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site occurring no less than every 3 years.

Section III Precepting Requirements
Supervision

In general, student activities should take place
under the supervision and monitoring of a
qualified preceptor who is, in most cases, a
licensed pharmacist. When the primary
preceptor is not available, alternate supervision
and support must be clearly defined. Whenever
feasible, pharmacy residents are encouraged to be
actively integrated into the experiential teaching
model in order to begin developing individual
precepting skills. In this instance, the primary
preceptor should be readily accessible to the
pharmacy resident and pharmacy student and
should provide specific direction, assessment,
and feedback for all resident precepting activities.
Other health care professionals may be utilized
for elective experiences. However, non-
pharmacist-precepted experiences must have a
well-defined structure and support system,
including availability of pharmacist consultants.

Level of Interaction

The primary preceptor should treat the student
as a colleague-in-training and directly interact
with the pharmacy student at least daily, with
more frequent interaction as necessary. The
knowledge and skill level of the student and the
nature of the practice site should determine the
length and frequency of interactions. The
preceptor should regularly assess if the
interaction frequency needs adjustment.
Methods of interaction should be site specific in
order to meet educational goals and outcomes,
and tailored to meet the needs of the student.
Interactions should challenge the student,
encourage self-directed learning, and provide
ongoing constructive feedback.

Student-to-Preceptor Ratio

The Boards of Pharmacy for many states
provide limitations for student-to-preceptor
ratios. However, data are lacking to support an
optimal number of students within a learning
experience. The student-to-preceptor ratio at
each practice site should be carefully considered
in order to ensure adequate individualized
instruction, guidance, supervision, and
assessment for each student assigned to the site.
Practice site demographics, including the number

of pharmacists and technicians, workflow and
facility design, and types and numbers of patients
cared for, are important factors. Pharmacy
resident and physician support may also impact
the number of students that can be effectively
precepted. Finally, consideration should also be
given for the amount of time a preceptor is able
or required to dedicate to precepting activities
versus other roles.

Individuals whose primary responsibility is
student precepting may be able to effectively
manage more students than would an individual
who has less time allocated for precepting
activities. Based upon this factor, a 2:1 student
preceptor ratio is suggested for advanced practice
experiences precepted by non-full-time faculty.
The scheduling of two students concurrently
with one preceptor can enhance the learning
experience, especially in situations that are
advantageous for student-to-student mentorship
and collegiality. A student-to-preceptor ratio as
high as 4:1 may be justified for full-time faculty
who have significant time allocated for practice-
based teaching as long as no other resource
constraints exist. Recognizing that preceptors are
often responsible for other learners such as
residents, trainees, or non-pharmacy health
profession students, the total learner-to-
preceptor-ratio should be considered for each
experience and should not be greater than 4:1.
In situations where larger student-to-preceptor
ratios are utilized, appropriate documentation
must be maintained to demonstrate that students
attain all of the required learning outcomes for
the experience.

In addition to the student-to-preceptor ratio,
the annual cumulative number of students per
preceptor should be assessed. Infrequent (once
or twice per year) or excessive precepting may
result in less than optimal preceptor
performance. Student-to-student interaction may
be beneficial and should be considered when
evaluating the optimal number of students per
experience.

Section IV: Preceptor Qualifications,
Credentials, Development

Preceptor Qualifications

Schools are striving to increase the number of
preceptors involved in the provision of
experiential training. Care must be taken to
ensure that new preceptors, as well as existing
preceptors, meet professional standards endorsed
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Appendix 2: (continued)

Direct Patient Care: Advanced Community

e Preceptors should have a minimum of 1 year of
residency or equivalent experience in direct patient
care activities. Additional certification is strongly
encouraged and is particularly encouraged in sites that
also conduct accredited residency programs'* or in
specialized practice environments. Preceptors should
optimally spend at least 30% of time in direct patient
care activities.

e Site should establish a structure that includes a
minimum of 30% direct patient care activities (outside
of limited prescription counseling) in addition to
practice management/operations, personnel
management, and well-defined project related
activities.  Activities should ideally include
administration of medications (immunizations),
comprehensive patient education, disease-focused
group classes, and patient assessment (such as
screenings) with implementation of patient care plans.

Health-Systems Practice Management

e Preceptors should have 1 and ideally 2 years of
residency training or equivalent experience consistent
with their respective position. Preceptors should have
training and job responsibilities commensurate with
most required objectives for the experience and should
orchestrate and supervise activities mentored by other
pharmacists. Additional mentors should be utilized for
structured segments of the experience to meet
objectives as needed.

e Students should gain an understanding of the drug
distribution system and departmental structure,
participation in the activities of relevant institutional
committees (e.g., Pharmacy and Therapeutics
Committee, Institutional Review Board, quality
improvement), working with pharmacists in a variety
of settings, and interaction with pharmacy
administrators.

by the school. Preceptors must have a valid
professional license and meet requirements
designated by the Board of Pharmacy. Preceptors,
regardless of level of affiliation with the school,
should have appropriate credentials for their level
of practice. Suggested credentials by experience
type are outlined in Appendix 2. Preceptors of
direct patient care experiences should maintain
an active patient care practice. Of equal weight
with credentials are the more intangible
attributes of an effective preceptor. These
include mentorship, professionalism, and
demonstration of empathy and caring for
patients. Schools are encouraged to adopt or
adopt with modification the Preceptor Criteria
defined by ACPE.! Preceptors should be required
to submit their curriculum vitae and a detailed
description of their current practice site for
review by the school. Teaching evaluations

should be reviewed by the school on an annual
basis in order to identify any potential concerns
with individual preceptors. If identified, the
school should have a process in place to correct
the deficiencies. Evaluations should not be
punitive, but rather, should be utilized for all
preceptors as a method of ongoing professional
development leading to quality improvement.
Schools should develop criteria for review and re-
appointment of preceptors. Re-appointment
should be based on the demonstration of effective
teaching evaluations over several years in
conjunction with a re-evaluation of the practice
site and documentation of ongoing professional
development.

In order to continue to attract highly qualified
preceptors, schools should ensure that adjunct
faculty and volunteer faculty are provided
incentives for supporting the experiential
component of their curriculum. Schools should
recognize adjunct/volunteer faculty on an annual
basis for excellence in teaching and practice.
Offering incentives to individual preceptors
should assist schools in retaining highly qualified
preceptors. Example incentives include travel
support to attend professional meetings; payment
of professional membership dues, specialty
certification fees, and fees to participate in
professional development programs; purchase of
textbooks and electronic resources; and advanced
faculty appointments if certain performance
levels are met. Volunteer and adjunct faculty
should be actively engaged in the school’s
ongoing efforts to develop, restructure, or assess
the experiential program and should have
significant input in the structure of individual
experiences.

Preceptor Training / Credentialing/ Development

With approximately 30% of the pharmacy
curriculum being experiential, preceptors
involved in this portion must have appropriate
training prior to precepting students. Thus, there
is an immediate need for schools to establish a
training program for preceptors. ACCP endorses
the development of a universal training program
for all preceptors. However, there is still a need
to individualize training to the mission and goals
of the school.

Each school should start by identifying the
desired components of their initial
comprehensive preceptor training program. The
program may need to incorporate individual
modules, each with its own objectives. Schools
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should consider the development of web-based
training programs or CD-ROM-based training
programs. After completion of an initial
preceptor training program, ongoing preceptor
development should be required of preceptors
every 1-2 years. Schools that share preceptors
should try to standardize preceptor training and
requirements for those preceptors to eliminate
redundancy. Schools should consider
incorporating the following components into
preceptor training;:

e Orientation to the school’s mission, goals,
and values

e A review of the professional pharmacy
curriculum

* A review of the overall goals of experiential
training and the structure of the school’s
experiential training program

e An understanding of the student
requirements that must be completed prior to
site/experience assignment

* Techniques for effective experience design

e Information about effective learning
techniques/strategies

o Effective strategies for resolving difficult
student issues, motivating students, and
changing student behavior

* A review of the overall assessment program
(process for student evaluation, requirements
for filing grades, preceptor evaluation, etc)

* Suggested approaches for individualization of
experience based upon the background of the
student

The Director of Experiential Education should
ensure that all preceptors have completed the
appropriate training prior to being scheduled for
their first student. Schools should consider
encouraging new preceptors to co-precept with a
more experienced colleague for their first 1 or 2
experiences.

Schools must provide support for the continual
professional development of all preceptors
involved in experiential training. Preceptors
should have access to current literature through
the school or another academia-based library
system. Ongoing preceptor development in the
area of instruction may be met through live
preceptor training programs held at Schools of
Pharmacy and state or national organization
meetings. Alternate formats for offering
professional development programs should be
explored to ensure all preceptors have an
opportunity to participate. Effective
communication mechanisms must exist between

preceptors and the school. Schools should
consider developing an experiential education
newsletter that addresses timely issues in
experiential education (and provides recognition
to deserving preceptors). Documentation of
ongoing professional development related to the
area of experiential instruction should be a part
of annual preceptor review. Such documentation
should be a required component for re-
appointment or promotion. Schools should
promote their professional development program
as a benefit/incentive to becoming an adjunct or
volunteer faculty member.

Section V: Mechanisms for Effective and
Consistent Assessment of Student Performance

There are three areas of student performance
that should be assessed: knowledge, skills, and
attitudes. Assessments need to determine not
only the quality of student performance in the
different areas, but also that the required quantity
of experiences and proficiencies (as outlined in
Section 1) have been accomplished and are
consistent for each student. Student portfolios
can be used to assist in this process. The
portfolios can include checklists of required
elements, records of skills and activities
performed during the experiences, logs of topics
discussed and types of patients seen, and
examples of written work such as drug
information questions or selected notes from
medical records. Portfolios should also include
assessments by preceptors and self-assessments
by students. Self-assessment is particularly
useful when conducted during the early and
middle stages of an experience. These portfolios
provide a continuum for the assessment process.
They can be used throughout the entire
experiential education program by both students
and preceptors to determine and document areas
of deficiency that may be provided or remedied
during subsequent experiences.

Assessments should be standardized so that all
students completing a specific experience will be
assessed in the same fashion. Assessments
should be both formative and summative.
Formative assessments help to guide the students
through the learning process by providing
constructive criticism that molds their
performance to that which is desired. Summative
assessments provide an evaluation at the
completion of an experience or program."’

Students should be specifically assessed on
knowledge. Core knowledge competencies and
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related assessment measures should be included
for each experience rather than just providing an
overall subjective assessment of quality of
knowledge base. This principle increases student
responsibility for outcomes and promotes self-
learning. The mastery of this knowledge can be
assessed through written and verbal
examinations.

With the expanding roles of pharmacists, there
is an increasing need to assure the competency of
pharmacy graduates. Competency (or per-
formance) skills and attitudes are assessed through
observation of students. A form for uniform
assessment of 19 competencies was developed at
Virginia Commonwealth University.!® These
competencies were evaluated on a 5-point scale
and were classified as communication/ education,
pharmacy care plan, professionalism, or practice-
specific competencies.

Another type of assessment that has been
proposed is a “high-stakes” comprehensive
examination at the end of the pharmacy program.
This may take the form of an objective structured
clinical examination (OSCE). This type of test
assesses both practice knowledge and
performance using standardized patients."’
Problems with the use of a comprehensive
examination include difficulty in validating the
examination, and determining how to remediate
students who have passed all their courses but
fail the examination.

Care must be taken when redesigning
assessment methods to ensure that they can be
efficiently conducted by preceptors. Schools can
assist preceptors by collaborating to develop
similar assessment methods and tools when
practice sites are used by more than one school.

Summary

ACCP members, regardless of role as
academician, preceptor, or practitioner, should
each play an active role in defining and
implementing standards for quality experiential
education. Standardization in experiential
education will produce pharmacy graduates with
a consistently high level of knowledge and skills
that will provide society with highly competent
pharmacists. Quality experiential training with
an emphasis on direct patient care will prepare
graduates for the type of practice envisioned for
2015 and will better position the profession as a
whole for attainment of this vision.
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Appendix 1: The JCPP Future Vision of Pharmacy
Practice?

Appendix 2: Recommended Practice Model and Preceptor
Qualifications for Select Experiences

The Foundations of Pharmacy Practice. Pharmacy education
will prepare pharmacists to provide patient-centered and
population-based care that optimizes medication therapy; to
manage health care system resources to improve therapeutic
outcomes; and to promote health improvement, wellness,
and disease prevention. Pharmacists will develop and
maintain:

e A commitment to care for, and care about, patients

e An in-depth knowledge of medications and the
biomedical, sociobehavioral, and clinical sciences

e The ability to apply evidence-based therapeutic
principles and guidelines, evolving sciences and
emerging technologies, and relevant legal, ethical,
social, cultural, economic, and professional issues to
contemporary pharmacy practice

How Pharmacists Will Practice. Pharmacists will have the
authority and autonomy to manage medication therapy and
will be accountable for patients’ therapeutic outcomes. In
doing so, they will communicate and collaborate with
patients, caregivers, health care professionals, and qualified
support personnel. As experts regarding medication use,
pharmacists will be responsible for:

e Rational use of medications, including the
measurement and assurance of medication therapy
outcomes

e Promotion of wellness, health improvement, and
disease prevention

» Design and oversight of safe, accurate, and timely
medication distribution systems

Working cooperatively with practitioners of other
disciplines to care for patients, pharmacists will be:

*The most trusted and accessible source of medications
and related devices and supplies

*The primary resource for unbiased information and
advice regarding the safe, appropriate, and cost-
effective use of medications

*Valued patient care providers whom health care systems
and payers recognize as having responsibility for
assuring the desired outcomes of medication use

Direct Patient Care: Acute Care (includes Adult Medicine,
Surgery, Pediatrics, and Inpatient Subspecialty)

e Preceptors should have 1 and ideally 2 years of
residency training or equivalent experience
commensurate with their respective position. Board
certification is strongly encouraged, in particular at
sites that also conduct accredited residency programs.**
Preceptors should maintain an active practice site.

e Site should provide daily opportunities for students to
engage in direct patient care, including active
participation in daily patient rounds with a practice
team or individual physician. Where the traditional
academic model is not available, frequent face-to-face
communications with other health care professionals
must be assured. The site should provide resources for
comprehensive assessment and monitoring of patients,
including access to patients, patient medical records,
and drug information resources. Pharmacists should
have access to medical records and should have a
defined mechanism for documenting activities and/or
recommendations in the patient record. The site
should guarantee appropriate quantity and diversity of
patient exposure as required for each specific
experience. The site should engage and support
preceptors and students in population-based activities
(e.g., adverse drug event and medication error
reporting, medication use evaluation, development and
use of protocols and guidelines). Finally, patient care
practice should be supported by appropriate clinical
evidence.

Direct Patient Care: Ambulatory / Primary Care

e Preceptors should have 1 and ideally 2 years of
residency training or equivalent experience
commensurate with their respective position.
Additional certification (e.g., BPS certification in a
recognized specialty, Certified Diabetes Educator,
Certified Geriatric Pharmacist) is strongly encouraged,
particularly for sites that also conduct accredited
residency programs'* or in specialized practice
environments. Preceptors should engage in direct
patient care activities on a daily basis.

¢ Ideally, students should be exposed to different models
of ambulatory practice. “Collaborative” models should
include daily interaction with patients and
participation in patient care decision-making with
other health care professionals. “Primary care” models
should include daily interaction with patients,
including comprehensive assessment, clinical decision-
making, and implementation of drug therapy plans.
Regardless of model, students and preceptors should
routinely document patient care activities in the
medical record. Experiences may involve multiple sites
if necessary to ensure that students gain proficiency
across multiple areas of ambulatory care (e.g.,
anticoagulation, diabetes, dyslipidemia, hypertension,
cardiovascular disease, women’s health) as defined by
individual experience standards.




