
ROTATION DESCRIPTION 
 
ROTATION TITLE 
Pharmacotherapy Clinic (PGY2) 
 
PURPOSE 
The Postgraduate Year Two (PGY2) Ambulatory Care Residency Program is designed to 
develop accountability; practice patterns; habits; and expert knowledge, skills, attitudes, 
and abilities in the respective advanced area of pharmacy practice. The Ambulatory Care 
Residency Program builds upon the broad-based competencies achieved in a PGY1 
residency, deepening the resident’s ability to provide care in the most complex of cases 
or in the support of care through practice leadership. Therefore, the Ambulatory Care 
Residency Program provides residents with opportunities to function independently as 
practitioners by conceptualizing and integrating accumulated experience and knowledge 
and transforming both into improved medication therapy for patients. A resident who 
completes successfully the Ambulatory Care Residency Program should possess 
competencies that enable attainment of board certification in the practice area, where 
board certification for the practice area exists.  
 
LEARNING EXPERIENCE DESCRIPTION 
The Pharmacotherapy Clinic provides the resident with the opportunity to provide 
continuity of care to patients who require anticoagulation, enhance patient care through 
education, monitoring, and close follow-up, and reduce adverse events associated with 
anticoagulation therapy. The pharmacist will meet with the patient for a 30 minute visit 
(new patient) or a 15 minute visit (existing patient) during which time the pharmacist will 
perform INR POCT testing, with an MUSC approved device, as well as provide the 
patient with medication counseling in regards to medication changes, dietary changes, 
and potential bleeding problems, dosage adjustments will be made as necessary.  This 
PGY2 experience is different than a PGY1 experience because the resident will build 
upon PGY1 skills.  The resident will incorporate more evidence-based medicine concepts 
into recommendations and further refine ambulatory care skills to become an independent 
practitioner.  The PGY2 resident will become an expert in ambulatory care and 
anticoagulation. 
 
LEARNING EXPERIENCE ACTIVITIES 
 
• Provide patient specific medication management services to promote ethical, 
compassionate, trusted care and positive outcomes  
(R1.1.1; R1.1.2; R1.2.1; R1.2.2; R1.2.3; R2.6.1; R2.6.2;  
R6.1.2; R2.10.1; R2.10.2) 
 
• Independently design therapeutic regimens and monitoring plans to achieve desired 
therapeutic patient goals  
(R2.1.1; 2.2.1; R2.3.1; R2.4.1; R2.4.2; R2.4.3; R2.4.4 
R2.10.4; R6.3.1; R2.8.2; R2.10.1; R2.10.2; R2.10.3) 
 



• Establish collaborative professional and patient-centered relationships  
(R1.1.1; R1.2.1; 2.1.1; R2.2.1; R2.4.2; R2.6.1; R2.8.1;  
R2.8.2; R2.9.1 R2.10.5; R2.10.6; R6.1.3; R6.4.2; R3.2.10; R3.2.11 ) 
 
• Effectively educate health care professionals, patients, students, and residents on drug 
related topics/issues  
(R 2.5.1; R 2.5.2; R3.2.9; R3.2.10; R5.1.1; R5.1.4) 
 
• Use organizational and time management skills to fulfill practice responsibilities/duties 
(R2.2.1; R2.7.1; R2.12.1; R2.12.2. R2.13.1; R2.13.3;  
R2.13.4) 
 
• Design advanced and evidence-based therapeutic regimens and monitoring plans to 
achieve desired therapeutic patient goals  
(R2.62; R2.7.1 R2.10.5; R2.10.6; R2.11.1; R2.11.2) 
 
• Demonstrate leadership and practice management skills  
(R3.1.1; R3.1.4; R3.2.1; R3.2.2; R3.2.3; R3.2.4; R3.2.5) 
 
• Utilize effective and efficient communications skills  
(R2.13; R2.13.2; R3.1.1; R3.1.2; R3.2.6; R3.2.7; R3.2.8) 
 
REQUIREMENTS OF LEARNING EXPRERIENCE 
 
Required hours 
8:00 AM – 4:30 PM 
As patient care requires, the above listed times may vary 
 
Required meetings for PGY2 
Ambulatory Care Group Meetings (4th Thursday of the month at 12:00pm) 
Ambulatory Care Journal Club (3rd Monday of the month at 3:00pm) 
Ambulatory Care Discussion Group (2nd Wednesday of the month at 2:00pm) 
Department of Pharmacy Meeting (monthly) 
Topic Review Lunch (1st Tuesday of the month at 12:00pm) 
 
Required presentations for PGY2 
1-2 small presentations to AmCare students (topic to be decided by the preceptor and 
resident) 
 
Suggested readings for PGY2 
An extensive bibliography (see attachment) is provided to the resident.  
 
ROTATION PRECEPTOR(S) 
Pamela J Mazyck, PharmD, MSCR, BCPS, CDE 
Pager – 11330 
Phone – 843-792-3377 



E-mail: mazyckpj@musc.edu 
  
 
 
The resident will also have significant interactions with the following  pharmacist: 
 
Jennifer N. Mazur, Pharm, CDE 
Pager – 12327 
Phone – 843-881-2360 
E-mail: mazurjn@musc.edu 
 
METHOD OF EVALUATION 
Evaluation of residents will be based on the learning experience objectives outlined by 
the Residency Program Director (RPD).  The RPD will identify the specific goals and 
objectives on which the resident will be evaluated (available in E-Value).  The preceptor 
and resident will review the resident’s customized plan and the learning experience 
introduction document on the first day of rotation.  Feedback will include, but not be 
limited to, verbal and written mid-point and end of rotation evaluations.  
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