

q Morphine 2 mg IVP q2h and midazolam 2mg IVP q2h PRN agitation for first 24 hours of drip
q ______________________________________________________________________________________________________________
q ______________________________________________________________________________________________________________
q ______________________________________________________________________________________________________________
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Richmond Agitation and Sedation Scale (RASS)
Score Term

1) Observe patient

Description

+4

Combative

+3

Very agitated Pulls or removes tube(s) or catheter(s); aggressive

+2

Agitated

Frequent non-purposeful movement, fights ventilator

+1

Restless

Anxious but movements not aggressive vigorous

0

Overtly combative, violent, immediate danger to staff

Alert and
calm

-1

Drowsy

Not fully alert, but has sustained awakening (eye-opening / eye contact)
to voice(≥ 10 seconds)

-2

Light
sedation

Briefly awakens with eye contact to voice (< 10 seconds)

-3

Moderate
sedation

Movement or eye opening to voice (but no eye contact)

-4

Deep
sedation

No response to voice, but movement or eye opening to physical stimulation

-5

Unarousable

No response to voice or physical stimulation

Implications
Caution should be exercised if fentanyl
is substituted with morphine in a
sedation protocol during a period
of drug shortage. The substitution
in our protocol led to difficulties in
achievement and maintenance of a
desired RASS and frequent adverse
events requiring medical interventions.

Introduction
Medication shortages in acute care
hospitals have changed practice
management and have compromised
patient care. These shortages have
resulted in delayed or cancelled medical
procedures, prolonged patient stays,
serious medication errors, and adverse
drug reactions.1 In addition, alternative
therapies that are used to compensate for
the lack of evidence-based therapies do
not always result in the same expected
efficacy outcomes.
Critically ill patients, in particular, typically
have pain and discomfort for various
reasons associated with their illnesses and/
or invasive hospital procedures. Inadequate
pain control can greatly impede patient care
due to agitation, anxiety, and poor sleep.2
Acute postoperative pain can lead to an

Procedure for RASS Assessment
a) Patient is alert, restless, or agitated

(score 0 to +4)

2) If not alert, state patient’s name and say to open eyes and look at speaker
a) Patient awakens with sustained eye opening and eye contact

(score -1)

b) Patient awakens with eye opening and eye contact, but not sustained

(score -2)

c) Patient has any movement in response to voice but no eye contact

(score -3)

3) When no response to verbal stimulation, physically stimulate patient
by shaking shoulder and/or rubbing sternum
a) Patient has any movement to physical stimulation

(score -4)

b) Patient has no response to any stimulation

(score -5)

increase in the release of catecholamines
and evoke stress responses. This may result
in left ventricular dysfunction, myocardial
ischemia, or even myocardial infarctions.2-5
Release of cortisol and glucagon may lead
to insulin resistance, hyperglycemia, and
alterations of protein and fat metabolism.
Additionally, the amnesic properties of
sedative agents, such as benzodiazepines,
can lessen the risk of post-traumatic stress
disease caused by various procedures and
therapies performed in the intensive care
unit (ICU).2 Therefore, the appropriate
administration of analgesics and sedatives
with a validated sedation protocol is
important in an ICU setting.6-12 Alternatives
need evaluation for efficacy and safety due
to medication supply shortages.

intravenous analgesics in the setting of
medication shortage for the facilitation
of MV. Therefore, the institution elected
to substitute intravenous fentanyl with
morphine based on current institutional
practice and practicality. Other
alternatives such as hydromorphone
and remifentanil were not chosen due to
practitioner unfamiliarity with its use as a
continuous infusion for facilitation of MV
and nonformulary status, respectively.

Using the MeSH search terms: sedation
and analgesic, morphine, critically ill adult
patients, and drug shortage, a literature
review was conducted to identify
peer-reviewed articles in MEDLINE
(1966-March 2016). Articles reviewed
included review articles and prospective,
randomized, double-blinded, placebocontrolled clinical trials published in the
English language. Reference citations
were perused as an additional resource.
The literature search did not reveal any
studies that address the use of alternative

Methods

The purpose of this case series is to
evaluate the substitution of intravenous
fentanyl with intravenous morphine in a
sedation protocol to manage mechanically
ventilated ICU patients during a period of
drug shortage.
This retrospective observational case
series was conducted at a 389-bed
community teaching hospital with
a 24-bed medical and surgical ICU.
Intubated adult (≥ 18 years old) patients
admitted to the ICU who required an
instituted sedation protocol to facilitate
MV during the month of November 2011
were evaluated. The timing of the study
correlates with the fentanyl shortage
experienced at this medical institution;
during this period, all intubated adult
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patients were managed on intravenous
morphine infusion according to a
temporarily approved protocol that was
implemented due to the medication
shortage (Figure 1). The protocol
was reviewed by the institution’s ICU
committee, which consists of clinical
pharmacists, nurses, medical residents,
and intensivists, prior to approval. The
titration of morphine was based on
institutionally recognized administration
and titration of intravenous morphine.
During the period of medication
shortage, the pharmacy department led
the process for managing the shortage
by implementing the education and

Table 1. Patient Demographics
N=6
Male %

50

Median Age (years)

59.5

Median Height (in)

67

Median Weight (kg)

64.95

PMH %
Neurology

33

Respiratory

100

Infection

17

Liver

17

Renal

17

CHF

33

Substance Use %
Rx PRN opioid use

33

*ETOH “binge”

17

Hx of use >30 days ago

17

Home Medications %
Diuretics

17

ICU medications %
Systemic Steroids

83

Bronchodilators

100

Diuretics
Median APACHE score

17
26.5

*ETOH binge was based on patient reports.
PMH (past medical history), CHF (congestive heart failure),
APACHE (Acute Physiology and Chronic Health Evaluation)

substitution of morphine to the protocol.
Twenty-four patients received intravenous
morphine infusion. As a quality assurance
initiative and with institutional review
board approval, intubated adult patients
who received intravenous morphine
infusion along with intravenous sedation
(i.e. midazolam) during this period were
selected for evaluation. Sixteen patients
were retrospectively identified via the
pharmacy database. Protocol deviation,
history of alcohol and substance abuse
≤30 days prior to admission, use of
concurrent neuromuscular blocking
agents, being in a comatose or comatoselike state, and missing chart information
were used as exclusion criteria to limit
confounding factors; ten of the sixteen
patients were excluded due to one or
more of these criteria. Six patients were
included for medical chart review based
on convenience of sampling (Table 1).
Measured outcomes include time to
achieve the RASS goal, achievement
of the RASS goal, maintenance of the
RASS goal within 24 hours, use of rescue
medication (i.e., hydromorphone), time
on morphine, and ventilator days.

Case Series
Case 1
An 81-year-old female patient with
a history of respiratory disease and
congestive heart failure was admitted to
the ICU due to septic shock secondary
to pneumonia, otherwise unspecified.
The patient required norepinephrine and
dobutamine for hemodynamic support.
Morphine and midazolam were initiated
to facilitate MV and titrated per hospital
protocol to RASS goal of 0. The intended
RASS goal was never reached and the
patient continued to be over-sedated. The
patient remained on the study medication
for 29 hours and experienced further
decreases in blood pressure that required
an increase in vasopressor dose.
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Case 2
A 56-year-old female patient with a
history of respiratory and neurologic
disease was admitted to the ICU due to
healthcare-associated pneumonia and
required the use of a norepinephrine for
hemodynamic support. The patient was
intubated and initiated on morphine
and midazolam, titrated to a RASS
goal of -1. The sedation goal was never
maintained during the 13 hours the
patient remained on the study medication
and she continued to be over-sedated.
The patient experienced further
decreases in her blood pressure that
required saline boluses and an increase
in norepinephrine dose soon after study
medication was initiated.

Case 3
A 70-year-old male patient with a history
of respiratory disease required intubation
after experiencing hypoxic respiratory
distress due to healthcare-associated
pneumonia. Patient was intubated and
initiated on morphine and midazolam,
titrated to a RASS goal of -3. RASS goal
was achieved after 27 hours; however, the
goal was not maintained, and the patient
was under-sedated, potentially due to
insufficient medication levels resulting
from his large body habitus (118.2 kg) and
conservative titration of the medication
due to continual decreases in his blood
pressure. Soon after initiation of the study
medication, the patient required saline
boluses and norepinephrine to maintain
his blood pressure.

Case 4
A 33-year-old male patient with a history
of respiratory disease required intubation
after experiencing acute respiratory distress
due to community-acquired pneumonia.
The patient had a previous history of opioid
use and binge drinking. Morphine and
midazolam drip were initiated and titrated
per hospital policy to a RASS goal of -2.
The RASS goal was achieved after 27 hours.
The patient required multiple lorazepam
administrations to aid in sedation. He was
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maintained on the study medication for 303
hours. The patient experienced a decrease
in blood pressure but did not require the
use of saline boluses or norepinephrine.

Case 5
A 61-year-old male patient with a
history of respiratory and liver diseases
experienced hypoxic respiratory failure
due to acute decompensation of chronic
obstructive pulmonary disease. The patient
had a history of alcohol and intravenous
drug use. Morphine and midazolam were
initiated to maintain a RASS goal of -4,
which was achieved within one hour
and maintained for one day. The patient
subsequently became under-sedated and
was maintained on the study medication
for 26 hours. During this time, the patient
experienced an extreme drop in his blood
pressure that required an increase in
norepinephrine dose. The patient selfextubated from the mechanical ventilator
while he was on the study medication and
eventually required re-intubation.

Case 6
A 58-year-old female patient with
a history of respiratory, neurologic,
infectious, and liver diseases and
congestive heart failure was intubated
after experiencing pulseless electrical
activity and cardiac arrest. The patient
was subsequently intubated to protect
her airway and initiated on morphine
and midazolam with a RASS goal of 0.
The goal was achieved in 28 hours, but it
was not maintained and patient became
over-sedated. The patient was continued
on the study medication for 81 hours.
The patient required norepinephrine for
hemodynamic support. It is possible that
her low blood pressure may have been
related to hemodialysis.

Observed Outcomes
Based on the six patients that were
evaluated, the median time to achieve
the RASS goal was 27 hours. The RASS
goal varied among the patients and was
prespecified by the managing physician.

The predetermined RASS score or goal
was achieved in 67% (4 out of 6) of the
patients (Table 2). The median time
on the study drugs and MV was 55
hours and 98 hours, respectively. Safety
outcomes that were considered included
hypotension, which was defined as
systolic blood pressure (SBP) < 90mmHg,
and self-extubation and was reviewed
by and agreed upon by the participating
investigators. Hypotension occurred
in 100% of the patients, while only one
patient (17%) self-extubated (Table 3).

Discussion
The use of analgesics and sedatives
helps manage pain and agitation while
decreasing patients’ recall of traumatic
events in the ICU. The institution adopted
a sedation protocol that includes the
use of fentanyl along with intravenous
midazolam plus daily interruption of
the aforementioned agents. Opioids
are commonly used analgesics and are
equally effective in equivalent doses.13-15
Therefore, with the occurrence of the
fentanyl shortage, the hospital critical
care committee substituted this with
morphine. However, drug specific
characteristics may favor certain opioids,
especially for critically ill patients.
Fentanyl is often used first line in the
ICU for analgesia due to its fast onset
and short duration of action, which
allows for easy titration.16-18 Morphine,
which has a slower onset and longer
duration of action than fentanyl, is not
usually a preferred opioid in critically
ill patients.19-21 However, continuous
intravenous morphine is routinely
used for comfort measures and pain
management.22 Therefore, morphine was
selected to be the substitute for fentanyl
since many practitioners are familiar
with its efficacy and dosing, which could
potentially reduce medications errors
that may be associated with the use of less
familiar opioids as an alternative.
Achievement of RASS goals may have
differed due to inconsistent RASS goals

across the patients. The evaluation did
not account for individual factors that
may have influenced the physicians’
targeted RASS goal which may have
also confounded the achievement of
the goals and incidence of adverse
events. In this case series, hypotension
occurred in 100% of patients who
received morphine infusion, which is
higher than our institutional reports
(73%); however, it is important to bear
in mind that this report only includes six
patients. Unfortunately, the evaluation
did not capture how drastically the blood
pressure decreased, which may have been
influenced by other medications such as
midazolam and propofol. Self-extubation
occurred in one patient of the six (17%).
Again, although the sample size in
this case series is only six, this finding
is similar to another report in which
morphine use resulted in 40 out of 281
patients (14%) self-extubating their MV.23
Incidences of under-sedation may be
attributed to patients’ histories of alcohol
or opioid use.

Table 2. Observed Outcomes
N=6
Median time to RASS goal

27 hours

RASS goal achieved

67 %

Maintained RASS goal within 24-hour
period

17 %

Use of rescue medication

17 %

Median time on study drugs

55 hours

Median time on ventilator

98 hours

Table 3. Adverse Events
N=6
Hypotension: SBP< 90mmHg

100 %

Likely due to study drug

33 %

Likely due to study drug and other
factors

50 %

Hypotension needing intervention

83 %

Self-extubation

17 %
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This case series is the first to evaluate and
describe the clinical impact of morphine
substitution to facilitate MV during a
period of intravenous analgesic shortage.
A literature search for large randomized
studies did not reveal comparative
studies of morphine versus fentanyl
in the management of mechanically
ventilated patients to better guide
practitioners in such a setting.24-27 In
addition, our case series did not address
adverse outcomes such as delirium,
which is a recognized adverse outcome
in patients who receive continuous
analgesic and sedative agents.28-29
There has been a substantial rise in
the number of medication shortages,
with the number of sterile injectable
shortages tripling from 2005 to 2011.30-31
This can cause an economic burden
on a medical institution, as well as a
national crisis. The annual labor cost
due to medication shortages has been
estimated to be as high as $216 million
throughout the United States due to
direct and indirect costs.32 As this case
series demonstrates, medication supply
shortages can compromise patient care.
Medication shortages can greatly affect
clinical practice because alternative
agents that can provide a comparable
level of care must be made available, but
this cannot always be done in a timely
manner. Oftentimes, there is also a
delay in the notification of a shortage,
which negatively impacts the time to
implement and provide the necessary
training for an alternative protocol in an
interdisciplinary fashion.32-38 Therefore
challenges of education, provider
orientation, implementation of any
revisions to an existing protocol, and
economic burden are all consequences
of medication shortages that can impact
patient safety.
The management of medication
shortages takes a multidisciplinary
approach. The American Society of
Health-System Pharmacists recommends
that the pharmacy department take

the lead role in the implementation
and the development of strategies to
properly address challenges associated
with a drug shortage.39 A clinical
pharmacist must take into account
the factors leading to the medication
shortage (e.g., industry consolidations,
voluntary recalls, regulatory issues,
product availability) to assess the impact
the drug shortage may have on the
medical institution and if a therapeutic
substitution recommendation is
necessary. If a therapeutic substitution
is recommended, our study supports
that this recommendation should not
be made based on practice familiarity
alone but should also take into account
therapeutic differences, prescribing,
distribution, and administration
processes, and financial ramifications.
This formal evaluation process should
include feedback from physicians,
nurses, and pharmacists to properly
communicate, educate, and implement
the temporary therapeutic substitution.
This case series was not aimed at
evaluating if education by pharmacy
staff was sufficient to instill the necessary
knowledge, skill, and confidence to
manage mechanically ventilated patients
with morphine substitution, but rather
discuss challenges associated with a
hospital-wide temporary substitution
protocol due to a medication shortage.
Even though our experience with the
morphine shortage occurred years
ago, the challenges of medication
shortages will continue to be a relevant
concern. To better prepare for future
medication shortages, there is a need to
revisit preceding events and strategies
to guide practitioner and hospital
practice. Furthermore, the case series
is hypothesis generating by questioning
the prevalence of adverse outcomes
such as self-extubation or hemodynamic
changes during continuous morphine
administration for mechanical
ventilation facilitation.
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Conclusion
Caution should be advised during a
period of medication shortage when
fentanyl is substituted with morphine
in an instituted sedation protocol.
Morphine substitution can result in
difficulties achieving and maintaining a
desired RASS, as well as frequent adverse
events requiring medical interventions.
A clinical pharmacist can have a robust
role when a medication that is highly
used and protocolized for providers
and nursing staff within an institution
is temporarily unavailable. During
these times, the clinical pharmacist can
educate the staff on other medications
with similar pharmacokinetic profiles
and explain their efficacy, safety, and
tolerability. In addition, the clinical
pharmacist can work with medical
teams in the transition to ensure that
appropriate dosing and monitoring is
occurring with the agents the institution
has deemed as appropriate substitutes. o

Original Research
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