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ASHP–SHM Joint Statement on
Hospitalist–Pharmacist
Collaboration
POSITION

The American Society of Health-System Pharmacists (ASHP) and
the Society of Hospital Medicine (SHM) believe that the rapidly

emerging hospitalist model of inpatient care offers new and sig-
nificant opportunities to optimize patient care through collabora-
tion among hospitalists, hospital pharmacists (hereinafter, “phar-
macists”), and other health care providers. The emerging model of
care allows for deeper professional relationships among health
care providers and promotes a shared interest in and responsibil-
ity for direct patient care, indirect patient care, and service activ-
ities. ASHP and SHM encourage hospitalists, pharmacists, and
health care executives to seek out ways to foster collaboration
between hospitalists and pharmacists.

The purpose of this consensus statement is to promote an
understanding of the ways hospitalists and pharmacists can
jointly optimize the care provided to patients in hospitals, exam-
ine opportunities for improving hospitalist–pharmacist alliances
that enhance patient care, suggest future directions for collabora-
tion, and identify aspects of such collaboration that warrant fur-
ther research.

BACKGROUND
Increases in health care spending and the expanding influence of
managed care in the late 1980s and early 1990s resulted in calls for
more efficient health care. The movement toward greater effi-
ciency resulted in more emphasis on ambulatory care, fewer hos-
pital admissions, shortened hospital stays, and an overall increase
in the acuity of illness of hospitalized patients. The emphasis on
ambulatory care increased the number and complexity of physi-
cian office visits, and the changing characteristics of office- and
hospital-based care placed significant demands on primary care
physicians and contributed to the rise of hospital medicine.

In 1996, the term hospitalist was introduced into the health
care lexicon.1 A hospitalist was defined as an inpatient physician
who manages the care of hospitalized patients and facilitates the
transfer of their care back to the primary care physician. The
Society of Hospital Medicine has since defined a hospitalist as a
physician whose primary professional focus is the general medical
care of hospitalized patients and whose activities may include
patient care, teaching, research, and leadership related to hospital
medicine.2

The past decade has seen rapid growth of the number of
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hospitalists and the use of hospitalists by US hos-
pitals.3 In 2005, 70% of hospitals with more than
200 beds used hospitalist services, and there were
more than 16,000 hospitalists in practice.4 An esti-
mated 20,000 hospitalists were practicing at more
than 2600 US hospitals in 2007.5

Initially, many physicians expressed concern
about the potential for hospitalists to interfere in
the relationship between the patient and the pri-
mary care physician, as well as about the potential
negative impact on continuity of care.6 However,
subsequent studies demonstrated increasing ac-
ceptance of hospitalists by primary care physicians,
with as many as 89% considering the hospitalist
model to be superior to the historical model of
hospital care provided by primary care physicians
or by specialists working on rotations.7,8 Numerous
studies demonstrate the value of hospitalists in im-
proving quality of care, decreasing hospital costs
and length of stay, and reducing hospital readmis-
sions.9 –21

As early as 1921, hospital pharmacists in the
American Pharmaceutical Association (now the
American Pharmacists Association) had formed a
committee to address their distinct concerns. Dur-
ing the 1930s, hospital pharmacists began to orga-
nize state organizations and to adhere to a set of
minimum standards of practice. In 1942, the Amer-
ican Society of Hospital Pharmacists (now the
American Society of Health-System Pharmacists)
was formed to establish minimum standards of
pharmaceutical services in hospitals, provide inter-
change among pharmacists, promote new pharma-
ceutical techniques, and aid the medical profession
in extending the economic and rational use of med-
ications.22 As of 2005, there were approximately
50,000 pharmacists practicing in US hospitals.23

The modern mission of hospital pharmacy de-
partments is to ensure optimal outcomes from the
use of medicines.24 Although the focus of hospital
pharmacy has traditionally been on the safe dis-
pensing of medications, direct patient care by phar-
macists (clinical pharmacy) has always been a com-
ponent of hospital pharmacy practice. Following
the rise of pharmaceutical care in the 1980s,25 these
pharmacist services have expanded greatly. It has
been estimated that 35%-40% of hospital pharma-
cists are devoted to providing clinical services.23 A
systematic review in 2006 documented improved
outcomes when clinical pharmacists interacted
with the health care team on patient rounds, inter-
viewed patients, reconciled medications, and pro-

vided discharge counseling and follow-up.26 These
findings support those of other studies in which
specific clinical pharmacy services were associated
with improved therapeutic and economic out-
comes.27–31

OPPORTUNITIES FOR COLLABORATION BETWEEN
PHARMACISTS AND HOSPITALISTS
Pharmacists and hospitalists have shared interests
that provide strong incentives for collaboration. All
health care professionals share, first, a commitment
to and responsibility for providing safe and effective
patient care. Physicians, pharmacists, and other
health care providers have long collaborated in pro-
viding direct patient care. The emerging hospitalist
model of care offers more opportunities for collab-
oration because pharmacists and hospitalists also
share interest in and responsibility for indirect pa-
tient care and service activities— developing the in-
stitutional policies, processes, and infrastructure
that support patient care.

Direct patient care activities typically per-
formed by hospitalists include obtaining patient
histories, conducting physical examinations, mak-
ing diagnoses, developing treatment plans, moni-
toring patients’ responses to therapy, performing
follow-up hospital visits, participating in family
meetings, and providing discharge instructions.32

Specific clinical pharmacy services that have been
associated with improved health care outcomes in-
clude providing drug information, managing med-
ication protocols and adverse drug reactions, par-
ticipating in medical rounds, gathering admission
medication histories, interviewing patients, recon-
ciling patient medications, and providing discharge
counseling and follow-up.26 –31

Pharmacists should be involved in the care of
hospitalized patients and can collaborate with hos-
pitalists in numerous ways, including:

● Providing consultative services that foster appropri-
ate, evidence-based medication selection (eg, dur-
ing rounds),

● Providing drug information to physicians, nurses,
and other clinicians,

● Managing medication protocols under collaborative
practice agreements,

● Assisting in the development of treatment protocols,
● Monitoring therapeutic responses (including labo-

ratory test results),
● Continuously assessing for and managing adverse

drug reactions,
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● Gathering medication histories,
● Reconciling medications as patients move across the

continuum of hospital care, and
● Providing patient and caretaker education, includ-

ing discharge counseling and follow-up.

Both hospitalists and pharmacists have a re-
sponsibility to ensure continuity as patients move
across settings of care.

In addition to their direct patient care activities,
hospitalists add value through their efforts in hos-
pital service activities, student and resident educa-
tion, and research. Typical service activities include
participating in quality-improvement and safety in-
itiatives, developing institutional guidelines and
protocols for the treatment of specific diseases,
serving on hospital committees (eg, the pharmacy
and therapeutics [P&T] committee), and working
with others to introduce new technologies to the
hospital setting.33,34

Pharmacists also participate in hospital ser-
vice activities, education, and research. For ex-
ample, pharmacists serve on the P&T committee
and are directly involved in managing the formu-
lary system that guides an institution’s medica-
tion use. As medication experts, pharmacists con-
tribute to the development and implementation
of patient care guidelines and other medication-
use policies. Pharmacist expertise is also integral
to many quality-improvement efforts (eg, surgical
infection prophylaxis) and to technology initiatives
(eg, bedside medication scanning and computer-
ized prescriber-order-entry systems). Pharmacist
provision of in-service education on medications
and medication use is invaluable for all health care
providers.

These overlapping responsibilities provide hos-
pitalists and pharmacists with opportunities to col-
laborate on activities that can have a profound ef-
fect on care in the hospital. Hospitalists and
pharmacists can work together to ensure that care
is evidence based, cost-effective, and adherent to
national guidelines; establish an institutional cul-
ture of safety; develop and implement quality-im-
provement initiatives; meet accreditation stan-
dards; and, in many cases, foster the institution’s
education and research initiatives. Health profes-
sional education and research offers the opportu-
nity to improve patient care provided not just by a
single hospital but by other facilities as well.

OPPORTUNITIES TO IMPROVE COLLABORATION
ASHP and SHM believe that there are opportunities
for improving collaboration between hospitalists
and pharmacists. Barriers to collaboration include
real and perceived professional boundaries, poor
integration of technology systems, inadequate
pharmacist and hospitalist staffing, time con-
straints, inadequate funding and resources, lack of
third-party compensation for clinical pharmacy
services, and the competing obligations weighing
on both professions.

Real and perceived professional boundaries can
be addressed by clear communication and by en-
hanced interdisciplinary educational opportunities
for all members of the health care team.35–38 ASHP
and SHM believe that while hospitalists should
serve as the primary leaders of hospital care teams,
all health care professionals should be willing to
assume a leadership role in treating patients and,
when appropriate, accept leadership by other team
members. Like all members of the care team, phar-
macists require timely access to hospitalists for
consultation, as well as access to patient informa-
tion. The vital flow of information and communi-
cation among health care providers should be con-
ducive to collaborating and improving patient
outcomes. ASHP and SHM believe that properly
applied, well-integrated technologies (eg, electronic
medical records and personal digital assistants with
clinical decision support systems, including drug
information) can enhance communication among
all members of the health care team.

Hospitalists and pharmacists can work together
to overcome limitations created by inadequate
funding and staffing by providing evidence to
health care executives of the value of clinical phar-
macist positions and pharmacist– hospitalist col-
laboration. This evidence should examine the im-
pact of these positions and such collaboration on
therapeutic, safety, humanistic, and economic out-
comes. Collaboration among all members of the
health care team would also be encouraged by re-
forming the current fee-for-service reimbursement
practices to base payment for care delivery on over-
all treatment goals (eg, a payment rate based on
diagnosis).

CONCLUSIONS
An interdisciplinary approach to health care that
includes physicians, pharmacists, nurses, and other
health care professionals will improve the quality of
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patient care. Hospitalists and pharmacists need to
collaborate with each other and with other health
care professionals to optimize outcomes in hospi-
talized patients. ASHP and SHM believe that hospi-
talist–pharmacist alliances should be encouraged
and that the systems and technologies that enable
collaboration and the incentives for such collabo-
ration should be enhanced.
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