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The role of the psychiatric pharmacist in the care of the mentally ill has continually evolved since the
late 1960s and early 1970s. Pharmacists in the field of psychiatric pharmacy work to improve the
health, safety, and welfare of those impacted by one or more psychiatric conditions. Specialty resi-
dency training programs are accredited to establish minimum training standards and a board-certifi-
cation process ensures that individuals provide a high level of quality of care. It is the position of the
College of Psychiatric and Neurologic Pharmacists (CPNP) that Psychiatric Pharmacy residency pro-
grams obtain American Society of Health-System Pharmacy (ASHP) accreditation and help the pro-

fession move forward as a recognized specialty.
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INTRODUCTION

Approximately 58 million Americans are affected by
a psychiatric disorder, making mental illness a leading
cause of disability and associated healthcare costs in the
United States.! Approximately 36 prescriptions for psy-
chotropic medications are written per 100 outpatient of-
fice visits within the general US population. While annual
retail drug costs for mental health medications in the
United States exceed $20 billion, the total economic bur-
den of mental illness, including direct and indirect costs,
is approximately $317 billion annually.>* The need for
specialized clinical pharmacists in areas such as psychi-
atry has been recognized by pharmacy practice and pro-
fessional education organizations. Despite slow gains in
acceptance by the public, government, and insurance en-
tities, the clinical pharmacist is recognized as having an
increasing role as a primary healthcare provider.

Individual pharmacy practitioners who provide care
to those with mental health disorders are identified by
different designations and descriptors including mental
health pharmacist, psychiatric pharmacist, and psycho-
pharmacologist. Psychiatric pharmacy is a recognized
specialty with clinicians practicing in a multitude of di-
verse settings. However, the psychiatric pharmacy pro-
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fession is relatively young and has undergone many
changes in the last 40 years. The purpose of this paper
is to express the College of Psychiatric and Neurologic
Pharmacists (CPNP) support for the American Society
of Health-System Pharmacists (ASHP) accreditation
process of second postgraduate year (PGY2) psychiatric
pharmacy residency programs.

HISTORY OF PSYCHIATRIC PHARMACY
AND RESIDENCY PROGRAMS

The roots of psychiatric clinical pharmacy date back
to the 1960s and early 1970s (Table 1). In 1971, the US
Public Health Service assigned a pharmacist to a psychi-
atric unit in Alaska, which was later the setting for the first
published case describing the activities of a psychiatric
pharmacist.* The psychiatric pharmacist worked with
psychiatrists to complete medication histories, educate
the treatment team, assist in the selection of optimal med-
ications, and monitor/manage the bothersome side effects
of psychotropics commonly used at the time, such as
chlorpromazine and lithium. Clinical pharmacists were
working not only in psychiatric inpatient and outpatient
settings, but also in methadone and disulfiram clinics and
mental retardation centers.*> During this time, business
models describing these practice paradigms were devel-
oped. The University of Tennessee created contracts to
provide pharmacy dispensing and clinical services for sev-
eral local psychiatric facilities.” This treatment paradigm
mirrored some of the collaborative drug therapy manage-
ment and medication therapy management (MTM) systems
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Table 1. Timeline for the Development of the Psychiatric Pharmacy Specialty.

Date Event

1971 Psychiatric pharmacy experiential electives developed — UCSF and University of Tennessee

1972 First psychiatric residency program - UCSF

1973 First psychiatric pharmacy program precepted by a psychiatric pharmacist - UCSF

1973 Two-year postgraduate residency in psychiatric pharmacy created with the US Public Health Service

1974 ASHP established the Advisory Panel on Pharmacy Services in Mental Health Services

1974 ACPE requires all pharmacy colleges and schools to begin offering PharmD degrees

1975 ASHP established the Special Interest Group on Mental Health Pharmacy

1976 Board of Pharmaceutical Specialties (BPS) was created (now called Board of Pharmacy Specialties)

1992 Psychiatric Pharmacy recognized as a specialty by BPS with support from ASHP

1996 Board Certification examination for psychiatric pharmacists (BCPP) administered for the first time

1997 ACPE requirements for PharmD program went into effect

1998 College of Psychiatric and Neurologic Pharmacists (CPNP) founded

2002 The American College of Physicians and the American Society of Internal Medicine jointly published
a position paper on the scope of practice for pharmacists.

2005 ASHP Board of Directors approved new Accreditation Standards for Specialized Training

2007 Revised ASHP Psychiatric Pharmacy Practice Standards go into effect, requiring participation in the

National Matching Service (NMS) and that all Psychiatric Pharmacy Residency programs be PGY2

commonly employed today. Those referred to pharma-
cists were mental health patients who had previously
been diagnosed and stabilized by psychiatrists. They
pharmacists provided medication management, including
the completion of prescriptions, which were pre-signed
by psychiatrists.

With the new role came the need for additional edu-
cation. The US Public Health Service created a 2-year
psychiatric pharmacy training program in 1973.* This
early training experience was designed to provide a year
of didactic training with a college of pharmacy and a year
of practice in a psychiatric environment. The first year of
the program concentrated on pharmacological literature,
research, and didactic coursework in psychiatric phar-
macy, as well as training in administering injectable med-
ications and obtaining blood work for laboratory testing.
The second year was spent at a psychiatric hospital and
included more in-depth study of psychiatric illness and
treatment options. The trainee was taught to work with
the patients and treatment teams as part of a multidisci-
plinary approach to health care. The program was set up
to mirror the training that first-year psychiatry residents
received and led to the addition of one of the first phar-
macists to a school of medicine teaching faculty.

The need for additional coursework in the curricula
of US schools and colleges of pharmacy became appar-
ent as more pharmacists began working in mental health
settings. In the late 1960s, some pharmacy schools began
sponsoring continuing education programs in mental
health topics.5 However, most colleges and schools of
pharmacy did not include psychiatry in their curricula.
In 1971, psychiatric clerkship experiences began to be

developed and implemented into their respective phar-
macy school curriculums as electives. One of the earliest
described clerkship experiences was at the University of
California San Francisco (UCSF) School of Pharmacy
where students were offered a 12-week clerkship that in-
cluded both didactic training and several weeks of clinical
experience.® The training directly led to students accept-
ing mental health positions in clinical or academic set-
tings and to the development of psychiatric pharmacy
residency programs, the first being at UCSF in 1972.
The first psychiatric pharmacy residency precepted by a
psychiatric pharmacist also occurred at UCSF in 1973.”
On July 1, 1974, the American Council on Pharmaceu-
tical Education (ACPE) dictated that all pharmacy schools
would offer a clinical pharmacy curriculum. By the 1980s,
a handful of colleges and schools of pharmacy and affili-
ated psychiatric pharmacy residency programs were regu-
larly training residents (eg, University of Texas, University
of Tennessee, University of Southern California, Univer-
sity of Missouri-Kansas City, University of Nebraska)
and pharmacy students about the management of psychi-
atric disorders.

The pharmacy profession continued to evolve, with
the American Pharmaceutical Association’s (currently
known as the American Pharmacists Association) crea-
tion of the Board of Pharmacy Specialties (BPS) in 1976.°
In 1983 a certificate program in psychiatric pharmacy
practice was described, further helping to identify this
specialty area of practice.’ Psychiatric pharmacy was rec-
ognized by BPS as a specialty in 1992.'° Four years later,
several psychiatric pharmacists formed a group that
would later become the CPNP. CPNP then negotiated
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with the Board of Pharmacy Specialties (BPS) and ASHP
for recognition and an approved certification procedure.
The first board certification examination for psychiatric
pharmacists was administered in 1996. In order to earn
board certification, the examinees were required to have
graduated from an ACPE-accredited pharmacy school,
have an active pharmacy license, complete a specialty
residency and/or equivalent work experience, and achieve
a passing test score. Of the first 191 examinees, 159 prac-
titioners became board certified upon initial testing.'

By the late 1990s, many pharmacy colleges and
schools were phasing out the bachelor of science in phar-
macy program. ACPE required that colleges and schools
develop a doctor of pharmacy (PharmD) program by 1997
to meet the growing clinical demands of the profession.
Subsequently, the number of psychiatric pharmacy resi-
dency programs also continued to grow. The standard
process was for these residency programs to be accredited
and recognized as 1-year programs in psychiatric phar-
macy practice, which could be started directly after com-
pleting the Pharm.D. degree. While most programs were
residencies seeking ASHP accreditation, there were a
number of 1- and 2-year unaccredited programs that
allowed training of practicing psychiatric pharmacists
to complete a fellowship or master’s degree.

Throughout the evolution of the board-certification
process, psychiatric pharmacists became more organized
as a specialty and met on a regular basis at national meet-
ings such the New Clinical Drug Evaluation Update
(NCDEU) and through specialty-practice group meetings
at ASHP annual midyear meetings. On March 24, 1998,
CPNP was established as a professional society and held
their first annual meeting in Orlando, Florida, that same
year. CPNP worked to develop educational program-
ming, improve patient care, foster research, and support
board certification for psychiatric pharmacists. At their
annual meetings, the organization offered high-level pro-
gramming in psychiatric pharmacy and neurology and
encouraged networking and the formation of strong pro-
fessional relationships.

Also by the late 1990s, the contributions that psychi-
atric pharmacists were making to patient care began to be
more recognized.'' ™ Psychiatric pharmacists were being
employed in federal (veteran’s hospitals and department
of defense hospitals) and state mental health care facili-
ties, as well as in research, the pharmaceutical industry,
managed care, ambulatory care, and hospitals. In 2002,
the American College of Physicians and the American
Society of Internal Medicine jointly published a position
on the scope of practice for pharmacists.® The paper sup-
ported an expanded role, including pharmacist-physician
collaborative agreements. In a memorandum written by

Deputy Under Secretary of Health William F. Feeley, the
Veterans Health Administration (VHA) recommended
that clinical pharmacists be included on care teams in
mental health services.'*

With the changes in practice and pharmacy education,
along with a growing number of board-certified psychi-
atric practitioners, pharmacy residency training programs
also began to transform and subsequently moved to a
2-year medical model of residency training. In 2002, fear-
ing that proposed ‘““changes are quite likely to decrease the
number of practice environments offering psychiatric ex-
periences, and to decrease flexibility in program design,”
CPNP opposed a proposal by ASHP to adopt language
“requiring that applicants to specialized residencies must
have completed an ASHP accredited pharmacy practice
residency or have an equivalent level of 3 years of prior
experience in pharmacy practice.” CPNP also opposed
the ASHP proposal requiring that all residency applicants
participate in the matching program.

CHANGES IN ACCREDITATION
STANDARDS

In 2005, the ASHP Board of Directors approved new
Accreditation Standards for Specialized Training, which
went into effect on January 1, 2007."*> The major change
in the new standards, which impacted Psychiatric Phar-
macy and other PGY2 programs, was found under Prin-
ciple 1.1, indicating “the applicant must have completed
an accredited PGY1 pharmacy residency program.” In
addition, psychiatric pharmacy residencies were required
to participate in the National Match System (NMS) and
become recognized as second-year postgraduate (PGY-2)
programs.

In 2009, there were 548 board-certified psychiatric
pharmacists, 30 residency programs, and 955 members
of CPNP practicing with varied responsibilities and in
a wide range of practice settings.'®'” In 2010, the number
of candidates seeking postdoctoral training increased for
both PGY1 residencies (16% increase) and PGY2 spe-
cialty residencies (25% increase) over 2009 numbers.'®
Additionally, there was a 9% increase in the number of
PGY1 candidates matching and a 24% increase in the
number of PGY2 candidates matching.'® The number of
psychiatric specialty training programs as of June 2010
was 29, with 20 of those being ASHP accredited with 22
possible accredited PGY2 positions due to some pro-
grams having multiple positions.'® Of the 22 accredited
positions, 5 were filled early and 16 were included in the
ASHP resident matching program through which 13 were
filled in the initial matching process.'®

The role of psychiatric pharmacists continues to ex-
pand in clinical practice, administration, research, and the
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pharmaceutical industry/business. Training and certifica-
tion also will continue to evolve. In 2013, all candidates
for BCPP will be required to have completed an ac-
credited specialty residency in psychiatric pharmacy
and have 1 year of work experience with at least 50% of
time spent in psychiatric pharmacy activities.'” For those
who do not meet this requirement, 4 or more years of
relevant work experience will be expected.

Psychiatric pharmacy and therapeutics has not been
a major focus in pharmacy education in US colleges and
schools of pharmacy. In 2007, Cates et al noted that, while
75% of pharmacy colleges/schools employed a psychi-
atric pharmacist, less than 50% of pharmacy faculty
members teaching didactic courses in psychiatry were
psychiatric pharmacy specialists, and only 9.5% of cour-
sework was devoted to pyschiatric topics.’

In discussing the need for change in the standard
pharmacy curriculum, the American Association of Col-
leges of Pharmacy (AACP) stated that specialization will
become the norm. Additionally, they emphasized that
pharmacy educators should offer a curriculum that pre-
pares student pharmacists to provide patient-centered,
interprofessional care that incorporates self-directed learn-
ing skills.?' A further recommendation of the 2002 AACP
Task Force on the Role of Colleges and Schools in Resi-
dency Training is that full-time pharmacy practice faculty
members have a PharmD degree plus a minimum of 1 year
of graduate pharmacy training (PGY1/PGY2 residencies)
or equivalent experience.

The American College of Clinical Pharmacy (ACCP)
goes a step beyond the AACP in recommending that
completion of a PGY residency should be a minimum
requirement for academic appointment as an adjunct clin-
ical faculty member or preceptor and ““residency training
will become mandatory before one can enter clinical prac-
tice.”* ACCP also has noted that professional organiza-
tions both within pharmacy and in other health care
professions recognize that the first professional pharmacy
degree from an ACPE-accredited school of pharmacy and
licensure as a pharmacist are not sufficient to prepare the
clinical pharmacist for advanced pharmacy practice.”*
The Board of Pharmacy Specialties requires that clinical
pharmacists who sit for board certification examinations
have graduated from an ACPE-accredited pharmacy pro-
gram, hold a current US pharmacy license, and have com-
pleted either (1) 4 years of pharmacy practice with at least
50% of time spent in psychiatric pharmacy activities or
(2) a PGY?2 residency program in psychiatric pharmacy
and have an additional year of practice where at least
50% time is spent in psychiatric pharmacy activities. In
order for the pharmacy profession to advance its ability
to positively impact both patient outcomes and economic

burden, it must embrace both the need for accredited
PGY1 and PGY?2 residency training programs and board
certification in pharmacotherapy and/or a specialty phar-
macy area.

Under ASHP-based residency standards, 22 specialty
program designations exist with ASHP PGY2 specialty
practice classification, including psychiatric pharmacy.
Within the accredited pharmacy residencies in psychiatry,
there are 20 programs that currently hold ASHP residency
accreditation status (Table 2), placing psychiatric pharmacy
high on the list of accredited specialty PGY2 programs.

Before 2007, more psychiatric pharmacy residency
programs were successful in filling their open specialty
positions. Since implementation of the new standards and
requirement of PGY1 residency, there was a reduction in
the number of applicants for PGY2 residencies in psychi-
atry pharmacy. Approximately 25%-30% of the available
accredited PGY2 psychiatric pharmacy positions were
being filled with qualified candidates through the match-
ing process, leaving many programs without residents.
These unfilled positions raised concern that some pro-
grams might lose their funding for failure to fill the posi-
tion or even lose accreditation for failure to fill their
position in 3 consecutive recruitment cycles. While there
are efforts by CPNP and other organizations (eg, Veterans
Affairs medical centers) to attract more mid-career level

Table 2. ASHP PGY2 Practice Designations and Number
of Programs as of 2010'°

Number of
PGY2 Specialty Accredited Programs
Critical Care 74
Oncology 50
Ambulatory Care 39
Infectious Disease 34
Pediatrics 26
Psychiatric Pharmacy 20
Cardiology 16
Internal Medicine 16
Administration (Health Systems) 16
Solid Organ Transplant 14
Geriatric Pharmacy 11
Drug Information 10
Emergency Medicine 7
Pharmacotherapy 5
Medication Use Safety 5
Pharmacy Informatics 5
Pain Management and Palliative Care 4
Human Immunodeficiency Virus 3
Managed Care Systems 2
Nutritional Support 1
Nephrology 0
Nuclear Pharmacy 0
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pharmacists into psychiatric pharmacy, failure to have
residents enrolled in specialty training will put the spe-
cialty at risk for survival. The 2010 residency recruitment
cycle showed a positive reversal in the declining num-
ber of psychiatric pharmacy residents, with a dramatic
shift in the percentage of accredited psychiatric phar-
macy programs matching and filling their open posi-
tions (18 of 22 positions or 8§1.8% filling through the
match process).'®

Many in psychiatric pharmacy practice had identified
the change in the ASHP Accreditation standards as the
cause in the significant reduction in the number of eligi-
ble residency candidates. Some residency programs have
made the decision to not pursue ASHP accreditation and
to function independently from the accreditation stan-
dards, possibly resulting in inconsistency in the training
of residents going into psychiatric pharmacy. The stan-
dards that have been developed as part of the ASHP Ac-
creditation process may never be fully agreed upon by all
residency programs; however, they establish minimum
criteria that programs should strive to achieve. The stan-
dards themselves do not guarantee a program will be suc-
cessful, but if a program is held accountable to these
minimum standards, there is a greater likelihood that
the resident will have experiences that will better prepare
them to advance the practice of psychiatric pharmacy.
Accreditation offers a system of checks and balances
to ensure that programs have a clear set of goals and
objectives that are consistent across the specialty and
ensure the growth of the specialty practice of psychiatric
pharmacy.

Regardless of the impact of the ASHP accreditation
process on the numbers of slots and applicants in resi-
dency programs, it is the position of the College of Psy-
chiatric and Neurologic Pharmacists that psychiatric
pharmacy residency programs work to obtain ASHP ac-
creditation and to help the profession move forward as
a true “specialty.”

CPNP POSITION ON RESIDENCY
TRAINING AND ACCREDITATION
Action Steps

(1) Encourage the development of additional PGY'1
training programs to increase the opportunities
available to pharmacy graduates, which will in
turn serve to increase the applicant pool for
PGY?2 specialty training programs.

(2) Enhance the recognition of psychiatric phar-
macy as a true specialty within pharmacy
practice.

(a) Establish the value of board certification in
psychiatric pharmacy (BCPP).

(1) Encourage organizations to incentivize
board certification

(b) Promote BCPP recertification through the
implementation of rigorous recertification
activities.

(c) Promote the establishment of a central psy-
chiatric pharmacy resource or information-
sharing mechanism that promotes the role
of psychiatric pharmacists (ie, journal to
promote practice and research).

(d) Promote the profession to help fulfill the
projected pharmacist shortfall by 2020 for
the provision of primary, secondary, and
tertiary care services. Failure to increase
the role of pharmacists in this manner will
result in a surplus of pharmacists to fulfill
the dispensing function, given that there
are currently 120 schools and colleges with
ACPE accreditation status and many
schools have increased their enrollments
to help meet the projected shortage and
to also generate revenue. These graduates
should be educated to meet the projected
demand for patient care services providing
service to the patient and sustaining the
value of the profession.

(e) Encourage BCPP-certified pharmacists to
take on increasingly active roles within
their practice sites and to promote the im-
age of being a psychiatric pharmacy spe-
cialist. Board certification of pharmacists
is one means to legitimize value. However,
board-certified psychiatric pharmacists need
to take advantage of the recognition this des-
ignation provides and pursue leadership po-
sitions and increased activities to promote
acceptance from other direct patient care
providers.

(3) Promote early integration of psychiatric phar-
macy into US colleges and schools of pharmacy
to increase student awareness of psychiatric
pharmacy as a specialty and to generate interest.
(a) Establish a marketing campaign that in-

cludes a recruitment video that can be
shared on various technology outlets and
promoted at colleges and schools of phar-
macy and hospitals to students and midca-
reer professionals. Earlier integration of
psychiatry pharmacy into the minds of stu-
dents will enhance their knowledge of the
specialty at a time when they are consid-
ering career paths of interest.
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(4) Increase the recognition of the value-added ben-
efits of a psychiatric clinical pharmacy special-
ist to patient-centered care outcomes, focusing
not on direct cost-savings to institutions, but
rather on improved psychiatric and physical
health outcomes of the patient.

(a) There are reports of economic benefits of
psychiatric pharmacy specialists; however,
the cost savings needs to go beyond typical
measures, such as changing from a brand
name to generic or the utilization of cheaper
medication alternatives. While this is im-
portant in the overall costs to the healthcare
system, psychiatric pharmacy specialists
should promote comprehensive improve-
ments in health-related outcomes and pa-
tient safety.

(5) Encourage all PGY?2 psychiatric pharmacy res-
idency programs to become accredited by the
ASHP Commission on Credentialing.
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