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Rotation Schedule
July 2009 — June 2010

July 6 — 31
August 3 — 28
September 7 — October 2
October 5 - 30
November 2 — 27
December 7 — January 1, 2010
January 4- 29, 2010
February 1 — 26
March 1 — 26
April 5 - 30
May 3 — 28

June 7 — July 2
(June 2 — 27, 2009)



Chapter 1: General Practicum Information

Introduction

Congratulations on reaching your fourth year of pharmacy school! This next year you will complete your
advanced pharmacy practice experiences (APPESs). In this syllabus, we have tried to anticipate and answer as
many of your questions as possible. We will, as always, rely on your feedback to let us know what is missing
and what is extraneous.

You will obtain 1200 of the 1500 hours you need for pharmacist licensure through your APPEs. The other
300 hours must be obtained through an early practice experience or internship and documented separately on
forms as required by the Washington State Board of Pharmacy.

This syllabus contains several sections. The introduction covers basic information you may already know
about the practicums, but it’s always good to have such information in writing, incase a situation arises and
you can’t remember exactly what was verbally told to you. There is a chapter on guidelines for professional
behavior, a chapter about what to do when things go wrong, a chapter on how to optimize your learning this
next year, as well as a section with information about all the forms you need, deadlines to meet, and other
housekeeping information. We hope your year is fulfilling, creative, educational, and not too stressful as you
“put it all together.”

As always, if you have concerns, call or e-mail your questions to the following people:

Forms and records, deadlines, site assignments, Mary Neyhart
general questions about anything pertaining to Coordinator, Professional Education
APPEs: Office Hours: 7:45 a.m. - 3:15 p.m.

mneyhart@u.washington.edu
Phone: 206-685-8738

Patient care concerns, professional behavior, things | Terri O’Sullivan, Pharm.D., BCPS
going wrong, things you really love and just want Director, Experiential Education
to tell: terrio@u.washington.edu

Phone: 206-685-8738

Issues with the database or electronic access to Stanley Weber, PharmD, BCPP

records and forms: Associate Dean for Professional Education
weberst@u.washington.edu

Phone: 206-616-8762

Financial aid, graduation requirements Nanci Murphy, Pharm.D.
Associate Dean
Office of Academic and Student Programs

murphyna@u.washington.edu
Phone: 206-543-2453

Mailing address for all advanced pharmacy practice experience (APPE) paperwork:

Office of Professional Pharmacy Education
ATTN: Mary Neyhart

UW School of Pharmacy, Box 354699
1959 Roosevelt Way NE, Suite 305

Seattle WA 98105

Be sure to make and keep a copy of everything for your files.




Prerequisites

Before you begin advanced practice experiences there are some things you must have done. Remember that
you will not be able to begin your advanced practice experiences until these activities have been completed.
Make copies of all these documents and when all requirements are completed, mail or bring them in a packet
to the Office of Professional Pharmacy Education. (Mailing address on front cover of syllabus.)

Retain for your file the originals of all required documents. Take this file with you on the first day of each
APPE and be prepared to present any or all of this information to your site preceptor or the site HR
representative. You may be asked to submit part or all of this documentation up to a month prior to the start
of your rotation.

By the time you meet for the two advanced practicum orientations you will already have submitted some of
these forms. You will sign the guidelines at the orientation. The only prerequisites that you will still need to
fulfill are the passing Therapeutics grades and, for most of you, completing your first aid and CPR
certification.

Activity ! when done

1. Make a photocopy of your current WA state intern license and apply for an intern
license, if required, in all states in which you plan to do rotations.

2. Make a photocopy of your HIPAA completion certificate if you haven’t already
done so.

3. Have a background check run by the school-approved agency. You will keep your
copy of the complete background check report in the file of documents you will
present at each of your practicum sites. A summary report will be sent to the School.

4. Submit the original packet of PHARM 527 competencies to our office and keep a
copy for your files.

5. Be sure all immunizations are up to date. Request the Hall Health individual
immunization summary, a sample of which you will find on the next page, by
emailing myshots@u.washington.edu. Keep the original for your file and make a
copy to include in the packet of forms you submit to our office.

6. Submit your résumé or CV on-line for Dr. O’Sullivan’s review.

7. Provide proof of first aid and CPR certification. If you do this through our office in
spring quarter we will distribute your cards to you and keep a file copy.

8. Pass all three courses of Therapeutics with a minimum grade of 2.0 average for the
three courses and a minimum grade of 1.7 for any single Therapeutics course. The
Office of Academic and Student Programs will confirm.

9. Sign and submit the Infection Control Policy, Immunization Policy, Indemnification
Policy, Guidelines for Professional Conduct, and Health Insurance Waiver. If you
plan to do a rotation outside the United States, sign the Global Health Training and
Education Program Contract and also visit the Travel Clinic. Some of these policy
forms are available online; others will be distributed at the APPE orientation.
Attendance at these orientations is included as part of your grade for Pharm 574. All
forms must be signed and submitted to the Office of Professional Pharmacy
Education by April 8th.




University of Washington
Health Sciences Immunization Program
Hall Health Primary Care Center, Box 354410
Seattle, WA 98195-4410

Individual Immunization Summary

Student

ID

DOB

HSI Major

PPD

Date Given

Pro Rx Begin Pro Rx Declined

Date Read

Pro Rx End

MM Reaction

Status

Chest X-Ray | Result

| Comment

Hepatitis B

Lab Date Value

Result

Dose 1 Decline |

Booster 1

HBsAb

Dose 2

Booster 2

HBsAg

Dose 3

Core Ab

Titers

Date I Type

| Result | Comment

Vaccine

Date Type

Status Comment

Influenza (Trivalent Inactivated Vacc)

MMR

Hepatitis A, Adult

Hepatitis A, Adult

Tetanus/Diphtheria

Varicella

Mumps

Rubeola

Rubella

Required Exams/Training

Exam/Training Type

Date Due Last Exam Date

Tetanus/Diphtheria

PPD

VACCINE STATUS CODE: I= IMMUNIZATION; DIS=DOCUMENTED BY DISEASE;
HIS=HISTORY OF DISEASE; S=SUSCEPTIBLE; EX=PERMANENT EXEMPTION; W=TEMPORARY

WAIVER

Clinic Representative




Description of the practicum curriculum

You will need to complete a total of 1440 hours of experiential learning during your fourth-year program.
Most of you will complete the equivalent of nine full-time, 40+ hours/week, four-week learning blocks.

What kind of advanced pharmacy practice experiences (APPEs) are required?

* One APPE must be a general medicine rotation completed in an inpatient/acute care environment.

*  One APPE must be in an ambulatory clinic site.

*  One APPE must be in either a chain or independent community pharmacy site.

* One APPE must occur in a health system setting (we interpret this as a second inpatient care experience).

* Five of the nine learning experiences must involve some aspect of direct patient care (you will be
receiving a clinical degree, so your experiences should primarily involve patient care). As evidence of
direct patient care you will be required to submit two patient care notes online for every direct patient
care (PHARM 575, PHARM 576, or PHARM 579) experience, i.e., if you do nine direct patient care
rotations you will submit 18 patient care notes online.

Within these guidelines, you are free to design your experiential learning as your interests and site availability dictate.

What constitutes an advanced practice experience? An APPE must involve experiential learning.
“Experiential” means that you learn at a practice site, rather than in a classroom. “Learning” means that you
cannot do the same thing you've been doing for the past three years. The goal of each APPE is for you to
emerge knowing and understanding something that you didn’t know or understand as well before you began
the learning experience. You need to set these goals for yourself and will be required to describe to us what
you have learned at the end of each APPE.

Your learning will be evaluated by a preceptor. A preceptor is not quite the same as a teacher. A teacher
traditionally provides you with information you need to know, whereas a preceptor facilitates a learning
environment wherein you design your own learning experiences. A preceptor may do some teaching, but the
bulk of your learning will be self-directed. Acquisition of clinical information will come from your own
observations and from the greatest clinical teachers of all: the patients you will encounter. More on this later.

The practicum curriculum at the University of Washington School of Pharmacy is divided into four primary
course categories. These are:

e PHARM 575. This 5-credit course involves learning in an institutional environment (e.g., hospital, long-
term care). You will need at least two PHARM 575 courses on your transcript.

e PHARM 576. This 5-credit course involves learning in an ambulatory care environment (e.g.,
ambulatory clinic, retail chain, independent community pharmacy, home health care pharmacy). You
will need at least two PHARM 576 courses on your transcript.

e PHARM 577. This 5-credit course involves learning in an environment where you are not directly taking
care of patients, e.g. industry, pharmacy management, drug information. You may have anywhere from
zero to four PHARM 577 courses on your transcript.

e PHARM 578. This course is variable credit and you will use it for experiences that involve fewer than 5
credits of work. Small projects or experiences shorter than 4 weeks in duration are examples of APPE
activities for which you would use a 578 registration.

* PHARM 579 is a specialized geriatric pharmacy certificate course which can be either inpatient, clinic,
or community pharmacy. (This is a numerically graded course.)

In general, University guidelines state that you need 25-30 hours of experiential learning for each credit of
practice experience for which you enroll.

The Office of Professional Pharmacy Education will register you for
your APPEs approximately two weeks before the start of the quarter.



Chapter 2: Important Policies and Guidelines

Prior to starting your APPEs, you must read and sign a statement indicating that you understand the
following student guidelines.
Student Guidelines for Professional Conduct

* Students must maintain an active e-mail account and promptly notify the University, the School, and the
Office of Professional Education of any address changes. Student should check email daily whenever
possible. All announcements to fourth-year students will be done using e-mail. We recommend you save
important emails to a special APPE email folder.

* The primary objective of the practicums is learning through experience. Students must actively
participate in pharmacy practice during the practicum and seek guidance from their preceptor, other
pharmacy staff, health professionals and the Experiential Education Director.

e Students are expected to behave with mutual respect and courtesy toward the preceptor, all other
pharmacists and pharmacy staff, technicians, interns, patients and their families, and medical and nursing
staff. Students with concerns or grievances may only share these concerns with the individual involved,
with their preceptor, or with the Experiential Education Director, but not with any other students,
pharmacy staff, other preceptors, patients, or other health care personnel. Similarly, preceptors and other
staff at the site must not share concerns about a student with colleagues who are not directly involved in
precepting that student.

* The student, not the preceptor, is responsible for the student’s own learning. Pharmacy preceptors
volunteer valuable work time to teach pharmacy students, but their first duty is to patients and the work
site. Students must not expect their preceptors to be available at all times.

* The practicums serve as a bridge between students' academic training and actual practice. They also may
provide networking opportunities for future employment. Students should observe and respect the
practice at their practicum site and learn from it as they compare it to previous experiences, but the
sharing of experiences from previous learning environments in great detail is generally not conducive to
a positive learning environment.

e Students must never publicly question the advice or directions of their preceptor, and should discuss any
concerns or disagreements in private. It is particularly important not to question the preceptor's actions in
the presence of patients or other health care providers. The student should use discretion in timing
discussions with the preceptor about his or her practice. Similarly, preceptors should not publicly
admonish students, but should express concerns in a private setting.

e Students must respect any and all confidences revealed during the practicum. This includes patient health
conditions, social information, pharmacy records, fee systems and professional policies.

The HIPAA regulations, Title 45 CFR § 164.514, specifically state that all names, geographic
subdivisions smaller than a state, dates (birth, death, admission, discharge), medical record
numbers, phone/fax numbers, and email addresses must be de-identified. Additionally, no other
dates, patient initials, names of health care sites, names of other health care professionals
providing care to the patient, or any other such identifying information should be on any written
material regarding specific patients, e.g., documentation notes, presented cases.

Students must remove all of the above identifying information before submitting patient care notes and
when presenting the patient to individuals outside the care team. Students can only view confidential
information about patients to whom they are directly providing care. Failure to do so can result in
dismissal from the practicum and no credit for the course. It may also be considered reckless behavior,
which could result in refusal of the University to represent the student in the event of a lawsuit.

University of Washington School of Pharmacy students are required to complete the HIPAA training
online at the beginning of the first year. In addition to this internal training, students may also be required
to complete supplemental training peculiar to a site at which they do a rotation.



Students should take the initiative in communicating with physicians, patients and other health
professionals but should not step beyond the realm of professional courtesy and common sense. Students
must recognize that each preceptor will need time and exposure to the student before enough trust can be
built to allow the student to make unmonitored comments to other health care practitioners, and that this
process will occur with each new preceptor. Students should expect to gain experience in making
professional decisions, with the preceptor encouraging greater autonomy as the student learns and
demonstrates his or her problem-solving skills.

Students will be allowed state holidays off only with the explicit permission of the preceptor. Holiday
matters need to be discussed with the preceptor and agreed upon at the start of the rotation. Preceptors
have the final decision on holiday and personal time requests by their students. Students should not
schedule vacations or planned life events such as weddings, during a month when they are also
scheduled to complete an APPE.

Students must adhere to the practicum schedule agreed upon between the student and the preceptor at the
beginning of the rotation. Students will arrive at the practicum site on time and will not leave before the
agreed-upon time without first asking for permission from the preceptor. If a valid reason exists for being
absent or late, the student must notify the preceptor as soon as possible. Being scheduled for work is not
a valid reason for a student missing regularly scheduled practicum time.

Failure to show up at any scheduled time without notifying the preceptor, failure to contact the preceptor
at least one month in advance of the scheduled start date and failure to arrive on time for the first day of
the practicum or failure to arrive on time more than twice during a practicum may result in a grade of no
credit. The student will have to complete an additional practicum in a similar area. This could lead to a
delay in graduation and/or extra tuition expenses.

Students are responsible for planning and committing to the practicum/site schedule they have set up at
the beginning of the fourth year. However, one discretionary site change request will be honored during
the year. The student must complete this process online, at least four (4) weeks prior to the first day of
the APPE being changed. Instructions are on the practicum webpage. Once a student has used his/her
discretionary site change the webpage will not allow additional requests.

Note: Schedule changes which are initiated by the site do not count toward the one-time student-initiated
site change.

Students who are interested in completing projects outside of standard rotation requirements or
participating in special services offered by the practicum site must let the preceptor know in advance so
these activities can be planned and accomplished.

Students will exhibit professional appearance both in manner and dress. Business casual (implies ties for
guys) is the norm for the first day. After that, follow the standards of dress and behavior specified in the
pharmacy.

Arrive at each site with name tag, lab coat, and appropriate materials (e.g., Sanford, patient information
sheets, PDA).

Students must bring a copy of their intern license to the APPE site to be posted as required by law on the
first day of the practice experience. Students must also make available to the site their background check,
immunization record, HIPAA training certification, and first aid/CPR cards. Some sites will require this
information well before the student arrives onsite to start rotations. Our affiliation agreement now states
that students must be prepared to present copies of all official documents to site representatives upon
request. Some sites will require a urine drug screen in addition to the comprehensive background check.

Students planning out-of-the-country experiences will sign a Global Health Training and Education
Program Contract, copies of which are available online. They will also visit the UW Travel Medicine
Clinic for pre-travel advice and information.

Students must obtain an intern license for every state in which they are scheduled to do a practicum.
They must also adhere to federal regulations and the laws of the state(s) in which they are doing their
advanced learning experience.



* Itis strongly recommended that each PharmD student acquire comprehensive health and accident
insurance that will provide continuous coverage while participating in the practicum program.
Affordable health insurance is available to all University of Washington students. For more information
call the UW Student Insurance Office at 206-543-6202. Prior to the start of practicums the student will
have signed the standard insurance waiver indicating that the individual student assumes responsibility
for his or her own health needs, health care costs, and health insurance coverage.

e Students must know and practice appropriate risk management and infection control techniques. If an
incident occurs during the practicum, students should not sign any forms, unless instructed to do so by
the Risk Management Office of the University. If any incident occurs which might entail risk for student,
patient or site, students should seek treatment immediately and then contact the Office of Professional
Pharmacy Education (206-685-8738 or 206-543-3324).

* Plagiarism is the unacknowledged use of someone else’s work and is considered academic dishonesty.
Information obtained from specific sources should be paraphrased and referenced using an acceptable
reference style. Some assignments may require use of quoted material; all quoted information must be
enclosed by quotation marks, be cited, and the source of the quote identified in the reference list.

* Students must be registered for practicums during the quarter that the practicum is scheduled. Students
who have practicums scheduled during the month of September, December, or March may be registered
either the quarter before or the quarter after the month in which the practicum is done, but may not be
registered during any other quarter.

It is essential that students discuss any concerns about the experience with the preceptor, the Experiential
Education Director, or the Professional Education Coordinator in a timely manner if they want assistance in
resolving questions or problems. If there is a problem the mid-practicum evaluation will be completed and
submitted by the beginning of the third week of the practicum. The student who waits until the end of a
learning experience to air a grievance should realize that little or nothing can be done at that time.

Submitting Evidence of Learning
Students are responsible for submitting completed APPE work on time.

* The goal and objectives should be entered online on the first day and must be entered no later than the
first week of the rotation.

* Patient care notes are to be submitted before the last day of every direct patient care practicum.
* The evaluation of the site by the student is due by the last day of each rotation.

* The final evaluation is to be submitted, preferably online, by the preceptor following a final conference
between the student and preceptor on the last day of the practicum. If the final evaluation is submitted
online the student and our office will simultaneously receive confirmation by email. The deadline for the
preceptor to submit the final evaluation is five working days after the end of a rotation. Realistically,
this does not always happen. If, after reminding the preceptor, the evaluation still has not been submitted,
the student should Mary Neyhart for assistance.

If any part of the required documentation has not been submitted by the Friday a week after the final day of
the monthly rotation, course credit will be delayed. If all material is still not received by the last day of the
relevant quarter, a grade of “no credit” may be submitted for that practicum experience.

Most site preceptors are now submitting final evaluations online, but for those without internet connections
submission of the paper form is always acceptable. There are copies in the preceptor guide and the student
syllabus. Be sure that both student and preceptor sign the paper form; this guarantees that the student is
aware and has read the evaluation. Signature is implied with online submission.

The goal and objectives, site evaluations, patient care notes, seminar handouts, QA project, literature
evaluation, and core skills log are always submitted online by the student. Formatting requirements for word-
processed documents include one-inch margins with text in 10 or 12 point font.



Student Guidelines for Infection Control and Exposure Management

INTRODUCTION

The exposure of pharmacists to infectious diseases and transmission by pharmacists of infectious agents is
generally thought to be of low risk. As pharmacists become increasingly involved with direct patient care,
however, the risk of becoming involved in transmission of an infectious agent, either to the pharmacist or to
another individual, will increase. Pharmacists have the potential to be involved in infectious disease
transmission if they participate in:

* Response to cardiac arrest resuscitation.

e Patient evaluation (particularly if the evaluation includes any physical examination of the patient by the
pharmacist).

* Phlebotomy* to evaluate drug and non-drug (e.g. glucose) plasma/serum concentrations. For the
purposes of this document, phlebotomy will include venipuncture and fingersticks and also refers to the
handling of any contaminated needles and/or tubes used to store blood or body fluid products.

Pharmacists and other pharmacy personnel can also directly cause infection transmission from a remote
location through improper use of aseptic technique when involved in preparing products which will be
infused into or otherwise come into contact with patients, particularly immunocompromised patients.

EXPOSURE PREVENTION

All students are required to comply with the following measures designed to minimize transmission of
infectious diseases.

1. Immunizations: All pharmacy students are required to have an up-to-date vaccination record submitted to the
University before they begin the practicum experience. The requirements are as follows:

TB: negative skin test within the year, or appropriate TB screening and treatment. (This must be a
two-step skin test if it has been more than a year since the previous test.)

Tetanus-diphtheria: Td booster within the past 10 years

Polio: complete OPV (series of three, including a booster after age 4)
Measles: vaccine without immune globulin after 1967*

Rubella: immunization or positive titer**

Mumps: immunization or history of disease

Hepatitis B: Required for all health profession students because of possible contact with blood or
body fluids during practicum (e.g., administering immunizations, measuring blood glucose
concentrations)

Varicella (chicken pox): history of chicken pox, positive titer, or vaccine

*2 doses after 12 months of age, and at least 1 month apart. The second dose should have been
received after 1980.

** proof of one or the other

Documentation that these requirements are met will be performed by Hall Health at the University of
Washington (206-685-1018 or hhimmune @u.washington.edu) working together with the Office of
Professional Programs.

Students will need to provide written proof to the Office of Professional Pharmacy Education that they
are in compliance with this requirement, prior to the start of their fourth professional year.

2. Universal precautions. Students must treat all blood, saliva, and other body fluids as if known to be
infectious with a blood-born pathogen. As such, students must adhere to the following procedures:

*  Washing hands: All pharmacy students and faculty must wash their hands before touching patients,
preparing any sterile product, or eating while on rotation or at work. Hand washing should also be
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performed after touching patients, using gloves, wiping one's nose or mouth, contact with any other body
substances, and using the bathroom. Hand washing is the single most important means of preventing
the spread of infection.

Personal barriers:

Gloves. Clean gloves should be put on immediately prior to contact with a patient's mucous membranes
or open skin, before entry into a patient's room where glove use is required, and preceding any
phlebotomy. Use of gloves is also recommended during the preparation of sterile products. If the gloves
are not sterile, or are put on prior to entry into sterile compounding area, they should be washed (just as
hands would be) prior to entry into the sterile field. Gloves are highly recommended during routine
preparation of chemotherapy agents and the use of caustic chemicals. Gloves should always be worn
when performing phlebotomy or administering medications parenterally.

Gowns. Gowns should be used to cover areas of skin or clothing which may be likely to become soiled
with body fluids during patient care, and are also recommended during routine preparation of
chemotherapy agents and use of caustic chemicals.

Facial barriers. Masks, goggles, and face shields should be worn when splashing or splattering of body
fluids into nose, mouth or eyes could occur. Masks must be put on prior to entry into a room where mask
use is required. Masks, goggles, or face shield use is recommended during routine preparation of
chemotherapy agents and use of caustic chemicals.

Isolation signs should be respected. This requires mask, glove, and/or gown, according to instructions on
the door of the patient’s room, before entering the room. Students should ask their preceptors for
guidance regarding when they should enter isolation rooms.

Students handling any materials that have been in contact with body fluids must dispose of all materials
in a marked biohazard bag. A solution of household bleach diluted 1:10 should be used for disinfecting
surfaces that have come into contact with body fluids.

Management of sharps: Most pharmacists' involvement with needles occurs in the preparation of sterile
products. In this case, there is little danger of serious infectious complications resulting from needle
puncture to a person preparing these products, although injury could result from accidental introduction
of caustic chemicals via needle puncture. Additionally, pharmacists may be occasionally involved with
potentially infectious contaminated sharps during a code situation or when drug monitoring requires the
use of phlebotomy. Improper sterile technique, however, could introduce pathogens into a medication,
placing a patient at risk of infection. The following precautions should always be observed:

* Discard all sharps into correctly labeled rigid plastic containers. Be certain that no needles protrude
to present a hazard for others. Needles and other sharps should be never be placed in a wastebasket
and never left lying on a workplace surface or at a patient's bedside.

* Needles should not be re-capped unless it is unavoidable. If recapping is unavoidable, the needles
should be laid on a flat surface and the cap should be "scooped" onto the needle, using only one
hand, without touching the needle cap. Once the cap is covering the needle, it can be carefully
tightened and should then be discarded into a sharps container as soon as possible.

* A syringe containing an uncapped needle should never be handed to another person. Uncapped
syringes should be placed on an appropriate clean or sterile surface where it can then be picked up by
another person.

* Any syringe not in use should be capped.

* Pharmacists should make it a priority to locate and use the sharps box (often there is one on the crash
cart) during an emergency cardiac resuscitation situation. The pharmacist is often expected to keep
track of, and properly dispose of, all injectable medications.
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Personal sickness: Students with

e productive/uncontrollable cough or sneezing
* fever (oral temperature >100 °F)

* unidentified rash

e excessive nasal discharge

*  vomiting

* diarrhea

should not come to the practicum site. The student should contact the preceptor before the start of the
rotation day. Some preceptors may require make-up time for students missing rotation time due to
illness.

Pregnancy. Female students who are pregnant or suspect pregnancy, should use extra caution when
around body fluids and try to avoid patients who may have communicable diseases. Such students are
welcome to discuss with the Office of Professional Programs the possibility of placement in a clerkship
where significant exposure to infectious agents or possible teratogens is unlikely.

Positive HIV or infectious hepatitis status. Students are not required to tell the Office of Professional
Programs their HIV or infectious hepatitis status. However, the Office of Professional Programs will
work closely with any student who may be HIV positive to place that student into practicum experiences
which are likely to pose less risk of significant exposure to infectious diseases. The Office will also work
with students with infectious hepatitis who are concerned about potential disease transmission.
Information regarding the bloodborne pathogen status of any student will be considered highly
confidential by the staff member interacting with the student and will not be communicated in verbal or
written form to any other student, staff, or faculty member without express permission of the student.
This information also applies to students who are or may be immunocompromised for other reasons.

EXPOSURE MANAGEMENT

Students should discuss potential exposure to any infectious agents with the preceptor as soon as possible. If
the preceptor feels the exposure was real and significant or if the preceptor is not comfortable making a
judgment as to whether the exposure was real/significant, the preceptor should contact the Office of
Professional Programs. The office will work with the preceptor to determine the best course of action.

If body fluid exposure occurs, the following steps should be taken:

Immediately remove gloves, clothing soaked with blood or other high-risk body fluids, and place in
biohazard container.

Wash any potentially exposed site with antiseptic soap and water, unless material entered the eyes. In
this case, the eyes should be flushed constantly for 15 minutes.

In form the preceptor, the employee health service, and/or emergency department at the site where the
exposure to the potentially infectious agent occurred.

Seek emergency medical care following the injury.
If necessary, ask for initiation of HBV, Hepatitis C (HCV) and HIV protocol.

Contact the Office of Professional Programs. Avoid filling out and signing any Incident Report or
Accident Report form until the Experiential Education Director has consulted with Risk Management. If
a significant exposure is determined to have occurred, the Experiential Education Director will work
closely with the student to determine the best course of action.
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If exposure to other communicable diseases occurs:

Tuberculosis. All students should have baseline TB screening prior to beginning their practicums. A
follow-up skin test should be done in 10-12 weeks after the exposure.

Chicken pox. All students should have verbal history or chicken pox or immunization with the varicella
vaccine. A titer may be measured shortly after exposure if there is any question of immune status. If the
titer is negative, the student will not be able to attend clerkship from the tenth day after exposure until the
27th day. If this occurs, the Office of Professional Programs will try to work out alternative
arrangements between student and preceptor so that credit is not lost.

Measles, mumps, rubella, pertussis. If exposure to any of these diseases occurs, it will be considered on
a case-by-case basis. Students are not likely to be at risk for contracting these diseases as vaccinations
should be up-to-date prior to beginning any clerkship.

Meningococcal disease or Haemophilus influenza meningitis exposure. Possible exposures will be
dealt with on a case-by-case basis by the preceptor and Office of Professional Programs. If the exposure
is determined to be significant, appropriate rifampin prophylaxis will be instituted.

Hepatitis A, B, or C. Students should consider contacting the Office of Professional Programs if there is any
possibility that they have been significantly exposed to someone with infectious hepatitis.

Cost of treatment

Should an infectious exposure or other medical problem arise, the cost of treatment is the responsibility of
the student. The School does not provide insurance coverage to the student for medical costs associated with
exposures. Students are encouraged to purchase the low-cost student health insurance and health-related
disability insurance which is available through the University. However, if exposure does occur, the student
is urged to seek medical attention immediately and to notify the Office of Professional Programs so that
concerns about payment do not act as a barrier to seeking emergency treatment.
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Chapter 3: APPE Requirements: Things You Need To Do This Year

During your fourth-year practicums you are absolutely required to:

* Provide quality care to every assigned patient. You will need to submit online two patient care notes, in
the form of a SOAP note, as evidence of your ability to provide care for two different patients at every
direct patient care practicum.

* Verbally present patients to your preceptor(s).

* Present two oral seminars, each at least 20 minutes in length, accompanied by professionally formatted
handouts for the audience.

e Complete a literature evaluation and a quality improvement project.

e Certify that you have performed core physical assessment skills.

* Have preceptor submit final evaluations (most often submitted online but can also be mailed or faxed)
for each practicum.

These requirements are outlined in greater detail below.

1. Provide quality care to your patients.

We hope the majority of your experiences this year will involve problem detection and solution for the
patients you see at your practicum site. By now you should be very familiar with the process of patient
workup, but a copy of the steps is included in Appendix A if you need it. The information in the appendix is
what the preceptors expect you to know and, hence, what they expect you to do. Remember that the
information in Appendix A is a thought process: something you do in your head, not something you actually
write out. You will write only a documentation note for your patients.

Your preceptors will expect, at a minimum, the following therapeutic knowledge and skills:

Therapeutic knowledge

¢ Indications, usual doses, mechanism of action, common adverse reactions, route of administration and
elimination, and precautions for every single drug one of your patients is receiving or might receive

e drug interactions, pediatric and geriatric dosing alterations, fluids/electrolytes, pain, dermatology, drug
allergy

* infectious disease: antimicrobial agents, antibiotic resistance, antimicrobial pharmacokinetics, antibiotic
allergy, AIDS.

* pulmonary: asthma, COPD, allergic rhinitis, pharyngitis, sinusitis, theophylline pharmacokinetics

* GI: GERD, IBD, PUD, hepatitis, cirrhosis, alcohol withdrawal, emesis, diarrhea, constipation,
hemorrhoids

e CV disease: hypertension, hyperlipidemia, thrombosis, CHF, dysrhythmias

* renal disorders: ARF, CRF, renal insufficiency, drug dosing and pharmacokinetics in renal disease

* endocrine: diabetes, thyroid, ocular disorders, osteoporosis, contraception, infertility, HRT

* psychiatric disorders: mood disorders, psychoses, anxiety, OCD

* neurologic disorders: seizures, headache, CVA, Parkinson’s, dementia

* rheumatology: arthritis, gout

* immunology: hematology/oncology, transplant

Therapeutic skills

* patient interviewing (for problem detection and drug monitoring)
* documentation (SOAP notes)

e vitals: blood pressure, heart rate, respiratory rate, and temperature
* pain assessment

* mental status

* renal and hepatic function assessment

* assessment of laboratory data

* compliance assessment

* CPR and first aid therapy

Assessment of drug therapy for specific disease states
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e CHF: JVD, edema, heart and lung sounds, history

e obstructive lung disease: peak flow, PFTs, lung sounds, ABGs, inhaler use, history

e diabetes: neurologic (including foot exams), glucose monitoring (various meters), insulin injection
technique, diet

* hypertension: BP, history, compliance, diet

* hyperlipidemia: history, lipid fractionation from fingerstick (Cholestech®)

* anticoagulation: history, diet, INR testing via fingerstick (Protime®)

* depression: screening questions

* PUD/GERD: history

* arthritis: history, joint examination, grip strength

* osteoporosis: history, bone density measurement (Osteoanalyzer®)

Other skills

* retrieve information from appropriate drug and medical information resources
* develop skills in oral presentation

* develop ability to justify statements with evidence or logical reasoning

* triage primary care questions/problems

e communicate clearly and cheerfully even in difficult circumstances

What patient care activities will you be asked to do? The preceptors have been told to have you do as

many of the following activities as possible:

* patient interviewing

* monitoring of drug therapy

* documentation of patient care activities

* physical assessment

* patient counseling/teaching

*  OTC therapy assessment/triage

* refill authorization (if protocol in place)

* specialized services such as immunization administration and emergency contraception need assessment,
where such services are offered and when a student has been trained

Your ability to provide quality care for your patients will be assessed by your preceptor and will be part of
your final evaluation (for patient care sites).

2. Give informal and formal patient presentations.

For each patient care rotation you do, you will be required to outline verbally for your preceptor subjective
and objective information about the patients you are assigned. You will also need to outline your assessment
and plan. These may be in the form of formal patient presentations or informal patient presentations. What
are patient presentations and how will you document that you have met this requirement?

Informal patient presentations

You may be expected at any time to give a brief 2-3 minute overview/update to your preceptor on any of the
patients assigned to you. You should know how to do these after having presented them during spring quarter
in your small groups. The whole point of these informal patient presentations is for you to let your preceptor
know what is going on with the patients he or she has assigned to you and to get the preceptor’s “OK” on
your plan of action for the rest of the practicum day. Informal patient presentations are one way that you will
provide an immense amount of value to the preceptor and site at which you are doing the practicum. An
example of the format is presented below.

¢ ID & CC or diagnosis (e.g. 65 yo WM presented to ER with SOB)

e Current medical problems: name disease states and current status (e.g., He has a past history of CHF,
COPD, and CAD)

e Current medications: names of medications taken routinely and prn medications that are being used
frequently. You may choose to highlight one or two medications if this is a quick interaction. (e.g., He is
receiving 1 baby aspirin a day for MI prophylaxis)
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* For each medication comment on efficacy, toxicity, and any drug-related problems you have detected
since the last report. Support existence of each drug-related problem with laboratory, physical exam, or
interview information you have gleaned which led you to identify the problem. (e.g., He has not been
prescribed a beta-blocker due to concerns about worsening his COPD and CHF, but evidence supports
use even in patients with these conditions. I suggest carvedilol because a mortality benefit has been seen
with this agent in patients with heart failure.)

*  Your plan for each drug-related problem or disease state. State exactly what you will do and your
deadline for getting it done (e.g., [ would like to speak with the team this afternoon about initiating beta-
blocker therapy).

Since your preceptor is in charge of providing care to the patient, it is OK to use patient names and dates in
your informal presentation, as long people not providing care to the patient cannot overhear your discussions.

Formal patient presentations

Some preceptors may want you to present a “formal” patient presentation, sometimes as often as weekly. In
addition to being valuable evidence of learning for your portfolio and a test of your therapeutic knowledge
base and thought process, formal patient presentations can provide a teaching/learning tool for your preceptor
and the other pharmacists who listen to the presentation. Your formal presentations will be made verbally,
but you must provide for all listeners a neatly word-processed outline of patient information. Please assemble
your patient information using the standard patient history and physical presentation format. There is an
example in the appendices and also a blank format:

Do not use any patient names, initials, health care provider names, site names, or dates in your formal patient
presentations. Since most of your audience will not be providing direct patient care, use of names, initials,
dates, or other identifiers would be a violation of patient confidentiality. See the case at the end of Appendix
A for an example of one way to prepare your handout and presentation information. Take your guidance
from your preceptor as to how he or she would like the patient presentations prepared.

3. Prepare and present at least two 20-minute oral seminars.

In addition to the informal and formal patient presentations you give during each of your patient care
rotations, you are also required to present at least two different 20-minute or longer seminars to an audience
of two or more people twice during your clerkship year. One of these seminars must cover some therapeutic
topic. The oral seminars are not the same as formal patient presentations. At these seminars the student will
distribute a neatly word-processed handout for attendees and preferably will use other visual aids such as
overheads or slides in the presentation. These handouts are to be submitted online as evidence of fulfillment
of the two seminar requirements.

In addition, one of the preceptors listening to your presentation is encouraged to evaluate the content and
delivery of your presentation in writing on the Patient Presentation Assessment Form, which can be found in
the Forms chapter. This evaluation should be returned to you and used as a tool to improve your presentation
skills. The preceptor will also evaluate your presentation in a special section on the Final Evaluation, which
will be submitted to the Director of Experiential Education. Do not submit the presentation assessment to us.

Note: When giving an educational presentation, students may use charts, graphs, diagrams, drawings,
cartoons, or pictures obtained from electronic or print resources as visual aids to enhance or clarify concepts
in the educational presentation, but the source of all graphics must be identified using an acceptable reference
format.

If a student makes handouts for an audience and has used tables, charts, graphs, figures, or pictures in the
handout, there is a maximum of one illustration from any single source and a maximum of nine sources for
the entire presentation permitted. All used resources must be referenced using an acceptable reference
format. There should be a maximum of one handout for each audience member. Handouts containing works
created by someone else cannot be made available to the general public without written permission from the
owner of the work.
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4. Complete a literature evaluation and a quality assessment project.
You are required to complete and submit online two projects: one that involves evaluation of the pharmacy
literature, and a project that involves some assessment of quality or the design of a process.

Suggestions for your literature evaluation project include:

Project

Documentation you submit online after
fulfilling this requirement

Present an article at a journal club. This presentation must involve
a word-processed handout of no more than three pages in length
with your outline and your evaluation clearly presented.

Your handout, with the date and site at which
you presented the article.

Compose a written response to a drug information question. The
response must be two pages long, at a minimum, and cite primary
literature. References must be included.

The drug information question response with
references listed.

Write an article for a newsletter which involves evaluation of
primary literature.

A copy of the newsletter and a list of the
references you consulted.

Write a patient information flyer. This flyer could cover a drug
class, a disease state, or information about use of a device. This
flyer needs to be written in language patients can understand.

The flyer, with the name of the site that might
use the flyer.

Prepare a pharmacy and therapeutics (P&T) monograph

Your P&T monograph

Suggestions for your quality assessment project include:

Project (Note: the suggested designs are our outcome goals. We
realize that time constraints may preclude your ability to actually
DO these projects.)

Documentation you submit online after
fulfilling this requirement

Perform a quality assurance assessment or submit a proposal
outlining how you would evaluate and re-design some aspect of
the quality of process or patient care. See Appendix B for
guidelines.

A neatly word-processed description of the
project, including a description of the
environment in which the evaluation
would/did take place.

A workflow redesign to improve the operational efficiency of a
pharmacy or workplace. Include a “before and after” report which
describes the problem, your theories on why the problem existed,
and your suggestions for improvement. If you redesign the
workflow, then include a “before and after” drawing of workplace
fixtures and personnel.

A neatly word-processed copy of your report
plus all redesign diagrams.

Perform a drug use evaluation or submit a proposal outlining how
you would design and perform an evaluation of some aspect of
drug use. See Appendix B for guidelines.

A neatly word-processed description of the
project, including a description of the
environment in which the evaluation would
have/did take place.

5. Certify that you have practiced core physical assessment skills.
Because you’ve not had many opportunities in your patient assessment lab (PAL) to personally experience a
patient with noticeable pathology, we want to be sure that you have this chance in your practicums. To this
end, we ask that you perform the following during your practicum year and record the skill on your Core

Physical Assessment and Interview Skills Log online:

* Auscultate at least one pair of abnormal lungs.
* Auscultate at least one abnormal heart.

* Inspect at least one dermatologic lesion or rash.
* Inspect at least one patient with a swollen joint.
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* Assess at least one patient with an abdominal complaint.

* Assess peripheral edema.

* Assess acute and chronic pain.

* Assess the inhaler technique, triggers, frequency of medication use, and understanding of disease state
for at least one patient with asthma.

e Obtain a medication history from a patient older than 75 years of age and a patient younger than 14 years
of age, including assessment of compliance.

* Perform at least one diabetic foot examination.

e Screen at least one patient for depression (interview or screening tool you used).

Although obtaining vital signs (HR, BP, temp, RR, height, weight, age, smoking status) are not listed here,
we assume you'll perform these minimal assessment skills on all patients for whom you provide care, and
will ask your preceptors to evaluate your ability to perform these skills.

6. Submit your final evaluation forms

You are responsible for asking your preceptor for a meeting to discuss and complete the final evaluation
online, before the last day of your rotation. Since you will have entered your learning goal and three to five
learning objectives for the rotation at the beginning of the rotation, they will be visible on the screen so the
preceptor can view them while completing the final evaluation. You are also required to evaluate your
preceptor and site online at http://oppe pharmacy washington.edu/PracticumSite/SiteHome.lasso. Enter the
site evaluation during the final week of the rotation, before the final evaluation is completed. It is completely
confidential and cannot be seen by the site.

Writing learning goals and objectives

The goal and objectives for each of your practicum learning experiences serve as the primary criteria for your
performance evaluation. Some sites have pre-determined learning objectives and some do not. Either way, it
is up to you to tailor the learning objectives to meet your learning needs: this is not your preceptor’s

function! The first day (or before) of the practicum is the appropriate time to decide upon learning objectives
with your preceptor. Talk to your preceptor if you have a project you want to do. Don’t wait until after the
first day to bring it up!

The goal statement. Your goal statement summarizes in one sentence the “big picture” of what you hope to
learn during the practicum. Since the purpose of each of your practicums is to change and improve the way
you currently practice, your goal statement should summarize how the practicum experience will help you
accomplish the change. Goal statements can use non-quantifiable verbs such as assist, care for, establish,
provide, give, help, know, and understand.

The learning objectives. The objectives, unlike the goal, should be specific and measurable. Aim for 3-5
measurable objectives, although you may end up with more if the scope of each objective is small. Use
performance (i.e. action) verbs at the beginning of each learning objective to define how that skill will be
measured. To assist you in preparing the wording of your learning objectives, you will find on the next page
a table containing both categories of cognitive domains in "Bloom’s Taxonomy for Cognitive Learning
Objectives," as well as verbs that correlate well with each domain. Notice how the taxonomy progresses from
the lowest levels of learning (knowledge and comprehension) at the top of the table to the highest levels of
learning (synthesis and evaluation) at the bottom. You should strive to move beyond mere knowledge (i.e.
listing of facts) in your experiential learning. Write your objectives such that you will be forced to learn at
the highest levels.

A note: Learning objectives are not the same thing as learning activities. “Attending rounds with the preceptor”
is not a learning objective because it does not indicate that learning has occurred during the activity.
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Bloom’s Taxonomy for Cognitive Learning Objectives

Adapted from: Gronlund NE. How to Write and Use Instructional Objectives. 3d ed. New York: Macmillan Publishing Co., 1999.

Description of the Major Categories in the Cognitive Domain

Illustrative Verbs
for Stating Specific
Learning Objectives

1. Knowledge: Knowledge is defined as the remembering of previously learned
material. This involves recall of specific facts (e.g. being able to describe disease
states or drug pharmacology), but does not imply any ability to use those facts to
achieve desired outcomes. Knowledge represents the lowest level of learning
outcomes in the cognitive domain. Example: learner can define CHF and list the
drugs used to treat it.

define, describe, identify,
label, list, locate, match,
name, outline, reproduce,
select, state

2. Comprehension: Comprehension is defined as the ability to grasp the meaning
of material. This may be shown by translating material from one form to another
(words to numbers), by interpreting material (explaining or summarizing), and by
estimating future trends (predicting consequences or effects). These learning
outcomes go one step beyond the simple remembering of material. Example:
learner can explain why drugs used to treat CHF should help to reduce
symptomatology.

combine, compute, convert,
distinguish, estimate,
explain, extend, generalize,
give example, infer,
paraphrase, rewrite,
summarize

3. Application: Application refers to the ability to use learned material in new
and concrete situations. This may include the application of such things as rules,
methods, concepts, principles, laws, and theories. Learning outcomes in this area
require a higher level of understanding than those of "Comprehension". Example:
learner can modify doses of drugs used for an uncomplicated patient with CHF.

apply, change, classify,
demonstrate, manipulate,
modify, operate, perform,
predict, provide, relate,
show, solve

4. Analysis: Analysis refers to the ability to break down material into its
component parts so that its organizational structure may be understood. This may
include the identification of the parts, analysis of the relationships between parts,
and recognition of the organizational principles involved. Learning outcomes here
represent a higher intellectual level than comprehension and application because
they require an understanding of both the content and the structural form of the
material. Example: given a list of information about a patient’s medications,
multiple disease states, and symptoms, a learner can distinguish the use of each
medication and identify therapies that may be Suboptimal.

analyze, detect, diagram,
differentiate, distinguish,
identify, illustrate, infer,
relate, select, separate,
subdivide

5. Synthesis: Synthesis refers to the ability to put parts together to form a new
whole. This may involve the production of a unique communication (seminar), a
plan of operation (research proposal), or a set of abstract relations (scheme for
classifying information). Learning outcomes in this area stress creative behaviors,
with major emphasis on the formulation of new patterns or structures. Example:
learner can modify a suboptimal treatment regimen of any patient with selected
multiple disease states.

compose, create, devise,
design, generate, modify,
organize, plan, produce,
rearrange, reconstruct, relate,
reorganize, revise, write

6. Evaluation: Evaluation is concerned with the ability to judge the value of
material for a given purpose, based on definite criteria. These may be internal
criteria (organization) or external criteria (relevance to the purpose) and the
student may determine the criteria or be given them. Learning outcomes in this
area are highest in the cognitive hierarchy because they contain elements of all of
the other categories, plus conscious value judgment based on clearly defined
criteria. Example: learner can independently assess efficacy and toxicity of all
medications for any patient; this learner could be a case manager.

appraise, assess, contrast,
criticize, decide, evaluate,
judge, justify, interpret,
measure, relate, support

Plan your learning activities

The next thing you need to think about is how to accomplish your goal. As you plan the journey between
your current skill level and your desired level, you will probably see several clearly delineated steps in the
learning process leading to the overall goal. What you need to do is to write down each of these steps. They
will become the list of activities (your learning plan) you will perform at your practicum.
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Learning activities can include just about anything that reasonably helps you reach your learning goal. One
thing you should strive for, however, is to avoid choosing passive learning activities. For example, the
ability to describe the side effects of medications used for arthritis therapy may be nice, but that kind of
objective won’t change the way you practice. Alternatively, creation of a standardized arthritis
pharmacotherapy documentation system with built-in prompts for interview questions and physical exam
information could change and improve the way you practice. If coupled with an algorithm (plan) to follow if
efficacy fails to occur, or toxicity does occur, your learning experience would produce a powerful tool
enabling you and your preceptor to provide complete and consistent care to patients who have arthritis.
Careful examination of the verbs in categories 4-6 of “Bloom’s Taxonomy” may help you to design active
learning experiences.

Putting it all together

The information in the next several paragraphs should serve as a jumping-off point for practicum
goal/objective/activity planning, since patient workup and drug information communication are the most
basic of cognitive skills that a pharmacist must possess. If you haven’t mastered these skills (and be honest
with yourself about your level of competence), then you should plan on using your first practicums to
improve your abilities in these areas.

Patient Work-up. All pharmacists graduating from this program need to display the ability to do a quick and
accurate patient work-up. The process of patient workup includes:

e gathering objective and subjective patient information

* analyzing it to determine medical and drug-related problems

* developing and enacting a treatment plan (including referral) for any detected problems

* developing and enacting a monitoring plan for treatment compliance, efficacy, and adverse effect.

Plan to devote a lot of learning time to master this process quickly and efficiently.

Communicating drug information in a professional manner. Most of your practicums will include
communication of drug information, and you should create at least one learning objective aimed at skill-
building in this area. The focus of these objectives should vary to match the learning theme. Suggested areas
for emphasis include:

e patient information brochures

e chart notes, written consults, letters to other health care providers - you should be able to complete a
consult note in 3 minutes or less - practice until you can do this.

* newsletter article on general or specific health or drug topic

e formalized drug literature review for a P& T committee, MUM report, journal club, or seminar
presentation

Factual information. Although quality patient care requires a good understanding of factual information,
keep in mind that the purpose of the practicum is to build new practice skills. The acquisition of new factual
information should play a minor role in your practicum activities: 20% or less of your practicum learning
time. The majority of practicum learning time should be spent using the information you have already
learned in your therapeutic coursework in some constructive, even innovative, manner.

Below you will find a suggested learning goal and learning objectives for a standard patient care practicum.
You may find this useful, particularly if the site does not have pre-set learning objectives.

Standard patient care experiential learning goal and objectives

Learning goal: to effectively manage the pharmacotherapy of patients, allowing them to increase their quality
and/or length of life.
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By the end of this learning experience the student will be able to:

1. Distinguish the diseases encountered in this rotation including signs and symptoms, pathophysiology,
clinical course, etiology, drug and non-drug treatment options.

2. [Explain the drug therapy of diseases encountered in this rotation including: mechanism of action,
absorption and distribution, metabolism and excretion, pharmacokinetics, pharmacodynamics, usual
regimen, indications, contraindications, and adverse reactions.

3. For each patient assigned, create the subjective and objective database needed to determine the presence
or absence of medication-related problems. Design patient-specific pharmacotherapeutic regimens that
include the following components:

* develop a patient-specific drug therapy problem list

* specify pharmacotherapy goals

* design and recommend a pharmacotherapy regimen

* design and carry out monitoring plans to ensure goals are met
* modify existing regimens as patient’s condition changes

4. Appropriately document pharmaceutical care activities using site’s preferred format such as SOAP,
DAR, FARM, Clinitrend, etc.

5. Provide medication use education to patients and care-givers.

6. Generate concise, accurate, applicable, and timely responses to requests for drug information and
pharmacotherapy consultation.

For practicums you complete that do not involve patient care your preceptor will circle “no” on the final
evaluation form and you will not need to provide the two examples of patient care. You should try to submit

instead some other evidence of your learning.

Once you have determined with your preceptor your learning goal and objectives, submit them on-line.
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Chapter 4: Forms and Deadlines: What You Need To Turn In and When

Deadlines

What is to be submitted to our office for each practicum

When is the due date?

goal and objectives (required online)

submit online on the first day of practicum

mid-practicum evaluation of student by preceptor (online
only)

no later than the end of the second week of each
practicum (particularly important if there is evidence of a
problem of any kind)

final practicum evaluation (online submission preferred)

online on the last day of each practicum. Deadline for
receiving credit for each practicum is five working days
after the end of that practicum.

site/preceptor evaluation by student (required online)

submit online just before completion of each practicum

evidence of ability to provide patient care (required online)

submit two patient care notes online before the end of
every direct patient care practicum

A grade for the practicum cannot be given until all of the above requirements are submitted.

Additionally, the following projects must be completed during the 4™ professional year. Submit each project
online through http://oppe pharmacy.washington.edu/PracticumSite/SiteHome .lasso

Project description

Due date

first oral seminar

submit seminar handout no later than December 1, 2009

therapeutic skills log

no later than March 1, 2010

literature evaluation project

no later than March 1, 2010

quality assessment project

no later than March 1, 2010

second oral seminar

submit the seminar handout no later than March 1, 2010

ALWAYS RETAIN A COPY OF ALL THE FORMS YOU COMPLETE AND EVERYTHING YOU

SUBMIT TO US FOR YOUR PERSONAL FILES.

Before your final evaluation is submitted, you and your preceptor should first meet to discuss your progress
through the rotation. If it is needed, a paper copy of the final evaluation can be copied from the next two

pages.
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Practicum Final Evaluation Form UW School of Pharmacy
Office of Professional Programs, Box 357631

To enter final evaluation online, visit ATTN: Advanced Practicum Paperwork
http://oppe pharmacy.washington.edu/PreceptorSite/PrecepHome lasso ~ Seattle, WA 98195-7631
Fax: 206-685-9297

Student Name e-mail Date
Preceptor Name Site Name
Practicam Month Number (circleone) 1 2 3 4 5 6 7 8

Practicum Documentation Attached:

Seminar 1 Handout Literature Review Therapeutic Skills Log

Seminar 2 Handout " Quality Assessment Project Mid-practicum Assessment
(Practicum Goal and Objectives, Patient Care Notes, and Site Evaluation to be submitted online by the student.)

Performance Definitions:

5 = Performs significantly above the expectations of a student at this level. (Honors grade indicated.)

4 = Performs within and sometimes beyond the expectations of a student at this level

3 = Performs within the expectations of a student at this level in most areas. Some areas are still in need of growth.

2 = Performs within the expectations of a student at this level in only some areas. Several areas are still in need of significant

growth.

1 = Student has too many areas needing development; a passing grade cannot be given.
Please evaluate student’s performance using a scale of 1 —5.
1. Learning. How well did the student meet his or her learning goal and learning objectives during this learning 5
experience? Comment: 4
3
2
1
2. Written communication skills. Comment: 5
4
3
Verbal skills. Comment: 2
1
3. Knowledge base. Was the student’s knowledge base adequate to allow him or her to acquire or hone skills? 5
What specific areas need improvement? Comment: 4
3
2
1
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4. Problem-solving and decision-making. Was the student able to make decisions in a timely manner? Was the
student able to justify with logic his or her decisions? Comment:

- N W A W

5. Professional conduct. Consider punctuality, attitude, ability to treat patients and colleagues with respect and
compassion, acceptance of constructive criticism, ethics, time management, and ability to take responsibility for
project and/or patient outcomes. Comment:

- N W A W

Patient Care Summary:

Did the student provide care to patients during this learning experience? Yes
Is the student making adequate progress toward independently providing pharmaceutical care? Yes
Was the student able to verbally present patient information effectively? Yes

If this experience involved patient care, the student must submit evidence of his or her ability to provide patient care
in the form of a photocopied or word-processed documentation note (with confidential information covered or
removed), for at least two different patients.

No
No
No

Oral Seminar Summary:
Did the student present an oral seminar during this learning experience? Yes

If so, a copy of the handout must be submitted by the student.

No

Seminar Element Consider: Acceptable? Comment:

Style General organization, verbal communication Yes No
skills, handout, visual aids

Content Completeness of literature search, Yes No
appropriateness of material for audience
level, clarity of material, ability to answer
questions

Final clerkship grade : please provide an overall assessment of the student!s performance during this rotation:

Performed significantly above the expectations of a student at this level (top 20% of students you have
precepted.)

Performed within and sometimes beyond the expectations of a student at this level.

Performed within the expectations of a student at this level in most areas. Some areas are still in need of
growth.

Performed within the expectations of a student at this level in only some areas. Several areas are still in need
of significant growth.

Student has many areas needing development.

Preceptor signature Date

Student signature Date
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. . UW School of Pharmacy
Mid-Practicum Assessment Form Office of Professional Programs, Box 357631

To enter mid-practicum evaluation online, visit Seattle, WA 98195-7631
http:/loppe pharmacy .washington.edu/PreceptorSite/PrecepHome lasso  ATTN: Advanced Practicum Paperwork
206-685-9297 (fax)

Student Name: email: Date:

Preceptor (please print name): e-mail:

Site Name (please print):

Learning Goal and Objectives Progress (please check one)
The student is making satisfactory progress toward achieving the goal and objectives set forth at
the beginning of the practicum.

The student is making marginal progress on portions of the practicum and is at some risk of not
receiving credit. To receive credit for this practicum, the student must:

The student is at significant risk for receiving a grade of “no credit” for this practicum. In order to
successfully pass this practicum, the student must:

Progress of Communications and Affective Skills:

The student’s communication and behavior skills are adequate for satisfactory progress in the
practicum.

The student’s communication or behavior skills require some modification for satisfactory
progress in the practicum. The student must:

Other comments:
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Evaluation of Student Presentation
UW School of Pharmacy

Student Name: Date of Patient Presentation:

Name of Evaluator:

Title of Presentation:

Abilities Demonstrated. I = needs improvement, S = satisfactory, E = exemplary.
NA means that subject was not discussed or did not apply to presentation. Please circle the appropriate rating for each
aspect of the patient presentation.

Content and Completeness

Factual Accuracy and Data Interpretation. Consider depth and I S E NA
breadth of scientific/clinical evidence provided to support statements,

accuracy of data interpretation, ability to critically evaluate data,

reliability of data sources.

Organization. Consider logical progression of ideas, flow of material. I S E NA
Appropriateness: Consider appropriateness of detail for audience; I S E NA
usefulness of information provided; use of humor, examples, graphics.

Style

Method of Delivery. Consider independence from notes, enthusiasm, I S E NA
volume, pacing or other distracting behaviors, voice (inflection, pitch,

speed, enunciation, use of uh, um, you know), timing, eye contact,

clarity, stiffness.

Response to Questions. Consider ease, accuracy, courtesy, content I S E NA
of response, repeat of question for audience when necessary.

Handout and other Visual Aids. Consider neatness, completeness, I S E NA
organization, use of graphics copying of material from published
sources without acknowledgement, use of correct reference format.

Additional Comments

Things this student did well:

Suggestions for improving the next patient presentation:

4/08
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Chapter 5: Tips for Learning

Theories of learning

There are three currently accepted ways in which people learn: behavioral, cognitive, and sociocultural. Each
are valid methods of learning and you will find that you use all three, although you may have associated only
one method of learning with formal education prior to starting pharmacy school.

Behavioral learning is the type with which you are likely most familiar, as it involves learning designed by
another individual. It involves learning in incremental steps, with each step building upon a previous step. To
use the illustration of building a chair, using behavioral learning you would first get a book on chair-building,
then gather the tools and read how to use each tool properly, then sketch out a plan of how the chair would be
built, and then follow that plan to build the chair. Traditional lecturing (i.e., didactic teaching) is generally
behaviorist as the lecturer usually starts with the basics and builds on those basics. Sound like most of your
therapeutics lectures? Acquisition of psychomotor skills also occurs most optimally via behavioral learning.

Cognitive learning (also referred to as constructivist learning) involves learning that is constructed by the
learner. Learners in this mode feel as if they’re “jumping in with both feet.” To continue the illustration of
building a chair, a cognitive learner would simply gather the tools and materials and start building the chair,
learning as he or she went along. In this way the learner would have achieved the endpoint (the finished
chair) much more quickly than the behaviorist, although the chair would likely be less elegant than the
behaviorist’s chair. Problem-based learning is quintessential cognitive learning, so all those patient cases you
received in your small groups involved cognitive learning.

Sociocultural learning (also referred to as socio-constructivist learning) involves meaning derived through
social interaction. It’s harder to compare and contrast this type of learning with the other two methods, since
the description of this type of learning is very abstract. Basically, all of your social norms are acquired
through this mode of learning. Your attitudes toward a patient or a class or an assignment are subtly
influenced by what the group around you feels and how the individuals of that groups react as a collective
whole. To continue with the chair-building example, if you were building the chair in via sociocultural
learning, you would build it with a group of people and the experience of building that chair, as well as the
final endpoint of the chair, would be determined by the group consensus. If the group decided it was a stupid
assignment, then the endpoint might be “no chair.” If the group decided that everyone needed to use the
chair, then the result might be a bench. Many of your values, norms, and attitudes have been formed via
sociocultural learning. Role modeling is the primary method of sociocultural learning and you will pick up
more than you realize of this type of learning during your fourth year.

So what kind of learning can you expect to perform during your fourth year (and beyond)? Well, really, you
will use all three types, although cognitive and sociocultural learning will comprise the majority. This
combination will result in something called self-directed learning. Knowledge from this type of learning is
often retained better, because the information is received in context. Learners have a visual and auditory
“picture” in their brains to accompany the “facts.” Let’s explore this concept a little more.

Self-directed learning

Most adult learning (and indeed much of childhood learning) is self-directed. Self-directed learning occurs
when the person doing the learning has the primary responsibility for the design, initiation, completion, and
evaluation of a learning experience. Self-directed learning is actually the way you learn best, because you
have been doing it since you were born. We as educators, however, have conditioned you to think that the
best way to learn is didactically: in a classroom setting. You think this because almost all of your formalized
learning at the primary, secondary, and tertiary instructional levels was conducted in a passive learning
format (educators lectured, you took notes). Active learning, which you do every day, does not result in a
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diploma or other item showing proof of learning, yet you probably use more of the information from your
active learning experiences, on a daily basis, than that material gained from didactic coursework.

At this point, you may be mildly alarmed at the idea of using self-directed learning in a formal course of
study, because if your self-directed learning is anything like mine, it is usually conducted haphazardly. This
is how adult learning commonly occurs: through trial-and-error, fortuitous and unanticipated experiences,
and (very occasionally) by design. Because adult learning is triggered by the needs of an individual at a
particular time, and includes constant redefining of process and goals, it is often only recognized
retrospectively. Do you remember scenarios in which you experienced the "aha!" phenomenon (that instance
defined in a cartoon by the light bulb appearing over the character's head)? You probably didn't consciously
decide to learn, but had picked up bits and pieces of information here and there, and a chance encounter or
remark made everything come together. You only recognized the presence of a learning experience
afterward. Fortunately, self-directed learning can occur in a more structured fashion.

One important point that I would like to address is that self-directed learning is not synonymous with
learning alone. If you do not believe me, then think again about your process of making the decision to enroll
in the PharmD program. Remember that all along in your decision-making you were assisted in the
information-gathering process by people and written materials. Your experiential learning will also not
involve learning alone. Rather, it will be a purposeful endeavor to gather together the resources you need,
within an organized framework, so that learning can occur. The only difference between the self-directed
learning you will do in your practicum and the self-directed learning you have done all of your life is that the
learning you acquire in your practicum will be planned ahead of time, so you can recognize the learning as it
happens.

Steps involved in self-directed learning

1. Decide what knowledge and/or skill you want to learn.

2. Estimate your current level of the knowledge or skill, and define specifically the level of knowledge or
skill you desire to achieve.

Identify the specific activities, methods, resources, expenses, and equipment you will need for learning.
Decide where to learn, which will also involve identifying who can teach you what you want to know.
Set specific outcomes and deadlines (target dates) for your activities, both final and intermediate;
identify personal motivators that you will use to increase your motivation throughout the learning
experience.

Decide when to begin your learning experience.

Outline a reasonable pace at which you will proceed during the learning episode.

Create time for the learning; obtain all resources or equipment you will need.

Begin the learning experience; modify the experience if you detect unforeseen factors that hinder your
learning or progress.

10. Appraise the outcome of the experience.

bl

0 XA

These steps have been modified from material originally published in: Tough A. The adult’s learning
projects: a fresh approach to the theory and practice in adult learning. 2nd ed. Toronto: Ontario Institute for
Studies in Education, 1979. Because this process has been well-described and validated, you should use it as
a tool to plan your self-directed learning.

Tips for learning

So how can you optimize your learning experiences? First of all, embrace the concept of self-directed
learning. Do not go to your practicums with the primary purpose of putting in eight hours of respiration at the
site. Instead, go to the site each day with a clear picture of what you hope to learn that day and a plan for how
you hope to learn it. Second, do not go to your practicums expecting to be taught everything by your
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preceptor. Your preceptor will be one of many sources of information you will use to enable your learning to
occur. Other sources will include textbooks (behavioral learning), other health care professionals
(sociocultural learning), and the patients themselves (cognitive learning). Third, do not pass up opportunities
for learning when they present themselves. If you think back over your lifetime, you will probably remember
some of your best (positive and negative) learning experiences happened without much advance notice.
Finally, be aware that the quality of your learning experiences will primarily depend upon your attitude
toward that learning. Remember: you are in the driver’s seat for your learning experiences. If you do not get
where you want to go, blame the driver, not the road signs, car, passenger, mechanic, policeman, road
construction worker, etc.
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Chapter 6: When Things Go Wrong

You may run into a difficult situation at least once during your APPEs. The four reasons why preceptors
most commonly call us are listed below. If you are aware of them, then you can avoid many of the problems
our previous students have encountered. If you find yourself in a worrisome situation, do not ignore it as you
risk turning a small situation into a large one. The preceptors have been instructed to inform you as early as
possible of any deficiencies you may display, so that you have a chance to correct them. The mid-practicum
evaluation form has been specifically designed to give you the opportunity to be notified of any deficiencies
while you still have a chance to correct them. Please use this opportunity!

1. Tardiness. If you have a history of tardiness, be sure you settle on the first day of practicum exactly when
your preceptor expects you to arrive at the site. If you show up late once or twice during a practicum
experience, it is not grounds for failure of the course (unless you are late by hours, with no reasonable
excuse). However, if you are late 3 or more times during the month, then you may fail the practicum.

2. Excessive absences. You should not have any unexplained absence —this is grounds for failure of the
course. Explained absences are reasonable as long as your preceptor is satisfied with the explanation. ("I
have to work" is not a reasonable excuse for absence.) Time missed due to absences deemed reasonable may
be made up at a time agreed upon between you and your preceptor.

3. Inadequate knowledge base. Knowledge base is a difficult thing to evaluate. Even if you come up with
a recommendation which could potentially place the patient at risk for harm, it is not grounds for failure as
long as you make the recommendation only to the preceptor. It is the responsibility of the preceptor to help
you understand why the action you recommended is inappropriate and to alternately explain to you what an
appropriate action would be. If you still do not understand after further discussion, try asking another
colleague to explain the concept. It is only when you regularly come up with inappropriate therapy
recommendations that your preceptor will begin to worry about your baseline database. The preceptors have
been instructed to intervene early in the practicum to share their concerns with you.

4. Behavior or communication problems. These problems account for the majority of calls we receive
from preceptors and students and often arise from inadequately communicated expectations on the part of
either preceptor or student. If you sense that something is wrong, first initiate a discussion about it with your
preceptor in a relatively private setting. During the course of such conversations, students usually find one of
the following scenarios is true:

* There is no problem. The preceptor is very happy with the student’s performance and the student
misinterpreted the preceptor’s cues.

* There is a problem but it has nothing to do with the student. The preceptor is experiencing a difficulty in
an area that is not associated with precepting.

* There is a problem and the preceptor has been trying to figure out how to approach the student about it.
In this scenario, the preceptor is often grateful that the student initiated the conversation.

* There is a problem and it is serious. The student will have to determine exactly what the preceptor’s
expectations are and meet those expectations.

In general, you should make the initial effort to solve problems by speaking directly with your preceptor as
early on in the rotation as possible. Be specific, straightforward, and tactful. Approach the conversation
collegially, e.g., “I think we may have a problem here and I really want to talk about it to understand your
point of view.” If you have tried to resolve a situation and feel you are getting nowhere, or if you feel
uncomfortable speaking with the preceptor, call us. There is also a section on the Site Evaluation where you
may communicate information about a site only to the Professional Education staff. None of the information
in this section will be shared with the preceptors.
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Appendix A: How To Do a Patient Workup

Clinical Drug Monitoring
Teresa A. O’Sullivan, Ann K. Wittkowsky

It’s your first clerkship. You followed the rules in the first chapter: contacted your pharmacist preceptor and
set up the time and place to meet. You put on your lab coat and student name tag, arrived at your site early,
and received your orientation. Your preceptor has just assigned you a patient and has left you on your own.
What do you do now?

1. Identify issues that need to be discussed with the patient.

You absolutely must talk with the patient. You will feel more comfortable interviewing the patient, however,
if you can determine some discussion issues. To do this, you will first want to scan the patient’s chart or
profile. Consider:

* The current medication list. You will find this on the patient profile or most recent medication
administration record (MAR). What medications has the patient been prescribed? What likely disease
states does he/she have?

e Compliance/Adherence (patient profile or most recent MAR). How often does the patient get his or her
chronic medications refilled? In an institutional setting you will want to glance at the MAR to see if the
patient has been receiving or refusing his or her medications.

* Disease state control (recent progress notes). Monitoring notes written previously by health care
providers will be useful in an institutional or clinic ambulatory setting. If you are at a community
pharmacy setting, however, you may not have extensive documentation of previous disease state control
available. Look for disease state monitoring data obtained through interview, physical examination, and
laboratory values. Well-written progress notes will include this information.

*  Cost (patient profile will contain costs; most recent MAR will not). Are any chronic medications high
cost? Is there any indication that lower-cost agents have not worked? The physician’s sample cabinet
facilitates initiation of high-cost brand name products without preceding trials of low-cost agents.

* Adverse drug effects (recent progress notes). Are there any medications which may have been prescribed
to treat side effects from other medications? When thinking about adverse drug reactions, you will find
the “prn” portion of an MAR useful, since prn medications are often given to combat side effects from
routinely scheduled medications. For instance, if the patient begins asking for a laxative shortly after
beginning opiate therapy for pain, you will suspect opiate-induced constipation.

To summarize: prior to interview you will want to look at the patient’s medication list in the chart or profile
in any setting, the MAR in an institutional setting, and any previous care notes which would tell you how
well the patient’s disease states are controlled.

Note: You will notice that the first step is to quickly identify discussion issues, not to read the patient’s chart
from one end to the other. This is because the most important source of information that will generate your
patient’s problem list is not the chart: it is your patient. If you have not seen very many patient charts, it will
be exceedingly easy for you to spend hours (literally) reading the chart, aimlessly writing down everything
you see, and not identifying what information in the chart is important and what is not. Only after the patient
interview can you use the chart information efficiently.

2. Interview the patient.

Now you need to obtain subjective information from the patient. This is the single most important step in the
database-building process. You need to make it a priority to interview every single patient assigned to you,
unless the patient is intubated or comatose.
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Before beginning the interview, introduce yourself and explain that your role on the health care team is to
optimize the patient’s drug therapy. Tell the patient you would like to ask him or her some questions about
his or her medication use. Ask if this is a good time (you can expect that your first few interviews will
probably take at least 10 minutes if the patient's drug regimen is simple, and longer if the regimen is
complicated. Don’t worry about how long it takes at this point! You will get faster with practice.) If the
patient is in a hurry, has visitors, or is going for a diagnostic test, schedule another time with the patient.

What information do you need to obtain? How can you make sure you gather that information completely
and consistently? Experienced clinicians use the Standard Organization for Patient History and Physical
Database (see Figure 1) as a mental “nudge” for directing the interview. You may choose to design your own
data collection form. Regardless of the data collection method you select, your pharmaceutical care database
must include detailed information about medication use.

Prescription Medications. Review all prescription medications that the patient is currently taking. For each
drug, note:

* Drug, dose, route, frequency, indication. Ask the patient to give his/her version of the indication.

* Efficacy. "Tell me how you know this medication is working for you."

* Toxicity. "Are there any problems you are having which you think may be caused by this
medication?" If the patient says "no", then probe by asking about a few of the most common side
effects.

¢ Compliance. "How often do you actually take this medication?" or “Tell me what interferes with
your ability to take the medication regularly.” What does the patient do if a dose is missed? Try to
verify if cost, dosing frequency, adverse effects, or personal beliefs are obstacles to the patient's
compliance. If your patient is able to state clearly how s/he ensures that all drugs and doses are taken
on time and as prescribed, then you will feel more comfortable trusting this self-assessment of
compliance.

* Medication management issues. How do you store your medications? Can you take the medication
easily? (e.g., tablet size can sometimes be a problem) How many physicians do you see? What's the
name and number of your pharmacy(ies)? How do you remind yourself to obtain refills? Is
transportation to the physician or pharmacy a problem? Inquire about technique and maintenance of
devices (such as spacers, peak-flow meters, blood pressure or blood glucose monitors) used to
facilitate drug delivery or monitor drug therapy. Have the patient demonstrate their inhaler use
technique to you.

Non-prescription Agents. These include over-the-counter (OTC) medications, herbal and other natural
remedies, vitamins and minerals, and non-drug therapy. Inquire about non-prescription agents used by the
patient using the “head to toe” Review of Systems approach that follows. In addition to gaining valuable
information about non-prescription agents the patient uses routinely or infrequently, you will also often
identify disease states which you may not have identified through your prescription medication portion of the
interview.
* HEENT: nose, ear, or eye drops; nasal inhalers; analgesics used for headache or sinus pain; dental
products.
* Respiratory tract: antihistamines, decongestants, OTC inhalers.
* GI: antacids, antiflatulants, antidiarrheals, laxatives, hemorrhoidal preparations.
* GU: urinary antibacterials; vaginal anti-infectives; usual amount of fluid consumed daily, what kind
of fluid (e.g., soda pop versus water versus “lite” beer).
e  Musculoskeletal: aspirin, anti-inflammatory agents, acetaminophen, or combination pain medications
* Dermatological: psoriatic, seborrheic, anti-infective, or analgesic topical preparations; corn/callus
pads or other foot care.
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* Hematological: consider iron, B12, folate.

* Overall/system-wide: insomnia or motion sickness medications; vitamins; herbal, homeopathic or
other alternative healthcare products. Ask about tobacco and alcohol use, noting favored product,
quantity, frequency, and duration of use. Ask the patient in a straightforward manner ask if he or she
ever uses non-prescribed drugs for recreational purposes. The patient may not be honest with you
about use, but they are more likely to be honest if you ask in a matter-of-fact manner.

Establish how often the medical problem occurs, if the non-prescription therapy works, and if it causes any
side effects. Inquire where your patient usually buys non-prescription products (i.e., is there a pharmacist or
other health care professional available there to answer questions about the products?) and how he or she
obtains answers to questions about non-prescription products.

After you have finished going over both prescription and OTC medications and non-drug therapy for
problems the patient may note, review with the patient the list of disease states that the patient appears to
have. Ask them what disease states or medical problems you have missed.

Inquire about allergies and adverse drug reactions (ADRs). For each drug that the patient states, obtain as
much of the following information as possible.

* Name of drug to which reaction occurred. Occurrence of similar reaction when drugs in same class
taken. Number of times the same drug was used prior to reaction, without adverse sequelae.

* Reason patient took drug. Likelihood of viral infection preceding drug use.

* Complete description of physical symptoms of reaction. Conduct physical assessment if ADR
currently in progress. Differentiate between hives and maculopapular rash.

* Timing of reaction versus administration of drug (e.g., "How soon after you took the drug did this
reaction happen?" "How many days or doses into therapy were you when this reaction occurred?").
Any information you can obtain about other medications that were started around the same time that
the reaction occurred may also be useful.

Level of general knowledge of disease state. Ask the patient if s/he can describe the disease (e.g., “Just to
give me an idea of your understanding of congestive heart failure, please describe what is happening.”)
Probe for understanding of the effects of overtreatment, undertreatment, or sporadic treatment of the disease
(e.g., “Tell me what long-term complications you may avoid if your blood pressure is lowered.”). Ask about
therapies used previously for each disease state. Note drug name, dose, frequency, duration of use, efficacy,
toxicity, and compliance for each medication previously used.

Overall attitude about medications and disease states. (e.g., “Tell me how you feel about medication use, in
general.” “How do you feel your medications impact your quality of life?””) These questions could give you
important tips about cultural and personal beliefs that may affect current or future drug therapy.

Patient height and weight. Obtain this verbally if you cannot measure the patient yourself or do not have
access to recent weight and height determinations made by other health care professionals.

3. Collect objective data.

* Conduct any physical examination necessary to test your drug-related problem hypotheses.

*  Check current and past laboratory data. Have there been any changes which might support drug efficacy
or toxicity?

* Review diagnostic tests to determine if any support drug efficacy or toxicity. These will also give you an
idea of the severity of the patient’s medical problems.

e (all the patient’s pharmacy if you have any questions about current prescription drug doses. You can
also ask about refill patterns to confirm compliance.
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If you would like to obtain information from an objective parameter that has not been ordered previously,
you will need to explain to your preceptor why this objective information will be helpful and cost-justified in
confirming your tentative pharmaceutical diagnoses. Be able to justify which tests or procedures must be
done immediately and which ones can be delayed until the emergent problem(s) is/are addressed.

4. Define current medical problems.

After you have collected both the subjective and objective data, you will need to make a list of all the
patient’s current medical problems—those problems that the patient is experiencing or being treated for at
this time. These medical problems should be numbered and placed in order of importance starting with the
medical problems needing the most immediate attention (you will need to justify to your preceptor why they
need immediate attention) and ending with the problems that can be addressed later. When you have done
this, you can move on to step #4.

5. Determine the therapy goals for each of the patient’s medical problems.

You must determine a goal for each medical problem for which the patient will receive drug or non-drug
therapy. Trying to solve a problem without first setting a therapeutic goal is similar to getting into a car and
starting to drive before you decide where you want to go. You will waste a lot more time and fuel than if you
plan your destination and check the route before getting into the car. The four primary goals for therapy
include:

* Cure a disease (e.g., infection)

* Eliminate or reduce a patient's symptoms (e.g., pain control, congestive heart failure)

* Arrest/slow disease process (e.g., diabetes, high cholesterol to reduce risk of coronary heart disease)
* Prevent a disease or other unwanted condition (e.g., immunization, contraception)

You (and the patient!) will have other secondary goals. Attaining these will maximize your ability to attain
the primary goals. Secondary goals include:

* Avoidance of adverse effects
* Convenience

* Cost-effectiveness

* Education of the patient

For each goal, you need to determine a measurable endpoint specific to the patient. The endpoint can be
objective (e.g., measuring the blood pressure of a patient with hypertension) or subjective (e.g., having the
patient self-rate their cancer pain using a pain scale). You must use the same method of endpoint
measurement each time you test for goal attainment in order to ensure comparability of the measurement
with past measurements. As you tailor your goal to your patient, remember that the goal must be reasonable.
For example, it is probably not reasonable to set a goal of “no pain” for a patient with severe rheumatoid
arthritis. Instead, you will try to decrease the pain to a level where the patient can perform most of the
necessary activities of daily living.

You have now collected and organized the patient’s subjective and objective data, and determined the
patient’s medical problems and the goals for those problems. You are now ready to determine and address
your patient’s drug-related problems.

6. Justification: Analyze the subjective and objective data to determine your patient’s drug-related
problems.

You will have learned about drug-related problems (DRPs) in your pharmacy school curriculum (Appendix

C contains one example). To help identify whether or not your patient has any actual or potential drug-

related problems, ask yourself the following questions about each of the medications:
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e Is the treatment working? If the answer is “no,” there could be several explanations: undercompliance,
drug ineffectiveness, a dose that is too low, or a drug interaction that has led to a lower than desired
serum drug concentration.

e Is the treatment causing toxicity? Could any of the medical problems be drug-induced? Are any
abnormal laboratory values drug-induced?

* Are the doses correct? Consider the patient’s age (especially pediatrics and geriatrics), weight, renal and
hepatic functions, dosing schedule, and dosage form (regimen convenience, possible need for sustained
release products, cost effectiveness).

* s the patient taking the medications as prescribed? Is there evidence of non-compliance, overuse or
underuse by the refill patterns as indicated by your computer? If “yes”, try to find out why (confusing
regimen? cost? side effects? personal or cultural beliefs about the medication or disease states? presence
of interacting drugs?).

e Is the regimen cost-effective? Is there any medication that the patient is taking for which there is a lower-
cost alternative? If so, has that alternative already been tried? If the alternative has been previously used,
was the dose maximized? Are all medications covered by the patient’s insurance company? Is there any
evidence of therapeutic duplication? Could more than one of the patient’s medical problems be treated
with one drug?

* Are there any contraindications to be considered? If the profile indicates prior allergies, the current
regimen should be screened for possible cross-reacting drugs. If the patient is receiving a potential cross-
reacting drug without deleterious effect, this needs to be noted for future therapeutic consideration.
Consider and inquire about the possibility of pregnancy in women of child-bearing age who are not using
oral contraceptives and who are to receive a medication that could adversely affect a fetus.

*  Are there any drugs prescribed for the patient with no apparent indication? If the answer is “yes”, either
you have failed to identify one of the patient's medical problems, you have overlooked an unusual use of
a drug specific to this patient, or you have identified a possible inappropriately prescribed drug. You
should investigate further and make necessary interventions.

* Are there any medical problems (diagnoses) identified by the prescriber or you for which no drug
therapy has been prescribed? If the answer is “yes,” it may be appropriate (e.g., a patient with Type II
diabetes who has been able to achieve acceptable blood glucose control with diet alone). On the other
hand, perhaps you failed to identify a drug that was prescribed for the patient, you misunderstood the
indications for a drug that you thought was being used for something else or the prescriber has
inadvertently forgotten to order something for that patient. You should investigate further and develop a
plan for any necessary interventions.

Using the questions above, you should develop a list of drug-related problems. Each drug-related problem
should correspond to one of the medical problems. It is helpful to write the lists alongside each other.
Appendix C contains a list of drug-related problems.

In addition to determining the drug-related problems, you must also be able to justify why you think they
exist. What signs and/or symptoms led you to suspect the drug-related problem? Be able to defend the
existence of problems you detect.

7. For each drug-related problem, identify all reasonable therapeutic alternatives.
Consider various drug classes and non-drug therapy as you think about the different ways you could go about
solving each drug-related problem. For each therapeutic option, determine:

* the evidence for efficacy

* the likelihood and severity of adverse medication effects

* the number of daily doses

* the impact (either positive or negative) of the option on the patient’s other diseases
* the cost relative to the other agents.
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You will have learned much of this information in your therapeutics class series, but you may have forgotten
some of it so plan to do a lot of re-reading during your clerkships. Additionally, you should make it a
practice to search the primary literature regularly to determine the most effective treatments. The ability to
clearly summarize the most recent evidence supporting (or disputing) each treatment option will allow you to
provide the best care possible for your patient. Your preceptor will query you extensively about the
therapeutic alternatives for your patient, so do not neglect this important step!

8. Choose and individualize the best therapeutic option.

If you have done a good job collecting and evaluating the benefits and hazards of each of your therapeutic
options, then choosing the most reasonable therapeutic option should be easy. You must then individualize
that option to fit the characteristics of your patient. This is where knowledge about height and weight (for
pharmacokinetic dose considerations), concomitant diseases and medications (for drug-disease and drug-drug
interactions), and compliance history (to determine frequency of doses) will be vital. If your plan includes
drug therapy you will need to specify the drug, dose, route, frequency, and duration of therapy. All drug and
non-drug plans should include some degree of patient education.

9. Design a monitoring plan for efficacy and toxicity.

After choosing a therapeutic regimen, you will need to design a plan that allows you to see if the drug or
non-drug therapy works, and if it causes any problems. Your plan should be specific. You need to think
about exactly what will be measured, who will do the measuring, how often it will be done, when you will
worry, and what your backup plan will be. You need to be able to defend to your preceptor your choice of
what you measure and how often you measure it. This will be easy if the monitoring parameter is cheap,
quick, and noninvasive, but more difficult for expensive, lengthy, or invasive measures.

10. Document your decision-making process.

It is professionally unacceptable and legally dangerous to provide care for a patient and not record your care
decisions and the reasoning behind those decisions. Your clerkships are valuable experiences in this way
because you have enough time to gain the practice you need to produce a brief yet informative note in a short
amount of time. Appendix D contains a structured method for evaluating documentation notes.

36



An Example

Scenario: You are a pharmacy student on your first day of practicum at a community pharmacy. Mr. Smith,

a 68 year-old gentleman who has been a patient this pharmacy for several years, enters the store and presents
a prescription for Coumadin 2mg #30, i po qd. Your preceptor asks you to take care of Mr. Smith. You have
available to you Mr. Smith, his pharmacy profile, and a sheet of his laboratory values, which your preceptor

has trained him to bring every time he comes to the pharmacy. What follows is the history and physical data

that you are able to obtain, your assessment of Mr. Smith’s situation, and your chart note.

FIGURE 1. PATIENT HISTORY AND PHYSICAL DATABASE
ID: 68 year-old male
CC: needs increase in warfarin dose due to decreased efficacy of past dose

HPI: Takes warfarin daily for DVT prevention. INR today was 1.5 so physician has decided to increase his
warfarin dose from Smg po qd to 7mg po qd.

PMH:

* DVT, 2 months ago

* hip replacement surgery, 3 months ago

* atrial fibrillation, single episode 4 years ago; currently in NSR
e CHF, diagnosed 7 years ago

* COPD, diagnosed 5 years ago

* anterior MI, 14 years ago; no current chest pain

DH:

prescription medications:

e warfarin Smg po qd x 2 months (DVT; same dose since discharge from hospital 2 months ago)
e digoxin 0.25mg po qd x 7 years (CHF)

* ipratropium 2 puffs QID x 9 years (COPD)

e albuterol 2 puffs QID x 9 years (COPD)

OTC medications:

multivitamin with iron and minerals, i po qd x 7 months

psyllium i scoop in glass of water for constipation, daily x 4 years

bismuth salicylate 4 tablespoonfuls prn diarrhea (took 1 dose twice in the past year for stomach flu)
alfalfa tabs 2-3 qd for health; friend recommended this to him about a month ago

garlic capsules 1-2 qd for “flu prevention;” friend recommended this to him about a month ago

Medication refill records indicate that he obtains refills on time; he obtains all prescription and OTC
medications from this pharmacy; he bought alfalfa tabs and garlic capsules at health food store.

Recreational drug use.
40-pack year smoking history: quit 2 years ago
Occasional alcohol use: 1-2 drinks/week; no recent change in that amount

Allergies: denies history of medication or environmental allergies.

FH: father died of AMI at age 54
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SH: retired; lives with spouse who assists with medication management at home; denies any changes in
ingestion of vitamin K containing foods

ROS: no current complaints

lungs: clear sputum, no spells of coughing recently; denies shortness of breath (SOB), dyspnea on exertion

(DOE), paroxysmal nocturnal dyspnea (PND), sleeps with one pillow; is comfortable walking short distances

(no change from 3 months ago)
CV: denies chest pain

skin: denies bleeding or bruising
GI/GU: stools dark brown; urine clear, yellow, denies blood

PE:

5’107, 80 kg today (usual weight)

HR: 85, regular rhythm BP: 135/82 RR: 20 temp 37.2
No bruising found on arms, legs, or face.
Pertinent Labs:

8 weeks ago
today 2 weeks ago 4 weeks ago 6 weeks ago (at discharge) | 8 weeks ago
INR: 1.5 INR: 1.9 INR: 2.4 INR: 2.6 INR: 2.3 Alb: 4.5
Current medical problems Goal of therapy Measurable endpoint

1.recent DVT

prevent recurrent thromboembolism

therapeutic INR

2.CAD prevent angina and M1 no anginal episodes
3.CHF symptom control no episodes SOB, edema, PND
4. COPD symptom control no DOE, SOB, PND

Current drug-related
problems

Justification

Therapeutic alternatives

la. underanticoagulation
(wrong dose? drug
interaction?)

Subtherapeutic INR

Possible causes:

* Diet (no recent change)

* EtOH (patient denies)

* Underlying disease state change
(no evidence to support)

* Drug interaction (recent addition
of natural product which contains
varying amounts of Vitamin K)

e Compliance (no evidence of
noncompliance)

* increase warfarin dose
(problematic considering
inconsistent amount of
vitamin K in alfalfa tablets)

¢ discontinue (D/C) alfalfa

* heparin (prolonged heparin
use would be more expensive
than warfarin; short-term
LMW heparin use might save
cost of ultrasound to check
for clot formation)

2a. inadequate MI
prophylaxis
(needs drug?)

Current AHCPR guidelines
recommend aspirin and
beta-blocker for all patients post-MI
unless contraindicated

* ASA 81mg po qd (lower
dose will minimize risk of
bleeding)

e ASA 325mg po qd

* beta-blocker (contraindicated
secondary to CHF + COPD)

3a. inadequate CHF and
post-MI mortality benefit
(needs drug?)

Current ACC/AHA guidelines
recommend ACEI for all patients
with CHF; SAVE, AIRE, and

* ACE inhibitor
* angiotensin receptor
antagonist
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reduce mortality

TRACE trials support use post-MI to

4a. COPD overmedicated 1995 study conducted in the * D/C albuterol (preferred due
(wrong drug?) Netherlands showed increased costs to CHF)
and no additional benefit of two * D/C ipratropium

bronchodilators over one alone

Recommendation

Monitoring Plan

1. anticoagulation

D/C alfalfa tablets.

Start enoxaparin 80mg (Img/kg) SQ q12h. D/C
when INR >2.0.

Continue warfarin at current dose. Instruct
patient to self-administer SQ medication.

Return for INR check in 5 days

Patient to self monitor for signs/symptoms
(S/S) of DVT: calf warmth, tenderness or pain.
Patient to call provider immediately if
experiences chest pain or SOB.

Patient to self-monitor for S/S minor,
moderate, and major bleed: visual check for
gum, urine, stool, skin bruising, epistaxis.

2

. MI prophylaxis

ASA 81mg po qd

Patient to self-check for bleeding as noted
above. Stool guaiac in 3 months.

3. CHF/post-MI mortality benefit

lisinopril Smg po qd; first dose at bedtime;
titrate dose upward weekly to maximal doses
(20mg po q12h) as tolerated per BP and serum
creatinine (SCr).

Check BP in one week (goal SBP 100-120)
Check SCr now for baseline and again in one
week.

Patient to self monitor for and report
dizziness/lightheadedness and any increase in
coughing frequency.

4.COPD

D/C albuterol

Patient to self-monitor for and report any
increased incidence of SOB, DOE, PND
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Today’s date and time.

Pharmacy note regarding anticoagulation and other drug therapy for 68-year old white male.

S:

Pertinent medical history: DVT, 2 mos ago; CHF x 7 yrs; COPD x 5 yrs; anterior MI, 14 yrs ago

ROS: denies coughing, SOB, DOE, PND, chest pain, bleeding or bruising, blood in stool or urine

occasional alcohol use: 1-2 drinks/week; no recent change in that amount

denies any changes in ingestion of vitamin K containing foods; has taken alfalfa tabs 2-3 qd x ~1 mo
per friend’s advice (for general health)

5’107, 80 kg today (usual weight) HR: 85, regular rhythm BP: 135/82 RR: 20

No bruising found on arms, legs, or face.

INR: 1.5, today; 1.9, two weeks ago; 2.4, four weeks ago; 2.6, six weeks ago; 2.3, at discharge eight
weeks ago

Pertinent prescription medications: warfarin Smg po qd (same dose x last 2 mos), ipratropium 2 puffs
QID, albuterol 2 puffs QID

. INR =< 2.0 associated with 1 risk of recurrent DVT. Addition of alfalfa coincides with | INR control.

D/C of alfalfa preferable to increasing warfarin dose since varying vit K tablet amount confounds
dose titration. Since patient shows no signs/symptoms of acute DVT, addition of outpatient
enoxaparin for a few days until INR in therapeutic range would be more cost-effective than admission
to hospital to watch for recurrent DVT.

. Suboptimal CHF and post-MI mortality benefit. Addition of aspirin for CAD and ACE inhibitor for

CHF and post-MI associated with | mortality. Beta-blocker use also associated with |, risk of
subsequent MI but is relatively contraindicated in this patient because of CHF and COPD.

. Dual bronchodilator therapy not superior to single-bronchodilator therapy for COPD (Am J Resp Crit

Care Med 1995;151:975). Ipratropium preferred over albuterol in this patient due to CHF.

. D/C alfalfa tabs. Start enoxaparin 80mg SQ q12h. D/C when INR = 2.0. Continue warfarin at current

dose. Teach patient how to self-administer SQ medication. Return for INR check in 5 days. Instruct
patient to self monitor and report: calf warmth, tenderness or pain; chest pain or SOB; excessive
blood in gums, urine, stool, nose, dermis.

. Start: ASA 81mg po qd; lisinopril Smg po qd; first dose at bedtime; titrate dose up by Smg qweek to

max 20mg po qd as tolerated per BP (# in 1 wk; goal: SBP 100-120) and SCr (# today and in 1 wk).
Patient to report any dizziness or | coughing.

. D/C albuterol. Patient to report any 1 in SOB, DOE, PND.

Pharmacist’s Signature
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Patient History and Physical Database Format
ID (Identifying information): age, race, gender.

CC (Chief Complaint): a one-phrase description of the patient's reason(s) for seeking medical and or
pharmaceutical care and/or identification of the probable diagnosis.

HPI (History of the present illness): Summarize the events which led to the patient’s decision to seek care.

PMH (Past medical history):

*  Brief summary of medical problems not presented in the HPI.

* Organized by "problem" in order of most importance to least importance. This may be a different order
than the physician uses. The importance to you is based upon the need for drug therapy monitoring.
Number or bullet each medical problem to enhance organization.

* Indicate the date of onset or duration of each problem and the current status of the problem.

DH (Drug History): Some data may be obtained from the chart, but the majority will be obtained by

interviewing the patient. The drug history includes:

* name, dose, frequency, reason for taking the medication, duration of use, efficacy, toxicity and indication
of all prescription, OTC, and herbal medications that the patient has taken over the past month.
$ all drug indications should be reflected in the past medical history.
$ identify name/phone number of pharmacy + medication management issues

* medications previously used for the medical condition and reasons why they were discontinued.

* recreational drug use. This includes history and current use of tobacco, ethanol, and illicit drugs.

e allergies or contraindications for drug use. Allergy history should include a description of the allergic
reaction.

e compliance/adherence: assess the patient's comprehension of drug therapy, knowledge of side
effects/toxicity, compliance to drug regimen (including reliability), compliance aids, and needs for
further intervention; note any language or disease state barriers to compliance

FH (Family History): genetic predisposition or occurrence only of relevant diseases in other family
members.

SH (Social History): includes information regarding living situation, support systems, lifestyle, employment,
and work environment (risks/chemical exposure) which may affect drug therapy.

ROS (Review of Systems): This is a subjective review of bodily systems as voiced by the patient during
your interview of the patient.

PE (Physical Examination): This is an objective review of bodily systems you obtain during the examination
of the patient. At the very least this should include vitals (heart rate, blood pressure, respiratory rate,
temperature), weight, and height

Lab (Laboratory Data): Obtain all labs pertinent to the problem list. At a minimum report the baseline 7
labs (Na, K, CI, CO,, glucose, BUN, and Cr), CBC (WBC/diff, Hct, and platelets), liver function tests (AST,
ALT, alk phos, total bili, albumin, and PT are reasonable indicators of metabolic capacity). If the patient is
febrile and/or an infection is suspected, report gram stains and C&S findings.

Other relevant diagnostic tests: e.g., CXR, EKG, CT, LP, etc.

Brief summary of course (if you followed the patient over time).

Your work-up:
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List of current medical problems and medications that are being used routinely or frequently (omit
mention of prn medications that are not being used, since this information is extraneous and a waste of
time to report).

Current drug related problems, including justification of why you think the problems exist.

Goals for therapy, therapeutic alternatives, recommendations, monitoring plan, backup plan for each
drug-related problem.
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Appendix B: Drug Use Evaluation or Quality Assurance Assessment

A DUE is a tool used to examine some aspect of drug use. It’s essentially a small study that you do at your
worksite. DUEs provide a logical format to determine answers to various questions that arise over how drugs
are used or what effects they produce. For the DUE, you will need to either bring one that you’ve already
done or else put together a DUE proposal. A proposal contains the following elements:

1. The background. In the background you need to identify a focused clinical question, and clearly explain
why answering it is important to your site. Examples of focused clinical questions are:

How often are your institutions treatment guidelines followed? (see a fascinating and sobering article in
JAMA 1997;278:1745-8 for an example of how this was done on a large scale)

What is the incidence of a specific toxicity associated with use of a particular agent or group of agents in
your institution?

What is the incidence of non-formulary medication use at your institution?

How appropriate is prescribing dosing, frequency, and/or duration for a given medication at your
institution?

What is the sensitivity and specificity of a drug monitoring device?

How often are performance goals for your department met?

2. The methods. In this section you should:

Define measurable and objective outcomes (called “indicators”) that will allow you to answer your
question. “Measurable” means that there must be some reasonable method to gather the data. “Objective”
means that the data must be reliable i.e., different individuals collecting data would end up with the same
data.

Determine your sources and collection method for obtaining your measurable outcome data (chart
review, computer searches, and questionnaires are 3 commonly-used sources of indicator data).

identify who will collect the data, how often it will be collected, the time period over which it will be
collected, who will process the data, and what person or committee will review the reports to generate
policy recommendations.

3. The results. Only if you actually did the DUE.

4. Discussion. Only if you actually did the DUE.
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Appendix C: Drug-related Problems

Drug needed

Drug indicated, but not prescribed: A medical problem has been diagnosed, but there is no indication
that treatment has been prescribed (although treatment may not be needed).
Correct drug prescribed, but not taken (non-compliance)

Wrong drug

Inappropriate drug prescribed (no apparent medical problem justifying the use of the drug, not indicated
for the medical problem for which it has been prescribed, medical problem no longer exists, duplication
of therapy, less expensive alternative available, drug not covered by formulary, drug not available for
other reasons)

Failure to account for pregnancy status, age of patient, other contraindications.

Incorrect OTC self-prescribed by the patient

Harmful recreational drug use

Wrong dose

Prescribed dose too high (includes adjustments for kidney and liver function, age, body size)
Correct prescribed dose, but overuse by patient (over-compliance)

Prescribed dose too low (includes adjustments for age, body size)

Correct prescribed dose, but underuse by patient (under-compliance)

Incorrect, inconvenient or less than optimal dosing interval (consider use of sustained release dosage
forms)

Adverse drug reaction

Side effects

Allergy

Drug-induced medical problem
Drug-induced laboratory change

Drug interaction

Drug-drug interaction
Drug-disease interaction
Drug-food interaction
Drug-laboratory test interaction
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Appendix D: Documentation Note Evaluation Form

Element

Yes or No, plus Comment

date, time?

identification of pharmacy note?

one phrase overview of reason for note?

Subjective/Objective Information

enough information to support assessment statements?

only information directly pertaining to assessment
included ? (i.e., no extraneous information)

Assessment

clear identification of problem?

logical reasoning supporting existence/importance of
problem?

identification of reasonable goals for therapy?

list of reasonable therapeutic alternatives, with benefits
and/or hazards of each?

Recommendation

one recommendation clearly stated?

therapeutic recommendation complete/detailed? (i.e.,
drug, dose, route, frequency, duration of therapy)

detail of patient education content and comprehension?

plan for monitoring complete for both efficacy and
toxicity? (what will be monitored, who will monitor,
how often monitoring will occur, when therapeutic
improvement or goals should be reached)

justification for expensive/involved medication plan?

brief identification of backup therapeutic
recommendation if primary plan fails?

Closing

closing statement, if appropriate?

legible signature, printed ID (e.g., RPh, Pharm.D.,
pharmacist), contact information if appropriate?
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Appendix E. University of Washington Indemnification Policy
The official policy of the University of Washington is as follows:

“...the University will provide legal defense, indemnification, and protection from any expenses connected
with the defense, settlement or payment of monetary damages related to actions, claims or proceedings
instituted against... students while acting at the direction or specific request of the University in the course of
responsibilities imposed by approved programs of the University.

Provided, that the above provisions will not apply to actions, claims or proceedings arising out of acts taken
in bad faith. The following are examples of types of conduct which will normally be deemed to have been
taken in bad faith: (1) The act was committed with the willful intention of causing injury or harm, or was
reckless or malicious in nature. (2) The act was committed in willful violation of law or University
regulations. (3) The act was committed while under the influence of alcohol or a controlled substance.”

This policy has been established according to the requirements of RCW 28B.20.250,253,255, and RCW
69.50.101.
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Appendix F. The University of Washington Sexual Harassment Guidelines

The University of Washington is committed to protecting the rights and dignity of each individual in the
University community and prohibits all forms of sexual harassment. Sex discrimination in the form of sexual
harassment, defined as the use of one’s authority or power, either explicitly or implicitly, to coerce another
into unwanted sexual relations or to punish another for his or her refusal, or as the creation by a member of
the University community of an intimidating, hostile or offensive working or educational environment
through verbal or physical conduct of a sexual nature, shall be in violation of the University’s human rights
policy (University Handbook, Vol. IV, p.44).

Sexual harassment includes any unwanted sexual attention such as:

e sexually suggestive looks or gestures

* sexual teasing or jokes

* pressure for dates

e attempts to kiss or fondle

* unwanted touching

* requests for sex in exchange for grades, promotions, references, or salary increase

Gender-based conduct severe enough to create a hostile environment includes:
* demeaning comments based on sex

* repeated work assignments based on gender stereotypes

* sexual bantering at the office or site

Are you afraid that

* you misread the initiator’s actions?

* your own behavior motivated the harasser’s behavior?

e people will think you asked for it?

* you will be demoted, discharged or treated as a trouble maker if you complain?

The above fears are often expressed by people who experience unwanted sexual advances. You are not

alone! Don’t let these fears stop you from seeking help. You have a right to a harassment-free work and

educational environment. The University prohibits retaliation against any party for participation in the

University’s complaint process. (UW Operations Manual D46.3) Federal and state laws provide similar

protection.

If you think you are being sexually harassed, tell the practicum director, the UW Ombudsman (Lois Price-

Spratlen at 543-0283), or the University Complaint Investigation and Resolution Office (616-2028) what

happened. Talk to other students or coworkers to see if they have had similar experiences.

* Don’t delay. Pay attention to cues or comments and address unwanted conduct immediately.

* Say no. Tell the harasser that the behavior is unwanted and you want it stopped.

* Keep a record. Should the harassment continue, keep track of dates, times, places, and statements. This
information can be used to support a complaint.

After reviewing your situation, University representatives can provide you with options for dealing with the harassment.

The options range from suggestions on how to discourage the harasser yourself to making a complaint. The

Ombudsman or Human Resource Representative may speak informally with the harasser and the harasser’s supervisor

in an effort to correct the situation and prevent retaliation. The University will carry out a thorough investigation,

protecting the rights of both the person complaining and the alleged harasser. The University has been very successful

in resolving sexual harassment complaints.
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Appendix G. Pharmacy Care Definition, Practice Foundations, and Ability-based
Outcomes

University of Washington School of Pharmacy

Care Definition, Practice Foundations, and Ability-Based Outcomes

“The pharmacist graduating from the University of Washington School of Pharmacy
promotes the health and well-being of individuals and the public through the provision
of care that is accessible, compassionate, comprehensive, consistent, continuous,
competent, credible, discerning, ethical, innovative, and integrative.”

Introduction

In August 2004 Dean Sid Nelson formed the school’s Curricular Review and Planning Committee (CRPC)
and charged it to guide and facilitate the faculty in the development and implementation of a professional
pharmacy curriculum leading to an outstanding practitioner graduate.

The CRPC began its task by gathering information regarding the methods of curricular construction in general
and opinions regarding a modern pharmacy curriculum specifically. We decided to follow a “top down”
model of curricular development by first defining in a sentence the care we expect our graduates to provide.
We then expanded that idea into a philosophical foundation for modern pharmacy practice.

Finally, over several months the committee strove to devise ability statements that are clear and
understandable; direct and explicit in meaning; reflective of current philosophies, actions and intentions;
written in short, simple sentences that state only one thought; and are quantifiable and measurable.' The
resulting abilities will form the basis for measuring curricular outcomes and are derived from the care
definition and foundations previously developed. Two important questions were continually asked and
answered in the development of each statement in the document:

*  Does the statement reflect what we want all graduates to be able to do?

* Does the statement reflect other important sets of practice philosophies and outcomes, such as the
Institute of Medicine Competencies, CAPE Outcomes, Accreditation Council for Pharmacy Education
Standards and Guidelines, etc?

Ability statements are, by definition, more specific, measurable, terminal objectives which, when achieved,
enable graduates to practice pharmacy as envisioned in the sections dealing with the definition of care and
practice foundations.

When possible the committee tried to simplify. If an ability statement seemed generally well understood we
provide less detail. Several abilities can and should go into several categories; however, to reduce replication,
the ability was placed within its most germane area. Some abilities are so broad and overarching that we
placed them into the “general competency” category. It can be argued that most of the general abilities
should be present before admission to the program. There is no order or hierarchical effect in the way these
abilities are written. Putting them on paper requires us to write one before another, but this does not imply
that the first needs to be mastered first or that it is more important.

The result of this deliberative, inclusive process is a living, breathing document titled Care Definition,
Practice Foundations, and Ability-Based Outcomes, that is expected to be subject to thoughtful evolution.
There are four primary sections in the document: % a definition of the care provided by UW SOP pharmacy

! Daum KM, Berman MS, Boltz RL. Outcomes Assessment Resource Guide for Schools and Colleges of Optometry.
http://www .opted.org/publications_outcomesguide.cfm. Assessed November 9, 2005.
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graduates, & concepts and principles that form the foundation of the practice of these pharmacists,' general
abilities that all graduates should be able to perform, and ( professional abilities that all graduates should be
able to perform.

The importance of carefully defined abilities is that they help to guide the core curriculum. We have begun to
“map” or identify all courses, experiences, admissions policies, orientations processes, etc., with the abilities
to eventually document student achievement of the abilities. These abilities can be further defined so that
each academic year (as well as orientation and admissions processes) has a set of abilities to direct that year’s
curriculum and activities. The further defined abilities should be written so that the courses and activities
build on each other. Abilities can be used to assure that students are ready to progress to subsequent levels of
a program, e.g., from the third year to clerkships.

Achieving good statements to define the outcome of a process is a critical step in the successful management
of our School, program, courses, and students. Basic competency statements are statements of the outcomes
of a professional program. These ability statements then are the objective of our curriculum. They are the
desired endpoints or achievements of the activity. Assessment and success of the School, the program, the
courses, and the students will be measured against these abilities.

Are these abilities achievable by all students? Most members of the CRPC believe so. Most members believe
that designing a curriculum using explicit outcomes assures better student mastery of activities. An abilities
based curriculum is the basis for continuous quality improvement and is a critical step in the evolution and
success of the profession. We believe the school has the opportunity to “lead the nation in professional
education by restructuring our curriculum in collaboration with the health professions community using a
comprehensive plan for continuous professional development to better prepare students as innovative,
entrepreneurial and compassionate practitioners who manage complex therapeutic drug regimens, develop
and provide services that improve public health, and develop and manage drug therapy programs and
systems that improve patient safety.”

The UW SOP Practice Foundations®

Pharmacists are vital members of the health care system and are able to:

*  Commit to care for and care about patients.

* Develop and maintain an in-depth knowledge of biomedical, sociobehavioral, administrative, regulatory,
and clinical sciences.

* Apply evidence-based therapeutic principles, evolving sciences, and emerging technologies to
contemporary pharmacy practice to provide patient care.

Operating within the above framework, pharmacists bring unique contributions of pharmacy practice to
health care and have the ability to manage medication therapy and to be accountable for patients’ therapeutic
outcomes. In doing so, they communicate and collaborate with patients, caregivers, health care professionals,
and qualified support personnel. In their work with patients, practitioners, and others involved in providing
care with patients, pharmacists are recognized as experts regarding medication use. The UW SOP will
prepare pharmacy graduates to:

* Provide patient-centered and population-based care that optimizes medication therapy, including the
measurement and assurance of medication therapy outcomes.

* Design and oversee safe, accurate, and timely medication distribution systems.

* Manage health care system resources to improve therapeutic outcomes.

*  Promote health improvement, wellness, and disease prevention.

% Nelson S. School of Pharmacy’s Vision and Aspirations for the next Five Years. Report to President Emmert, January 2005.
8 Adapted from the Joint Commission of Pharmacy Practitioners (JCPP) Future Vision of Pharmacy Practice 2015, February 2005
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* Be the most accessible primary care provider, helping patients determine and access appropriate self-care
and triage patients needing additional care.

The UW SOP General Abilities*

To be capable of the above the UW SOP pharmacist has several general abilities. These abilities are not
mutually exclusive; each ability informs the others.

Thinking, Problem Solving, and Decision Making

The UW SOP pharmacist can think critically and creatively, make compassionate, informed, rational,
responsible decisions, and solve complex problems within scientific, social, cultural, legal, clinical,
economic, and ethical contexts, even in situations of ambiguity. Our pharmacist can retrieve, analyze, and
interpret the scientific, professional, and lay literature.

Communication

The UW SOP pharmacist can appropriately inform, educate, and motivate using a variety of methods and
media with clarity, sensitivity, and accuracy. Our pharmacist is able to read and listen effectively using
appropriate  communication practices to identify and manage problems and conflicts and to foster
collaborative decision-making and quality health care.

Leadership, Innovation and Advocacy

The UWSOP pharmacist initiates or contributes to positive change on behalf of patients and the profession.
Our pharmacist works collaboratively with patients, health care providers, professional and community
organizations and others to promote the health, safety and welfare of individuals and populations, as well as
the advancement of the profession. Our pharmacist exerts influence in order to achieve goals through
consensus and compromise and is visionary, innovative, persistent, flexible and willing to take risks. Our
pharmacist also demonstrates commitment, citizenship, stewardship, and engagement beyond the pharmacy
community.

Social Awareness

The UW SOP pharmacist participates in efforts to help individuals and to improve society and the health care
system through respecting autonomy, diversity, values, beliefs, and ethics. Our pharmacist places health care
and professional issues within appropriate historical, cultural, social, economic, scientific, political, legal and
philosophical frameworks, and demonstrates sensitivity and tolerance within society.

Professional Conduct and Demeanor

The UW SOP pharmacist acts ethically and responsibly, with integrity, compassion, empathy, and respect.
Our pharmacist accurately self-assesses behaviors and conduct, and seeks, accepts and applies constructive
feedback.

Professional Development

The UW SOP pharmacist is responsible for assuring professional competence by self-assessing learning
needs and designing, implementing, and evaluating strategies to promote quality health care and career
growth.

4 Adapted from ACPE CAPE Advisory Panel on Educational Outcomes, November 1998.
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Professional Aesthetics

The UW SOP pharmacist practices in a manner that optimizes quality, beauty, balance, grace, and efficiency.

The UW SOP Professional Abilities

Patient Care

The UW SOP pharmacist provides care in collaboration with patients, caregivers, prescribers, and other
members of an interprofessional health care team based upon evidence and sound therapeutic principles. In
providing care, our pharmacist respects the needs of individuals and populations by incorporating relevant
professional, legal, ethical, biopsychosocial, cultural, educational, aesthetic, and economic factors that may
impact therapeutic outcomes. Our pharmacist provides care within a patient-centered evidence-based

practice.

I.  Establish professional relationships with patients, caregivers, prescribers, and other members
of the interprofessional health care team.

Il. Formulate, implement, evaluate, and revise patient care plans.

A. Gather and organize all appropriate patient or drug-related information that will generate a new or
revised care plan.

1.

Identify the patient’s primary complaint(s) and reason(s) for seeking medical care.

2. Interview the patient and caregiver to obtain a health and medication history and any other
pertinent information.

3. Identify patient attitudes toward taking medication, health-related behaviors and modifications,
and therapeutic outcomes.

4. Identify relevant information in the patient profile, medical record, or other documents.

5. Perform or order appropriate objective assessments.

6. Identify signs or potential indicators of drug misuse, abuse, failure, or therapeutic success.

B. Evaluate the data to identify successful health outcomes, or actual or potential drug therapy

problems.

1. Determine accuracy of patient allergy and adverse event history.

2. Evaluate laboratory test results and pharmacokinetic data.

3. Evaluate information obtained from the patient interview, history, and physical assessment.

4. Assess patient’s concordance with the patient care plan.

5. Evaluate signs or potential indicators of drug misuse, abuse, failure, or therapeutic success.

6. Assess the patient’s therapeutic management to determine the extent to which medical

conditions are prevented or treated.

C. Formulate and implement the patient care plan in collaboration with patients, their caregivers, and
other health care professionals.

1.
2.

Apply relevant literature needed to develop or revise an appropriate, comprehensive care plan.

Integrate knowledge to design patient-specific care plans.

a. Apply knowledge of disease pathophysiology.

b. Apply chemical, biochemical, pharmacological, pharmacokinetic and pharmacotherapeutic
principles.

c. Consider psychosocial aspects of illness and health in the management problems related to
therapy.

d. Apply basic principles of wellness to reduce adverse health events and promote quality of
life.
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D.

e. Interpret evidence based on populations to individualize care for the specific patient.

3. Identify pharmacotherapeutic outcomes and endpoints of therapy that incorporate the
recommendations of the providers and payers while maintaining respect for the patient’s
wishes.

4. Initiate and modify appropriate drug and non-drug therapy as part of the care plan.

a. Delete or add medications or change dose, dose form, route, frequency, or duration based
on patient-specific concerns, and pharmacokinetic, pharmacodynamic, and pharmaco-
economic principles.

b. Recommend non-drug therapy, medical goods and devices, or complementary therapies that
benefit the patient.

c. Minimize or avoid drug interactions, adverse effects, and contraindications associated with
the recommended care plan.

Assess the efficacy of the patient care plan and revise as necessary.

Communicate and collaborate with patients, caregivers, health care providers, and others to
improve patient care.

A.

B.

G.
H.

Communicate clearly, accurately, and knowledgeably with patients, caregivers, other health care
professionals, and the public using appropriate verbal, nonverbal, and written communication skills.

Document patient care activity in a patient profile, medical record or other communiqué to facilitate
collaboration.

Triage patients to appropriate health care providers and social service agencies.

Incorporate patients’ informational, attitudinal, functional, socioeconomic, cultural, and behavioral
needs to achieve optimal therapeutic outcomes.

Construct a health communication strategy.

Assess the effectiveness of the health communication strategy.

1. Evaluate patient and caregiver understanding of the health care plan.

2. Appraise patient and caregiver skill in medical product use.

3. Assess patient and caregiver participation in the care plan.

4. Modify health communication strategy as needed.

Encourage patients to assume an active role in their self-care and overall health.

Facilitate a collaborative environment sensitive to individual needs and organizational culture to
enhance problem solving, creativity, and the management of disagreement and conflict.

Retrieve, analyze, and interpret the scientific, professional, and lay literature to support patient

care.

A. Provide relevant health information appropriately targeted to patients and their families, caregivers,
health care providers, and others.

B. Determine the underlying informational needs of the individual requesting health information.

C. Select resources that will accurately and efficiently find drug and health information.

D. Identify relevant monographs through a well-designed literature search.

E. Apply best evidence to individualize patient care or make decisions about populations.

F. Document drug information provided.

Prepare and distribute medical products prescribed as part of the patient’s care plan.

A. Implement systems to enhance quality improvement and prevent adverse events.

B. Review and interpret medical product orders for patients.
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C. Appropriately prepare and dispense medical products.

VI. Actin accordance with legal, ethical, social, economic, and professional guidelines.

Systems Management

The UW SOP pharmacist manages and uses resources of the health care system, in collaboration with
patients, caregivers, health care providers, and administrative and support personnel to promote health,
improve therapeutic outcomes of medication use, and ensure safe, accurate, and timely medical products
distribution. Our pharmacist promotes cost-effective use of human, physical, medical, information, and
technological resources in the provision of patient care and carries out these duties in accordance with legal,
ethical, social, economic, and professional guidelines.

Our pharmacist manages operations and medical product use systems by developing and implementing
quality-improvement strategies, based on patient-specific and population data, to optimize patient safety. Our
pharmacist participates in the development of health policy involving medical products and health insurance
benefit design.

.  Participate in the management and use of health care resources within health care systems.
A. Identify the key features of private and public payers of heath care.
1. Describe benefits provided under Medicare.
2. Describe the roles of state and federal governments in financing and administering Medicaid.
3. Describe the objectives of health insurance and managed health care programs.
4. Differentiate between insuring health and managing health care.

B. Describe the relationship between health care costs and the medical product distribution and use
systems.

C. Describe the evolution of pharmacists’ roles in the health care system.
D. Define the role of the pharmacist in providing medication therapy management.
Il. Manage pharmacy operations.

A. Evaluate a pharmacy for ownership or management using principles of financial management and
business indicators.

B. Establish a mission statement with component goals and actions.

0

Develop a strategic plan to achieve the identified goals.

D. Develop a business plan that maximizes opportunities for financial success of the practice.
Determine the cost to deliver services and the appropriateness of pricing strategies.
Determine a budget and document financial resource allocation.

Predict patient care needs and professional service opportunities.

Establish effective time management and priority-setting procedures.

Determine the legal, accounting, and managerial role of the management or technical team.

S

Identify strategies for managing organizational change.

E. Evaluate the achievements of a practice in relation to the established mission, fiscal resources, and
customer needs.
F. Effectively market a pharmacy and health care services.
1. Assess demand and competition, and identify a viable market within a target location.
2. Develop strategies to address marketing needs.
3. Document services and outcomes to enhance marketing and reimbursement.
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VI.

G.
H.

I.

4. Develop direct-selling skills for approaching patients, providers, and payers to engage in
medication therapy management or health care services.

Identify the impact of the government and private payers on pharmacy operations.
Evaluate and negotiate contracts with payers.

Develop strategies for reimbursement for health care services.

Manage personnel.

moaw»

Define the organizational structure of a pharmacy within the context of the practice community.
Develop job descriptions commensurate with the defined organizational structure.

Orchestrate a staff capable of fulfilling the pharmacy’s mission.

Apply state and federal regulations that affect personnel policies.

Recruit, retain, supervise, assess, and reward individuals.

Optimize physical and technological resources.

A.
B.

C.

Evaluate a pharmacy’s layout.

Re-design a pharmacy that promotes safety, efficiency, privacy, and patient and health care
services.

Apply contemporary technology to information, medical product storage and distribution systems.

Manage medical product distribution and control systems.

A.

B.

C.

Select vendors of medical products, and information technology that meet or exceed accepted
standards.

Implement an inventory control system.

1. Develop an optimal inventory mix/level.

2. Maintain records of products received and removed from inventory.

3. Manage medical product control, storage, and security functions.

Apply principles of quality improvement for optimizing safety, efficiency, and effectiveness of a
medical product distribution system.

Manage medical product use systems.

A.

D.

Participate in the organization’s system for defining, implementing, and improving quality systems
that govern the prescription, selection, preparation, processing, distribution, and administration of
medical products.

Participate in the organization’s system for reporting and managing near-misses, errors, and adverse
drug experiences with medical products.

1. Identify and report near-misses and errors with medical products and adverse drug experiences
to appropriate individuals, organizations, and agencies.

Evaluate these reports to identify preventable causes within the system.

3. Recommend and implement actions to minimize the occurrence of adverse drug experiences
and medical product near-misses and errors.

Participate in the organization’s process for conducting medical product use evaluations.

1. Develop appropriate outcome indicators.

2. Conduct medical product use evaluations.

3. Implement quality improvement measures based on interpretation of data.

4. Evaluate effectiveness of quality improvement measures.

Participate in the maintenance and application of a formulary system.
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VIl. Apply principles of outcomes research and continuous quality improvement methods to the
evaluation of pharmacy and health care services.

VIII. Act in accordance with legal, ethical, social, economic, risk management, and professional
guidelines.

Public Health

The UW SOP pharmacist collaborates with patients, caregivers, other health care providers, communities,
organizations, and policy makers to promote health literacy, disease prevention, health, and wellness. Our
pharmacist contributes to the identification and resolution of public health challenges by applying
population-specific data, quality improvement strategies, informatics, and research processes, participating in
the development of health policy and by directly providing health care services.

I. Promote the availability of effective quality health, and disease prevention services.

A. Define and assess the health status of individuals and populations, including determinants of health
and illness, factors contributing to health promotion and disease prevention, factors influencing the
use of health services, and epidemiology of diseases.

B. Formulate and implement strategies to promote healthy lifestyles and programs for preventive
health care and disease detection.
1. Define the role of pharmacists in addressing public health problems.
2. Anticipate and consider social, economic, and cultural contexts.

3. Provide public health-related services and educational material tailored to the needs of patients,
caregivers, other health care providers, communities, organizations, and policy makers.

4. Provide emergency care including cardiopulmonary resuscitation and referral to poison control
and treatment.

5. Participate in the development and implementation of emergency plans and disaster response
systems on the local and national levels.

6. Provide patients, caregivers, other health care providers, communities, organizations, and policy
makers with access and referral to health and social service resources.
C. Develop methods to ensure that public health initiatives/programs continue to achieve stated goals.
1. Conduct a continuing assessment of community health needs and resources.
Prioritize programs based on identifiable criteria and standards.
Amend existing programs or develop additional services.
Promote a healthy lifestyle, including the appropriate use of screening tools and immunizations.

A

Consult and collaborate with other members of the health care team and public agencies;
provide follow-up and referral when necessary.

D. Document and evaluate the outcomes of the program, intervention or service.
E. Continually advocate for policies that increase access to health services and reduce health risks and
disparities.
Il. Communicate and collaborate with patients, caregivers, other health care providers,
communities, organizations, and policymakers to identify and address public health problems.

A. Identify other health care providers, pertinent organizations, and policy makers responsible for
addressing public health issues.

B. Seek and share information to garner support for common goals.

C. Consider options and outcomes, and develop and implement a plan in collaboration with patients,
caregivers, other health care providers, communities, organizations, and policymakers.
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D. Communicate public health concerns effectively with patients, caregivers, other health care
providers, communities, organizations, and policymakers.

Implement and evaluate public health services and policy decisions in accordance with legal,
ethical, social, economic, and professional guidelines.

Incorporate local, state, federal, and international regulations.

Use ethical principles to resolve dilemmas.

Consider historical, cultural, scientific, political, and philosophical frameworks.
Act with respect and sensitivity.

Apply economic principles in public health policy development.

Document outcomes to evaluate effectiveness and costs.

@mmuaw»>

Participate with professional organizations.
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