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In 2008, the American Society of Health-System Pharmacists(ASHP) and its Research and Education Foundation initiated
the Pharmacy Practice Model Initiative (PPMI), the goal of
which is to “significantly advance the health and well-being of
patients in hospitals and health systems by developing and 
disseminating optimal pharmacy practice models that are based
on the effective use of pharmacists as direct patient care
providers.”1 Some of the primary objectives of the PPMI for
hospitals and health systems are to describe optimal pharmacy
practice models that support the provision of safe, effective, 
efficient, and accountable medication-related care for patients;
to enhance the capacity of pharmacy technicians; to identify
core patient-care-related services that should be consistently 
provided by departments of pharmacy; to foster understanding
of and support for optimal pharmacy practice models by
patients and caregivers, health care professionals, health care
executives, and payers; to identify existing and future technolo-
gies required to support optimal pharmacy practice models; and
to identify specific actions that hospital pharmacists should take
to implement optimal practice models. 

In November 2010, ASHP held an invitational conference,
the Pharmacy Practice Model Summit, at which over 100 
pharmacy leaders met to reach consensus on the types of 
pharmacy practice models that would best serve the needs of
both patients and the hospitals and health systems that deliver
care to those patients. The consensus recommendations from
the summit are numerous, but the following are some of the
more noteworthy2:  
• Hospital and health-system pharmacists must be responsible

and accountable for patients’ medication-related outcomes.
• Drug therapy management should be provided by a pharma-

cist for each hospital inpatient.
• Through credentialling and privileging processes, pharma-

cists should include in their scope of practice prescribing as
part of the collaborative practice team.  

• All distributive functions that do not require clinical 
judgment should be assigned to technicians.

• Pharmacists providing drug therapy management should

have completed an accredited residency program or have
equivalent experience.

• Pharmacists who provide drug therapy management
should be certified through the most appropriate Board of
Pharmacy Specialties certification process.
The Pharmacy Practice Model Summit did not result in

specific recommendations for one or more distinct practice
models, but rather led to calls for “bold actions that will propel
health-system pharmacy into the future”,3 with an emphasis on
“the imperative for pharmacy departments to reform their
deployment of pharmacist, technician, and technology
resources.”4 The Summit’s proceedings included examples of
what were referred to as “cutting-edge practice models”. The
example of a “cutting-edge” practice model provided for a small
community hospital was the deployment of a pharmacist to par-
ticipate on a collaborative health care team that also includes a
physician, nurse, and care manager.5 However, such models have
been in place at many institutions for decades, and it could be
argued that describing such practices as “cutting-edge” sets the
bar very low. The example of a “cutting-edge” practice model for
a large academic medical centre was a decentralized model in
which undefined “clinical staff or specialists” were deployed,
along with decentralized pharmacy technicians, to multiple
patient care areas, with the goal of minimizing pharmacists’
nonclinical work through the expanded use of technology and
pharmacy technicians.6 Although these strategies are important,
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they are neither new nor particularly innovative—the expanded
use of technicians and technology has been advocated by leaders
in the profession since the early 1960s.7,8

We count ourselves among those who believe that the
PPMI in the United States has been too timid in its advocacy for
cutting-edge pharmacy practice models. Some recent develop-
ments in Canada suggest that Canadian pharmacy practice is
well positioned to achieve transformational change in hospital
pharmacy practice that would raise the bar above that set by
ASHP’s PPMI.  

To begin with, regulation and certification of pharmacy
technicians, already established in several Canadian provinces
and well under way in most others, create the opportunity for
regulated pharmacy technicians to assume responsibility and
accountability for the technical aspects of drug distribution.
Although some hospital pharmacy departments continue to
believe that pharmacists must maintain a major role in the drug
distribution system, many others have adopted, or are pursuing,
practice models in which the goal is a technician-managed, 
technology-assisted drug distribution system that frees pharma-
cists to focus their efforts almost exclusively on working with
patients to optimize drug therapy outcomes.9 Without regula-
tion and certification of pharmacy technicians, the pharmacist’s
ultimate responsibility for the drug distribution system has been
both a perceived and a real barrier to freeing pharmacists from
technical drug distribution activities. Throughout Canada, that
barrier is now falling as regulation of pharmacy technicians
rapidly rolls out across the country. 

The pharmacist’s ability to manage drug therapy has also
been challenged by a lack of prescribing authority, but that 
barrier to cutting-edge pharmacy practice models is also falling.
Alberta led the way in granting independent prescriptive author-
ity to pharmacists,10 and most other provincial jurisdictions have
pursued or are pursuing similar regulatory changes that will give
pharmacists a level of prescriptive authority enabling them to
assume greater responsibility and accountability for drug therapy
management. 

Canadian hospital pharmacy practice has certainly not yet
achieved all of the recommendations arising from the Pharmacy
Practice Model Summit. Residency capacity is a serious issue in
Canada as well as in the United States, and it will likely be some
time before all Canadian pharmacists who provide drug therapy
management will have completed an accredited residency pro-
gram. In addition, although 163 Canadian pharmacists had
Board of Pharmacy Specialties certification as of mid-2012
(according to the Board’s database of certified pharmacists, at
www.bpsweb.org/resources/find_bcp.cfm), such certification
has not yet found widespread acceptance in Canada. Leaders in
Canadian hospital pharmacy practice will have to decide if there
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is value in credentialling and privileging and whether board 
certification should play a role. 

There is much work to be done to identify optimal 
institutional pharmacy practice models, including conducting
comparative effectiveness research to determine which specific
models lead to the best patient care outcomes. Nonetheless,
pharmacy departments in Canadian hospitals continue to 
innovate in terms of their practice models, have much to be
proud of, and are definitely ahead of the curve. 
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