
Increasing drug resistance, decreasing
drug pipeline create microbial storm
Pharmacists should lead in stewardship

Antimicrobial stewardship programs are on everyone’s minds,
and the latest guidelines from national organizations have
placed pharmacists at the helm of such programs in hospitals.

There are financial and reputation incentives now for focusing on
these programs. For instance, The Joint Commission recently posted
new requirements regarding antimicrobial stewardship, and the Centers
for Medicare and Medicaid Services (CMS) has included certain health
care-acquired infections as diagnoses that are no longer covered for
reimbursement.

Experts who’ve developed, studied, and written about creating
antimicrobial stewardship programs in hospital systems say the process
is time-consuming and challenging, especially given the shortage of
infectious disease (ID) pharmacists nationwide. But stewardship is
essential since we’ve entered an era with increasingly drug-resistant

microbes, and the antimicrobial drug
development pipeline is depleted.

And there’s one more problem
too: Experts say pharmacists should
lead the way with these programs,
but there aren’t enough pharmacists
trained in infectious diseases to meet
the increasing need.

“There are not enough pharma-
cists trained to fill all the positions
available in the United States,” says
Debra A. Goff, PharmD, FCCP, a
clinical associate professor at the
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Ohio State University College of Pharmacy in
Columbus, OH, and an infectious diseases spe-
cialist at the Ohio State University Medical
Center.

Goff is the program director for the infectious
disease residency program at Ohio State.

“We’ve trained several people who now have a
stewardship program,” she says.

But schools like OSU are able to train only a
few residents a year, Goff says.

“It’s really one-on-one training,” she adds. “It’s
an advanced post-doctorate specialty, and most
programs take one year.”

If a hospital is unable to hire an ID pharmacist,
then another model that will work is to have a
non-ID pharmacist partner with an ID physician
who can mentor the pharmacist in infectious dis-
eases issues, Goff suggests.

Another issue is that hospitals that start a stew-
ardship program often will hire or move only one
pharmacist, who may or may not be trained in
infectious diseases, over to that role, leaving the

program understaffed.
“It’s not realistic to expect a pharmacist to add

this role on to his or her already-existing job and
do it well,” Goff says. “The goal is to improve
patient care.”

Also, there should be other clinicians on the
stewardship team. While pharmacists are knowl-
edgeable about drug therapy, they need to collab-
orate and share knowledge with other hospital
experts to create the optimal antimicrobial stew-
ardship program, she says.

“The most important point, whether you’re in
a small or large hospital, is to have a collabora-
tion with the department of pharmacy, the medi-
cal staff, infectious disease physicians,
microbiology, infection control, hospital epidemi-
ology, and what we call the information ware-
house — computer and data storage of patient
information,” Goff explains. (See story about
state-of-the-art antimicrobial stewardship 
program, p. 101.)

At the very least, an antimicrobial stewardship
program needs an infectious diseases pharmacist,
an infectious diseases physician, and an informa-
tion services technician to help with generating
reports, says Robert C. Owens, Jr., PharmD, co-
director of the antimicrobial stewardship pro-
gram at Maine Medical Center in Portland, ME.
Owens also is a clinical assistant professor at the
University of Vermont, College of Medicine in
Burlington, VT. Owens published a paper
recently on antimicrobial stewardship.1

“Those are critical resources that need to be in
place and should be used in a programmatic
approach,” Owens says. “It’s no longer accept-
able to have an antibiotic subcommittee that
meets once a month.”

Even hospital systems that have had some
kind of antimicrobial stewardship program for a
number of years likely will need to make
changes, mostly to ramp up the program.

For instance, The Medical Center, which is part
of Columbus Regional Healthcare System in
Columbus, GA, has had an antimicrobial stew-
ardship team for 10 years, but it had less stature
than what the organization now has developed,
says Deanne Tabb, PharmD, MT (ASCP), infec-
tious disease specialist.

“Unless you have a very good rapport with
senior leaders and you can get them on board
and show the program’s benefits to patients and
benefits from an economic perspective, a lot of
institutions weren’t able to start stewardship
teams,” Tabb explains.
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Tabb came to the pharmacy field, starting over
with her college education, after working as a
microbiologist. After she received her pharmacy
degree, she received post-doctoral pharmacy
training in infectious diseases from the Mayo
Clinic.

“The whole reason I went back to pharmacy
school was for training in the therapeutic
aspects,” Tabb says.

Bench microbiologists see only part of the
microbial organism puzzle, but as an infectious
diseases pharmacist she can see how all the
pieces fit together, Tabb notes. (See story on how
The Medical Center conducted an antimicrobial
stewardship education campaign for hospital
employees, p. 101.)

The big challenge for health care systems now
is finding trained pharmacists who can help lead
an antimicrobial stewardship program, says
Richard Drew, PharmD, MS, BCPS, a professor
of pharmacy at the Campbell University School
of Pharmacy in Buies Creek, NC.

“So the issue here is there are clear gaps in the
availability and, ultimately, the need for training
for people to meet these demands,” Drew says.
“There are not enough infectious disease training
programs to go around.”

Some professional societies are trying to iden-
tify how they can assist in training people for
stewardship positions, he notes.

“The current discussion as I understand it is to
take competent pharmacists and train them in the
stewardship process,” Drew explains. “It wouldn’t
be full infectious disease training, but there’d be a
minimum educational requirement and perhaps
certification programs in stewardship.”

Lacking formal ID training, most pharmacists
working in antimicrobial stewardship are learn-
ing through on-the-job training, Drew says.

It’s better than nothing, but far from the ideal
of having ID-trained pharmacists in charge of the
programs, he adds. 

Health care organizations planning to improve
or initiate stewardship programs should first
review professional guidelines, including those
from the Infectious Diseases Society of America
and the Society for Healthcare Epidemiology of
America.2

“The guidelines establish a solid review and
subsequent recommendation of evidence-based
procedures that deal with not only improved out-
comes, but improved safety of antimicrobial use,”
Drew explains. “The intent was for a multidisci-
plinary body to examine evidence-based studies,

look at interventions, and then turn around and
make recommendations of what they as a group
felt had established a significant body of evidence
of what the guidelines were.”

The guidelines establish precedence for advo-
cacy, Drew says.

Pharmacists can meet with hospital adminis-
trators with the guidelines in hand and ask for
the support and resources they’ll need to estab-
lish or improve an antimicrobial stewardship pro-
gram, he adds. (See story on beginning an
antimicrobial stewardship program, p. 100.)

Each health care organization will have to
select its own best strategy for protecting antimi-
crobials. Smaller hospitals may need to share
infectious diseases physicians with other medical
centers, and they might need to rely on larger
hospitals for other resources, Owens says.

What likely will happen as a result of the new
national focus on antimicrobial stewardship is
that hospitals will no longer put one person in
charge of the program and leave it at that, Owens
notes.

“We’re in an era when most people are speak-
ing of a programmatic strategy that really
involves resources,” he says.

And the information systems or technology
professional is an integral part of this strategy
since this is the person who will provide better
informatics and better reports, helping other
members of the team to use their time more effi-
ciently, Owens says.

A 600-bed hospital like Maine Medical Center
might have 160 people on antibiotics each day, he
says.

“An infectious diseases service might see 20
patients a day, and it’s our task to see 160
patients,” Owens adds. “ID consultation services
are different from antimicrobial stewardship,
and, really, the ID service at any hospital will see
a much smaller number of patients.”

The antimicrobial stewardship team might not
see each patient each day, but they’re able to
identify those who most need attention. (See
story on improving efficiency of antimicrobial
stewardship program, p. 101.)

Overuse and inappropriate use of antimicro-
bials, combined with a depleted new antibiotics
drug research pipeline, has led to a crisis situa-
tion in the United States, the experts say.

“In Switzerland, their rate of resistance to
staph is 2%,” Goff says.

“Our rate of resistance to staph in the United
States is 70%,” Goff says. “One of the causes is
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decades of a very cavalier approach to antimicro-
bials, and we’ve paid a huge price because of it.”

Clinicians also have become accustomed to
newer, more potent drugs regularly coming on
the market, and that simply isn’t happening with
antimicrobials anymore.

“In the drug discovery pipeline there are no
new classes of antimicrobials for gram-negative
organisms,” Goff says. “The timeline from drug
discovery to approval for the market is 10 years,
so this is a real crisis.”

The Infectious Diseases Society of America
(IDSA) of Arlington, VA, has been lobbying for
increased investment in antimicrobial drug devel-
opment and has called for the end of non-thera-
peutic antimicrobial use in animals. The IDSA
also has criticized the FDA for not providing clear
guidance on study design for new drugs against
community-acquired pneumonia (CAP).

The private sector has not given as much atten-
tion to antimicrobial development because the
organisms mutate and become resistant so
quickly that any profits realized from a new drug
might be short-lived, Goff notes.

“And antimicrobials are drugs we only use for
a few days,” she adds. “They’re not lifetime
drugs like Lipitor®, so from a business perspec-
tive they’re not a smart drug for a company to
invest in.”

For some areas, the crisis of drug resistance has
grown so severe that providers are prescribing an
antimicrobial drug that was discovered in the
1940s and used for decades in intravenous for-
mulations until a high incidence of nephrotoxic-
ity led to its being abandoned more than 20 years
ago.3

Colistin, a polymyxin drug, is a cyclic basic
polypeptide that until recently had been
restricted to use for the treatment of lung infec-
tions due to multidrug resistant, gram-negative
bacteria in cystic fibrosis patients.3

Now colistin use has made a comeback
because of the prevalence of multidrug resistant
bacteria that have defeated the current arsenal of
antimicrobials. (See story about showing need
for stewardship program, right.)

“We’re now using colistin because we have no
other effective therapy for Pseudomonas aeruginosa
and Acinetobacter baumanni,” Goff says. “We’re
running out of effective drugs.”
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Make the case for investing
staff, resources in
antimicrobial stewardship
Emphasize saving lives more than cost savings

Hospital pharmacists should push their orga-
nizations to initiate the strongest antimicro-

bial stewardship programs possible because the
alternative is to see an increase in patients with
bacterial infections that cannot be cured.

By collecting some data about antimicrobial
use and the rates of drug resistance, it should be
easy to demonstrate the need for such a program,
says Debra A. Goff, PharmD, FCCP, a clinical
associate professor at the Ohio State University
College of Pharmacy in Columbus, OH, and an
infectious diseases specialist at the Ohio State
University Medical Center.

For instance, a pharmacist at a hospital that
because of the prevalence of multidrug-resistant
infections has begun to use the old antimicrobial
colistin could make an easy case for the need of a
strong and proactive antimicrobial stewardship
program, Goff says.

The antimicrobial colistin fell out of favor
decades ago because of toxic side effects.

“The best
surrogate
marker for
having a drug
resistance
problem is
how much col-
istin you’ve
been using at
your hospi-
tal,” Goff says.
“If you’ve
never used it,
and then this
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year you’ve had to use it, then there’s a problem.”
The Ohio State University Medical Center

receives many patients with multidrug-resistant
infections from other hospitals, which increases
need for antimicrobial stewardship, Goff says.

“I’ve tracked our colistin use for the past three
years, and it’s increasing year by year,” Goff says. 

“That’s what made our administration recep-
tive to funding our program,” she adds. “When
you have no effective therapy except a drug from
the 1960s, then they clearly understand there’s a
big problem.”

Even worse, in countries where colistin has
continued to be used for years, there is a high rate
of resistance to this treatment.

“In Korea, there is 30% resistance to colistin,”
Goff says. “Once we lose that drug, then we will
have no effective therapy for some patients.”

U.S. hospitals in large urban areas or that are
located near military bases also need a strong
antimicrobial stewardship program because of
increases in cases of Acinetobacter baumanni,
which has been called the Iraq War bug. The soil-
borne pathogen with inherent drug resistance has
been brought back to the states by soldiers who
suffered bombing and other injuries while serv-
ing duty in Iraq, Goff says.

“It’s an organism you rarely saw in a hospital,
and now it’s a frequent occurrence,” she says.
“American soldiers get it in their wounds, and
then they come back to the United States for
long-term care, and they bring the organism into
our hospitals.”

The pathogen can cause pneumonia, blood
poisoning, and other infections, and it can go
undetected in hospitals, while spreading easily
from one patient to the next.

These are the kinds of problems that hospitals
could not have anticipated or prevented, Goff
notes.

But with an antimicrobial stewardship pro-
gram that has ample resources, unforeseen emer-
gencies can be contained.

“These things walk in your door, and it’s up to
you to quickly identify a multidrug-resistant
pathogen,” Goff says. “Then we make sure every-
one understands this is a virulent, multidrug-
resistant organism and they need to make sure
hand hygiene is taking place and make sure
housekeeping is aware.”

When hospitals begin an antimicrobial stew-
ardship program that includes a pharmacist
reviewing antibiotic use, there often is a financial
benefit initially.

“We’re nine months into our program, and
we’ve seen a cost savings in antimicrobial use by
de-escalating broad-spectrum antibiotics,” Goff
says. “Our pharmacists make daily interventions,
and we monitor specific antibiotics daily.”

Pharmacists make recommendations and then
track the acceptance rate of their recommenda-
tions, she adds.

“Our annualized savings for the first year
was $296,000,” Goff says. “We exceeded our
expectations.”

However, pharmacists need to make certain
hospital leaders do not expect an antimicrobial
stewardship program to produce those cost sav-
ings every year, she notes.

“That’s not something that you can sustain
from year to year, and the administration needs
to have a clear understanding of that,” Goff
explains. “The reality in 2009 is that if you have
multidrug resistance, then you have to use two or
three antibiotics to treat a patient, instead of only
one, so the cost-savings as a long-term goal is not
a realistic goal.”

Hospital administrators often will say they’ll
start an antimicrobial stewardship program and
hire new staff for it, so long as the program’s new
salaries are offset by cost savings, Goff says.

“But that’s not realistic long term,” she adds.
“You’ll be using new antibiotics when the old
ones don’t work.”

The true value of a stewardship program is its
ability to improve patients’ quality of life and to
decrease the incidence of multidrug resistance in
the hospital and community, Goff adds.  ■

Hospital’s antimicrobial
stewardship program serves
as best practice model
Collaboration with multidisciplines is crucial

The Ohio State University Medical Center of
Columbus, OH, has revamped its antimicro-

bial stewardship program into a state-of-the-art,
collaborative, well-staffed initiative that has both
saved money and increased quality of care of
patients with infections.

The program has grown from having one part-
time infectious diseases (ID) pharmacist and one
infectious diseases physician to approval for four
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full-time phar-
macists. Also,
the ID physi-
cian’s role has
expanded.

Here’s how
the program
works:

• Form a 
collaboration
with multiple
disciplines:

“You need to collaborate and share the knowl-
edge of each expert in your hospital,” says Debra
A. Goff, PharmD, FCCP, a clinical associate pro-
fessor at the Ohio State University College of
Pharmacy and an infectious diseases specialist at
the Ohio State University Medical Center.

For instance, an antimicrobial stewardship pro-
gram should have a clinical microbiologist on
board.

“A clinical microbiologist provides antibiotics-
specific susceptibility data for our hospital,” Goff
says. “Each antibiotic has its own percentage of
susceptibility at our hospital.”

With the microbiologist’s data, Goff can see
which antibiotic is most potent for a particular
organism seen at the OSU medical center.

“You need your own hospital-specific data, so
you need to collaborate with microbiology, which
holds that piece of data," Goff adds.

Infection control practitioners also need to be
part of the collaboration.

“We can prescribe the best antibiotics, but if no
one is enforcing hand-washing then it won’t
make a difference,” Goff says. “You need to advo-
cate for good infection control practices in your
hospital.”

Larger urban hospitals could have an infec-
tious diseases physician on staff as part of the
stewardship program. Hospitals that can’t afford
or find a full-time ID physician could at least
share an ID doctor with other hospitals in the
region, Goff says.

“Usually the infectious diseases physician will
be the director or co-director of the stewardship
program, along with the ID pharmacist,” she
says. “But the reality in smaller hospitals is there
usually is no infectious diseases pharmacist, and
you have an ID physician who rotates between
all hospitals in town.”

At OSU Medical Center there are 25 infectious
diseases physicians, including physicians who
conduct research, she notes.

Another member of the collaborative team is a
data manager, who identifies the necessary infor-
mation in the hospital’s data warehouse, Goff says.

• Work closely with infection control staff:
Particularly with increasing rates of multidrug-
resistant infections, hospital pharmacists need to
work with infection control staff to make sure
they are aware of the problem and have an action
plan in the event of an outbreak, Goff suggests.

“This includes good hygiene control, cleaning
hospital rooms properly and not cutting corners,
because if they don’t wipe down the handrail of a
patient with a multidrug-resistant infection, then
the next person in bed will touch that handrail
and become infected,” she says. “Your emphasis
on tiny details is critical to the success of the
problem.”

An antimicrobial stewardship program could
help with staff education about infection control
practices and help convince health system man-
agement to invest resources and make changes
that will help reduce the likelihood of spreading
infections from one patient to another.

For instance, some hospitals have cut costs by
outsourcing cleaning jobs. This might work fine,
but it could create major infection control prob-
lems if the outsourced cleaning crew has high
turnover rates, cuts corners, and has a lack of
adequate training and education about infection
control practices.

“It could increase the probability of sloppy
work, of less than optimal cleaning,” Goff says. 

“So in the big picture, when you’re trying to
have cost containment in hospitals, and you out-
source housecleaning, you will need to regroup
when you have an outbreak,” Goff adds. “You’ll
need to ask why the outbreak occurred, and if
outsourced housecleaning is the problem, then it
causes an increase in costs and decreases quality.”

• Collect timely data: At OSU Medical Center,
a PhD-level microbiologist oversees having every
culture taken from patients tested for antibiotic
susceptibility in the lab, Goff says.

“As a pharmacist, what I’m trying to do is rec-
ommend an empiric antibiotic,” she says.
“Patients come to our hospital, and we send their
cultures to the microbiology lab, but we don’t get
results for two days.”

This means pharmacists have to wait to make a
recommendation for a hospital-specific drug
based on susceptibility data, Goff says.

For some organisms, the process is getting faster.
“Our microbiology lab is doing a rapid

Staphylococcus blood test,” Goff says. “In two
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hours I know if an organism is Staphylococcus
aureus, and it used to take two days to get the
results.”

The hospital’s data manager assists the antimi-
crobial stewardship team with researching infor-
mation that provides clues about new infectious
disease trends and that help with quality
improvement projects.

“We can look up patients’ length of stay (LOS),
our antimicrobial costs per patient day, and other
markers,” Goff says. “We can see if the program
is making an impact in the hospital, and we can
see the resistance rate of antimicrobials.”

The hospital’s microbiologist produces a quar-
terly or an annual hospital antibiogram that
shows which drug-resistant organisms are most
common in the hospital, she says.

“We have intensive care unit-specific antibi-
ograms that show us the sickest patients with the
highest rates of drug-resistant organisms,” Goff
says. “We run those at least once a year, but we
will also run those quarterly to look at them.”

ID physicians oversee epidemiological data
that identify all of the hospitals’ infections and
their underlying causes, Goff says.

“They’re responsible for identifying the cause
of an outbreak, checking our compliance with
hand hygiene, and identifying the rates of noso-
comial-acquired infections,” she adds.

These data also can be used to track the hospi-
tal’s compliance with regulations. For instance,
the Centers for Medicare and Medicaid (CMS)
will no longer reimburse hospitals for several
nosocomial-acquired infections, a change that
took place in October, 2008, Goff says.

“Now that we’re not being reimbursed, there’s
a whole different interest level in antimicrobial
stewardship,” Goff says. 

• ID pharmacist serves central role:
Antimicrobial stewardship programs rely heavily
on pharmacist support. At OSU Medical Center,
the ID pharmacist plays a key role in making cer-
tain all information about infectious diseases are
reviewed and analyzed centrally.

For instance, sometimes infection control
departments do not communicate with antimi-
crobial stewardship programs, and this can pro-
vide an obstacle to the ID pharmacist spending
his or her time as effectively as possible.

“The way the infection control practitioner
helps me is by telling me which patients are in
isolation with multidrug resistance,” Goff says.

“I have a list of everyone on antibiotics, and
they have a list of everyone with multidrug-resis-

tant infections,” Goff says. “The infection control
practitioners get a list from microbiology every
morning about who has multidrug-resistant organ-
isms so they can put those patients in isolation.”

Goff needs that same list, and now she receives it.
“That’s more effective communication when

we can work as a team,” Goff says.
“We each have knowledge in different areas,

and if you pool your knowledge, then you have a
much more effective program,” she adds. “I have
all the antibiotics, and they have information, and
the microbiologist has susceptibility data, and it
does us no good if they each keep that informa-
tion in their own departments.”

So now the antimicrobial stewardship pharma-
cists receive the same multidrug resistance report
that the infection control department receives.

“I can look at the same patients to see what
kind of antibiotic therapy they’re on,” she says.

The ID pharmacist also documents when
patients arrive in the hospital with a drug-resis-
tant infection, such as a catheter-related urinary
tract infection or a catheter-associated blood-
stream infection, Goff says.

Another change was to have the lab call the
antimicrobial stewardship pharmacist directly
with drug-resistance results.

With the old method, the lab would call the
nurse or physician with the results; now the
phone calls comes to the antimicrobial steward-
ship pharmacist, Goff says.

“Then we’ll recommend the most effective
antimicrobial therapy,” Goff says. “Our role is to
coordinate the efforts between all the depart-
ments and take the data from the microbiology
lab, infection control practitioners, and come up
with the best antibiotic regimen for patients.”  ■

[Editor’s note: This is the second part of a series of
articles about the major changes underway in hospital
pharmacy practice in the 21st century. In this issue
are stories about a hospital that serves as a model for
transitioning to clinical pharmacy care and about how
pharmacists increasingly are becoming involved with
medication therapy management (MTM). In the
August issue of Drug Formulary Review, there were
stories on hospital pharmacists participating in patient
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care teams, a look at how one hospital prepared for a
transition to a decentralized pharmacy, and sugges-
tions on how to prepare staff for the change.]

Hospital pharmacy’s move
to clinical pharmacy serves
as best practice model
Decentralization began in the 1980s

Consensus has grown nationwide for national
health care reform, and hospitals increasingly

are seeing the benefits of including pharmacists
in patient care teams. But the question many hos-
pital pharmacy leaders are asking is how they
can make a smooth and successful transition to
more clinical pharmacy roles or a decentralized
pharmacy model.

There is at least one hospital pharmacy that
has two decades of experience in making such a
transition, and this organization’s experience
could serve as a best practice model: The Medical
Center of Columbus, GA, first began to use a
decentralized pharmacy strategy in the 1980s and
now has developed many clinical pharmacy roles
for hospital pharmacists.

The hospital pharmacy has about 55 full-time
employees, including more than 20 pharmacists.
Also there are outpatient pharmacies in clinic
buildings and a cancer center so the total full-
time equivalency (FTEs) is close to 100, says
Burnis Breland, MS, PharmD, FASHP, director of
pharmacy for The Medical Center, which is part
of the Columbus Regional Healthcare System.

The hospital has pharmacists working directly
in patient care and on the patient floors. They
plan drug therapy and stay close to patients in a
patient care team approach from 7 a.m. to 11
p.m., seven days a week, Breland says.

“We have pharmacists in the long-term acute
care hospital on the ninth floor, and we provide
all pharmacy services to that separate hospital,”
he adds. “We have pharmacists who cover the
emergency department, the intensive care unit,
the neonatal intensive care unit, and the medical
surgical unit.”

One pharmacist might handle two floors of a
particular unit, but there at least is pharmacy cov-
erage, he notes.

Also, the hospital has two clinical specialists,

including one
who works
with infec-
tious diseases
and microbial
stewardship.

“Another
specialist is a
nutrition phar-
macist who
does all of the

adult IV nutrition,” Breland says.
Breland was instrumental in the hospital phar-

macy’s evolution to a decentralized model over
the years. He received a PharmD diploma when
the degree still was very new.

“I was the third person in Mississippi to have
that degree,” he says. “Then I moved to Georgia
and started implementing this pharmacy pro-
gram, and we’ve worked very hard at it with still
more work to do.”

The Medical Center’s pharmacy residency pro-
gram was key to the hospital’s success with mov-
ing to clinical pharmacy care, Breland says.

“It was especially important when there was a
shortage of pharmacists,” he notes. “You get the
cream of the crop students, train them for a year,
keep the cream of residency crop, and recruit
from within.”

This gives the hospital a great recruiting pool
of pharmacists.

Now that the pharmacist shortage has eased a
little, hospitals should be able to find good clini-
cal practitioners with less investment in training
than was necessary in the past, Breland notes.

Another issue pharmacy leaders have to
address is the cost of moving pharmacists into
clinical roles.

“It’s more difficult today than ever to justify
new positions,” Breland says. “The financial
times are so stressful to us now, and hospitals are
pressed to provide essential patient care and
maintain a positive margin.”

Also, hospitals are facing higher-than-ever
indigent care loads.

So in this environment, pharmacy has to
demonstrate value and return on investment,
Breland says.

“Show you can deliver value to the institution
through a decentralized clinical pharmacy pro-
gram,” he says. “It’s not easy to do that, so start
with one to three positions and move up from
there, growing the program.”

The pharmacy department might even need to
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carve out pharmacist time from existing positions
initially, Breland says.

“Make it happen where you can put one or
more pharmacists in patient care areas, and let
them build up relationships,” he adds.

Once the pharmacists have the support of
physicians and nurses, it will be easier to approach
the hospital leadership to ask for funding to create
full-time pharmacist roles on patient floors.

“Pharmacy managers often think they can’t do
anything because they don’t have positions open,
but don’t rely on that,” Breland advises. 

Another selling point for clinical pharmacy
positions would be showing how the hospital can
save money, at least at first, with increasing
antimicrobial involvement and medication man-
agement services, he says.

“We have been very successful in reducing drug
costs or maintaining costs,” Breland says. “We do
this by optimizing drug therapy, reducing waste,
and eliminating needless drug therapy.”

As momentum continues for national health
care reform, Breland hopes it will keep the phar-
macist’s role front and center.

“We need to make sure the pharmacist is an
integral part of the patient care team and that we
utilize the knowledge, expertise, and skills of clini-
cal pharmacists to improve therapy,” Breland says. 

“The pharmacist has to stay focused on the
patient to optimize medication therapy and maxi-
mize medication safety in the delivery of care,”
he adds. “The closer we can keep the pharmacist
to the patient’s bedside and involved in drug
therapy planning and monitoring to improve the
safety and effectiveness of drug therapy, the bet-
ter off we’ll be in providing quality care and
more effective care, as well.”  ■

Want to start moving 
pharmacists into clinical
roles? Here’s how….
Learn from this pharmacy’s experiences

The Medical Center of Columbus, GA, has a
decentralized pharmacy that could serve as a

best practice model for other health care systems
nationwide.

Here’s how the hospital pharmacy moved
from centralized pharmacy to a decentralized

pharmacy:
• Train staff yourself as needed.
The long-term pharmacist shortage is a chief

obstacle to hospitals that wish to enhance the role
of pharmacists in clinical care. But it’s not insur-
mountable, says Burnis Breland, MS, PharmD,
FASHP, director of pharmacy for The Medical
Center, which is part of the Columbus Regional
Healthcare System.

“We trained our own practitioners when we
couldn’t find them in the marketplace,” he adds.
“We hired a few good [PharmD] pharmacists and
then matched them up with existing [RPh] phar-
macists so they could teach each other.”

Staff pharmacists taught the new PharmD
pharmacists about drug distribution and practical
issues of monitoring patients’ profiles and moni-
toring orders, and the PharmDs helped everyone
move toward more clinical care, he says.

As the pharmacy became increasingly decen-
tralized, pharmacists were given the option of
staying in the central pharmacy area or moving
to patient floors.

“We enabled people to do things they were
excited about, which helped make them great
pharmacists,” Breland says. 

A good strategy is to hire people who have the
skills you desire, even if they lack experience and
then to help experienced pharmacists on staff to
upgrade their skills, he adds.

“Over time, as you improve the quality of your
staff, you will wind up with staff where all of
them can do many things,” Breland explains. “We
call all of our pharmacists clinical pharmacists
now because they’re all involved in patient care 
somehow.”

Even the hospital’s pharmacists in the central
pharmacy are involved in medication manage-
ment, adjusting doses, and doing things that in
the past were considered the work of a clinical
practitioner on the floors, he says.

“We’ve trained
our folks so they’re
quite capable of
doing antibiotic dos-
ing and anticoagu-
lant therapy, as
well,” he adds.

Some training
was through staff
inservices.

“Fifteen years ago
we had PharmDs
train RPhs, and
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that’s how we got enough people to practice on
the floor,” Breland says. “If you take people out
of central pharmacy and put them on a floor
without additional training and monitoring, then
they’ll do the same thing they did in central phar-
macy because they won’t know how to apply
drug management.”

There should be a good strategic plan for
directing pharmacists on the floor and showing
them what clinical pharmacy practice is, he says.

On the other hand, a well-rounded hospital
pharmacy program also has some pharmacists
who work primarily in the central pharmacy.

“I do have a core of people who spend more
time in central pharmacy than anywhere else,”
Breland says. “Those are people who are very
effective, efficient, and proficient in drug dispens-
ing, compounding, and making chemotherapy,
and it takes some real expertise to do all that.”

• Obtain physician buy-in for a new role for
clinical pharmacists.

This takes patience and demonstrating the ben-
efits of having pharmacists on the clinical care
team, Breland says.

“You can’t elbow your way in and say, ‘I’m
here to do what you’ve always wanted done,’” he
says. “You need to work with physicians and find
out what they need and in which areas they want
support.”

As clinical pharmacists work with physicians,
providing them with information, and providing
patient care services for them, they’ll gain their
confidence, Breland says.

“They’ll start expecting pharmacists’ help and
actually demanding it, in fact,” he adds.

“It’s very beneficial to have the medical staff
say they want a pharmacist in the intensive care
unit or emergency room to provide care,” Breland
says. “Testimonials from the medical staff go a
long way.”

The same strategy should be employed with
nurses.

“When nurses see the benefits, they’ll say good
things to the physicians,” Breland says.
“Pharmacists on the floor have skills that are
needed and useful to the team, and they help
support the medical staff.”

This buy-in process is a gradual one, but a
well-trained clinical pharmacist who is on the
floor helping out consistently could be accepted
very quickly in the clinical care team, he adds.

• Utilize clinical pharmacist services as effi-
ciently as possible.

Clinical pharmacists can make automatic drug

dosing conversions and order labs to ensure med-
ication safety.

When The Medical Center’s patients are pre-
scribed one of more than a dozen different medi-
cations, there are rules in the pharmacy computer
system to identify them and to automatically
change an outlier dose to a recommended level,
Breland says.

“This does not require a physician’s signature,
nor does the ordering of lab tests,” Breland says.

“It’s routine for physicians to ask the phar-
macy to manage antibiotic or anticoagulant ther-
apy,” he adds. 

Also, the pharmacy has technicians in patient
care areas to help clinical pharmacists take care of
problems that don’t require a pharmacist-level of
expertise, Breland says.

For instance, if a medication is missing, the
pharmacy technician will help find it. Or if phar-
macy is asked to make sure medication is directed
to the right location, the technicians will assist.

“They’ll help pharmacists by entering orders in
the computer system and having the pharmacist
verify it,” Breland says. “They do a lot to help with
logistics and help save the pharmacist’s time.”

Another strategy for ensuring efficiency is to
continually revamp the hospital pharmacy pro-
gram to implement different technologies that
will make medication distribution more efficient.
As technology improves, it helps to free staffing
needs in the distribution area and enables more
focus to be put on clinical pharmacy efforts.

“It’s very challenging to implement new tech-
nologies,” Breland notes. “But you can’t lose
sight of the goal to provide quality pharmacy ser-
vices, providing the right drugs and having a
clinical program in place so that it’s functioning
optimally, as well.”  ■

21st century medication
management requires
patient-centered approach
Think comprehensive, holistic

The medication therapy management (MTM)
for the 21st century hospital pharmacy is one

that is comprehensive and keeps the patient at
the center of its goals and planning, an expert
says.
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The hospital pharmacist who solely focuses on
a patient’s diabetes will not be as successful at
managing the patient’s therapy as the pharmacist
who looks at everything that might be impacting
the patient’s health, including all of his or her
medications, says Jon Schommer, PhD, a profes-
sor in the College of Pharmacy at the University
of Minnesota in Minneapolis, MN. Schommer has
researched pharmacist-provided medication ther-
apy management.

For example, when a patient is admitted to the
hospital for kidney stone surgery, most of the
patient’s health care providers are focused on the
surgery, Schommer explains.

“But having the pharmacist involved as the
patient is admitted is a more comprehensive
approach that can help identify risks and drugs
that need to be discontinued or added,”
Schommer says. “Good patient care is identifying
the specific needs of the patient and giving the
patient the care he needs to meet those needs.”

Having pharmacists on rounds and on hospital
interdisciplinary teams helps to improve overall
care, he adds.

Hospital pharmacists also should have access
to electronic health records (EHRs) that list
patients’ medications and their reasons for being
prescribed, Schommer notes.

“Sometimes a pharmacist will look at the list of
drugs and ask why the patient is using that medi-
cation,” he says. “The pharmacist is key when it
comes to medication therapy.”

MTM is especially important at the time of
hospital discharge, he says.

Often patients are discharged with a list of
medications, and they might not know how the
new list fits in with the medications they were
taking before being admitted to the hospital,
Schommer adds.

Schommer once had an experience where a
patient was discharged with a list of generic
names for his medications. He had been pre-
scribed the same medications earlier, but only
knew them by the brand names. So the man
incorrectly thought he was supposed to take 20
medications instead of 10.

“Having a
pharmacist
intervene at
that critical
moment at dis-
charge to
make sure the
patient is on
track when
self-adminis-
tering medica-
tion is hugely
important,”

Schommer says.
“We find that when you have a pharmacist

provide comprehensive medication management
services, it really does lead to a desired outcome,”
Schommer explains. 

“It’s expensive because just using phone calls
and letters isn’t as effective,” he adds. “You can
do some [MTM] over the web or telephone, but
face-to-face works best.”

MTM services provided by pharmacists are on
the rise, at least in Minnesota, where nearly one-
third of pharmacies provide medication manage-
ment services, Schommer says.1

While it’s important to have pharmacists
involved with MTM, this shouldn’t take away
from the pharmacist’s traditional role in the drug
distribution process, Schommer says.

“Our argument is you need a certain number
of expert pharmacists to maintain that control
and understanding of the drug distribution pro-
cess,” he says. “However when we start looking at
the percentage of time devoted to drug distribu-
tion, only 50% of the hours pharmacists devote to
their work is related to drug distribution.”

About 30% of their time is spent in patient
care, and 20% is used in business management,
education, research, etc., he adds.

This is a recent phenomenon, as pharmacists’
time spent in distribution has decreased over the
years, Schommer notes.

“We’ve been tracking this trend for a number
of years, and the hours spent dispensing and 
controlling medications is going down,” he says.
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“We have more PharmD-trained pharmacists,
and more pharmacists move to residencies and
advanced training.”

It’s likely that the future will see this trend con-
tinue, he adds.

“Pharmacists will devote more and more of
their time to direct patient care and also to indi-
rect patient care, which is removed from the med-
ication itself,” Schommer says.

There might even be a future trend of out-
sourcing the distribution work so pharmacists
can spend more time in patient care.

“We have made a grant proposal to see how
pharmacists can work face-to-face with patients
in a clinic or pharmacy and outsource their
behind-the-scenes work,” Schommer says.

Some pharmacists will work in indirect patient
care, reviewing patient’s medical records and
making recommendations. But then they’ll work
with a primary practitioner, who also is a phar-
macist, and who will meet with the patient, he
suggests.

“Our model is to have the [support] pharma-
cist work out of his or her home and collaborate
with other pharmacists, using secure Internet
access or software,” Schommer explains. “The
pharmacist is working behind the scenes.”

This is a way to provide value-added service to
pharmacy practice by having clinical pharmacists
focus more on patient-centered care and out-
sourcing behind-the-scenes work.

It might also be a way to mitigate pharmacist
shortage issues that have made it difficult for
hospitals to find trained pharmacists for MTM
and other clinical work when they begin new
programs.

“The colleges of pharmacy have expanded
from 80 some colleges to now over 110, and
they’re moving toward 120 in the near future,”
Schommer says. “They have expanded class sizes
so the number of graduates has increased, and
it’s helping with the shortage.”

However, the evidence suggests a pharmacist
shortage remains, he adds.

So hospital pharmacies will need to provide
the best MTM they can within their given
resources.
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