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In September 2005, American So-
ciety of Health-System Pharma-
cists (ASHP) President Jill Martin 

commissioned the ASHP Task Force 
on Pharmacy’s Changing Demo-
graphics, a diverse group comprising 
pharmacy administrators, academics, 
clinical practitioners and educators, 
and members of other relevant disci-
plines, including a human resources 
manager, futurist, and sociologist 
(Appendix A). The charge to the Task 
Force, approved by the ASHP Board 
of Directors in September 2005, was 
to

1. Study trends in the demography of 
practicing pharmacists, 

2. Identify the implications of these 
trends for hospital and health-system 
pharmacy, and

3. Recommend ways that hospital and 
health-system pharmacy practice can 
capitalize on the evolving demogra-
phy of the profession to improve its 
contributions to patient care.

The Task Force met in person at 
ASHP headquarters in Bethesda, 
Maryland, on January 30 and 31 and 
April 17, 2006.
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Reasons for examining 
demographic changes

The demand for pharmacy and 
other health care services in the Unit-
ed States will increase in the coming 
decades because of the aging of the 
population. The number of Ameri-
cans over the age of 65 years was ap-
proximately 40 million in 2000, but 
it is expected to exceed 70 million by 
2030.1 Eighty-five percent of Ameri-
cans 65 years of age or older have at 
least one chronic disease (e.g., heart 
disease, cancer, stroke, musculoskel-
etal disorders, Alzheimer’s disease), 
many of which are managed using 
prescription drug therapy. 

Demographic changes in the 
pharmacy work force warrant exami-
nation because an increase in the de-
mand for pharmacy services has the 
potential to exacerbate the current 
shortage of pharmacists, resulting in 
an inability to meet societal needs.2-4 
In 2004, 86% of licensed pharmacists 
were actively practicing pharmacy, 
23% of whom indicated that they 
likely would leave their positions 
within the next year, according to the 
National Pharmacist Workforce Sur-
vey, a survey of the demographic and 

work characteristics of the pharmacy 
work force.5-9

Impending retirements could 
worsen the pharmacist shortage 
and lead to the loss of valuable 
leadership.10 A 2004 survey of 517 
pharmacy directors and 489 middle 
managers revealed that 80% of phar-
macy directors and 77% of middle 
managers anticipated resigning their 
position within the next decade.

Between 2000 and 2004, the 
number of weekly hours worked by 
full-time pharmacy practitioners de-
creased, and the percentage of phar-
macists working part-time (i.e., 30 
or fewer hours per week) increased.5 
Possible reasons for these changes in-
clude a desire for a greater work–life 
balance and a need to care for family 
members.

Gaining an appreciation of the de-
mographic changes in the pharmacy 
work force may help identify ways to 
increase staff recruitment and reten-
tion and provide for succession in 
leadership. Because pharmacy is a 
patient-oriented profession, efforts 
to improve pharmacy staffing and 
leadership should translate into im-
proved patient care.
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Gender gap
In fall 2004, 62% of applications 

to schools and colleges of pharmacy 
were submitted by women.11 In the 
2003–04 academic year, women 
received two thirds of the first pro-
fessional pharmacy degrees (i.e., 
baccalaureate, doctor of pharmacy) 
conferred. In the same year, 39% of 
faculty members were women.12 By 
the 2005–06 academic year, the per-
centage of female faculty members 
had increased slightly to 41%, but 
women remained underrepresented 
among faculty in pharmacy schools 
and colleges.13

The percentage of licensed fe-
male pharmacists increased mark-
edly from 31% in 1990 to 43% in 
2000.14 By 2004, this percentage had 
increased to 46%.5 The percentage 
of women in management positions 
increased from 37% in 2000 to 41% 
in 2004, but women remain under-
represented in these positions. 5

In 2004, nearly twice as many 
licensed female pharmacists as li-
censed male pharmacists (24% versus 
13%, respectively) worked part-time 
schedules.5 Women tended to work 
on a part-time basis at an earlier age 
than men, probably because of child 
care responsibilities. For example, the 
age group with the largest percent-
age of female pharmacists working 
part-time in 2004 (21%) was 31–35 
years of age.5 By contrast, the age 
group with the largest percentage of 
male pharmacists working part-time 
in 2004 (21%) was 72 years of age 
or older. Women comprised 70% of 
nonretired licensed pharmacists who 
were not working.5

Among full-time pharmacists, 
women were more likely than men to 
practice in a hospital pharmacy set-
ting, and men were more likely than 
women to work in a chain pharmacy 
setting.5 In 2004, hospital pharmacies 
employed the largest percentage of 
full-time female pharmacists (31%), 
and chain pharmacies employed the 
largest percentage of full-time male 
pharmacists (30%). The two practice 

settings in which the largest percent-
ages of part-time female pharmacists 
were employed were chain pharma-
cies (26%) and hospital pharmacies 
(25%).5 Chain pharmacies employed 
the largest percentage of part-time 
male pharmacists (34%).

Although women have long been 
known to seek a balance between 
work and their personal lives and 
base their career choices on family 
responsibilities, men are increasingly 
seeking the same balance.15-17 An in-
creased interest in career paths with 
controllable work schedules and life-
style has been observed among both 
male and female medical students.17

Ethnic and racial diversity
In the 2000 U.S. census, the 

population was classified as 75.1% 
white, 12.5% Hispanic or Latino, 
12.3% black or African American, 
3.6% Asian, 0.1% native Hawaiian 
or other Pacific Islander, and 0.9% 
American Indian or Alaska Native.18 

In the 2003–04 academic year, white 
Americans received 60% of Pharm.D. 
degrees conferred as the first profes-
sional degree by schools and colleges 
of pharmacy in the United States.11 
Asian Americans received 23% of 
the degrees, and underrepresented 
minorities received 12%, including 
7.7% for blacks, 3.7% for Hispanics, 
and 0.4% for American Indians. Un-
derrepresented minorities submitted 
13% of applications to pharmacy 
schools and colleges for first profes-
sional pharmacy degree programs 
during the 2003–04 academic year.

In the 2005–06 academic year, rel-
atively small percentages of full-time 
faculty at American schools and col-
leges of pharmacy were Asian, native 
Hawaiian, or other Pacific Islanders 
(11%); black or African American 
(5.5%); Hispanic or Latino (3.2%); 
and American Indian or Alaska Na-
tive (0.1%).13 These percentages re-
flect slight increases from the 2003–
04 academic year, but these groups 
are underrepresented in faculties at 
pharmacy schools and colleges.12

In 2004, 88% of licensed pharma-
cists were white.5 Asian Americans 
and black Americans comprised an-
other 7% and 2%, respectively. These 
figures reflect little change since 
2000. Thus, minority ethnic and ra-
cial groups are underrepresented in 
the pharmacy profession.

Aging pharmacy work force
The age of the pharmacy work 

force is increasing. In 2000, 44% of 
practicing pharmacists were 40 years 
of age or younger, and 17% were over 
55 years of age.5 However, in 2004, 
one third of practicing pharmacists 
were 40 years old or younger, and 
25% were over 55 years of age.

Implications of demographic 
changes

The relative lack of ethnic and ra-
cial diversity in the pharmacy profes-
sion and among pharmacy students 
and faculty suggests a need to recruit 
into the profession and academia a 
more diverse group who will better 
represent the U.S. population. The 
goal of schools and colleges of phar-
macy should be to recruit faculty and 
students who mirror the American 
population (i.e., the patient popula-
tion served by pharmacy services). 
The cost of tuition and prospect of a 
large student loan debt after gradu-
ation may present a barrier to the 
recruitment of students.5

The ASHP Ad Hoc Committee on 
Ethnic Diversity and Cultural Com-
petence was established in 2003.19 
Among the charges of the Commit-
tee were to study the current and 
future ethnic and racial composition 
of health-system pharmacy practi-
tioners and foster ethnic and racial 
diversity within the ASHP mem-
bership. The provision of training 
and resources for members to use 
in discussing pharmacy as a career  
with young people from diverse 
racial and ethnic backgrounds was 
recommended by the Committee. 
Training and resources for use in 
discussing careers in health-system 
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pharmacy and ASHP membership 
with pharmacy students from di-
verse racial and ethnic backgrounds 
were also among the Committee’s 
recommendations.

Recruiting and retaining staff. 
Innovative staff recruitment and 
retention strategies are needed that 
take into consideration generational 
differences in characteristics, per-
sonal priorities, and factors that lead 
to job satisfaction. “Traditionals,” 
born between 1930 and 1945, are 
now retirement age, although some 
continue to work on a part-time ba-
sis.5 As a group, the traditionals have 
considerable loyalty to employers, are 
career oriented and motivated by sal-
ary and professional recognition, and 
work a fairly conventional full-time 
schedule.

Baby boomers were born between 
1946 and 1964. At this point in their 
careers, they are knowledgeable and 
experienced, characteristics that 
make them good mentors. They tend 
to be mature and responsible, with 
a strong sense of professional com-
mitment. Baby boomers tend to be 
pragmatic about career aspirations 
and seek meaningful work.20 As a 
group, baby boomers are less likely 
to change jobs than are younger 
persons. Members of this age group 
appreciate flexible work schedules 
that can accommodate family obliga-
tions (e.g., caring for elderly parents 
or children).

Generation X’ers were born be-
tween 1965 and the late 1970s or 
1980 (definitions vary). They value a 
balance between work and their per-
sonal lives, often placing greater em-
phasis on life outside the workplace 
than on their careers.20 Spending time 
with family, friends, and pets and on 
hobbies, sports, or fitness activities 
takes priority for some members of 
this age group. Some Generation 
X’ers will readily switch jobs to find 
greater intellectual stimulation, more 
interesting work, better relationships 
with coworkers, or opportunities 
for learning.21 They seek alternative 

work schedules (e.g., job sharing, 
telecommuting, flexible hours, sab-
batical leaves).20 As a group, Genera-
tion X tends to be technology savvy 
and family oriented, has little trust 
in government and other authority, 
and exhibits limited organizational 
loyalty.22 Power, prestige, recognition, 
and even salary may not motivate 
this age group.21,23

Persons born in the early 1980s or 
more recently are referred to as Mil-
lennials (also known as Generation 
Y) because they will reach adulthood 
in this millennium. Millennials are 
optimistic, trusting, accepting of 
diversity and authority, community 
and group oriented, and loyal (i.e., 
they may be more willing to stay with 
an organization for longer periods 
than previous generations).24 They 
are smart, technologically advanced, 
and skilled in multitasking.

Millennials are the fastest grow-
ing part of the work force because 
the oldest members of this group 
are finishing their educations and 
landing their first jobs. They have 
high expectations of managers, seek 
creative challenges on the job, and 
prefer continual feedback to annual 
job performance reviews.25 Millen-
nials value self-fulfillment and seek 
alternative work arrangements (e.g., 
telecommuting arrangements, flex-
ible hours, part-time work, tem-
porary leave for childbearing or 
other personal needs) to achieve a 
work–life balance. Many members 
of this group involve their parents 
in decisions. Financial concerns are 
common among Millennials, and 
their student loan burden is higher 
than that of other groups.5

Alternative schedules. Alternative 
work schedules (e.g., part-time work, 
flexible hours, job sharing) are need-
ed to recruit and retain practitioners 
of all ages and meet institutional 
needs. In the National Pharmacist 
Workforce Survey, work schedule 
was the most important factor in 
deciding to stay or leave a job within 
the next year.5 Potential advantages 

of alternative work schedules for the 
institution include flexibility in fill-
ing staffing needs, greater leverage in 
recruiting talent who might other-
wise be unavailable, increased oppor-
tunity for part-time staff to advance 
in their careers, and cost savings 
from benefits not provided to part-
time workers and uncompensated 
hours worked at home by part-time 
employees. Possible disadvantages 
of alternative work schedules for the 
institution include difficulty filling 
part-time positions with qualified 
staff and providing coverage for 
staffing needs, the extra effort re-
quired to provide training and staff 
development programs for part-time 
workers, a lack of familiarity of work-
ers with institutional policies and 
procedures, a risk of error due to a 
lack of continuity in patient care, and 
resentment among full-time staff be-
cause of a perceived lack of commit-
ment among part-time workers to 
meeting institutional goals.26 Chang-
es in institutional culture are needed 
to remove the stigma associated with 
part-time work, flexible hours, and 
planned time away from work, which 
may increase the number of women 
in leadership positions.

Lessons from the nursing profes-
sion. The nursing profession has 
encountered many of the challenges 
currently faced by the pharmacy  
profession. Nearly 25% of nurses 
worked on a part-time basis in 
2004.27 Registry or contingent nurses 
who work on a temporary basis 
provide quality care but often lack 
familiarity with institutional policies 
and procedures, placing a burden on 
full-time employees.

The nursing profession has had a 
severe work force shortage since the 
1980s.28 The nursing work force is 
aging (the average age in 2004 was 
47 years), which will exacerbate the 
shortage.27 Some workplaces have 
managed to recruit and retain nurs-
ing staff despite the shortage. A mag-
net model with 14 forces of magne-
tism that contribute to recruitment 
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and retention has been devised by 
members of the nursing profession 
(Table 1).28 These 14 forces of mag-
netism are the essential elements of 
excellence in nursing and the provi-
sion of high-quality care. Benefits 
from implementation of the model 
include recognition within the com-
munity for nursing and the health 
care organization, attraction of high-
ly qualified physicians and specialists, 
reinforcement of positive collab-
orative relationships, and increased 
staff satisfaction and productivity.28 
Implementation of the model can 
be time-consuming and costly, but it 
can provide financial benefits from 
reduced staff turnover because the 
costs of training new staff are high.29 
The pharmacy profession may want 
to consider adopting this magnet 
model to promote staff recruitment 
and retention.

Cultivating leadership. Innova-
tive approaches are needed to en-
gage young pharmacy practitioners  

in management roles to prevent a 
crisis when the current managers 
retire. Nontraditional role models 
and job structures are needed for 
managers. The job structures should 
be flexible enough to accommodate 
part-time and other alternative work 
schedules.

A survey of 517 pharmacy di-
rectors and 290 current pharmacy 
practitioners found that more than 
half of the directors did not know 
of anyone who could replace them if 
they were to resign, and only 30% of 
current practitioners indicated that 
they would seek a leadership or man-
agerial position during their career.10 
Thus, efforts to cultivate leadership 
must be designed to overcome a lack 
of interest in management responsi-
bilities among young practitioners.

Establishing mentor relation-
ships. Mentors are needed to foster 
new pharmacy leaders. Of 290 phar-
macy practitioners surveyed, 70% 
did not have a mentor.10 Mentoring 
programs can be established to in-
crease gender equity in pharmacy 
management and among pharmacy 
faculty and to cultivate new leader-
ship.30 Novel approaches to mentor-
ing (e.g., electronic mentoring) may 
be needed to accommodate the needs 
of mentors and mentees.31

Facilitating work force reentry. 
Fourteen percent of licensed phar-
macists were not actively practicing 
in 2004.5 Some trained pharmacists 
may have stopped maintaining their 
licenses and gone uncounted.

Possible reasons for career inac-
tivity among health care profession-
als include responsibility for caring 
for family members (e.g., children, 
elderly parents), personal illness 
(e.g., cancer, depression, substance 
abuse), career dissatisfaction (e.g., 
stress, burnout, hitting the “glass 
ceiling”), and involvement in alterna-
tive careers (e.g., volunteer work).32 
The National Task Force on Reentry 
into Clinical Medicine for Health 
Professionals defined career reentry 
as returning to professional activity 

after a prolonged time lag after one 
has been trained or certified. Reentry 
poses a challenge for both men and 
women. Barriers to career reentry 
include a high level of anxiety, low 
self-esteem, lack of professional and 
institutional support, and a lack of 
mentors.32

Career reentry programs for 
pharmacists should address person-
al and educational needs. A variety 
of hospital- and university-based 
refresher courses for nurses have 
been used to facilitate reentry into 
the work force.33-35 The courses are 
usually paid for by the participant or 
institution, and a lack of funding for 
reentry programs has been an issue 
for some health care professionals.32 
Joint efforts of public and private 
organizations may be needed.

In the business setting, temporary 
leaves from the work force for child-
bearing or other personal pursuits 
have been facilitated by “off ramp” 
and “on ramp” programs.36 Such 
programs allow top performers to 
pursue nonlinear career paths by tak-
ing a leave of absence during which 
mentoring, training, career planning, 
and the opportunity to network and 
work at home on projects are provid-
ed.37 The “on ramp” portions of these 
programs address barriers to reentry 
by offering flexible schedules and 
opportunities to update skills. These 
programs can help stem the loss of 
valuable talent from the work force 
and could be adapted for the phar-
macy work force as a way to retain 
valuable staff and foster leadership 
development. 

Managing diversity. Improving 
the management of workplace di-
versity can improve organizational 
effectiveness.38 Three key dimensions 
to workplace diversity have been 
identified: (1) human diversity (e.g., 
race, ethnicity, age, gender, marital 
status, sexual orientation, physical 
abilities), (2) cultural diversity (e.g., 
personal beliefs and values, family 
structure, influence of culture, com-
munity, environmental experienc-

Quality of nursing leadership
Organizational structure
Management style
Personnel policies and programs
Professional models of care
Quality of care
Quality improvement
Consultation and resources
Autonomy
Community and the hospital
Nurses as teachers
Image of nursing
Interdisciplinary (e.g., nurse–physician) 

relationships
Professional development (i.e., 

orientation, inhouse education, 
continuing education, formal 
education, and career development)

aThese forces of magnetism are the essential 
elements of excellence in nursing and the provision of 
high-quality care that promote staff recruitment and 
retention. Implementation of a magnet model with 
these forces of magnetism can be time-consuming 
and costly but can provide financial benefits from 
reduced staff turnover.

Table 1.
Fourteen Forces of 
Magnetism28,29,a
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es), and (3) systems diversity (e.g., 
teamwork, partnerships, employee 
autonomy and empowerment, staff 
development, innovations).39

Several paradigms or models have 
been put forth for managing diver-
sity in a business setting. In the as-
similation paradigm, employers hire 
diverse employees and seek to treat 
them equally and fairly, providing 
equal opportunities.38 Differences are 
typically ignored or subverted, and 
new ideas based on cultural experi-
ences may not be shared.

The differentiation paradigm val-
ues and capitalizes on ethnic diversi-
ty to develop previously unexplored 
markets with which employees are 
familiar.38 However, employees may 
feel trapped in specialized positions.

The integration paradigm builds 
and expands on the models of assim-
ilation and differentiation by looking 
beyond equal opportunity to the or-
ganization’s utilization of an individ-
ual’s expertise, unique contributions, 
and broad experiences influenced by 
culture.38 The integration paradigm 
values differences and expects and 
accommodates the natural tension 
created by varied and diverse input to 
face challenges and solve problems. 
The organization wins because new 
solutions are discovered based on 
workers’ cultural backgrounds and 
life experiences, and people feel val-
ued for contributing based on these 
unique differences. Organizations 
embracing this paradigm must create 
a culture that unleashes the talents 
of all workers and encourages and 
invites all to contribute.

Impetus for change
The ongoing pharmacist short-

age and recent demographic changes 
in the pharmacy work force serve 
as impetus for change. The cur-
rent workplace differs substantially 
from the workplace of the not-too- 
distant past, and many management 
approaches that were successful in 
the past are no longer appropriate. 
Failure to address recent changes in 

demographics could lead to profes-
sional dissatisfaction and compro-
mise the ability of the profession to 
meet societal needs for pharmacy 
services. The prospect of a grow-
ing gap between the supply of and 
demand for pharmacy practitioners 
at a time when the demand for 
pharmacy services is increasing and 
many senior pharmacy managers 
prepare to retire without a plan for 
succession is cause for concern that 
warrants prompt action by members 
of the pharmacy profession. Efforts 
to embrace and capitalize on changes 
in pharmacy demographics will help 
position the profession to optimize 
professional satisfaction and meet 
societal needs.

Task Force recommendations
To address the demographic 

changes in the pharmacy profession 
and improve contributions to patient 
care, the Task Force developed seven 
recommendations for ASHP, three 
recommendations for pharmacy 
practice managers, and four recom-
mendations for pharmacy practi-
tioners. The recommendations are 
listed in Appendix B and discussed 
individually below.

Recommendations for ASHP

1. ASHP should develop a compre- 
hensive plan to assist pharmacy prac-
tice managers in developing service- 
delivery models that take into account 
the current and projected demo-
graphics of the pharmacist and phar-
macy technician populations.

A departmental self-assessment 
tool on practices accommodating the 
changing work-force demographics 
could be developed and used to cre-
ate the comprehensive plan. Pharma-
cy leaders should be educated about 
generational differences in char-
acteristics, personal priorities, and 
factors that lead to job satisfaction 
and on the need for alternative work 
schedules and career paths. Models 

Open Hearing Feedback
The Task Force conducted an Open 

Hearing at the 41st ASHP Midyear 

Clinical Meeting on Wednesday, De-

cember 6, 2006, in Anaheim, Califor-

nia. The preliminary report and rec-

ommendations of the Task Force were 

discussed by a group of approximately 

30 people. Twelve people made verbal 

comments to the Task Force during 

the session. 

Task Force Chair Jennifer Edwards 

polled the audience regarding their 

agreement with the report and rec-

ommendations at the conclusion of 

the Open Hearing. The participants 

believed the Task Force report was on 

track and the recommendations were 

appropriate given the report.

There were several common themes 

among the comments made during 

the Open Hearing. They included the 

following:

• Flexibility at all levels within the 
pharmacy enterprise regarding 
staffing issues is critical to success. 
Find ways to be flexible. Long-
term benefits outweigh short-term 
headaches. “Keep excellent people 
by finding ways to be flexible.” Ex-
amples include removing stigmas 
associated with flexible schedules 
by creating a friendly environment, 
offering nontraditional coverage of 
hours, giving ownership of coverage 
back to staff, working remote, and 
job sharing.

• Get top management on board 
regarding flexible staffing models. 
Educate corporate leaders about 
the benefits of new flexible staffing 
models and the risks of not making 
changes to traditional models.

• Mentor pharmacists to be leaders. 
“There are no passes on a leadership 
role.” Examples include developing  
formal mentoring programs and 
breaking management–leadership 
roles into small pieces with phar-
macists beginning to take on these 
responsibilities with guidance. 
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of practice excellence that capitalize 
on the profession’s changing demo-
graphics could be published, includ-
ing best-practices staffing models. A 
pharmacy resource center could also 
be designed to reside on the ASHP 
website for use by all health-system 
pharmacists.

2. ASHP should develop a strategy to 
assist practitioners who are pursuing 
alternative career patterns (e.g., re-
turning to practice after an extended 
absence, pursuing part-time practice) 
in maintaining their professional 
competence.

ASHP should develop new ways 
to deliver lifelong education that is 
focused and effective in communi-
cating the knowledge required to 
maintain professional competence. 
Innovative technologies may play a 
role in these new delivery methods.

3. ASHP should foster the development 
of innovative on-the-job management 
training programs and residency train-
ing programs in pharmacy practice 
management and leadership that are 
geared toward pharmacists who have 
been in practice for a number of years.

Management training programs 
and residencies should be developed 
for experienced pharmacists to pro-
vide for future leadership. Stipends 
at or near pharmacist wages would 
minimize financial barriers to pursu-
ing these programs and increase the 
number of pharmacists receiving 
such training.

4. ASHP should collaborate with other 
organizations in conducting highly 
accessible regional educational pro-
grams on pharmacy practice manage-
ment and leadership.

Workshops conducted on a state 
or regional level have the potential to 
affect large numbers of practitioners, 
including those who are unable to at-
tend programs presented at national 

meetings. ASHP should collaborate 
with affiliated state societies or vari-
ous organizations (e.g., the Health 
Occupations Students of America, 
an organization that recognizes the 
importance of leadership skills in 
health occupations40) in conducting 
educational programs.

5. ASHP should collaborate with af-
filiated state societies in creating a 
formal mentorship program that al-
lows new practitioners to be guided in 
their career development by seasoned 
practitioners.

A formal mentor program should 
be created using experienced ASHP 
members as mentors. Mentor-of-the-
year awards and published stories of 
mutually beneficial mentor–mentee 
relationships could be used to pro-
vide visibility and inspiration.

6. ASHP should collaborate with the 
American Association of Colleges 
of Pharmacy (AACP) to develop a 
strategy for recruiting individuals 
into the profession who have the per-
sonal characteristics needed to help 
the profession achieve its vision for 
the future, including individuals who 
have an aptitude for practice manage-
ment and leadership.

Possible collaborative activities of 
ASHP and AACP include

• Conducting research to identify char-
acteristics of the Millennials and de-
veloping plans based on that research 
to attract the best future practitioners 
into the profession,

• Ensuring that student recruitment ef-
forts are aimed at appropriate targets 
and have a clear message that is deliv-
ered successfully,

• Developing education and training 
programs in which management is 
portrayed as an essential pharmacist 
responsibility (e.g., drug product se-
lection, staff scheduling, participation 
on committees, policy and procedure 
development),

• Identifying reasons why many cur-
rent students are not interested in 
managerial roles and what impact this 
trend will have on the existing leader-
ship crisis,  and

• Developing minority recruitment 
programs for high school students us-
ing role models from the membership 
of pharmacy associations. 

7. ASHP should establish an ongoing 
process to periodically assess and re-
vise the Task Force recommendations 
for appropriateness and timeliness.

ASHP should develop a method 
to regularly review the progress be-
ing made on the recommendations 
of the Task Force to the Society. The 
appropriateness and timeliness of 
recommendations should be evalu-
ated and revised as needed as the 
profession progresses.

Recommendations for pharmacy 
practice managers

1. Pharmacy practice managers should 
examine their staffing and depart-
mental career-development practices 
in light of what is known about the 
changing demographics of the phar-
macist and pharmacy technician pop-
ulations and implement, as indicated, 
contemporary techniques that have 
proven to be effective in enhancing 
staff satisfaction and productivity.

Practice leaders should incorpo-
rate staffing models and schedules 
that are structured around the diverse 
work force. These could include

• Phasing out purely distributive roles 
and replacing them with more inte-
grated roles,

• Developing part-time opportunities as 
a core staffing resource,

• Creating a career structure that al- 
lows for easy reentry into the profes-
sion (e.g., “off ramp” and “on ramp” 
programs),

• Ensuring professional competency of 
all staff, including part-time staff,
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• Obtaining regular feedback on work 
schedule and activity preferences and 
work–personal life balance,

• Engaging staff in work schedule devel-
opment that meets both organizational 
and staff needs,

• Promoting intergenerational coopera-
tion through job sharing,

• Developing attractive incentives for 
undesirable work shifts, and

• Leveraging technology to increase 
work schedule flexibility (e.g., tele-
commuting arrangements) and access 
to information.

Practice leaders should develop 
recruitment strategies that leverage 
the changing pharmacy work force, 
such as

• Providing financial assistance to 
lighten students’ school loan burden 
(e.g., loan repayment programs) and 
ongoing training in personal financial 
management,

• Developing innovative programs to 
recruit community pharmacists to 
transition to health-system positions,

• Exploring development of competitive 
recruitment packages, and

• Developing roles and work schedules 
that accommodate the retirement-age 
work force.

2. Pharmacy practice managers should 
develop a strategy for fostering the 
development of department managers 
that takes into account what is known 
about the changing demographics of 
the pharmacist population.

Practice leaders should seek oppor-
tunities to develop leadership skills in 
all pharmacy staff members by

• Combining clinical and management 
functions into the responsibilities of 
specific positions,

• Recognizing and rewarding staff, with 
the goal of fostering an interest in  
leadership,

• Educating students and staff about the 
importance of their leadership role in 
daily practice,

• Creating a structured mentoring pro-
gram for all new practitioners,

• Organizing a formal succession plan, 
and 

• Integrating diversity into the workplace 
and ensuring cultural competency to 
benefit both patients and employees.

Pharmacy practice managers 
should cultivate leadership qualities 
in their staff, and every pharmacy 
practitioner should exhibit leader-
ship characteristics (e.g., profession-
alism, a sense of responsibility, vision 
and understanding of organiza- 
tional goals), regardless of supervisory  
responsibilities.

3. Pharmacy practice managers should 
ensure that their departmental work 
force is diverse and culturally compe-
tent, taking into account the popula-
tion of patients it serves to enhance 
innovation, encourage teamwork, and 
improve productivity.

Establishing a diverse work force, 
with contributions from multiple 
cultures and generations, may fa-
cilitate innovation and enhance 
organizational effectiveness.38 Efforts 
to promote cultural competence (i.e., 
knowledge, skills, attitudes, and abil-
ity to provide optimal health care 
services to patients from a wide range 
of cultural and ethnic backgrounds19) 
and encourage teamwork may im-
prove productivity and patient care.

Recommendations for pharmacy 
practitioners

1. All pharmacy practitioners should 
pursue a lifelong process of main-
taining competency with respect to 
generational and cultural issues that 
have a bearing on patient outcomes 
and practitioner team effectiveness.

Health-system practit ioners 
should assess their competency in 
managing issues related to workplace 
diversity and take steps to maintain 
competency. For example, practi- 

tioners should participate in diver-
sity programs in the workplace to 
ascertain and improve their aware-
ness of and sensitivity to cultural and 
generational differences and their 
ability to resolve conflict related to 
differences.

2. All pharmacy practitioners should 
develop the communication skills 
necessary to work effectively with pa-
tients and a work force that are diverse 
generationally and culturally.

Health-system practit ioners 
should implement strategies to im-
prove communication skills and ef-
fectiveness in working with a diverse 
work force and patient population. 
Patient-counseling skills are an ex-
ample of these communication skills. 
Patient counseling should take into 
consideration cultural differences 
among patients.

Managers should hone their com-
munication skills to optimize their 
effectiveness in solving problems 
in the workplace. For example, a 
manager who repeatedly encounters 
conflict with subordinates about 
work schedules might participate 
in role-playing exercises to improve 
his or her communication skills to 
overcome problems related to gen-
erational differences.

3. All pharmacy practitioners should be 
assertive in negotiating, designing, and 
applying flexible work schedules that 
meet the needs of their institution, as 
well as their professional and personal 
needs for work–personal life balance.

Health-system practit ioners 
should feel empowered to propose 
flexible scheduling solutions to 
managers and coworkers to achieve 
work–personal life balance and meet 
the needs of the institution. For ex-
ample, a job-sharing arrangement 
involving two managers who are new 
parents and wish to spend extra time 
with their newborns might be pro-
posed to achieve these goals.



ASHP  REPORTS Task Force on Changing Demographics

1318 Am J Health-Syst Pharm—Vol 64  Jun 15, 2007

4. All pharmacy practitioners should be 
alert for new opportunities to develop 
innovative practice roles that meet the 
needs of their institution and provide 
personal professional fulfillment.

Pharmacy practitioners should 
identify unmet institutional needs 
that might represent opportunities 
for alternative practice roles that 
are professionally rewarding. For 
example, a clinical specialist might 
identify problems with inadequate 
managerial oversight of clinical 
services and assume some of these 
responsibilities, resulting in a hybrid 
clinical–managerial position that 
improves patient care. It might be 
feasible for the clinical specialist to 
perform some managerial functions 
at home to accommodate personal 
needs.

Summary
Recent changes in the demo-

graphics of the pharmacy work 
force could profoundly affect the 
profession’s ability to meet societal 
needs by worsening the imbalance 
between the supply of and demand 
for pharmacy practitioners and the 
pharmacist shortage. The impending 
loss of senior pharmacy managers 
due to retirement may exacerbate the 
problem. Gaining an understanding 
of the demographic changes helped 
the ASHP Task Force on Pharmacy’s 
Changing Demographics identify 
ways to improve pharmacy staff 
recruitment and retention, provide 
for succession in leadership, and im-
prove patient care.
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Appendix B—recommendations of 
the ASHP Task Force on Pharmacy’s 
Changing Demographics

Recommendations for ASHP
1. ASHP should develop a comprehensive plan 

to assist pharmacy practice managers in 
developing service-delivery models that take 
into account the current and projected de-
mographics of the pharmacist and pharmacy 
technician populations.

2. ASHP should develop a strategy to assist 
practitioners who are pursuing alternative 
career patterns (e.g., returning to practice af-
ter an extended absence, pursuing part-time 
practice) in maintaining their professional 
competence.

3. ASHP should foster the development of in-
novative on-the-job management training 
programs and residency training programs 
in pharmacy practice management and lead-
ership that are geared toward pharmacists 
who have been in practice for a number of 
years.

4. ASHP should collaborate with other orga-
nizations in conducting highly accessible 
regional educational programs on pharmacy 
practice management and leadership.

5. ASHP should collaborate with affiliated state 
societies in creating a formal mentorship 
program that allows new practitioners to be 
guided in their career development by sea-
soned practitioners.

6. ASHP should collaborate with the Ameri-
can Association of Colleges of Pharmacy to 
develop a strategy for recruiting individuals 
into the profession who have the personal 
characteristics needed to help the profession 
achieve its vision for the future, including 
individuals who have an aptitude for practice 
management and leadership.

7. ASHP should establish an ongoing process to 
periodically assess and revise the Task Force 
recommendations for appropriateness and 
timeliness.

Recommendations for pharmacy practice 
managers
1. Pharmacy practice managers should exam-

ine their staffing and departmental career-
development practices in light of what is 
known about the changing demographics 
of the pharmacist and pharmacy technician 
populations and implement, as indicated, 
contemporary techniques that have proven 
to be effective in enhancing staff satisfac-
tion and productivity.

2. Pharmacy practice managers should de- 
velop a strategy for fostering the develop-
ment of department managers that takes 
into account what is known about the 
changing demographics of the pharmacist 
population.

3. Pharmacy practice managers should ensure 
that their departmental work force is diverse 
and culturally competent, taking into ac-
count the population of patients it serves to 
enhance innovation, encourage teamwork, 
and improve productivity.

Recommendations for pharmacy practitioners
1. All pharmacy practitioners should pursue a 

lifelong process of maintaining competency 
with respect to generational and cultural is-
sues that have a bearing on patient outcomes 
and practitioner team effectiveness.

2. All pharmacy practitioners should develop 
the communication skills necessary to work 
effectively with patients and a work force that 
are diverse generationally and culturally.

3. All pharmacy practitioners should be asser-
tive in negotiating, designing, and applying 
flexible work schedules that meet the needs 
of their institution, as well as their profes-
sional and personal needs for work–personal 
life balance.

4. All pharmacy practitioners should be alert 
for new opportunities to develop innovative 
practice roles that meet the needs of their 
institution and provide personal professional 
fulfillment.


