LMPS Residency Advisory Council - Minutes 26JAN12
Who

Particulars
Time: 1400-1600h
Location/Tcon
865 W. 10th Ave, 3rd Floor conference
room (VGH campus)
Present (in bold. un-bolded = regrets.)
Peter Loewen (Chair), Mike Legal,
Marianna Leung, Anar Dossa, Ann-Marie
Liberman, Mark Roberts, Brandi Newby,
Susan Chunick, Zahra Kanji, Adil Virani,
Jodie Ford / Anca Jelescu-Bodos, Greg
Egan, Jennifer Kendrick, Roxane Carr,
Tim Lau, Dale Toews.
Minutes: P Loewen.
RAC Membership updates
Brandi Newby, Ann-Marie Liberman
CHPRB Accreditation Survey
surveyors report & our response

Welcome!
PL

All

Residency Project Oversight Committee

PL

Current residents status report
Oral Assessments
CSHP Res Pres Night 17MAY12 @ C&W
Chan Center
Job Fair / Hiring Process

PL

Academic Half Day Program update

Notes & Actions

PL

PharmD/Residency Preceptor Workshop
Nov2011 debrief

Evaluation forms standardization
LMPS Residency cohort 2012-13
Selection process debrief
program structure for 2012-13
Pods, DI, electives, MUE, Admin, Drug
Dist'n
Modeling / Coaching by residents

12-01-27 8:48:35 AM

Actions: Embrace Journal Club as a type of presentation (separate
form for this?). Include Presentation expectations in orientation of
preceptors. Generally, better orient preceptors to expectations of
residents (e.g. procedure logs).
Is there a way to preferentially enable newer preceptors to attend?
Value in interacting with people from other sites and HAs. Supported
pursuing ANNUAL workshop.
Possible member: Mary DeVira, epidemiologist who has supported
FH residents traditionally. CORE elements: Soliciting & vetting
proposals. Providing support to teams who need or request it.
Smaller group at, least to begin with (e.g., n=5). Representation from
VGH, PHC, RCH, SMH, C&W. ACTION: PL proceed with identifying
a chair and crafting the TOR along the lines above. Plan for the
group to function in time for the 2012-13 cycle.
Scheduled.
Attend if you can.
Job fair scheduled for 7MAR12. No concerns that there will be a lack
of jobs for this year.

PL
No recommendations for change to process.

ML

Anita Lo formerly co-ordinated with other DD rotations at FH. Tech
certification will influence DD rotation delivery.
Thank you to RAC members for getting the message out to your sites,
per the message PL sent to all preceptors and ClinCoords a week
ago.
Plans: All face-to-face for 2012-13. Academic-FULL-day proposed
and discussed. PLAN: Marianna will experiment with a number of
the options in the 2012-13 cycle and continue to evaluate on an
ongoing basis.

Next Meeting: 31MAY12 - 1400-1600h.
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LMPS Pharmacy Practice Residents 2012-13

Bains, Serena

Rainkie, Dan

Jones, Karli

Ho, Claudia

Chu, Lucy

Lau, Iris

Lin, Jane

Tsai, Polinna

Fu, Pam

Su, Gloria

Assen, Katrina

Chiu, Kevin

Turgeon, Ricky

Boyce, Krystin

Huan, Nichoe

Mok, Sandy

Lou, Kelvin

Dobson, Raea

Wang, Lora

Ma, Cindy

Fang, Kayla

Taheri, Asal

Brerant, Liora

January 16, 2012
Barb Evans, BSP, ACPR, MSc, FCSHP
Chair, CHPRB
c/o Ms. Gloria Day, Awards & CHPRB Administrative Assistant
Canadian Society of Hospital Pharmacists
30 Concourse Gate, Unit 3
Ottawa, ON K2E 7V7
RE: LMPS Response to CHPRB Accreditation Survey Preliminary Report
Dear Ms. Evans:
We convey our appreciation to you, your surveyor team members, Ms. Dorothy George, Ms. Bev
Hales, Dr. Allan Mills, and the Canadian Hospital Pharmacy Residency Board, for taking the time
to evaluate our residency program and for the comprehensive survey report provided to us on
Dec 12, 2011.
Please consider this document as the Lower Mainland Pharmacy Services Residency Program’s
response to the Board’s invitation to “respond to the survey findings and recommendations”.
Regarding the survey Findings, we believe them to accurately reflect our residency program’s
structure, policies, procedures, and current status, with the following exception:
•

P.9: “…there are currently 3 part-time residents completing their program.” – There are
FOUR such residents.

Regarding the 16 survey Recommendations, we offer the following responses and information:
Recommendation
That unit dose drug
distribution services
be extended to all
patient care areas.

That cold chain
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Response
We agree with this recommendation and acknowledge that currently various medication
distribution systems are utilized throughout the 38 pharmacy sites within the four Health
Authorities that Lower Mainland Pharmacy Services has oversight in. The majority of our
patient care areas currently do provide drugs in unit dose packages in the majority of
patient care areas where pharmacy residents are doing rotations. As you have correctly
stated on page 5 of the survey report, the ultimate goal for LMPS is to utilize automated
unit dose distribution systems throughout our sites. We have, in the past, submitted
successful business cases for upgrading our distribution systems in various Health
Authorities and will continue to move in this direction. Our most recent LMPS Strategic
Plan does identify the need to “Develop a Drug Distribution Model for Acute Care”. We
have identified this as an important initiative for LMPS to focus on in the coming years.
Although there is no specific finding in the survey report that (we can see) which explains
3rd Floor, 865 W.10th Ave, Vancouver, B.C. V5Z 1M9
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management and
safe, secure
storage of
medications occur
in all facilities
(ISMP Canada and
Accreditation
Canada ROP).

That rotation
learning goals and
objectives be
reviewed annually.
2.1.4. R2 (c)
That residents
complete a written
self-evaluation at
the end of all
rotations and
program
requirements.

That a well defined
process shall be in
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this recommendation, we do agree that the storage of medications needs to be safe and
secure in all our facilities and that there needs to be a cold chain management process for
all products that require it as they are transported within our Regional Production Centres
and patient care sites. We acknowledge that these are clearly stated by both ISMP
Canada and Accreditation Canada. This is certainly a goal of LMPS for all of the sites we
provide services to. Though there have been examples of medications not being stored
securely in the past, we have taken steps to rectify any and all instances where these
issues have occurred. Through our widespread team of pharmacy assistants, technicians
and pharmacists, we will continue to assess our processes to ensure that medications are
stored safely and securely and that our transport systems meet accepted standards of cold
chain management.
This has been the Vancouver program’s longstanding practice, although 100% compliance
from the large group of preceptors involved hasn’t been achieved since merging into the
LMPS program. We will strive to accomplish this across all our pods through resumption
of our annual call to all preceptors for them to update their rotation manual as posted in the
one45 system.
We do not see this requirement in the 2010 Standards. However, we believe there is
ample documentation that our residents are “committed to self-assessment”, which is the
requirement. Nonetheless, we will attempt to comply with what we infer is the Board’s
interpretation of 2.1.5.R4.
The “non-rotation activities” to which this recommendation refers are listed below with
individual responses:
academic half-days - we are unsure if the recommendation is that each resident selfassess following each AHD session (26 sessions) or that they perform an overall AHD
program self-assessment. Assuming the former, residents already regularly document
their learning and critical reflections about each AHD session in their eP. We believe this
suffices as self-assessment of this type of activity. We will further emphasize the
requirement that this occur for each such episode.
journal club - our residents are required to write critical reflections of each of these in their
eP, along with documentation of competency in the form of a ProcedureLog item. We
believe this suffices as self-assessment of this type of activity. We will further emphasize
the requirement that this occur for each such episode.
presentations - our residents are required to write critical reflections of each of these in
their eP, along with documentation of competency in the form of a ProcedureLog item. We
believe this suffices as self-assessment of this type of activity. We will further emphasize
the requirement that this occur for each such episode.
mini-projects – these take a multitude of forms and scopes throughout the program for
residents, and we will further emphasize the importance of residents writing critical
reflections about these in their eP. We believe this suffices as self-assessment of this type
of activity.
pharmacokinetics – this is a rotation, so we will implement the standard self-assessment
form in one45 evaluation workflow.
evidence-based pharmacotherapy – this is a rotation, so we will implement the standard
self-assessment form in one45 evaluation workflow.
administration shadowing – this is a rotation, so we will implement the standard selfassessment form in one45 evaluation workflow.
research project – we will create a self-assessment form modeled after the project
evaluation form which already exists and implement it in our one45 evaluation workflow
Although there is no specific finding to explain this recommendation, we have augmented
our program policy wording to be more consistent with our practice as articulated to the
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place to grant prior
learning credit of
pharmacy residents
at entry to the
residency program.

surveyors:
Old wording:
[http://www.vhpharmsci.com/residency/LMPS_Pharmacy_Practice_Residency_Program/fa
qs.html]
If I already have some experience or partially completed another program, can I
apply that credit toward my LMPS residency program?
We do not grant credit for prior learning outside of an accredited residency program.
Candidates who have prior learning within an accredited residency program may request
credit for this, and the Coordinator will evaluate the request within the scope of CHPRB
Standard 2.2.1 R(5).
New wording:
[http://www.vhpharmsci.com/residency/LMPS_Pharmacy_Practice_Residency_Program/fa
qs.html]

The residency
program shall
maintain
documentation that
provides evidence
to support the
decision to grant
credit of
competencies that
have been
achieved. (refer to
2.2.1.5.b.c.d)
That all residency
activities and
requirements shall
have the following
written evaluations:
self evaluation by
the resident,
evaluation of the
preceptor,
evaluation of the
rotation/requiremen
t, evaluation of the
page 3 of 7

If I already have some experience or partially completed another program, can I
apply that credit toward my LMPS residency program?
We do not normally grant credit for prior learning outside of an accredited residency
program. An exception is that we will waive the required Drug Distribution rotation (upon
documentation of the related competencies having been met) for candidates who have
worked as a pharmacist in a hospital pharmacy dispensary for at least 1 month in the 6
months preceding residency commencement. This rotation will normally be replaced by a
direct patient care rotation rather than shortening the resident’s program. Candidates who
have prior learning within an accredited residency program may request credit for this, and
the Coordinator will evaluate the request within the scope of CHPRB Standard 2.2.1 R(5).
We will maintain documentation of this within the residents’ individual profile in one45. We
have created a field entitled “Prior Learning Credit Granted?” in the system for this and
populated it with the relevant data for 2011-12 residents.

1. We have addressed the “self evaluation by the resident” component above already.
2. We believe that residents already do evaluate all rotations and activities and this is
reflected in our one45 workflow, with the exception of “project” which we will add.
3. Evaluation of preceptor – we will add a few more “evaluation of preceptor” forms to
activities like EBM, kinetics rotation, project. The existing AHD evaluation by resident
already contains several evaluation-of-facilitator components.
4. We have addressed evaluations of Presentations above already.
5. “Evaluation of the resident by the preceptor”: We infer that the Board interprets 2.3.3.3
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resident by the
preceptor (e.g.,
presentation,
project, mini
projects and
assignments,
academic halfdays, kinetic
rotation, Evidence
Based
Pharmacotherapy
rotation).

That the program
establishes a
mechanism to
document that the
evaluations have
been reviewed by
the residency
coordinator or
director. *

That the method of
competency
assessment be
documented for
each objective on
the evaluation form.

R(c ) (iv) to mean that every activity a resident participates in is formally evaluated in terms
of the residents’ performance. The recommendation dictates that this occur even for
activities where no specific performance is expected of the resident (e.g., participation in
seminars), but which are designed to prepare them for later performance of competencies
which are formally evaluated in that context. We believe we already have assessments of
residents in place for all activities where their demonstration of CHPRB competencies is
expected.
As a practical matter, for example, having a “preceptor” evaluate all 23 residents attending
an academic half day seminar would be devoid of value to the resident and impose an
unreasonable expectation on the facilitator. Presumably the Board is not calling for this.
Similarly, if the Board is calling for written documentation of evaluations by preceptor for all
“mini-projects and assignments”, we are more likely to eliminate these from the program
than to create the administrative infrastructure to elicit, capture and track them formally.
The surveyors found that “A record of all final evaluations for each rotation are posted on
one45 and are reviewed by the residency coordinator in a timely fashion.”
Documentation of this is contained in the individual meeting notes prepared by the
Coordinator for the regularly scheduled “Resident Progress Meetings” throughout the year.
This process has been in place for 5 years for VCH-PHC residents, and is in place for all
LMPS residents at present.
We acknowledge that these meeting notes were not furnished to the surveyors or
requested during the visit, but we can do so at any time upon request.
Given the evolution toward exclusive electronic documentation for residency programs, we
respectfully suggest that the Board consider phasing out references to signatures in future
iterations of the Standards.
This requirement is not mentioned in the Standards so we are uncertain as to the Board’s
expectations here.
The core tool for documenting competency assessment in our program is our Direct
Patient Care ITER. Since all of the items fall within the affective domain of learning (i.e.,
“doing”), the required method of competency assessment would be “direct observation of
activity or work produced”. Hence, we will add a directive to the top of the form to remind
assessors. Our “Evaluation” policy page will also be updated accordingly. The same is
true for all our other evaluation forms which contain CHPRB competencies, and we will
update them similarly.
ProcedureLogs are another important competency documentation tool, and they already
contain explicit signoff by the preceptor that the activity was performed and that the
competency was demonstrated (or not, with feedback provided). Some of these fall more
into the psychomotor domain (i.e., “can do”) but the method of competency assessment is
expected to be the same, “direct observation of activity or work produced”, so we will
augment the confirmation form to explicitly state this.

That a formal
definition of the
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If the Board has other requirements articulated outside of the Standards in regards to this,
we would be pleased to see them and work to implement them.
We are unable to determine to which Standard this applies. Nonetheless, we will add
some overarching language to our “Competencies” page on our website and use the
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expected level of
performance to
stages of the
residency be
explicitly defined in
the residency
manual.
That the level of
expected
performance is
defined for each
major learning
objective and that
the evaluation tools
are designed to
assess these.

That an evaluation
of all resident
presentations be
conducted and
documented.

That all evaluations
shall be submitted
in a timely manner.
That a formal
quality
improvement
program be
established and
documented for the
residency program.

“Levels & Ranges” framework to parse these into expected levels of performance for each
tertile of the program.
We recommend that CHPRB consider augmenting its “Levels & Ranges” guidance with
this sort of information if it is issuing creation of such wording as a Recommendation to
individual programs.
We are unable to determine to which Standard this applies. We see no Requirement that
spawns this recommendation, or any Finding from which to gain insight into what would
satisfy.
Hence, we will infer that the following is what the Board seeks: We will add more text to
each evaluation parameter, starting with our DPC ITER form, articulating an expected level
of performance. We will borrow from the “levels & ranges” document as much as possible.
We recommend that CHPRB consider augmenting its “Levels & Ranges” guidance with
this sort of information if it intends to ask for creation of such wording for each competency
as a Recommendation to individual programs.
This has been our program policy since September 2011.
http://www.vhpharmsci.com/residency/resources/presentations.html
You observed us in the immediate post-implementation phase of this, so full compliance in
practice was not yet in evidence.
We will continue to impress upon residents and preceptors that this is required for all
presentations.
We appreciate this and will continue to strive to ensure this program requirement is met.
We have some unleveraged opportunities to use the one45 system to prod evaluators
more frequently about this.
Since formation of the LMPS program, a collation of our program’s strategic plans and
quality improvement initiatives has been evolving, but not all of these were discussed in
detail with the surveyors. They include:
Short-Term
-roll out standardized DPC ITER to all FH rotations – COMPLETE
-standardizing on new DrugDistn ITER in FH, C&W – Spring 2012
-make a procedure for residents to be evaluated for AHD facilitating by expert overseer –
Feb 2012
-establish research project oversight subcommittee – Jan 2012
-alternatives to TPN Clinical rotation for learning TPN – Spring 2012
-link CURRENT RESIDENTS with SPEP students for modeling/coaching – Spring 2012
-incorporate SOCIAL MEDIA extensively into program – partially complete
-improve logistics of AHD sessions – June 2012
-online Journal Club for residents
-expanding pediatric-focused residency positions, numerically and into FH – Spring 2012
-evaluate process for administration rotation
Long-Term
-adaptation with UBC to entry-level Pharm.D., transition to PGY1/PGY2 residencies,
possible ASHP/ACCP accreditation
-integration of preceptor self-evaluation (possibly via ePortfolios)
-integration with UBC on concept of Academy of Preceptors, including "certification" of
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preceptors
-develop ASHP-accredited specialty residency program(s)/fellowships

That going forward,
a list of
unsuccessful
candidates be
initiated and
maintained along
with the successful
candidates.
That all residents
have the
opportunity to
demonstrate their
skills in all four of
the practice-based
teaching roles.

Per our RAC Terms of Reference
[http://www.vhpharmsci.com/residency/resources/residency_advisory_council.html], that
group is formally charged with fulfilling the quality improvement/program
development/strategic planning role. We will be more explicit in documenting quality
improvement and strategic planning activities in our RAC minutes.
We have this list for the current accreditation cycle and provided it to the surveyors upon
request. We will continue to maintain such a list for the upcoming accreditation cycle.

Based on the Findings, the deficient items here are modeling and coaching.
This is partially implemented. Many of our residents perform these activities, but not all.
This is logistically challenging, but we will be emphasizing to our sites beginning
immediately that opportunities to place residents in a position of modeling/coaching E2P
students in patient care situations should be actively sought. In settings where this doesn’t
already occur, this will require a lot of cooperation and site-level coordination. We will
actively assess the degree to which it is achieved this spring with hopes of “regularizing” it
for the 2012-13 cycle. Residents are well prepared for this experience by having
completed a preceptor training course.

We appreciate the eight consultative recommendations provided.
We sincerely thank the Board members for assessing our program. It is strengthened by the
expert scrutiny provided by the Board and we recognize and appreciate the significant time
commitment made by the members to this enterprise.
We look forward to the Board’s decision regarding accreditation of our program, and invite you to
contact us at any time if we can provide further information.
Sincerely,

Peter Loewen, B.Sc.(Pharm), ACPR, Pharm.D.,
FCSHP
Residency Coordinator

Adil Virani, B.Sc.(Pharm), Pharm.D., FCSHP
Director

CC:
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Mr. Marc Pelletier, Vice-President, Clinical Operations, Fraser Health
Dr. Jeff Coleman, Vice-President, Regional Programs and Service Integration, Vancouver Coastal Health
Ms. Nancy Kotani, Vice President, Inter Hospital Services, BC Children’s Hospital and BC Women’s Hospital
and Health Centre
Dr. David Thompon, Vice President - Seniors Care & Clinical Support Service, Providence Health Care
Ms. Luciana Frighetto, Interim Executive Director, Lower Mainland Pharmacy Services
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Canadian Hospital Pharmacy Residency Board
Conseil  canadien  de  la  résidence  en  pharmacie  d’hôpital

CONFIDENTIAL
SURVEY REPORT
Program:

Lower Mainland Pharmacy Services

Residency Program Director:

Dr. Adil Virani

Residency Coordinator(s):

Dr. Peter Loewen

Number of sites visited:

5

Name of site(s) visited:

Vancouver  General  Hospital,  St.  Paul’s  Hospital,  
BC  Children’s  Hospital,  Royal  Columbian  Hospital,  
and Surrey Memorial Hospital

Date of Survey:

November 21-23, 2011

Surveyors:

Dorothy George, Beverley Hales, Dr. Allan Mills, Barb Evans

The purpose of the CHPRB survey is to evaluate the pharmacy residency training program in terms of
its conformance to the CHPRB Accreditation Standards©, 2010. For many of the Standards there are
associated "Requirements" which provide further elaboration of the Standard. In addition, suggested
learning objectives appear as an appendix for Standards which relate to the Pharmacy Practice
Rotations. Please refer to the CHPRB Accreditation Standards for this information.
To determine the residency program's accreditation status, the Board will receive a verbal synopsis
presented by the surveyors and will review this report. Your program is invited to submit a response to
the report to clarify any findings. Please note that this report does not dwell upon those aspects of the
training program which meet or exceed the requirements set out in the CHPRB Accreditation
Standards. Its focus is the areas where deficiencies were observed or where improvements appear to be
needed.
Recommendations indicate action required in order for the program to achieve compliance with the
Accreditation Standards. Consultative recommendations are suggestions for strengthening the
residency program which involve criteria not included in the Accreditation Standards. Consultative
recommendations do not influence the accreditation decision.

CHPRB Survey Report
1.0

INTRODUCTION

1.1
Definition
The Canadian Hospital Pharmacy Residency Board (CHPRB) defines a residency in pharmacy practice
(subsequently   referred   to   as   “pharmacy   practice   residency”)   as   an   organized,   directed,   accredited  
program that builds upon competencies of an accredited entry level pharmacy professional degree
program. The pharmacy practice residency focuses on direct patient care, pharmacy operations, project
management and personal practice aspects of pharmacy practice. Canadian pharmacy residencies have
their roots in hospital pharmacy practice; however, contemporary pharmacy practice residencies are
delivered in diverse practice settings. Pharmacy practice residencies develop leadership skills that can
be applied to any position in any practice setting.
1.2
Purpose of the Standard
CHPRB Accreditation Standards for Pharmacy Practice Residencies outline the basic criteria to be used
in evaluating such programs in organizations applying for accreditation by the CHPRB. The CHPRB
Accreditation Standards will be uniformly applied to all pharmacy practice residency programs in
Canada who apply for accreditation. The Accreditation Standards are based in part upon the current
Standards of Practice developed by the Canadian Society of Hospital Pharmacists (CSHP). The
accreditation process uses these Standards of Practice to evaluate the pharmacy services within the
organization. The accreditation process considers the evaluation of both the residency program and the
pharmacy services. Each standard is followed by a description of the requirements, where applicable,
to meet the standard. Throughout the Accreditation Standards,  where  the  auxiliary  verb  “shall”  is  used,  
an   absolute   requirement   is   implied.   The   use   of   “should”   denotes   a   recommended   guideline   for  
compliance. Within this Standard, the term(s):
“organization”  refers  to  the  corporate  entity  that  owns  and  operates  the residency program.
“primary partner”   refers   to   the   organization   that   is   primarily   responsible   for   a   jointly   offered  
residency program.
“department”   refers   to   the   organizational   structure   for   oversight   and/or   provision   of   pharmacy  
services, as applicable to the organization in which the residency program operates.
“organization”,   “department”,   “coordinator”,   “preceptor”,   “pharmacist”,   “pharmacy
technician”  and  “resident”,  where  expressed  in  singular,  shall  also  read  as  plural.  
It  is  the  organization’s  responsibility to award the certificate of residency and to confer any associated
credential. In accrediting a residency program, the CHPRB does not presume to certify the individual
resident. Reference may be made in the residency certificate to its accredited status in accordance with
the provisions of the CHPRB Accreditation Standards.
1.3

Residencies in Pharmacy Practice

The purpose of a pharmacy practice residency is:
To refine professional competence in direct patient care, through supervised practice under the
guidance of model practitioners, pharmacy operational services and project management gained
during study in an accredited pharmacy professional degree program.
To refine personal practice skills.
To develop leadership skills that can be applied in any position and in any practice setting.
2
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Educational outcomes of a pharmacy practice residency include minimally:
a) Providing evidence-based direct patient care as a member of interprofessional teams
b) Managing and improving the medication-use process;
c) Exercising leadership
d) Exhibiting  skill  in  managing  one’s  own  practice  of  pharmacy;;  
e) Providing medication and practice-related education; and,
f) Demonstrating project management skills
2.0

STANDARDS FOR PROGRAM ADMINISTRATION

2.1

Qualifications

2.1.1

Organization

Standard
Pharmacy practice residencies shall be conducted in health care organizations whose governing
bodies, senior management, professional staff and employees have collaborated to seek excellence
and have demonstrated substantial conformance with professionally developed and nationally
applied criteria.
Finding(s):
Accreditation Canada accredits each of the four Health Authorities in which the pharmacy residency
training occurs separately. The Vancouver Coastal Health Authority received accreditation with
condition in 2010 and Provincial Health Services (BC   Children’s   Hospital) received accreditation in
2009. Fraser Health and Providence Health Care each received accreditation with condition in 2010. In
2010, the Pharmacy Departments of Fraser Health  and  BC  Children  and  Women’s  joined  Vancouver  
Coastal Health Authority and Providence Health Care to form the Lower Mainland Pharmacy Services
(LMPS). In May 2011, the residency programs were amalgamated to form the Lower Mainland
Pharmacy Services (LMPS) residency program.
The LMPS provides services to 39 sites of which 15 campuses are involved with residency training.
The program adheres to the policies of the CHPRB Residency Matching Service.
The   program’s   population   base   is   greater than 2.5 million. The professional practice experience
opportunities are consistent with the requirements of the academic program. Program administration
staff, professional and technical pharmacy preceptors, and administrative support staff ensure program
stability and delivery, provide adequate supervision of trainees, and support continuous quality
improvement of the program. Non-academic support for residency trainees includes workspace,
equipment commensurate with that made available to pharmacist employees of the organization,
library/drug information access, and counseling/advising assistance.
The LMPS has a strong collaborative relationship with the University of British Columbia Faculty of
Pharmaceutical Sciences and other health-care disciplines. They are closely linked with Research
Services in multiple Health Authorities. The organization conducts collaborative research and projects
and committee work with other areas of the organization to advance collaborative instruction that
promotes inter-professional models of training. A number of pharmacists act as principal investigators
or co-investigators with results published in peer reviewed journals.
3
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The requirements of the standard are met.
Recommendation(s):
None
Consultative Recommendation(s):
1. That the Pharmacy Department collaborates with the College of Pharmacy to develop a shared
vision for interdisciplinary models of training (e.g., students, pharmacy residents, Pharm. D
students).
2. That the Pharmacy Department collaborates with the College of Pharmacy to develop an academy of
preceptors.
2.1.2

Department

Standard
Pharmacy practice residencies shall be conducted in pharmacy departments that have
demonstrated a commitment to education and that provide an exemplary environment conducive
to residency training.
Finding(s):
The residency program Director, Coordinator, preceptors and pharmacy staff have demonstrated a high
level of commitment to the profession and to the education of residents. The Pharmacy Practice
Residency Program has been offered for 40 years.
The LMPS Pharmacy Practice Residency Program provides a comprehensive experience in all aspects
of institutional and ambulatory pharmacy practice. Pharmacy residents are not expected to perform
service duties in the pharmacy as part of their stipend agreement. The department is led and managed
by a professionally competent, legally qualified pharmacist who provides effective leadership and
management for the achievement of short- and long-term goals of the pharmacy and organization
relating to pharmacy practice, pharmacy services delivery, and medication use. The Pharmacy
Department has a well-defined mission statement, “optimizing care through safe and effective
medication therapy”, which was developed in consultation with pharmacy staff. The Pharmacy
Department organizational chart defines relationships and formal lines of communication within the
LMPS and the health care organization. The LMPS is actively involved in teaching, including
pharmacy residents, undergraduate pharmacy students, Pharm. D students, pharmacy technicians-intraining, and staff from the LMPS. The Health Authorities are involved in providing experiential
educational opportunities for medicine, nursing, and other allied health care trainees.
It is clear, through minutes of residency-related meetings and interviews during the survey itself, that
there is evidence of a spirit of collegiality, mutual understanding and agreement among the preceptors
and administrators on the mission, goals, and objectives of the residency program. Preceptors,
administrators and residents accept the responsibilities necessary to achieve the objectives of the
residency program.
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The LMPS is an integral part of the care delivery system in the organization in which the residency
program is conducted. Services provided to patients are based upon an assessment of pharmacy
functions needed to provide care to all patients served by the organization; services are of a scope and
quality commensurate with identified patient needs; pharmacy is involved in the overall planning of
patient care services; pharmacy services extend to all areas of the organization in which medications
for patients are prescribed, dispensed, administered, and monitored; pharmacists are responsible for:
procurement, preparation, distribution, and control of all medications used including special access and
investigational drugs.
In acute care, there are various medication distribution systems in place from bulk ward-stock to
weekly to three times a day unit-dose, cart exchanges. The goal is for automated unit dose using
automated dispensing cabinets in all locations. In residential care, an automated multi-dose system is in
place in the majority of sites. There  are  two  production  centers,  one  at  St.  Paul’s  Hospital and one in
Fraser Health, that are responsible for automated unit dose packaging for a number of facilities,
automated multi-dose packaging for residential care, and regional batching. The Fraser Health
production center meets USP 797 standards as   does   the   B.C.   Children’s   Hospital. Other services, as
required by their patient populations, include: localized intravenous admixture and sterile product
service; investigational drug service; extemporaneous compounding service; system for the safe use of
drug samples and emergency medications (including antidotes); narcotic and controlled substance ward
stock system; controlled ward stock system; and outpatient drug distribution service. The quality of
pharmacy service provided is evaluated routinely (e.g., turnaround times for order entry filling and
stats; metrics collected on admissions, new orders, CIVA orders, TPN orders, etc.).
The LMPS provides direct patient care services to greater than 90% of acute and residential units and
outpatient clinics including the review of clinical reports (e.g., targeted drugs , patients with reduced
renal function, dispensary flags); participation in multi-disciplinary rounds; interviewing patients;
provision of drug information; pharmacokinetics, dosing adjustments; monitoring high-risk
medications; incident monitoring and reporting, adverse drug reaction management; BPMH and
discharge counseling; and, DUE and research. Some activities such as review of dispensary flags and
BPMH are completed by clinical assistants/pharmacy technicians at some sites. Work is ongoing to
standardize the hospital formulary at all LMPS sites. Pharmacists serve as members of interdisciplinary
teams in the patient care areas associated with the residency program. Pharmacists document all
significant patient care recommendations and resulting actions and treatment plans in the progress
notes section of  the  patient’s  health  record. The medication reconciliation program is facilitated by the
clinical pharmacists in each of the four Health Authorities although complete coverage has not yet been
rolled out. Other health care team members rely on the information from this program.
The department is working with the four Health Authorities and its other healthcare providers to
advance the safety and quality of the medication use system. A regional pharmacy medication safety
group has been formed which provides support for local sites. This group has developed processes to
standardize tall man lettering and the do not use abbreviation list. Implementation at the local level is
ongoing. A Provincial Patient Safety Learning System (PSLS) for reporting and review of medication
incidents is in place. An adverse drug event project, with pharmacy involvement, is ongoing in several
Emergency Departments.
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Recommendation(s):
1. That unit dose drug distribution services be extended to all patient care areas.
2. That cold chain management and safe, secure storage of medications occur in all facilities (ISMP
Canada and Accreditation Canada ROP).
Consultative Recommendation(s):
1. That the Pharmacy Department continues with plans to improve and increase efficiencies in the
distribution system by implementing technology and expanding the role of the production facilities.
2. That the Pharmacy Department consider expanded roles of practice for technicians and continue
working towards regulation.
3. That consideration be given to the need for additional physical space in the acute care pharmacy
dispensary areas.
4. That the Pharmacy Department pursues technology to support interaction amongst the pharmacy
residents within the LMPS (e.g., dedicated video-conference support).
5. That the Pharmacy Department pursues hand-held decision support tools to assist pharmacists and
pharmacy residents in their patient care duties.
2.1.3

Residency Program Administration

Standard
Pharmacists who hold to high professional ideals and have the desire and aptitude to teach and
administer the program shall direct the residency program.
Finding(s):
The program director administers the residency program. Coordination and direction of the program is
delegated to the residency coordinator. The director and coordinator have completed a pharmacy
practice residency or have equivalent experience. The program director and coordinator are active
members of the Canadian Society of Hospital Pharmacists.
Preceptor responsibilities are delegated to other qualified pharmacists. A pharmacist is designated as
the primary preceptor for all rotations.
Responsibilities for development and maintenance of residency program policies and procedures;
strategic planning for the residency program and its operations; acquisition of resources to support and
advance the residency program; marketing, recruitment, and admission of individuals qualified to
undertake residency training; resident support, training and supervision; preceptor support, training and
supervision; residency program academic content and educational approach; program and learner
evaluation; continuous quality improvement; measuring attainment of educational outcomes;
maintenance of program archives/records are delegated to the Residency Coordinator.
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The terms of reference were recently developed for the LMPS Residency Advisory Committee which
requires three meetings per residency year. The Residency Advisory Committee has representation
external to the department from the University Of British Columbia Faculty Of Medicine and from the
Department of Research and Evaluation. In each residency year, the committee receives regular input
from preceptors and the chief residents from the Vancouver and Fraser pods involved in that year of the
program. The terms of reference for the committee suggest it will have ongoing general oversight and
guidance to the design and operation of the residency program.
The requirements of the standard are met.
Recommendation(s):
None
2.1.4

Preceptors

Standard
The resident shall be precepted by qualified pharmacists or, in the case of learning experiences in
pharmacy operations, qualified pharmacy technicians who have the experience, desire and
aptitude to teach.
Finding(s):
A skilled and knowledgeable pharmacist is designated as the primary preceptor for all rotations. The
management team serves as the primary preceptors for program activities related to leadership and
management.
A formal process for the training of new preceptors is available. New preceptors receive timely
orientation to the residency program, its policies and procedures via orientation from senior preceptors
or the residency coordinator and review of on-line training material. Continuing preceptorship
development programs are made available to pharmacist preceptors. Various on-line and in-person
preceptor development programs occur throughout the year.
The preceptors develop goals and objectives for their rotations based on a template provided by the
residency coordinator. Not all preceptors are updating the goals and objectives of their rotation on an
annual basis. Goals and objectives are posted on the one45 website.
The preceptors review and confirm the learning objectives with the resident at the commencement of
the rotation. The residents are encouraged to individualize the learning objectives based on previous
rotations and specific interests.
Preceptors allocate adequate time for instruction, observation, and assessment of the resident.
Preceptors provide regular feedback to the resident throughout their rotation and complete a written
assessment of the resident’s performance at the conclusion of the rotation. The written assessment
includes reference to the resident's progress in achieving the learning objectives. The preceptors meet
with the resident to discuss their written assessment. The written assessments are always completed in a
timely manner.
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An informal process by which preceptors self-assess their ability to precept is established. Preceptors
review  the  resident’s  evaluation  of  the  preceptor  at  the  end  of  each  rotation.  The  residency  coordinator  
also   generates   a   summative   evaluation   of   each   preceptor’s   rotation   and   provides   this   report   to   the  
preceptor annually. Program processes and documentation (end of rotation evaluations of the
preceptor) reveal that preceptors are committed to self-assessment and making active use of
constructive feedback provided by the resident, coordinator, and other preceptors.
Recommendation(s):
1. That rotation learning goals and objectives be reviewed annually.
2.1.5

Resident

Standard
Pharmacy practice residents shall be individuals who hold to high professional ideals and who
have a commitment to continued learning beyond entry-level competencies.
Finding(s):
Residents are licensed pharmacists in the province of British Columbia and are members of CSHP.
Residents contribute actively and constructively to the education and quality improvement initiatives of
the residency program and the department.
The residents are expected to complete a written self-evaluation at the end of each rotation. Program
processes and documentation (e.g., e-portfolio) reveal that residents are committed to self-assessment
and making active use of constructive feedback provided by preceptors, the coordinator, program
director, and other residents in order that all outcome competencies of an accredited pharmacy practice
residency will be acquired. Evidence of a written self-evaluation of non-rotation program requirements
was not found. This includes academic half-days; journal club; presentations; mini-projects;
pharmacokinetics, evidence-based pharmacotherapy, and administration shadowing and research
project.
Recommendation(s):
1. That residents complete a written self-evaluation at the end of all rotations and program
requirements.
2.2

Program Planning and Operation

2.2.1

Admissions Criteria, Policies and Procedures

Standard
The program shall use formal criteria, policies and procedures for evaluation, ranking and
admission of qualified applicants to the residency program.
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Finding(s):
A formal criteria-based process is used to assess and admit applicants to the program. A coordinated
B.C. wide process for evaluating and interviewing candidates is in place. A transparent, objective
admission process is overseen by the residency coordinator. A program specific residency interview
panel evaluates applicants on the basis of past academic performance, work experience, responses to
situational questions and references. The initial offer and acceptance is completed by email within 24
hours of the notification of the RMS match. Residents are referred to the on-line website
(http://www.vhpharmsci.com/residency/LMPS_Pharmacy_Practice_Residency_Program/
program_details.html) for details regarding the program. Residents are then turned over to Providence
Health Care Employee Engagement who mediate the formal offer letter and optional Residency
Training Agreement process, which is completed by mid-March. LMPS does not hold any of this
documentation. Acceptance or rejection of benefits does not appear to influence the decision to admit a
candidate to the program. A formal process is in place to assess prior learning of each resident prior to
the beginning of the residency program.
The residency program is structured as a 52-week training period including 2 weeks of vacation and
approved leave. Non-residency days are clearly defined at the beginning of the program. A part-time
option is no longer available but there are currently 3 part-time residents completing their program.
Breaks in training for these residents does not exceed 30 days. Rotations comprising 1 week of the year
are scheduled within healthcare systems outside the organization that conducts the residency program
(i.e., toxicology).
An informal process to grant credit for prior learning has been used on a case-by-case basis. It appears
that   documentation   in   the   resident’s   training   record,   regarding   the   program   requirements   for   which  
prior learning credit/transfer credit was granted, is not available.
Recommendation(s):
1. That a well defined process shall be in place to grant prior learning credit of pharmacy residents at
entry to the residency program.
2. The residency program shall maintain documentation that provides evidence to support the decision
to grant credit of competencies that have been achieved. (refer to 2.2.1.5.b.c.d)
2.2.2

Educational Approach

Standard
The program shall use a systematic process to design, plan and/or organize an academic program
that  facilitates  a  resident’s  achievement  of  the  intended  educational  outcomes.      
Finding(s):
A formal process is in place to orient the resident to the residency program, the department and the
organization.
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The Pharmacy Practice Residency Program website is available to residents and incorporates a
description of the residency program; expectations of residents and preceptors; intended educational
outcomes of the program; learning goals and objectives for each residency rotation available to the
resident; criteria for successful completion of the program; policies concerning family and sick leave
and the effect such leaves shall have   on   the   resident’s   ability   to   complete   the   program;;   policies  
governing scheduling of residency experiences; procedures for resident, preceptor, coordinator,
director, training site, and program evaluation; processes for remedial action if deficiencies in the
progress of the resident are noted; and processes that shall be used to address all discrepancies in
assessment.
Outcome-oriented, measurable learning objectives are available for all rotations. Learning goals and
objectives relate to all educational outcomes of a pharmacy practice residency that are required by
CHPRB.
The LMPS has a large and diverse patient population in which residents get exposure to various disease
states and pharmacist practice models. Each pod has five mandatory clinical practice rotations. In
addition, all three pods have mandatory rotations or activities including a program orientation,
medication use management/DUE/POE/EBM, drug information, toxicology, pharmacokinetics,
evidence based pharmacotherapy, drug distribution, practice management and a project. Fraser and
Vancouver pods also have a formal, mandatory clinical orientation rotation and Vancouver pod also
offers a mandatory TPN clinical activity. The balance of the time is spent in other elective clinical
rotations. The program uses a variety of instructional methods (e.g., observational, case study, seminar,
etc.) and experiences in the delivery of the residency program. The level of responsibilities and the
degree of supervision assigned are consistent with the skill levels of the resident. Residency activities
provide a broad exposure to contemporary pharmacy services for the prescription, use, and
management of medications in the treatment of patients; opportunities to establish relationships with
patients; opportunities to work collaboratively with others in the health care system; opportunities to
develop interpersonal skills to work and communicate effectively with patients, pharmacy staff, and
other health professionals; opportunities to develop critical thinking, scientific reasoning, problemsolving, decision-making, time management, self-directed learning, teaching, professionalism, and
leadership skills.
There is a defined process for the initial selection of project topics. Project ideas are solicited from
pharmacists in the spring of each year. These are reviewed and forwarded to the incoming residents 2
weeks prior to the start of their program. Residents rank their selections. The residency coordinator
reviews the ranking and assigns a project to each resident. The scope of residency projects is such that
it does not interfere significantly with other rotations. There is a defined process for ongoing review
and support of residency projects. The time allotted for residency projects is 5-6 weeks.
A pharmacist affiliated with the department is designated the primary preceptor of the project. There is
a process in place to provide ongoing review, support, and feedback to the resident.
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A baseline competency self-assessment is completed at the commencement of the program which is
used to develop an individualized plan for the resident, including a schedule of their activities and
rotations  for  the  year.  Individualization  of  a  resident’s  experiences  to  account  for  specific  interests  does  
not appear to interfere   with   achievement   of   the   program’s   educational   goals   and   objectives.   The  
schedule within and between rotations is structured such that the resident's problem-solving and
decision-making skills are developed through a gradual progression to the most complex level. The
schedule is written in sufficient detail to give the resident a clear understanding of each activity in a
rotation or across a series of rotations. Scheduled activities reflect the predetermined goals and learning
objectives, in order that a resident will be able to meet all required competencies of an accredited
pharmacy practice residency.
The requirements of the standard are met.
Recommendation(s):
None
2.2.3

Evaluation

Standard
The pharmacy department shall conduct the program in a manner that reflects the principles of
continuous quality improvement.
Finding(s):
The Department has established an ongoing review process to assess the performance of the residents,
preceptors, residency coordinator, director, residency program and training environment. These
processes are guided by the residency director and coordinator, and incorporate feedback from
residents, preceptors, and the Residency Advisory Committee. The Department uses feedback from
these groups to implement ongoing enhancements to the residency program. No formal quality
improvement plan has been established for the residency program.
The resident maintains an e-learning portfolio as an active document associated with the residency
program. This portfolio is routinely reviewed by the residency coordinator and some preceptors.
Assessment   of   a   resident’s   progress   occurs   continuously   throughout   the   program.   Residents’   written  
self-assessments are reviewed by the preceptor at the time of regularly scheduled evaluations. A low
performance flag from any assessment triggers a notification to the residency coordinator resulting in
immediate review and assessment. Assessment   of   residents’   progress   as   it   relates   to   achieving   goals  
and learning objectives is objective and outcome oriented. Subjective criteria such as personality traits
are considered only in relation to their effect on achieving goals and objectives.

11

CHPRB Survey Report
A midpoint and final evaluation is required to be completed for each rotation. Evaluations are usually
completed in a timely fashion (within 1 week of completion of the rotation). An evaluation meeting is
conducted by the preceptor for each rotation. A record of all final evaluations for each rotation are
posted on one45 and are reviewed by the residency coordinator in a timely fashion. There are some
gaps in the evaluation of the activities on one45 and the e-portfolio. Evaluations are not signed by the
residency coordinator. There is not a direct process  to  communicate  a  resident’s  continual  progress  in  
achieving the program’s   intended   outcomes   from   one   preceptor   to   the   next   preceptor,   and   from   one  
rotation to the next rotation. There is a process to address discrepancies of assessment and to provide
remediation if deficiencies in the progress of the resident are noted. A residency ombudsperson is
available at all times.
Residents complete a written evaluation of the preceptor for each rotation on the basis of the
preceptor’s   knowledge,   skills   and   attitudes   as   a   role   model   and   teacher.   This evaluation is discussed
with the preceptor. Residents also complete a written evaluation of the rotation based on the structure,
content and degree to which the learning objectives were met. A written summary of the rotation
evaluations are provided to preceptors as part of an annual evaluation report for their rotation. The
residency coordinator reviews the evaluations in a timely fashion but does not sign off on them.
Residents complete an evaluation of the residency coordinator and director. Resident feedback is
incorporated into the coordinator and program director evaluation process.
The continual review and improvement process of the program incorporates resident, preceptor,
coordinator, director, and rotation feedback.
A process is in place to assess the achievement of the intended educational outcomes of the program.
Residents meet with the residency coordinator 4-5 times a year to discuss current activities,
accomplishments since last meeting, project status, discussion of evaluations, review of the e-portfolio,
and any resident issues. Residents also complete a competency assessment at baseline, mid-point, and
at completion of the program and a final evaluation of the program. A process is in place to assess early
withdrawals from the residency program.
The program maintains documentation of the evaluation, ranking and admission of qualified applicants
to the program; resident’s   activities/schedule;;   resident’s   self-evaluations; experience records of each
resident (e.g., e-portfolio, one45) for each residency trainee for at least one full accreditation cycle.
Recommendation(s):
1. That all residency activities and requirements shall have the following written evaluations: self
evaluation by the resident, evaluation of the preceptor, evaluation of the rotation/requirement,
evaluation of the resident by the preceptor (e.g., presentation, project, mini projects and
assignments, academic half-days, kinetic rotation, Evidence Based Pharmacotherapy rotation).
2. That the program establishes a mechanism to document that the evaluations have been reviewed by
the residency coordinator or director. *
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3. That the method of competency assessment be documented for each objective on the evaluation
form.
4. That a formal definition of the expected level of performance to stages of the residency be explicitly
defined in the residency manual.
5. That the level of expected performance is defined for each major learning objective and that the
evaluation tools are designed to assess these.
6. That an evaluation of all resident presentations be conducted and documented.
7. That all evaluations shall be submitted in a timely manner.
8. That a formal quality improvement program be established and documented for the residency
program.
2.2.4

Program Completion

Standard
The requirements for successful completion of the residency program shall be attested to by the
organization.
Finding(s):
Criteria are in place to define successful completion of the program. The resident receives a certificate
and letter of congratulations from the LMPS upon completion of the program.
The program maintains a list of all successful candidates of the program. A master list of all
unsuccessful candidates is not available. A record of the residency certificate and credential
(Accredited Canadian Pharmacy Residency) is retained on file by the program. The record includes the
year in which the certificate was granted.
Recommendation(s):
1. That going forward, a list of unsuccessful candidates be initiated and maintained along with the
successful candidates.
3.0

RESIDENCY PROGRAM COMPETENCIES

3.1

Provide Direct Patient Care as a Member of Interprofessional Teams

Standard
The resident shall be proficient in providing evidence-based direct patient care as a member of
interprofessional teams.
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Finding(s):
The direct patient care competency is instructed and assessed in all clinical practice rotations. The
resident has ample opportunity to develop and practice direct patient care skills. The level of expected
performance of direct patient care skills in each rotation remains consistent between the first and last
clinical rotation as indicated by rotation learning objectives and evaluation tools. By report of
preceptors and residents, the level of expected and actual performance along with time management
and prioritization of patients increases over the course of the academic year.
Residents have the opportunity to work collaboratively with pharmacy technicians, nurses, clinical
nurse practitioners, physicians, dietitians, social work, speech and language pathologists,
physiotherapists, occupational therapists, and respiratory therapists as members of the interprofessional team. Inter-professional collaborative team education is made available.
Residents complete an oral examination as a means to confirm the attainment of the direct patient care
competencies.
The requirements of the standard are met.
Recommendation(s):
None
3.2

Manage and Improve Medication Use Systems

Standard
The resident shall demonstrate a working knowledge of medication use system(s), as well as
pharmacy and other care provider roles within the system, in order to manage and improve
medication use for individual patients and groups of patients.
Finding(s):
The resident benefits from the opportunity to see a variety of drug distribution models in different
settings. The resident demonstrates an understanding of the advantages and limitations of key
components of the medication use system, including but not limited to unit dose, traditional system,
computerized medication administration records, clinical decision-support tools, and intravenous
and/or oncology admixture services, with respect to:
a) The patient
b) The department
c) The organization
The resident demonstrates improvement in medication use for individual patients and groups of
patients, while working in cooperation with pharmacy, nursing and medical staff, as well as with other
members  of  the  organization’s  team.
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The resident demonstrates an ability to prepare and dispense medications according to organizational
policies and procedures.
The resident demonstrates an ability to identify, analyze and resolve problems relating to a broad range
of drug products, medication orders, and drug distribution issues, as supported by:
a) Assessing medication orders for appropriateness using the medication profile, allergy history and
available patient information.
b) Demonstrating the ability to accurately transcribe a medication order onto the medication profile
or health record.
c) Demonstrating the ability to clarify medication orders with prescribers.
The resident demonstrates a working knowledge of safe medication practices.
The requirements of the standard are met.
Recommendation(s):
None
3.3

Exercise Leadership

Standard
The resident shall apply leadership and management skills to contribute to the goals of the
program, department, organization and profession.
Findings(s):
The resident demonstrates an understanding of the differences between management and leadership.
There is a variation in the structure and time allotted to the administration rotation.
The resident applies knowledge of a management principle or area (e.g., organization, human
resources, resource utilization, pharmacoeconomics, communications, continuous quality improvement,
change management, and/or patient safety) as well as organizational structure (e.g., roles of the
pharmacy management team, departments) to complete an activity or project, or to propose a solution
to a problem.
Two residents volunteer to become chief residents. They attend Residency Advisory Committee
meetings where they bring forward issues from their fellow residents and are involved in strategic
planning and quality improvement for the residency program. They also attend BC Branch CSHP
meetings, participate in residency interviews, and organize social events.
The requirements of the standard are met.
Recommendation(s):
None
Consultative Recommendation(s):
1. That the program continues to work to standardize the administration rotation.
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3.4

Exhibit  Ability  to  Manage  One’s  Own  Practice  of  Pharmacy

Standard
The resident shall apply skill in the management of his/her own practice of pharmacy, to advance
his/her own learning, to advance patient care, and to contribute to the goals of the program,
department, organization and profession.
Finding(s):
The resident consistently demonstrates efforts to advance his/her critical thinking, scientific reasoning,
problem-solving, decision-making, time management, communication, self-directed learning, and
team/interprofessional skills.
The requirements of the standard are met.
Recommendation(s):
None
3.5

Provide Medication and Practice-Related Education

Standard
The resident shall effectively respond to medication- and practice-related questions, and educate
others.
Finding(s):
The resident responds effectively and in a timely manner to medication and practice-related questions
as evidenced by completion of the following tasks:
a. receives drug information requests;
b. conducts a literature search systematically;
c. critically appraises the relevant literature;
d. formulates a response;
e. communicates, verbally and in writing, responses to requests.
The resident presents educational sessions to a variety of audiences using different formats such as case
presentations, journal club, grand rounds, etc. The resident organizes instructional content, writes
learning goals and objectives, communicates effectively with a variety of audiences, uses instructional
media, and self-evaluates when preparing and presenting educational seminars.
The resident demonstrates skill in the two of the four roles used in practice-based teaching: direct
instruction and facilitation.
The resident demonstrates scholarly writing skills.
Recommendation(s):
1. That all residents have the opportunity to demonstrate their skills in all four of the practice-based
teaching roles.
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3.6

Demonstrate Project Management Skills

Standard
The resident shall use effective project management skills to undertake, conduct and successfully
complete a project related to pharmacy practice.
Finding(s)
The resident is involved in project development, data collection, analysis and interpretation. The
resident prepares a written report of the project in a format suitable for publication in a peer-reviewed
journal. The resident presents a mid-point defense of their project, a presentation as well as poster, and
a final write-up.
The requirements of the standard are met.
Recommendation(s):
None
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SUMMARY OF RECOMMENDATIONS
RECOMMENDATIONS
That unit dose drug distribution services be extended to all patient care areas.

REFER TO:
2.1.2

That cold chain management and safe, secure storage of medications occur in all
facilities (ISMP Canada and Accreditation Canada ROP).
That rotation learning goals and objectives be reviewed annually.

2.1.4

That residents complete a written self-evaluation at the end of all rotations and program
requirements.

2.1.5

That a well defined process shall be in place to grant prior learning credit of pharmacy
residents at entry to the residency program.

2.2.1

The residency program shall maintain documentation that provides evidence to support
the decision to grant credit of competencies that have been achieved.
(refer to 2.2.1.5.b.c.d)
That all residency activities and requirements shall have the following written
2.2.3
evaluations: self evaluation by the resident, evaluation of the preceptor, evaluation of the
rotation/requirement, evaluation of the resident by the preceptor (e.g., presentation,
project, mini projects and assignments, academic half-days, kinetic rotation, Evidence
Based Pharmacotherapy rotation).
That the program establishes a mechanism to document that the evaluations have been
reviewed by the residency coordinator or director.

*

That the method of competency assessment be documented for each objective on the
evaluation form.
That a formal definition of the expected level of performance to stages of the residency
be explicitly defined in the residency manual.
That the level of expected performance is defined for each major learning objective and
that the evaluation tools are designed to assess these.
That an evaluation of all resident presentations be conducted and documented.
That all evaluations shall be submitted in a timely manner.
That a formal quality improvement program be established and documented for the
residency program.
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SUMMARY OF RECOMMENDATIONS (continued)
RECOMMENDATIONS

REFER TO:

That going forward, a list of unsuccessful candidates be initiated and maintained along
with the successful candidates.

2.2.4

That all residents have the opportunity to demonstrate skills in all four practice-based
teaching roles.

3.5

SUMMARY OF CONSULTATIVE RECOMMENDATIONS
CONSULATIVE RECOMMENDATIONS
That the Pharmacy Department collaborates with the College of Pharmacy to develop a
shared vision for interdisciplinary models of training (e.g., students, pharmacy residents,
Pharm. D students).

REFER TO:
2.1.1

That the Pharmacy Department collaborates with the College of Pharmacy to develop an
academy of preceptors.
That the Pharmacy Department continues with plans to improve and increase
efficiencies in the distribution system by implementing technology and expanding the
role of the production facilities.

2.1.2

That the Pharmacy Department consider expanded roles of practice for technicians and
continue working towards regulation.
That consideration be given to the need for additional physical space in the acute care
pharmacy dispensary areas.
That the Pharmacy Department pursues technology to support interaction amongst the
pharmacy residents within the LMPS (e.g., dedicated video-conference support)
That the Pharmacy Department pursues hand-held decision support tools to assist
pharmacists and pharmacy residents in their patient care duties.
That the program continues to work to standardize the administration rotation.

3.3

* Repeated Recommendations
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