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Pharmacy could serve as a model for the health informationist
profession proposed by Davidoff and Florance in their 2000 editorial in
the Annals of Internal Medicine. The current training and practice roles
for pharmacists suggest a way to prepare health sciences librarians for
work with clinical health care teams. The influences that spurred the
transformation of pharmacy parallel in many respects those suggesting
the need for more information professionals prepared to practice in
clinical health care settings. During the same decades that health
sciences librarians have been debating and experimenting with new
professional roles such as clinical medical librarians, pharmacy has
undergone an intensive review of its core values, mission, practice roles,
and educational preparation methods. Until recently, most pharmacists
graduated from five-year baccalaureate programs preparing them to
understand drug products, sources of supply, and effective ways to
dispense them to patients as prescribed by physicians. Today, almost all
pharmacy students graduate from six-year doctor of pharmacy
programs that prepare them to be the primary providers of what their
profession calls ‘‘pharmaceutical care.’’ The pharmaceutical care model
suggests that health information professionals in clinical settings could
be educated and trained to provide what we might call health
information care.

Today medical care is provided in an increasingly elec-
tronic, Web-networked information environment, with
a vast array of online information products and ser-
vices. This environment suggests for many that a vir-
tual library of resources and services could and should
be designed to provide instant answers and solutions
for almost every conceivable health care information
dilemma. On the positive side, this tempting and ap-
parently ubiquitous availability of all kinds of health
information has helped to convince most physicians
and other health professionals that their clinical deci-
sions (as well as their research and continuing edu-
cation) should be based on the ‘‘best evidence’’ from
the current literature. To the extent that they view li-
brarians as key health information professionals, most
clinicians also recognize that the profession should
have a central role in making this information acces-
sible. On the negative side, these same health profes-
sionals are too often frustrated when they attempt to
find useful answers to their clinical care questions in
this information-rich environment. Working on their

own, they discover that the best evidence is often
widely scattered, poorly indexed in complex databas-
es, and difficult to locate and use for a variety of tech-
nical, economic, or political reasons. Therefore, when
these same clinicians view librarians as the primary
managers of the print and electronic archives of med-
ical literature, they experience the database structures,
search engines, passwords, and other access policies
and procedures managed by the library as barriers to
their effective use of this information.

Thus, questions concerning the professional training
and practice roles of medical librarians and other
health information professionals in patient care set-
tings have been and continue to be appropriately se-
rious topics of debate and experimentation. Case study
reports and more serious evaluative studies of service
programs, like clinical medical librarians (CML) and
literature attached to charts (LATCH), continue to ap-
pear regularly in the literature and are reported at
professional conferences. These studies and reports
date at least from the first CML service created by
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Lamb at the University of Missouri–Kansas City in the
early 1970s [1, 2]. But despite this continuing strong
interest, the number of active clinical librarian pro-
grams has remained very small in proportion to the
number of hospitals and other clinical settings served
by health sciences libraries. Davidoff and Florance’s
editorial effectively summarizes the challenges that
have propelled that continuing interest, while also
constraining widespread implementation [3]. Health
sciences librarians still struggle to provide practicing
clinicians with rapid access to the best information
from the medical literature in ways that truly help im-
prove decisions at the point of care.

Davidoff and Florance also acknowledge that their
health ‘‘informationist’’ or ‘‘clinical knowledge work-
er’’ idea is not the first proposal for a new type of
information professional, educated and trained to un-
derstand both information science and the clinical care
environment. As one letter to the editor prompted by
Davidoff and Florance’s editorial notes with some pas-
sion, pharmacists, especially those more fully trained
as doctors of pharmacy (PharmDs), already combine
professional training in clinical health care with an in-
depth knowledge of drug therapeutics and the retriev-
al of relevant biomedical literature [4]. Davidoff and
Florance’s response to this letter suggests that the
training these PharmD drug-information specialists
receive may serve as a model for the broader training
and professional roles they envision for health infor-
mationists or clinical knowledge workers [5]. This pa-
per will explore that possibility more thoroughly. How
did the current model of pharmaceutical education
and practice evolve from the previous baccalaureate-
in-pharmacy training that prepared most pharmacists
for their traditional dispensing roles in drug stores
and hospital pharmacies? Can the process used to
change the training for, and practice of, pharmacy sug-
gest a way to bring more widespread recognition of,
and credibility to, the new professional roles health
sciences librarians have been experimenting with for
the past thirty years? Also, how closely do the influ-
ences that spurred this transformation of professional
pharmacy training and practice parallel the issues sug-
gesting the need to educate more health information
professionals for practice in clinical care settings?

THE EMERGENCE OF PHARMACEUTICAL CARE

During roughly the same thirty years that health sci-
ences librarians have been debating and experiment-
ing with new professional roles in health care settings,
the profession of pharmacy has undergone an inten-
sive review of its core values, mission, practice roles,
and educational preparation methods. Throughout this
review, pharmacy professionals have continued to
view themselves as ‘‘a major part of the system that
discovers, develops, produces and distributes drug en-

tities and drug products.’’ This system creates and dis-
seminates knowledge related to drug entities, drug
products, and drug distribution systems [6].

Over the course of the past century, pharmacy train-
ing evolved from a four- to a five-year baccalaureate
program. This training prepared pharmacists to un-
derstand the composition and therapeutic properties
of drug products, the sources of supply for those prod-
ucts, and the most effective ways to dispense those
products to patients as prescribed by physicians. Grad-
uate training in pharmacy was research oriented, with
master’s of science and doctor of philosophy paths tak-
en by relatively few students. In 1950, the ‘‘Elliott Sur-
vey’’ of the American Council on Education’s Com-
mittee on the Pharmaceutical Survey first recommend-
ed the development and establishment of a six-year
advanced clinical degree, the doctor of pharmacy, to
prepare some practitioners for advanced clinical prac-
tice [7]. Over time, the widespread value that such
training could provide to patients and other health
care providers began to emerge, as holders of the de-
gree developed advanced clinical practices and en-
gaged in clinical research activities. Recognizing the
evolving nature of pharmacy practice, some pharmacy
schools, beginning in the 1960s with programs on the
West Coast, began to convert their curricula or add an
additional track for six-year, entry-level degrees that
graduated pharmacists with the PharmD degree [8].

Looking back, it is now clear that, while preserving
its core professional values, pharmacy practice and ed-
ucation have been transformed in some fundamental
ways. Today, almost all students entering pharmacy
schools graduate from a six-year PharmD program
that prepares them to be the primary providers of
what their profession calls ‘‘pharmaceutical care,’’ in
addition to providing the traditional knowledge and
skills about the composition and dispensing of drug
entities and products. Pharmaceutical care (also some-
times called pharmacotherapy) involves ‘‘judgments
and decisions to avoid, initiate, maintain or discontin-
ue drug therapy.’’ This care is provided in collabora-
tion with patients, physicians, nurses, and other care
providers, and pharmacists are expected to take direct
responsibility for the cost, quality, and results of the
pharmaceutical care provided to their patients. As core
members of the clinical health care team, pharmacists
are expected to be activists on behalf of their patients,
helping them achieve the desired outcomes of their
therapy and working as consultants to physicians,
nurses, and other care providers to help them make
appropriate drug treatment choices. In academic med-
ical centers, they also collaborate actively on a variety
of clinical research projects involving drug therapies
[9].

Studies and reports
A key component of this move towards pharmaceuti-
cal care as the standard of pharmacy practice was the
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recognition that pharmaceutical education would need
to be more extensive and intensive. A series of studies
and reports starting in the 1940s suggested the need
for major changes in the education of pharmacists to
meet these new demands of the profession and to bet-
ter serve the health care system and society as a whole
[10–16]. In 1989, the American Association of Colleges
of Pharmacy (AACP) charged the Commission to Im-
plement Change in Pharmaceutical Education, and,
starting in 1992, the commission’s recommendations
were adopted by the AACP as policy guidelines [17].
In 1997, the American Council on Pharmaceutical Ed-
ucation, the accreditation board for schools of phar-
macy, formally adopted new accreditation standards
and guidelines for a new PharmD curriculum as the
sole professional training program for the profession.
This standard became effective July 1, 2000, with a
provision to allow the remaining baccalaureate pro-
grams until June 30, 2004, to move their last under-
graduate students to graduation [18]. This decade-long
process led to a steady increase in the number of phar-
macy schools offering the PharmD as the sole first pro-
fessional degree. In 1990/91, only eleven of seventy-
four schools limited enrollments to PharmD candi-
dates, but, by 1999/2000, fifty of eighty-two schools
were only admitting PharmD students and another
twenty-nine were enrolling both bachelor of science
(BS) and PharmD students [19].

The studies and reports that led to this transfor-
mation to a new standard of education for the practice
of pharmaceutical care were grounded in reflections
on the basic mission of the pharmacy profession and
the societal and individual patient needs it serves. The
roles and responsibilities for pharmaceutical care pro-
fessionals developed ‘‘in response to the increasing ef-
fectiveness, potency, precision, risk and cost of drug
therapy and the increasing use of drugs in diagnosis’’
[20]. They also evolved in an environment of dramatic
change and stress in academic health sciences centers
and in health care generally.

Until recently, individual, independent care provid-
ers have characterized our health care system. Their
work has been focused on curing acute diseases using
specialized, technologically driven interventions in
hospitals and other institutional settings, all with little
attention to the costs covered by third-party payors.
Health system–managed teams of professional provid-
ers more accurately characterize the rapidly emerging
new health care environment. These teams work to
ameliorate chronic conditions with primary interven-
tions that balance the use of technologies and humane
care in community-based settings, all with a much
greater concern for costs. Similarly, professional edu-
cation in the health sciences has been characterized by
fixed curricula of discipline-based faculty lecture
courses taught to undergraduates in campus class-

rooms relatively isolated from practicing professionals.
The less rapidly emerging new health education en-
vironment recognizes the need to create more flexible,
integrated curricula, structured around learning out-
comes and using electronic media or distance-learning
technologies for delivery to graduate-level students in
off-campus settings, in partnership with practicing
professionals [21].

A new mission and curriculum

Given this analysis of the health care and education
environment for pharmaceutical care, the profession
outlined and approved a new mission for pharmaceu-
tical education encompassing the following key ele-
ments:
n preparing students to function as pharmaceutical
care professionals and informed citizens in a changing
health care system
n generating and disseminating new knowledge,
through research, about drugs and about pharmaceu-
tical care systems
n inculcating students with the values necessary to
serve society as caring, ethical, learning professionals
and enlightened citizens
n providing students with scientific fundamentals and
the attitudes needed to adapt their careers to changes
in health care over time
n encouraging students to take active roles in shaping
the policies, practices, and future directions of the pro-
fession [22]

The core PharmD curriculum for pharmaceutical
care, now approved as a guideline for faculty at
schools of pharmacy, includes the following compo-
nents:
n general education (including the humanities, social
and behavioral sciences, oral and written communi-
cation, and computer and information technologies)
n basic physical and biological sciences and mathe-
matics
n biomedical sciences (anatomy, physiology, biochem-
istry or molecular biology, immunology, and biostatis-
tics)
n pharmaceutical sciences
n clinical sciences (epidemiology, pathophysiology,
clinical laboratory medicine, physical assessment,
health promotion, and disease prevention)
n practice experiences (in ambulatory, inpatient, and
managed-care environments; in ethical principle ap-
plications and legal issues; and in drug information
management) [23]

Challenges and barriers

The implementation of these far-reaching changes in
pharmacy education and practice were not accom-
plished without overcoming some significant challeng-
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es and perceived barriers. These included the need to
find and organize the additional budget and faculty
personnel resources to implement an entirely new cur-
riculum in dozens of schools. The new curricula have
also required new classroom and laboratory facilities
and new preceptor roles, as well as new experiential
practice training sites. The need to restructure some
research and graduate training programs and the op-
portunities to develop new post-PharmD residency
and fellowship programs have also posed challenges.
The most significant perceived barrier has been the
anxiety felt among practicing pharmacists who earned
the traditional BS degree. Most schools have made
plans to provide nontraditional paths for practicing
professionals to earn PharmD degrees and have
strengthened their continuing-education programs
[24].

As this process of change moves forward, strategies
to maintain the profession’s commitment to change
have become increasingly important topics of study
and debate. The continuing rapid changes in the health
care environment have presented new challenges and
opportunities. These have included: managing drug
therapies for large populations of patients in man-
aged-care settings (a challenge for a profession histor-
ically oriented to serving individual patients); taking
full advantage of new information technologies to
gather, store, analyze, and use data on drug use and
outcomes; developing new strategies and partnerships
for experiential education; determining ways to pro-
vide the most cost-effective and ethical therapeutic
plans; and understanding and appreciating cultural
diversity as it affects pharmaceutical care. The phar-
macy profession has come to understand that the im-
plementation of these changes in pharmacy education
and practice will not be finished in 2004, when the last
students in baccalaureate programs graduate. Instead,
the process is ongoing and will require regular re-
views and the maintenance of momentum in a climate
of constant change [25].

THE DEVELOPMENT OF CLINICAL
INFORMATION SPECIALISTS

Given this overview of the transformation of phar-
macy education and practice to a new model of phar-
maceutical care, what can health sciences librarians
learn that may help our profession change the educa-
tion and training of health information professionals
for more effective practice in clinical health care set-
tings? First, and perhaps most importantly, the expe-
rience of pharmacists suggests that this kind of fun-
damental change in health sciences librarianship re-
quires a reexamination of our core values and mission.
These values must be studied in the context of the
changing environment of health care, of the education
of health professionals, and of the health sciences re-

search to which our services and resources are provid-
ed. While remaining committed to the system that dis-
covers, develops, produces, and distributes drugs,
pharmacy professionals have reshaped their world
view from the provision of supporting expertise on
drug formulation and distribution, to the direct pro-
vision of a new form of health care to patients as equal
members of the health care team. Do the core profes-
sional values of health sciences librarians encompass
the potential for members of the profession to provide
expertise and services equivalent to pharmaceutical
care?

Professional values

The 1987 mission statement of the Medical Library As-
sociation (MLA), written as part of a major strategic
planning effort, strongly supported this potential.
That mission stated, in part, that through professional
excellence and leadership, health sciences librarians
are committed to leadership in the system that de-
signs, develops, and manages health information sys-
tems, while also creating and providing information
services and educational programs for health infor-
mation users. The statement of professional values in-
cluded with that strategic plan emphasized service to
‘‘society by improving health through the provision of
information for the delivery of health care’’ [26]. Since
that plan was written, the MLA Board has revised the
association’s mission statement to read ‘‘professional
achievement and leadership . . . to enhance the quality
of health care’’ [27]. But surely, in clinical health care
settings, both of these mission and values statements
are at least somewhat analogous to the pharmacy pro-
fession’s mission to provide pharmaceutical care. The
pharmaceutical care model may even suggest that the
mission of health information professionals in clinical
settings could become the more direct provision of a
service that could be called health information care.

In this view, a new professional practice standard
would have librarians trained as health information-
ists, working as primary health care providers. They
would be educated and prepared to make the judg-
ments and decisions needed to avoid, initiate, main-
tain, or discontinue the application of appropriate
knowledge-based information resources in clinical
care decisions. Like pharmaceutical care, health infor-
mation care would be provided in collaboration with
patients, physicians, nurses, and other care providers.
Health informationists would be expected to take di-
rect responsibility for the cost, quality, and results of
the health information care, provided either directly to
their patients or through the other professional mem-
bers of the health care team. As core members of the
clinical health care team, health informationists would
also be expected to be activists on behalf of their pa-
tients, helping them with appropriate information re-
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sources to understand and, thus, achieve the desired
outcomes of their therapy. Like PharmDs, they would
work as consultants to physicians, nurses, pharma-
cists, and other care providers to help them make ap-
propriate information resource choices. In academic
medical center settings, health informationists would
also be core members of clinical research teams.

Thus, health informationists would be prepared to
assume a much more active professional role than clin-
ical librarians on patient care teams. Clinical librarians
typically note observed or requested information gaps,
return to the library to search the literature, and later
deliver documents or annotated bibliographies to the
other team members or to patients. Informationists
would be educated and trained to actively contribute
their information management expertise to each pa-
tient care issue or problem encountered, pointing out
the relevant information resources and information
management strategies needed to resolve the health
care problems at hand. As providers of health infor-
mation care, informationists would immediately turn
to a clinical computer workstation, or their handheld
computers, to locate relevant information resources, or
they would draw on their personal information man-
agement expertise in team discussions about diagnosis
and prognosis as well as treatment options for their
patients.

Recent research has clearly demonstrated the posi-
tive impact hospital library services can have on clin-
ical decision making, even when those services are
limited to providing one-time responses to isolated
questions [28]. When 80% of 208 physicians in fifteen
different hospitals state that they would probably or
definitely have handled some aspect of patient care
differently as a result of reviewing information pro-
vide by the library [29], the potential for health infor-
mation care to improve health care outcomes is very
great indeed. Health informationists can also contrib-
ute their expertise about knowledge-based information
resources to hospital committees reviewing policies
and procedures concerning medications, safety, patient
education, and a variety of other issues where current,
relevant, and authoritative information would make a
significant difference.

A close comparison of the characteristics of phar-
macy training and practice, before and after its tran-
sition to the provision of pharmaceutical care, with
health sciences librarianship, before and after its po-
tential transition to health information care, reveals
many striking parallels and analogies. Table 1 shows
the key characteristics of the professional training,
work environment, practice roles, and philosophies of
these two professions prior to and after their actual,
or potential, transition to new professional roles as
care providers.

New education models

This new health informationist role in clinical health
care settings would certainly require a more extensive
and intensive level of professional training than the
traditional one- to two-year post-baccalaureate mas-
ter’s degree in library or information science. The in-
formation science and clinical work curriculum com-
ponents suggested by Davidoff and Florance imply
more extensive training than would be possible in a
one- or two-year master’s degree program. Their edi-
torial suggests a curriculum that includes, at a mini-
mum, medical terminology, clinical epidemiology, bio-
statistics, and critical appraisal skills, as well as the
traditional information science and management
courses [30]. Such a curriculum would fit well in the
framework of a six-year clinical information doctorate,
modeled on the doctor of pharmacy, but substituting
more extensive computer, library, and information sci-
ences components for the pharmaceutical sciences por-
tions of the six-year PharmD curriculum.

One current program, where some librarians receive
more extensive on-the-job training in the clinical sci-
ences along with practical experience as consultants to
the health care team, is the Clinical Informatics Con-
sult Service of the Eskind Biomedical Library at the
Vanderbilt University Medical Center. These services
have focused on the development of ‘‘gold standard’’
practices in searching and filtering the biomedical lit-
erature for members of the health care team. However,
in that process, this consult service demonstrates the
ability of health sciences librarians to learn enough
about the biomedical and clinical sciences to become
trusted professional colleagues in these clinical set-
tings [31, 32]. The success of this consult service also
suggests that a cadre of health informationists, edu-
cated and trained for six years to a clinical doctorate
level, would be widely welcomed by other health pro-
fessionals, especially in academic clinical health care
settings.

Transition challenges

Moving librarians, educated and trained as health in-
formationists, out of the library and into clinical care
settings should not be overly difficult for two reasons.
First, for the past thirty years, through a variety of
clinical medical librarian programs, the profession has
demonstrated that librarians learn quickly how to lis-
ten and contribute their expertise to the deliberations
of health care teams. Second, a newly trained cadre of
professionals would likely find a warm welcome from
the other members of health care teams, who have
struggled to make effective use of the best evidence in
the medical literature. This welcome would also be fa-
cilitated by the teams’ recognition that their new col-
leagues’ doctoral degrees includes rigorous formal ed-
ucation and practical experiences focused on under-
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Table 1
Comparison of the traditional service model and the new clinical care service model as applied to pharmacy professionals and health information
professionals

Traditional service model Clinical health care service model

Professional training
Pharmacists Doctors of pharmacy (PharmD)
n Five-year baccalaureate n Six-year PharmD
n General education, sciences and mathematics, and pharma-

ceutical sciences
n Plus biomedical and clinical sciences and practice experience

Health sciences librarians Health informationists
n Baccalaureate and one to two year master’s degree n Six-year clinical information doctorate?
n General education (often in a health sciences–related disci-

pline), computer sciences, and library and information scienc-
es

n Plus some biomedical and clinical sciences and practice experi-
ence?

Work environment
Pharmacists Doctors of pharmacy
n Drug store or hospital pharmacy n Hospital wards, outpatient clinics, health maintenance organiza-

tions (HMOs), etc.
n Work mostly with other pharmacists and individual patients n Professional member of the health care and clinical research team
Health sciences librarians Health informationists
n Hospital library or academic health sciences library n Hospital wards, outpatient clinics, HMOs, etc.
n Work mostly with other librarians and individual patrons or us-

ers
n Professional member of the health care and clinical research team

Practice roles
Pharmacists Doctors of pharmacy
n Dispensing pharmaceutical product and services n Initiate, avoid, maintain, and discontinue drug therapy for individu-

als and patient populations
n Implement, and help assure compliance with, physician orders
Health sciences librarians Health informationists
n Develop collections and facilitate access to and use of infor-

mation resources and services
n Initiate, avoid, maintain, and discontinue application of knowledge-

based information resources for other health professionals, pa-
tients, their families, and patient populations

n Locate, evaluate, and retrieve information in response to specif-
ic requests

Philosophies
Pharmacists Doctors of pharmacy
n Provision of pharmaceutical products and services n Provision of pharmaceutical care
Health sciences librarians Health informationists
n Provision of health information resources and services n Provision of health information care

standing and meeting the information needs of health
professionals, patients, and their families.

The professional support network of other librarians
and library staff and the physical, technical, and in-
formation resources infrastructure of a health sciences
library building or space would probably be difficult
to give up entirely. Doctors of pharmacy continue to
rely on their pharmaceutical expertise and the resourc-
es and services of drug stores and hospital pharma-
cies. Similarly, health informationists would continue
to use their information management and retrieval ex-
pertise and the resources and services of health sci-
ences libraries, as well as the worldwide virtual library
of electronic health information resources and services.

Perhaps the most challenging part of this potential
transition from health sciences librarian training and
practice to the clinical health care role of health infor-
mationists would be the assumption of professional re-
sponsibility for health information care. Health scienc-
es librarians have traditionally worked hard to main-
tain some distance and neutrality about the value and
applicability of specific information resources for spe-

cific patient-care decisions, leaving that final quality
and applicability assessment to physicians or other
health professionals. The philosophy of health infor-
mation care implies a greater level of personal respon-
sibility for assessing the value of health information
resources in specific clinical care or patient compliance
situations. In the clinical health care setting, the as-
sumption of these responsibilities could also mean as-
suming a greater share of legal liability for the out-
comes of the provided care.

The pharmaceutical care philosophy also implies a
greater level of professional responsibility for the out-
comes of drug therapy, but PharmDs are still not le-
gally authorized to write prescriptions. Perhaps that
fine line between professional and legal responsibility
in the provision of pharmaceutical care could also
serve as a model for the provision of health informa-
tion care. The actual provision of health information
resources to patients and their families would most
appropriately involve some level of consultation with
and approval by the physician or other health profes-
sional on the health care team.
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FINAL THOUGHTS

This paper has outlined the case for using the profes-
sion of pharmacy as a model for how health sciences
librarianship could work to transform its professional
training and practice roles for more effective work in
clinical health care settings. The PharmD training
model is, of course, only one possibility for reaching
the goal outlined by Davidoff and Florance. Most med-
ical informatics training programs have emphasized
the acquisition of additional specialized graduate
training by librarians or other health professionals.
Medical students interested in clinical research are of-
ten guided into medical doctor or doctor of philoso-
phy training programs. The University at Buffalo has
just announced the creation of a new doctor of juris-
prudence/master’s of library science dual program in
legal information management and analysis offered by
the School of Law and Department of Library and In-
formation Studies to prepare a new cadre of legal in-
formation professionals [33]. Any of these approaches
could help to prepare some librarians or other health
professionals for the provision of health information
care. However, the history and development of phar-
macy and health sciences librarianship and the chal-
lenges the professions face in applying their know-
ledgebases and professional expertise to improve pa-
tient care have many similarities.

One important difference worth noting here is that,
where almost all members of the pharmacy profession
are necessarily concerned with pharmaceutical care,
not all health sciences librarians need to be as directly
concerned with health information care. All pharma-
cists are fundamentally concerned with the provision
of effective drug therapies for individual patients and
for populations, but not all health sciences librarians
need to be concerned about the provision of effective
health information resources for care providers, pa-
tients, or populations. Health information profession-
als also serve educators, students, and researchers.
Their work and information resource needs are often
only very indirectly connected to clinical health care
decisions or the health information needs of specific
patients, families, or populations. In addition to health
informationists, there will continue to be a need for
health information professionals with more general ex-
pertise in library and information science, in infor-
matics and information systems development, in edu-
cation technologies and strategies, and in the research
process. Medical centers and health professions
schools will continue to need these general types of
expertise in nonclinical settings for the benefit of other
users of health information resources.

Thus, health informationists, educated and trained
to provide health information care, would likely be-
come a specialization in the profession rather than the
training and practice standard for all health sciences

librarians. But the implementation of the education
and training changes needed for the practice of health
information care would certainly need to overcome
some significant challenges and perceived barriers. As
with the transition in pharmacy to the standard of
pharmaceutical care, schools of library and informa-
tion science or informatics would need to find and or-
ganize additional budget and faculty personnel re-
sources to offer a more extensive and intensive curric-
ulum. These new professional training programs
would also require new classroom and laboratory fa-
cilities and new preceptor roles, as well as new expe-
riential practice training sites.

As with pharmacy, many practicing health sciences
librarians who earned the traditional American Li-
brary Association–accredited master’s in library or in-
formation science would likely feel anxious. They may
feel threatened by those who have earned the new doc-
toral degree and can command higher salaries to go
along with their increased responsibilities. Thus, li-
brary or informatics schools would need to make plans
to provide nontraditional paths for practicing profes-
sionals to earn the clinical information doctorate de-
gree and to strengthen their continuing-education pro-
grams. Finally, and perhaps most importantly, those
who lead and finance hospitals and other health care
institutions will need to be convinced that these new
doctorally trained health informationists will contrib-
ute significant value to the health care team. In busi-
ness terminology, the profession will need to demon-
strate the potential for clinical knowledge workers to
provide real returns on investment by improving the
quality of the care provided or reducing the costs of
that care.
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