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Abstract
Introduction: The current community pharmacy environment is challenging for pharmacists working in both chain and independent settings. Factors impacting the environment include: increasing prescription volumes, increasingly complex drug regiments, ever-changing third party program requirements, larger pharmacy staffs, and the increased need and/or desire for pharmacists to interact more closely with patients and other members of the healthcare team. It is not surprising that recently licensed pharmacists and experienced pharmacists alike are challenged to “manage” all of these issues even before filling one prescription. 
Addressing these challenges is a multi-faceted process. One approach includes automating, and otherwise streamlining processes. Advancements in this area including the implementation of: interactive voice response (IVR); counting automation; automated, or computer-assisted inventory management; signature pads, bar code readers, Web-based tools, central fill, and technician training, among others? Pharmacy must continue to identify ways to streamline the mechanical side of prescription filling in order for pharmacists to spend more time focused on the cognitive duties that affect patient care.

A second approach includes providing pharmacists with the foundational skills that truly are needed to realize the operational efficiencies that can be gained with any of the new tools and processes that the pharmacy integrates. This project will focus on the second approach.

Quite honestly this project was borne out of frustration. The following issues are increasingly frustrating us like many of our colleagues who have devoted their personal and professional time to the profession of pharmacy:

· The dissatisfaction of recent graduates with their practice environment

· The difficulty of talking with State and Federal decision makers regarding the role pharmacists can play in improving healthcare just to have them say that they personally never talk with or see a pharmacist when they or a family member has a prescription to fill.

· The finger pointing that occurs between pharmacist and employers over who controls the professional environment that occurs in a store

· The realization that new pharmacists are among the best prepared healthcare professionals, but the perception that they must go through residencies and fellowships to be prepared to exercise their skills in a manner to provide patient care. (Not everyone can go through residencies & fellowships)

· The number of new graduates that practice in a community environment that leave for another practice environment or leave the profession altogether.

Then we asked ourselves what are the differences between those that enjoy and thrive in community practice and those that do not. This questioned spawned many conversations between colleagues, our community pharmacists, and us. The essences of our findings are as follows: Those that enjoy their community practice said the following:

· They can “handle what ever comes along” 

· They work with a great team.

· They have standards they hold themselves and others to.

· They have goals and have established plans to reach them.

· They place patient contact as the most important thing they can do.

· They have open honest conversations with their superior and subordinates.

· They understand that they have to find a balance between patient care and managing daily operations.

Note: All pharmacists say they either learned these skills through trial and error, they had a mentor along the way, or they learned it through other responsibilities they have (association involvement, parenting, etc.)  All wished they had these skills earlier in their career. It was interesting to note that 3 of these pharmacists had previous careers where they developed these skills, before they become a pharmacist.

Those that do not enjoy their practice environment and or are disappointed with the lack of patient care they are able to provide said the following:

· The store is “out of control”.

· My boss wants me to do everything and never helps me understand how.

· I let the technicians deal with the customers.

· I do not know how to make changes so my day goes smoother.

· I want to spend time with the patients, but I am to busy. 
Note: Most of these pharmacists said it would make their life better if someone could help them control the events of the day so it was manageable. A few said nothing could be done except increase the amount of help.

The issues raised and the barriers identified, perceived or actual, seemed closely aligned to what we encounter in almost all settings in which we do quality improvement work. When we evaluate system failures we often overlook human factors and the profound impact they have on the outcome. We submit that past, current, and, more importantly future pharmacy focused patient care initiatives have/will reduce its chance of being successful if it does not comprehend human factors in its design. No matter how exact and perfect a project is designed it will not succeed if the actors involved are missing needed skills. Recently, Becher and Chassin asserted that: “It is important to understand the error types that lie behind particular quality problems, because the individual error types call for different approaches to amelioration or prevention … some of the observed variability in the effectiveness of different intervention strategies may be due to a lack of appreciation for this set of relationships.” 1
With this, Becher and Chassin join Berwick,2 the Institute of Medicine3, the National Academy of Engineering4, and others5,6,7,  in a call for increased adoption of the scientific principles of human factors, cognitive psychology, and behavioral psychology as an evidence base for health care quality improvement and clinical process design activities. These disciplines helped inform us and weighed heavily in our needs assessment. A comprehensive review of human factors principles and contrasts with more familiar approaches to patient safety and health care quality improvement is beyond the scope of this discussion, however, key principles include: 

· A human factors perspective recognizes commonalities between the challenges in health care and all systems that depend on effective human performance, the applicability of evidence and experience outside of health care8, and the necessity for methodical and disciplined analysis9,10,11 of the causes of performance failures to inform the development of intervention or redesign strategies.

· Problems of health care quality are typically classified and analyzed according to clinical dimensions, for example: diagnosis, setting of care, specialty involved, nature of conditions or treatment (acute, chronic, or preventive), or even underuse/overuse/ misuse of treatments. A human factors perspective suggests analysis of performance failures according to a different set of dimensions, for example: knowledge and skills of the actors involved, task complexity, degree and types of coordinated effort required, demands on perception, physiological compatibility of the operator and task, situational awareness, operator mindset or mental models, teamwork, communication, information management and availability, interface design, demands on attention, competing goals, fatigue, environmental stressors, motivational factors, and even organizational and professional behavior norms.12,13,14
· These human factors dimensions are actionable in ways that the clinical dimensions are not. They provided a theoretical basis for understanding the causes of performance failures, for developing intervention strategies, and for identifying actions that are unlikely to be effective. Human factors dimensions are rarely explicitly considered in the strategic or even tactical development of health care quality initiatives. 

Our human factors-based review tells us that community pharmacy will continue to struggle to implement patient care programs in a meaningful manner or scope until it addresses the skill sets needed for their actors to control their practice environment in partnership with their employer in a manner that enables them to utilize their clinical knowledge and skill sets. These skill sets can be taught and learned as part of the pharmacy curriculum and refined in the final year of experiential learning or taught during residency programs, or at the time a patient oriented program is rolled out. We submit that the optimum time to introduce these skills is during the third professional year of the pharmacy curriculum.

Goals & Objectives: The goal of the program is to provide the necessary skills to graduating pharmacy students, to enable them to control their work environments. Increasing their management potential will increase the amount of time they have to provide direct patient care, thereby improving their professional satisfaction.
Objectives of the program include conducting research to: (1) identify the management skills needed to be effective in community pharmacy; (2) develop a course that teaches these skills; and (3) develop a “turn key” process to implement the course, which will be provided to all Colleges of Pharmacy at no charge.

Hypothesis: In order for community pharmacy, pharmacists, and employers to advance to a point where direct patient care initiatives can be carried out in a broad and meaningful way, pharmacists must possess specific skills. These skills will enable pharmacists and employers to partner in controlling a variety of tasks, that when managed effectively, will maximize the time pharmacists can dedicate to patient care. These skills include, but are not limited to: delegation, resource utilization, organization, goal setting and plan development, recruitment and interviewing, root cause analysis, LEAN methodology, and effective communications. These skills typically are considered ‘management skills,’ but throughout this proposal they will be referred to as ’foundational skills,’ as they must be present for any community pharmacy program to be successful.

Design: This 36 month project, had a projected start date of September 2007 based on grant funding availability, will include three main phases. In the first phase, we will review various sources to identify the skills that will become part of the course and then prepare materials and content. In the second phase of this project we will deliver the course multiple times. In the third phase we will revise the course and format it for distribution to all Pharmacy Colleges in partnership with AACP.

During phase 1, we will convene a Technical Expert Panel (TEP) of community pharmacy experts. The TEP will validate not only the skills that will be included in the course but the approach used to teach the various skills. The project team along with external consultants will prepare the materials, teaching rubrics, and grading methodology for each skill that is included in the course. The team will prepare guidelines that Community Pharmacy Subject Matter Experts (SME) will use in preparing their portion of the class.

During phase 2, instructors will utilize materials to deliver the classes that make up the program. Our design for each class involves a partnership between the instructor and the Community Pharmacy SME’s. We will reach out to a cross section of Community Pharmacy and ask if they have a person who can provide current information that reflects real life experiences in community pharmacies for a skill set.

This approach achieves 2 purposes: 1) In addition to the theoretical approach and value of a skill, the SME will provide examples of current day need for the skill. 2) It provides opportunities for representatives of community pharmacy to meet students in a teaching environment.

During phase 3, the project team will obtain feedback from students that participated in the course as well as from faculty. Based on the feedback, refinements will be made to course material and rubrics. The material will then be formatted for sharing with all Colleges of Pharmacy in partnership with AACP. As noted in the business plan a final report detailing the results will be prepared and distributed.

Setting: University of Rhode Island College of Pharmacy, Kingston Rhode Island
Results: If proximal measures such as student and faculty feedback as well as enrollment waiting lists are indicators of success then we have achieved exemplary results. The true success measures for this project will be the adoption of the course in its entirety or select portions by the Schools of Pharmacy throughout the country as well as the feedback of the students who participate in the classes.

The feedback provided by the students, faculty, and subject matter experts allowed us to adjust, add, and in some cases eliminate course content. Additionally, we tried different class designs in an effort to understand the best way to deliver this content. The final product is a “turn-key” course that should reduce barriers of adoption by Schools of Pharmacy throughout the country.  

Discussion: After almost 4 years of working with very dedicated educators, stakeholders, employers, and students we are convinced that the skills and knowledge included in this course is absolutely needed if Pharmacists are going to spend more time with their patients. Remember, the value of this course is to help Pharmacists to find additional time for direct patient care through appropriate use of their human and technological resources. 

The structure of our initial semester was to offer a 3 credit course as an elective. We limited the first class to 15 so we could “pilot” this course and be hands on. We ended up with a waiting list for the second semester. The construct of each class was simple, half of the three hours dedicated to lecture and theory and the other half to hands on student involvement. We included subject matter experts that are active in the healthcare environment of the particular topic being discussed. This allowed us to bring current thinking and application of the topics to the students. While most of the learning occurred in class we added a journal assignment, which assisted the students to become adult learners. The journal assignment asked each student to research class topics and identify the most helpful articles, web sites that they would refer to when they have a need to apply the topic knowledge once in practice. The College of Pharmacy completes a survey of students and faculty after each semester’s conclusion. A portion of this survey allows the College to rank courses across multiple measures. The very first semester “Integrating Core Management Skills” was offered it was ranked within the top three of all courses. We opened the 2nd semester enrollment and quickly filled the 25 seats. The second semester found the course ranked once again in the top three!

The curriculum committee found the course of great value and made the decision to make this a mandatory course for the P-3 students. This required us to adjust our approach and delivery. The class size would now be 100+ students in an auditorium setting. To retain the theory and the subject matter hands on approach we restructured the class. We held a 2 hour class session that taught the theory behind the topic and then once a week for an hour the class would break up into 3 separate recitation sessions. During these 1 hour recitation sessions the subject matter expert would work with the smaller teams to do case studies and role play key elements of each topic. This approach offered some challenges and it became apparent when we received a survey score well below the first two scores. It was clear that elective verses mandatory creates some selection bias. We used the off semester to refine the material, recitation process as well as switching some of the topics. The next year we taught a class of 115 students. Unfortunately our survey scores did not improve measurably. 

The next year we returned to the elective class structure and found that the interactivity that occurs within smaller groups increases the learning and the actual experience. Obviously when students self-select a class they are more likely be interested in the topic and be a more active participant. Not only did the class median score on quizzes and exams improve but the class returned to the top three in the survey process.

Conclusion: It has been a rewarding process for many individuals that have dedicated their time and passion during this project. We feel that this “turn-key” course is of great value to the Schools of Pharmacy and the future pharmacists they educate and ultimately the patients they will care for.  We have seen some early interest in the complete course as well as some of the individual classes. We have been able to reach out and talk to some of the early participants who have graduated, become licensed and are practicing pharmacists.  It is clear from talking with these practicing pharmacists that they are glad they completed the class. As one pharmacists said, “When I made my first error I used the root cause analysis to identify what went wrong and as a team we changed our process to avoid future errors”.  Another said, “I have been able to delegate certain tasks to our techs which has allowed me and the other Pharmacist to spend more time with patients. In fact, we administered more flu shots than any other store in our district” This type of feedback reinforces the goals of this class and this project. 

The rough copy is at the proof reader and graphic designer we anticipate the final package to be completed and ready for shipment in October.  We will be communicating with each school to identify the correct facility member, in addition to the Dean, that the hard copy and electronic copy should be sent to. 

I would like to share one last comment from a recently licensed pharmacist who was in our first class. “I wish my Pharmacy department manager had taken the class that focused on recruiting and hiring, our techs keep leaving.” We have great hope that this class will assist pharmacists to “control” their environment and their resources in a manner that allows them to interact with the patient and other health professionals to a greater degree. While the schools can influence the “soon to be pharmacist” I wonder if we have an obligation to reach the current practitioners and influence pharmacy practice in a broader way? We would like the opportunity to continue tracking the integration of this course within the schools; the effect on pharmacy practice and find a way to offer these valuable management skills to practicing pharmacists. This could be the next phase of this project if the industry would find this valuable.
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