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A Council of Deans Taskforce was charged to con-
duct an environmental scan to determine the funding
mechanisms that are currently used for post graduate
pharmacy education (residency).

The report summarizes the history of post graduate
education and the critical elements in the changing ac-
creditation requirements. The benefits of post graduate
pharmacy education to schools and colleges and faculty
are analyzed.

Various funding mechanisms to support academic
programs were explored including federal reimburse-
ments to hospitals and the status of residency education
in 2006/2007 was presented. The Report made three rec-
ommendations. A detailed presentation of the federal fund-
ing strategies for Graduate Medical Education supporting
pharmacy residencies is presented in the Appendix at
http://www.ttuhsc.edu/sop/AJPE2007.pdf.

INTRODUCTION

Healthcare in the United States continues to become
more intricate, splintered, and challenging. Factors stress-
ing the system include rising costs and lack of access,
increasing prescription volume and complexity, and the
widening fissure between the goals of optimal drug ther-
apy and the current reality within healthcare. Pharmacy
leaders have led efforts through published vision state-
ments and strategic planning endeavors to position the
third largest health profession firmly on “the path™ to-
ward direct, patient-centered care.

To achieve progress toward an improved medication
use system, the profession will require novel tactics to
deploy pharmacists strategically within the “core set”
of clinical pharmacy services.! The knowledge, skills,
and attitudes necessary to deliver these types of services
and direct patient care emphasize the need for advanced

credentials and a differentiated workforce. In fact, sweep-
ing changes in pharmacy accreditation standards have
been released to provide curricular transformation across
the country.”

While pharmacists find themselves uniquely posi-
tioned to be involved in opportunities such as collabora-
tive practices and the Medicare prescription drug benefit
program, the workforce shortage and a relatively small
number of residency programs will influence success.
Some have projected as many as 165,000 primary care
pharmacists and 130,000 secondary and tertiary pharma-
cists will be needed by 2020 to adequately provide phar-
macy services.” As a result, new schools and colleges of
pharmacy have opened and existing programs have in-
creased admission. Also, it has been recommended that
residency education and board certification should serve
to prepare entry practitioners in the future as prerequisites
for providing more advanced forms of pharmaceutical
care 2-3:4:5.6

In 2004, the American Association of Colleges of
Pharmacy (AACP) Task Force on the Role of Schools
and Colleges of Pharmacy in Residency Training pub-
lished a report providing recommendations for the ad-
vancement of residency education. The authors called
for schools and colleges to take a proactive leadership
role in developing and enhancing accredited post gradu-
ate pharmacy education programs. The task force sug-
gested efforts to “document value” of residency
training and to “facilitate federal and state funding” to
allow growth of such education programs.” Similarly, the
American College of Clinical Pharmacy provided a posi-
tion statement indicating a “quantum leap” is needed in
the expansion of existing residency programs in order to
support approximately 10,000 pharmacy graduates per
year by 2020.°
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In August 2006, Dr. Patricia Chase, Chair of the
AACP Council of Deans, appointed a Task Force whose
charge was to conduct an environmental scan to deter-
mine the funding mechanisms that are currently used
for residency education. This is a follow-up from the
2004 recommendation that ‘““ AACP should recognize that
the structure of pharmacy residency programs will con-
tinue to evolve. Therefore, AACP should continue to pro-
mote an understanding of the model of graduate medical
education and use that model to facilitate the evolution of
pharmacy residency program structures.” It is proposed
that the information in this report be used to help facilitate
the support within schools and colleges of pharmacy for
residency education and funding of such programs.

BRIEF HISTORY OF POST GRADUATE
PHARMACY EDUCATION

Residency programs have provided the bridge be-
tween formal pharmacy undergraduate professional edu-
cation and pharmacy practice in a focused pharmacy
practice setting. Far-sighted hospital pharmacy leaders
as far back as the 1930s recognized the need for a more
structured pharmacy practice education in order to de-
velop future practitioners and leaders for the profession.
These programs began as hospital pharmacy internships
and were intended to train pharmacists in hospital phar-
macy management. In 1948 the American Society of
Hospital Pharmacists (ASHP) developed standards for
pharmacy internships in hospitals. In 1962, ASHP estab-
lished accreditation standards and an accreditation pro-
cess for residencies in hospital pharmacy. At that time,
the term “internship” was replaced by “residency.”®
These were formal one-year training programs in various
hospitals; usually academic medical centers like the uni-
versities of Michigan, Wisconsin, lowa, Kentucky, Penn-
sylvania, and Ohio State. Once these standards were
developed it was determined that a peer review site as-
sessment process should be employed to ensure compli-
ance with the standards and recommendations for
improvement. Programs that met the accreditation stand-
ards were typically re-examined by a site survey every six
years. From a value perspective, it has been said that such
residency education positions the pharmacist for quicker
career development and increased job opportunities pri-
marily because of the additional knowledge, skills, and
experience gained from a focused and structured resi-
dency training programs and the significant preceptor
(mentor) involvement.

In the early 1970s, residencies in clinical practice
were developed. These residencies flourished at a rapid
rate and led to the creation of accreditation standards for
clinical pharmacy and specialized residency training. At

this time most clinical pharmacy programs were generally
conducted by schools and colleges. General practice and
clinical residencies were recognized separately. After
several years the residency movement accelerated and
led to the creation of the ASHP Commission on Creden-
tialing (COC), which is the formal board that administers
the residency accreditation program. From that time, ac-
creditation status was to be determined through document
analysis and on-site survey, review, and evaluation. In
1993, the two types of programs (General and Clinical)
were discontinued and replaced by pharmacy practice
residencies with an emphasis on pharmaceutical care.
Soon, thereafter, the ASHP developed accreditation
standards recognizing a dozen or so specialized areas of
practice. In addition, the ASHP formed a partnership with
other pharmacy associations for accreditation of resi-
dency programs in their respective areas of practice: the
Academy of Managed Care Pharmacy (AMCP) and the
American Pharmacists Association (APhA).

A major change in the structure of residency pro-
grams occurred in 2005. The ASHP Commission on Cre-
dentialing established new residency accreditation
standards which resulted in the replacement of pharmacy
practice residencies with postgraduate year one (PGY1)
pharmacy residencies and specialized residencies with
postgraduate year two (PGY2) pharmacy residencies.
The new accreditation standards and structure heighten
the awareness that pharmacists must complete a PGY'1
residency prior to developing a focused specialty practice
(a PGY2 residency).

ACCREDITATION OF POST GRADUATE
PHARMACY EDUCATION

The ASHP has served as the accrediting body for
pharmacy residency programs since 1963. It is the only
federally recognized accrediting organization by the
Centers for Medicaid and Medicare Services (CMS),
making ASHP accredited residency programs in hospitals
eligible for Medicare reimbursement of qualified
residency training costs through the Graduate Medical
Education (GME) program.

For purposes of accreditation, a pharmacy residency is
considered to be a postgraduate program of organized ed-
ucation and training that meets the requirements of appli-
cable standards set forth and approved by ASHP. The
accreditation of postgraduate residency programs is estab-
lished by the authority of the ASHP Board of Directors
and is implemented by the Commission on Credentialing,
which is comprised of ten pharmacist members, two public
members, a pharmacy technician program representative
appointed by the President of ASHP, and one member each
appointed by ACCP, the APhA, and the AMCP. The COC
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reviews and evaluates applications and site survey reports.
The minutes of the COC are submitted to the Board of
Directors for review and action, as appropriate.

Accreditation provides a measure of quality for cur-
rent residents and prospective candidates seeking a resi-
dency program. Employers who hire residents from
accredited programs are assured that the residents have
received training in providing direct patient care. The
accreditation process ensures that the resident has re-
ceived an experience consistent with the standards of
practice. The residency site must have at least one resident
in training to apply for accreditation.

Standards have been developed for both PGY 1 and
PGY 2 residencies and have been reviewed and approved
by the COC. The current PGY 1 standards were approved
in September 2005. A major principle outlined in each of
the standards is the requirement that a program design,
develop, conduct, and evaluate the resident’s training us-
ing a systematic approach. For that purpose, ASHP has
provided The Residency Learning System (RLS) model.

There are six required educational outcomes in which
the resident must receive instruction and develop compe-
tence. Specifically, residents will be held responsible and
accountable for acquiring these outcome competencies:
managing and improving the medication-use process;
providing evidence-based, patient-centered medication
therapy management with interdisciplinary teams; exer-
cising leadership and practice management; demonstrat-
ing project management skills; providing medication and
practice-related education/training; and utilizing medical
informatics. Each area must be covered during the resi-
dent’s program through a combination of experiences.

Applying for accreditation involves completing
a two-page application and submitting it to ASHP, Di-
rector, Accreditation Services Division, 7272 Wisconsin
Avenue, Bethesda, MD 20814 with a copy of the resi-
dency program director’s curriculum vita. All residency
programs will be visited on-site. However, the program is
required to complete a pre-survey questionnaire provided
by ASHP prior to the site survey.

The site survey team consists of at least two people.
One is a member of the Accreditation Services Division
(ASD) staff and the other is a member of the COC or other
competent pharmacist/leader in the field. If the site has
multiple programs (e.g., PGY1 and PGY2 programs) ad-
ditional surveyors who have expertise in the practice area
being surveyed will be included. The process is intended
to be thorough, consultative, and educational. The team
looks for common threads to demonstrate that the resident
is being taught an integrated approach to patient care. The
team recommendations are then forwarded to the COC for
approval.

New programs that have submitted applications may
be either in pre-candidate or candidate status. Pre-candi-
date status may be granted to a program that has submitted
a completed application indicating intent to seek “candi-
date” status. Programs may be in a pre-candidate status
for no more than fifteen months. One of the purposes of
this status is to assist the program in recruiting a resident
through participation in the Resident Matching Program.
If a program in pre-candidate status is not successful in
recruiting a resident within fifteen months, the status may
be extended for one additional twelve-month period. By
the conclusion of this status, the program must have sub-
mitted an application for accreditation or this designation
will be removed and not granted to the same program
again. Programs in this status must submit an application
for accreditation when training of the first resident begins.
Candidate status is granted to a program that has a resi-
dent(s) in training, has applied to ASHP for accreditation,
and is awaiting the official site survey, review, and eval-
uation by the COC.

Accreditation status is granted in one of three catego-
ries: preliminary accreditation, accreditation (1-6 years)
and conditional accreditation. Preliminary accreditation
status may be granted to a program by COC upon the
recommendation of a site survey team. This will occur
after the document review and site survey has been com-
pleted and will be based on the finding that the program
appears to meet the requirements for accreditation. Pre-
liminary accreditation status is granted until ASHP
awards another status to the program. COC will recom-
mend a length of accreditation for programs that meet
standards. The terms may range from 1 to 6 years. Ac-
creditation status does not occur until after a COC meet-
ing and the ASHP Board of Directors reviews the
Commission’s recommendations. Conditional accredita-
tion is the status awarded by ASHP to a program that is not
in substantial compliance with the applicable accredita-
tion standard, as typically evidenced by the degree and
number of non-compliance and/or partial compliance
findings. Programs must remedy identified problem areas
and may undergo a subsequent on-site survey.

In January 2007, there were 573 accredited PGY'1
residency programs with 1,159 residents enrolled and
299 accredited PGY?2 programs enrolling 209 residents.
The results of the National Matching Service in March
2007 indicate that 1,343 PGY1 residents matched to
a PGY1 program (71% of total applicants) and 154
PGY?2 residents matched to an accredited PGY2 program.
Approximately 19.3% of all US college/school of phar-
macy graduates in Spring 2007 (estimate 9,865) attemp-
ted to match toa PGY1 program with 13.6% ofall college/
school graduates (1,343) matching.
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BENEFITS OF POST GRADUATE
PHARMACY EDUCATION TO SCHOOLS
AND COLLEGES OF PHARMACY

In recent position papers, both the AACP and the
ACCP have stated that schools and colleges of pharmacy
should increase their commitment to post-Pharm. D. res-
idency training programs. Such programs are essential in
assisting colleges to achieve both short- and long-terms
goals, not only for their educational programs but also for
the other elements of their mission: service and scholarly
activity.

Pharmacy residents are leaders-in-training. In the
short term, they actualize pharmaceutical care by assum-
ing responsibility for direct patient care in a supervised
setting. In so doing, residents can serve as co-preceptors
and independent preceptors of pharmacy students in both
the introductory and advanced practice rotations, partic-
ularly during the final portion of their residency pro-
grams. In addition, those with good public speaking
skills and teaching interest can deliver lectures in core
or elective didactic courses and facilitate workshops or
pharmacotherapeutic case discussions. They can also help
prepare and grade homework assignments and tests. In the
long term, some pharmacy residents can be groomed for
part-time or full-time faculty positions. With additional
specialized residency or fellowship training, pharmacy
residents can assume tenure-track positions and eventu-
ally mature into department chairs and deans at colleges.’

Pharmacy residents are leaders engaged in develop-
ing service models of exemplary pharmacy practice in
which positive and measurable patient care outcomes
are the goal. In the short term, the patients at the facilities
where the residents are practicing derive direct benefit
through decreased adverse drug reactions, decreased drug
interactions, and improved responses to prescribed drug
treatment. In the long term, the models of practice can be
propagated and the profession of pharmacy can be ad-
vanced. As colleges develop affiliations with these facil-
ities, pharmacy students will benefit from a rich array of
high quality rotation sites, which are developed by these
residency-trained pharmacists. Moreover, as pharmacy
services expand, the scope of pharmacy practice will need
to change in states so that laws will enable pharmacists to
do more, including prescribing, receiving recognition and
compensation for services provided, etc. Pharmacist lead-
ers can promote these types of legislative changes.>”’

Those individuals with residency training often
assume full-time clinical pharmacist positions and even-
tually climb the administrative ladder of their organiza-
tions, moving into positions such as clinical coordinator,
assistant or associate director, and director of pharmacy.

In these administrative positions, pharmacists work di-
rectly with colleges in decision-making roles to determine
whether their department will be involved in the educa-
tion of pharmacy students, and if so, how much time and
how many personnel will be allocated to this task. Thus, it
behooves colleges to provide quality educational experi-
ences for pharmacy residents, so that in the long term,
those individuals can recognize and appreciate the impor-
tance of the college/school in their professional success
and then “give back” to the college/school by participat-
ing in the education of the next generation of students and
by serving as professional leaders on political advocacy
issues that can enhance resources to support the education
of pharmacists.'®

Pharmacy residencies are now being offered in a wide
variety of settings: community pharmacy, managed care,
drug industry, research and development, and drug infor-
mation services. Assuming that pharmacy residents
trained in any of these settings will eventually practice
in these settings, the colleges can derive all the same
short- and long-term benefits described above for the
more typical institutional practice.’

PGY-1 residents may only acquire an appreciation of
the importance of conducting a research project, but not
complete one from start to finish. PGY-2 residents are
more likely to design, complete, present, and publish
the results of a research project. Thus, residency programs
help prepare candidates for future faculty positions,
which directly benefits schools and colleges. As schools
and colleges employ many of these individuals as junior
faculty, they can continue the academic socialization pro-
cess through informal and formal faculty development
programs, identify internal and external mentors, and ex-
pedite potential research collaborations in the area of re-
search and scholarly activity.”"!

BENEFITS OF RESIDENTS TO FACULTY
AND PRACTICE SITES

Faculty members are individually and independently
motivated to develop and use residents and fellows as
each serve as faculty-extenders. The model used in the
basic and clinical sciences for graduate students pursuing
Master of Science and Doctor of Philosophy degrees is
relevant in the case of residency and fellowship educa-
tional pathways and can help maximize the productivity
of the faculty mentor. Practice-based faculty typically
have time consuming teaching loads and practice respon-
sibilities at the institutions where they serve, in addition to
a requirement to engage in scholarly activity.

Residents and fellows can serve as teaching assistants
to faculty members in the experiential and didactic set-
tings. In the experiential arena, residents and fellows may
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serve to enhance, extend, and provide continuity to the
patient care and service expectations at the practice insti-
tutions where these faculty members are located. Resi-
dents and fellows can also take on leadership rolls in the
didactic areas by conducting small group sessions, lectur-
ing, grading assignments, and tutoring students with ad-
ditional needs.

The most efficient use of a practice-based faculty
members’ time is to have his/her scholarly activity flow
from the patient care and service endeavors. Fellows are
typically a direct investment of the college or school with-
out funding from patient care institutions. Therefore, fel-
lowship programs are designed to directly maximize and
extend the scholarly activity of practice-based faculty in
tenure track and non-tenure track lines.

Practice sites receive an excellent return on their in-
vestment in many of the same ways the college or school
is benefited through the provision of patient care activi-
ties, system/programmatic improvement, and educational
based activities. The delivery of patient care services is
directly beneficial to the patient care institutions or phar-
macies. The administrative and service activities in which
the residents participate allows for implementation of
programs and systems to improve quality of care at the
institutional level. The involvement of the resident in
these activities will lead to enhanced productivity and
pharmacy visibility in these areas. Finally, residents and
fellows can serve a valuable role in staff development for
the pharmacy through the provision of continuing educa-
tion and by mentoring/developing pharmacy staff to take
on additional direct patient care activities.

FUNDING MECHANISMS FOR POST
GRADUATE PHARMACY EDUCATION

Funding post graduate pharmacy educational pro-
grams is important to the long-term future of residency
programs in general, schools and colleges of pharmacy
specifically, and the practice community. The focus of
this section is to provide information regarding potential
funding sources for these programs and to stimulate the
thought process by members of the Academy and those in
practice for developing innovative funding opportunities
for residency positions.

Funding From the Host Institution

The host institution, whether it is a community phar-
macy, a health system pharmacy, a medical group prac-
tice, a specialty group pharmacy, etc., provides funding
for residency training programs. It is therefore the respon-
sibility of the academic institution and its leadership to
encourage the host institution to fund residencies. Obvi-
ously, finding sources of funding, other than the host, is

advantageous to the host and to the college of pharmacy;
however, in many instances this is not possible. Funding
from the host institution can be justified based on the
services rendered by the resident, the intellectual stimu-
lation of its pharmacy staff, and most importantly, in the
development of new service lines and/or opportunities for
practice within a given institution. If one goes back to the
early 1960s and 1970s, the clinical movement in the in-
stitutional setting was spearheaded within programs
where residencies existed. These developed new pro-
grams within the institutional practice sector and made
a tremendous difference as we moved forward with the
practice of institutional pharmacy. Again, making the
case to the host institution regarding the need for resi-
dency programs, and funding of such, is an area where
the school or college can provide leadership and guidance
for practitioners within those institutions that want to es-
tablish residencies.

Co-Funded Residencies

The second approach is for the school or college of
pharmacy to co-fund residency positions in those practice
areas where funding is not available through Centers for
Medicare and Medicaid Services (CMS) Graduate Med-
ical Education (GME) reimbursement dollars. Models
can range from a very small amount to approximately full
funding; however, it may be most advantageous for the
school or college to provide no more than 50% of the
funding, especially for a PGY 1 residency. The institution
must determine the value in the residency and invest in the
program, as well as the academic institution. From the
academic institution standpoint, such funding is an excel-
lent opportunity to stimulate the growth of experiential
learning sites for its Pharm.D. students and to develop
new practice models. Providing co-funded positions by
the school or college also must be justified to show that it
does support the academic programs and mission of the
school or college, especially if it is a state institution
where state funds are used.

Centers for Medicare and Medicaid Services
Graduate Medical Education Funds

GME funding is available through Medicare Part A to
reimburse hospitals for a portion of the costs to train phar-
macy residents. Depending on the percentage of the hos-
pital’s patient days paid by Medicare Part A, the funding
can range as high as 75 to 78%. (See the Appendix for
a more detailed explanation and model.) Unfortunately,
only PGY 1 residency programs can presently receive
these funds. Therefore, it is incumbent upon the greater
pharmacy community to convince CMS that PGY 2
residents are necessary and critical for the future
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development of the pharmacy practice models, and most
importantly for patient safety, as well. While CMS’s grad-
uate medical education reimbursement will not provide
total funding for residents, the small amount that is
not funded by these dollars could be supplemented, in
part, by schools and colleges, or they could utilize funds
to serve as seed money to begin residencies. The institu-
tion may then see the value of residencies and provide
full funding.

Collaborative Practice Models

A number of outstanding residencies have been de-
veloped in collaborative practice models between phar-
macy and medicine, especially in the ambulatory and
primary care area, as well as in some specialty practice
areas. This is advantageous from the standpoint of the
development of ambulatory and primary care funded
positions and for educational programs for schools and
colleges. The development of strong programs is essential
to meeting accreditation standards as they relate to pri-
mary care, as well. Co-funding these positions with group
practices leads to educational and research opportunities
for faculty within the college of pharmacy and also stim-
ulates new models for healthcare delivery.

Community Pharmacy Residencies

The most difficult residency program to fund has
been community pharmacy residencies. While it is
economically advantageous to fund residents from the
community pharmacy site standpoint, the related respon-
sibilities of developing a residency program take time and
require resources that the practice may not have. This is an
area where the school or college of pharmacy can provide
significant leadership for our colleagues in community
practice by providing mentors for residents, guidance
for research and research projects, and develop objectives
and evaluation processes for residency positions in the
community sector. Also, most community residencies
place only one community resident at each site; therefore,
having the school or college working with a group of
community pharmacies can bring these residents together
in a collegial base. This can enhance the resident’s expe-
rience and provide them with colleagues and sounding
boards with whom they can discuss issues and common
problems that they face in practice, with their research,
and in their service models.

Funding for these positions can come from the com-
munity pharmacy itself, or from a co-funding model that
includes the school or college of pharmacy. The develop-
ment of community pharmacy programs must be en-
hanced if the profession is to advance the practice of
community pharmacy further into the patient care arena.

Having residents and practitioners who develop models
which can serve as advanced community practice rotation
sites or residency sites is essential to the long term de-
velopment of the profession and to the success of our
academic programs. Therefore, investing funds into these
positions can be justified from an educational standpoint
by the school or college of pharmacy and from the service
standpoint by the community pharmacy.

Other possible funding sources include potential re-
bate dollars from industry, drug wholesaler grants to com-
munity pharmacies, and/or (in the case of corporate
community pharmacy) funding of educational training
sites, which allows them the opportunity to develop lead-
ership for the future within their corporation. The recruit-
ment of these residents, as well as the development of the
educational models in the community, is a challenge that
the Academy must take on by working in concert with its
colleagues in practice.

Extending College-Funded Residencies

School and colleges have for years funded graduate
teaching assistants for graduate programs in pharmaceu-
tical sciences. Funding residencies is no different than
funding graduate teaching assistantships for our faculty
in the pharmaceutical sciences; however, in making com-
mitments to fund those positions, there clearly must be an
educational payback to the program for placing funds in
these positions. With this in mind, it is essential that we
develop these programs and provide potential reasons and
justification for their funding to the institutions that have
adifficult time in providing funds and have no CMS GME
reimbursement dollars available to them. Funding these
resident programs can provide the school or college the
opportunity to develop residents that can play a more sig-
nificant role in the school’s professional educational pro-
grams and potentially provide the school with additional
research faculty.

Other Sources of Funding

Foundations and corporate organizations are poten-
tial funding sources for many residency and fellowship
training programs. In addition, many large health systems
have foundations that are willing to fund residency pro-
grams that in turn enhance the service programs provided
by their institutions. Residency programs also provide
these health systems with access to potential star practi-
tioners they may want to recruit in the future. Finally,
training grants provide another potential funding source
that has been successful in the past in specific therapeutic
areas. Training grants also have the potential to enhance
programs and advance an organization’s research capa-
bilities in a given area or areas.
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POTENTIAL NEW OPPORTUNITIES FOR
POST GRADUATE PHARMACY
EDUCATION WITH MEDICARE PART D

A potential new source of funding for community
pharmacy residency programs may be developed through
the Medicare Part D Prescription Drug Benefit program.
CMS contracts with the private sector to establish and
manage the outpatient prescription drug program through
their own pharmacies and through contracts with commu-
nity pharmacies within their designated service regions.
These Prescription Drug Plan (PDP) Administrators also
have requirements to develop Medication Therapy Man-
agement Services (MTMS) for their Medicare clients.
Since both Medicare and dual Medicare/Medicaid eligi-
ble clients are included in Medicare Part D programs,
conceptually, PDP Administrators may be key stakehold-
ers in developing innovative community pharmacy resi-
dency programs to train pharmacists to provide higher
level MTMS.

Funding for a community pharmacy residency pro-
gram would be included in the administrative portion of
the PDP Administrator’s contract with CMS; it would
not be dependent on the benefit reimbursement and profit
portion of their contract. Allowable administrative
costs with Part D are similar in concept to hospitals’
GME reimbursements in that a residency program could
be funded by the PDP in designated community pharma-
cies and receive CMS reimbursement separate from ben-
eficiary services payments. This potential new area of
funding community pharmacies to develop residency pro-
grams is worth further exploration by AACP, APhA, and
ASHP, with CMS and PDP Administrators. A list of
PDP Administrators for each state may be found at the
CMS Website (medicare.gov/medicareform/local-plans-
2007.asp).

CURRENT STATUS OF POST GRADUATE
PHARMACY EDUCATION IN AACP
MEMBER SCHOOLS AND COLLEGES
Background

To better identify and understand the current level of
engagement that exists in schools and colleges with post
graduate pharmacy education during the 2006-2007 aca-
demic year, the Task Force designed an on-line question-
naire for the dean of each active AACP member school
and college. The questionnaire focused on number of res-
idency positions; accredited PGY1, advanced specialty
practice PGY2, and non-accredited residencies; funding;
sources of funding; use of residents in instruction and
other assignments; employment of residency graduates
in the institution or affiliated practice sites; and how the

school or college managed the program internally. The
questionnaire also sought information regarding the num-
ber of paid pharmacy practice post doctoral fellowship
positions that exist at each school or college.

Methodology

The questionnaire was initially developed using
broad subject areas recommended by members of the
Task Force. After several iterations of question format
and content, the draft questionnaire was sent to Ms. Janet
Teeters, Director of Residency Accreditation Services
Division for the American Society of Health System Phar-
macists. Ms. Teeters provided the Task Force with feed-
back regarding the clarity and accuracy of the various
questions. After further development, the questionnaire
in its on-line format was pre-tested by a group of 10 deans
at newly forming schools and colleges who were knowl-
edgeable about residency education from their past insti-
tutional affiliations. These institutions were not full
members of AACP at the time of the pre-test and would
not be included in the actual data collection when the final
questionnaire was submitted to member schools and col-
leges. The deans were asked to answer the questionnaire
“as if they had a residency program at their new institu-
tion, using dummy data.” They were also asked to provide
specific feedback as to the clarity and understanding of the
questions and the overall flow of the on-line question-
naire. These responses were not included in the analysis.

After a final round of questionnaire development,
which took into account the recommendations of those
who pre-tested the instrument, the Web site and cover
letter was sent via email to all deans of AACP active
member institutions by Dr. Ken Miller, Executive Vice
President of AACP. Dr. Miller informed the deans that
this questionnaire was a sanctioned activity of the Deans’
Council and asked them to respond. Two weeks after re-
ceiving the initial questionnaire, Dr. Miller sent a re-
minder email to the deans asking those who had not
responded to do so. Finally, the list of institutions who
had not responded approximately four weeks into the re-
sponse period was divided among the Task Force mem-
bers, who then personally contacted each dean and urged
them to respond.

Results

The questionnaire was returned by 62 schools and
schools and colleges from a sample size of 91 AACP full
member programs. This represents a 68% response rate.
The responding schools and colleges are listed in Table 1.

The data in Table 2 depicts the number of residency
positions offered during the 2006/2007 year (July 2006 —
June 2007). Schools and colleges offered 427 total
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Table 1. Survey Schools and Colleges

Albany College of Pharmacy

Butler University

Creighton University

Drake University

Duquesne University

Idaho State University

Lake Erie College Of Medicine

Long Island University

Mercer University

Midwestern University - Chicago

North Dakota State University

Nova Southeastern University

Ohio Northern University

Palm Beach Atlantic University

Purdue University

Samford University

Shenandoah University

South Carolina COP - USC Campus
South Carolina COP - MUSC Campus
South Dakota State University

Southern Illinois University Edwardsville
Southwestern Oklahoma State University
St Louis College of Pharmacy

Texas Southern University

The Ohio State University

Touro University

Texas Tech University Health Sciences Center
University of Buffalo - SUNY
University of Arizona

University of Arkansas for Medical Sciences
University of California — San Francisco

University of Cincinnati

University of Georgia

University of Illinois at Chicago
University of lowa

University of Kansas

University of Kentucky

University of Louisiana — Monroe
University of Maryland

University of Michigan

University of Minnesota

University of Missouri - Kansas City
University of Nebraska Medical Center
University of New Mexico
University of North Carolina at Chapel Hill
University of Oklahoma

University of the Pacific

University of Pittsburgh

University of Puerto Rico

University of Southern Nevada
University of Tennessee

University of Texas at Austin
University of the Sciences in Philadelphia
University of Toledo

University of Washington

Virginia Commonwealth University
Washington State University

Wayne State University

West Virginia University

Wilkes University

Wingate University

Xavier University of Louisiana

positions for the year, with many offering both accredited
PGY1 and PGY2 and non-accredited residency program
positions.”

A total of 39 (63%) of the responding schools and
colleges offered 216 accredited PGY1 programs for an
average of 5.5 positions per school or college that offered
PGY1 programs. A total of 107 accredited PGY?2 posi-
tions were offered by 25 (40%) of the responding schools
and colleges for an average of 4.3 positions per school or
college that offered PGY2 accredited programs. There
were 36 (58%) of the responding schools or colleges that
offered non-accredited residency programs with a total
of 104 positions, for an average of 2.9 positions for each
school or college that offered a non-accredited residency
program.

Figure 1 reports the distribution of areas of emphasis
for accredited PGY'1 positions. Almost half (48%) of the
positions were in pharmacy practice with an emphasis in
health systems/hospital settings. The next largest number
of positions (20%) was in pharmacy practice with an em-
phasis in community pharmacy practice.

Figure 2 depicts the distribution of specialty practice
areas for the 107 PGY2 positions. The largest single
grouping of positions was in Critical Care (14%). No
single PGY?2 specialty practice area had more than 15
positions nationally.

The data in Figure 3 depicts the focus areas for the
non-accredited, or accreditation in-process positions. The
largest single category was 22% of the positions were in
Ambulatory/primary care. The second largest group was
Drug Information with 11.5% of the available positions,

Table 2. Number of Positions by Type of Program for
Schools and Colleges With at Least One Position Available
in 2006/2007

# (%) Schools & Average
Total # Colleges With at # of
Type of Program Positions Least 1 Position Positions

PGY1 Accredited 216 39 (63) 55
PGY2 Accredited 107 25 (40) 43
Non-accredited 104 36 (58) 2.9
Total 407
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PGY1 Positions 2006/2007
12.0% O Pharmacotherapy (1st year of 2-year

program)

@ Pharmacy practice with emphasis in health
system/hospital settings

O Pharmacy practice with emphasis in
psychiatric facility settings

O Pharmacy practice with emphasis in
ambulatory facility settings

O Pharmacy practice with emphasis in
community practice

B Pharmacy practice with emphasis in
managed care setting (patient care focus)

B Pharmacy practice with emphasis in
managed care systems (management focus)

O Other

Figure 1. Distribution of areas of emphasis for accredited
PGY1 positions in 2006/2007.

followed closely by Internal/Adult Medicine with 11%
of the available positions. There were a large number
of areas with only a few positions, but taken together as
“other” comprised 24%.

When taken together, 52 (84%) of the 62 responding
schools and colleges offered at least one residency posi-
tion in 2006/2007 — PGY1, PGY2, or non-accredited.
As seen in the data in Table 3, 23 schools and colleges
reported not offering any PGY1 positions; 37 schools and
colleges reported not offering any PGY2 positions; and
26 schools and colleges reported not offering any
non-accredited positions. The modal number of positions
for all schools and colleges was 2 positions for all three
programs. The maximum number of positions offered by
any school or college was 16 PGY1 positions, 10 PGY2
positions, and 9 non-accredited positions. Though not
reported in the table, one college had 33 total positions
offered (all types), the largest single program among the
respondents. Four schools or colleges of pharmacy offer
between 20-29 positions (all types).

Table 4 depicts the financial contributions schools
and colleges made to residency education and training
in 2006/2007. The total funding reported was $18M, with
the average funding being $345,213 per school or college

. O Ambulatory/primary care
PGY2 Positions 2006/2007
O Cardiology
o
7.5% 6.5%

3.7% 0O Critical care

O Drug Information
10.3% O Geriatrics

O Infectious diseases
0.9% B Internal/adult medicine

17.8%

6.5% O Nutrition

B Oncology

4.7% @ Pediatric

1.9% O Pharmacotherapy (2nd year of 2-year program)

O Practice management (without joint MS/MBA)
10.3%
° B Practice management (with joint MS/MBA)

1.9% O Other

14.0%

Figure 2. Distribution of specialty practice areas for the 107
PGY?2 positions in 2006/2007.

Non-Accredited Positions 2006/2007
1.9% 11.5%

OPharmacotherapy (2nd year of 2 year program)
8.7% B Health system / hospital practice
Olnternal / adult medicine
O0Oncology

B Cardiology

DOinfectious diseases

B Pediatric

OPsychiatry

B Ambulatory care / primary care
B Geriatric

O Community practice

O Managed care practice

B Drug information

4.8% 2.9%-1.0% O Other

Figure 3. Focus areas for the non-accredited, or accreditation
in-process positions in 2006/2007.

that had a residency program (1 or more positions). The
average per resident position was $42,040, including sal-
ary, benefits and program expenses. The sources of fund-
ing include: CMS direct and indirect reimbursements
(12%); pharmacy patient care revenue (43%); tuition,
appropriations and fees (29%); gifts/grants (9%); and
other (7%). The category labeled as “other” was a general
grouping of responses that didn’t detail the sources of
their funding.

Residents are heavily involved in education for their
schools and colleges. The data in Table 5 reports that 98%
of the residents (PGY1, PGY2 and/or non-accredited)
provide some type of educational services. The most fre-
quently provided educational activities are clerkship in-
struction and small group tutoring (an average of 8.8
weeks during the 2006/2007 year for each category).
Conducting laboratories averaged 5 weeks, and didactic
lectures averaged 2.6 lectures during the year. Other ac-
tivities, as listed in the table, averaged 9 hours during the
year, and case based discussion session/PBL tutoring con-
stituted approximately 8 hours per year. Assuming a clerk-
ship is approximately 40 hours/week of instruction/
supervision, the typical resident position provided an av-
erage of 387 hours of instruction for the school or college
of pharmacy in 2006/2007. (Calculated as (8.8 weeks of
clerkship instruction x 40 hours/week + 3 hours didactic
instruction + 5 lab sections x 3 hours/section + 8 hours of
case-based discussions + 9 hours other instruction) =
387 hours of instruction.) Some programs utilize residents
at much higher levels of time commitments to instruction.

In addition to their training and instructional duties,
residents are engaged in many different activities for the
schools and colleges. Table 6 identifies all the non in-
structional activities that residents provided during
2006/2007.

Residency programs are also direct links for full-time
and adjunct faculty positions for the schools and colleges
that offer the programs. The data in Table 7 depicts the
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Table 3. Distribution of Number of Resident Positions by Responding Schools/Colleges

# of Positions/School-College
—

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
# Schools & Colleges
PGY1 62 = 23 5 7 5 4 4 3 2 0 0 1 2 1 3 0 1 1
PGY2 62 = 37 5 6 2 0 4 0 3 2 1
Non Accredited 62 = 26 10 12 3 5 2 0 2 1 1

impact of the schools’ and colleges’ success in securing
their recent graduates to faculty positions. Thirty-seven
full-time faculty members were hired from school or
college residency programs, and 9 adjunct faculty were
hired by affiliated institutional sites over the last five
years.

Figure 4 depicts the organizational structure schools
and colleges use to administer their residency programs.
The majority of programs (53%) are administered by
a “Director;” 31% by a “Chair/Division Head;” 12%
by an ‘““Assistant/Associate Dean;” and 4% by “Vice
Chair/Division Head.”

Figure 5 depicts the entity that actually holds the
American Society of Health System Pharmacists resi-
dency accreditation. Approximately half of the PGY1
and PGY2 programs have the ASHP accreditation based
with the school or college. University health systems hold
the accreditation for approximately 25% ofthe PGY 1 and
33% of the PGY2 programs. Affiliated institutions that
are not part of a university health system hold the accred-
itation for approximately 20% of the PGY 1 programs and
less than 10% of the PGY2 programs.

While the Task Force was primarily charged with
documenting residency education, data were also soli-
cited regarding pharmacy practice fellowship programs
(see Table 8). There were 38 post doctoral fellowship
positions identified with 15 percent of the schools and
colleges reporting 1 or more positions. Most (32 posi-
tions) were first year fellowships. Schools and colleges
reported contributing an average $26,785 per fellowship
position with the total cost per fellowship position (all
sources) being $49,162.

Conclusions of the Survey

While most AACP member schools and colleges that
responded to the survey have a residency program with at
least one position available in 2006/2007, there are only

Table 4. Financial Commitments to Residency Education

Total Budget (all responses) $17,951,050
Average (per response with positions >0) 345,213
Average Budget Per Position (includes 42,040

PGY1, PGY2 and non-accredited)
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a few institutions that have post graduate pharmacy edu-
cation as a major mission of the school or college. With
approximately 1,600 PGY1 accredited positions nation-
ally,'? the schools and colleges reported only 216 PGY 1
positions. Even the largest school or college program
reported only 33 positions in both levels of accredited
and non-accredited programs. Among the relatively few
positions offered, approximately one-fourth of the posi-
tions are in non-accredited programs.

Providing residency education and training is an ex-
pensive program for member schools and colleges. The
average cost per resident position is approximately
$42,000. Given the various sources of funding available
to the schools and colleges (e.g. CMS, Patient Care, etc.),
the actual average costs from academic program areas
(tuition and fees) are only about $12,000 per position
(30% of total program costs). For this rather modest ex-
penditure, the schools and colleges who have residency
positions received approximately 387 hours of instruc-
tional time in their Pharm.D. programs.

DOCTOR OF PHARMACY
ACCREDITATION STANDARDS
RELATIVE TO POST GRADUATE
PHARMACY EDUCATION

Foundational issues relative to the engagement of
schools and colleges in post graduate pharmacy education
are: 1) whether residency education is required for
schools and colleges, and/or 2) whether pharmacy prac-
tice faculty members are required to have completed a res-
idency as a minimum credential for appointment to the
faculty of an accredited school or college of pharmacy.

Standards 2000 of the Accreditation Council for
Pharmacy Education'® had no requirements for pharmacy
practice faculty members to have completed residency
training or have equivalent experience. Standard 24
stated, “the faculty of the college or school of pharmacy
should possess [emphasis added] professional and aca-
demic expertise in the components of the professional
program in pharmacy for which they are responsible. . .”
Standards 2000 also simply encouraged schools and col-
leges to ““. . .provide, or be affiliated with institutions that
provide residency and fellowship programs.”
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Table 5. Instructional Engagement of Residents

Do residents provide instruction?
(only includes schools/colleges with active programs)

98%

Yes 2% No

Instruction delivered by residents:

Average (per resident) High (per resident)

# Weeks Clerkship 8.8 52.0
1-Hour Equivalent Didactic Lectures 2.6 18.0
2-3-Hour Lab Sessions 5.0 30.0
Case-Based Discussion Sessions, PBL Tutorial, Etc 8.2 78.0
Other 1-Hour Equivalent (see examples below) 9.3 150.0
Assisting faculty with clerkships Therapeutics/Disease ~ Counseling session Career mentoring

Early APPE program
Evaluating group presentations

Grading
Nursing education

- didactic

Immunization technique assessment

Medical student

Shadowing
Mentoring

Classroom preparation
Facilitation

Research project Health Fairs

education - didactic

With the development of Standards 2007, the Council
increased the expectations, but did not require post grad-
uate professional credentials for pharmacy practice fac-
ulty members.” Standard 25 states, “Faculty must possess
[emphasis added] the required professional and academic
expertise. . ..” Guideline 25.1, in explanation of this stan-
dard, states, “Pharmacy practice faculty should possess
[emphasis added] additional professional training (resi-
dency, fellowship, or equivalent expertise) and either
have, or be working toward credentials (for example, spe-
cialty certification) relevant to their practice and teaching
responsibilities.”” As with Standards 2000, the new stand-
ards still simply encourage Colleges or Schools “to pro-
vide, or be affiliated with institutions that provide post
graduate education and training, including accredited res-
idency and fellowship programs.”

RECOMMENDATIONS TO AACP
As a result of the Task Force’s work, the members

make the following recommendations to the AACP Coun-

cil of Deans regarding Post Graduate Pharmacy Education:
1. AACP recommends to the Accrediting Council for
Pharmacy Education that, by 2020, all full-time phar-
macy practice faculty members who are engaged in
teaching and the delivery of direct patient care services
shall have earned a post graduate credential relevant to
the areas that the faculty member teaches and practices:
PGY 1 residency and either a PGY 2 residency or a fel-
lowship. If the faculty member does not have post grad-
uate pharmacy credentials, s/he should have significant
relevant experience equal to a minimum of five years of
direct patient care experience in the areas where s/he
teaches and practices. It is further recommended that
part time and adjunct faculty will possess at least a PGY
1 residency, and preferably a PGY 2 residency, fellow-
ship or relevant direct patient care experience.
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Background/Justification:

m Faculty members who are engaged in educating

and training future practitioners must have docu-
mented advanced knowledge and skills beyond
the minimum requirement to enter practice if
they are to be optimally prepared as educators
and practitioners. This is an innate characteristic
of higher educational institutions in almost all
disciplines and this must become the minimum
accreditation standard for the future develop-
ment of the profession of pharmacy.

The major professional societies within phar-
macy are studying the need for residencies as
a mandate for direct patient care services. If
one considers the changes in pharmacy practice
related to direct patient care, it is obvious that
payers, as well as colleague providers will re-
quire credentialing of pharmacists who provide
direct patient care services. A PGY 1 residency,
and potentially a PGY 2 residency are essential
credentials for those individuals who provide di-
rect patient care as a component of their experi-
ential education assignments.

m Schools and colleges must enhance their capacity

to provide pharmacy residencies for their gradu-
ates. This should be done in concert with health-
care entities, whether they are institutional or
ambulatory/community sites. This will enhance
the ability of the faculty to provide quality edu-
cation for pharmacists for the future.

m Practice research is essential if pharmacy is to

continue to grow as a profession. Faculty mem-
bers who have completed a PGY1 residency,
and a PGY?2 residency, a fellowship, or a grad-
uate degree, will be the faculty who will lead
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Table 6. Other Resident Activities

Support for research projects

Formulary reviews for DI contracts

Community service (outreach programs)

Practice site development

Service at their sites - patient care, diabetes monitoring
Support of programs of scholarship

Residency recruitment

Early practice experience precepting

Poster development

Disease monitoring and education

Community service - medication teaching in geriatrics
Supervision of community health screenings
In-services to other health care professionals
Community service - lectures to outside groups
Faculty development

Department & college committees

Preceptor training programs

Interviewing residency candidates

Bring perspectives from other training environments
Anticoagulation service with prescriptive authority
Attend faculty meetings

Support for demonstration projects

Job fairs

Underserved care - community service

CE Programs

Newsletter articles

Professional service

Student applicant interviews

Medication therapy management for assisted living patients
Refill authorization & immunization

practice research. Practice research is necessary
in order to justify the reimbursement for serv-
ices that pharmacists provide to enhance patient
care.

Table 7. Employment Engagement of Resident Graduates
Over the Last Five Years in School/College Programs
After Graduation

College/school hired as faculty members for 2006/2007
(contribute = 50% salary):
PGY1 graduates hired: 28
PGY?2 graduates hired: 9
Hired by other employers, but teaches in college/school
program as a faculty member in 2006/2007
(college/school contribute < 50% salary):
PGY1 graduates hired: 8

PGY?2 graduates hired: 1

12

12%

53% 31%
J

4%

m Assistant/Associate Dean o Chair or Division Head

O Vice Chair/Vice Division Head @ Director

Figure 4. Organizational structure schools and colleges of
pharmacy use to administer their residency programs.

m Currently, CMS limits reimbursement of costs
for PGY1 programs in the institutional setting.
It is critical that pharmacy gains approval for
CMS funding for residents, whether they be in
the ambulatory/community setting or institu-
tional setting. Their impact on Medicare Part D
can be very significant; therefore funding for
these residencies is an absolute necessity. By re-
quiring that all full-time faculty, and that part
time and adjunct faculty have at least PGY1 train-
ing, with an encouragement for PGY?2 and fellow-
ship training, this provides further justification for
funding from CMS for PGY2 programs.

2. AACP develop a standing committee of the Associ-
ation with a mission to facilitate the growth and de-
velopment of Graduate Pharmacy Education in
member schools and colleges through academic spon-
sored and/or affiliated programs to meet the future
practice faculty needs of schools and colleges and
support the initiatives of the profession whereby post-
graduate pharmacy residency training will be a pre-
requisite for direct patient care.

Background and Justification:
AACP has created policy statements directed at the
advancement of post graduate training programs within

College/School
67%

University Health

No Response

c

o

=

©

=

°

e System/Pharmacy

Q m PGY1
2 An Affiliated Institution (not N=39
o part of University)

]

S N/A (program not m PGY2
o accredited) N=25
T =
2

=

f=

w

0 0.05 0.1 0.15 0.2 0.25 0.3 0.35 0.4 045 0.5
Percent of Schools and Colleges Offering Program

Figure 5. Entities holding the American Society of Health
System Pharmacists residency accreditation.
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Table 8. Schools/Colleges Engagement with Practice Post Doctoral Fellowships

Total dollars contributed annually by the school/college for pharmacy

practice fellowship programs in 2006/2007 (ALL SCHOOLS):
Total 2006/2007 annual budget for pharmacy practice fellowship

programs (ALL SOURCES/ALL SCHOOLS):

$1,017,990 or $ 26,785/per fellow

$1,868,414 or $ 49,162/per fellow

No. of fellowship positions: Year 1 = 32; Year 2 = 5; Year 3 = 1

schools and colleges. It is projected that an expansion of
such programs are critically needed to meet the current
demand for pharmacy practice faculty members and will
be even more critical in the future to address the increased
demand for practitioners engaged in direct patient care.
Therefore, the Association should serve as a leader and
facilitator to mobilize the academic community to address
the unique needs of member schools and colleges as they
strategically plan to address the need for residency and
fellowship training.

Potential strategies that the AACP Standing Commit-
tee could address are:

m Creating mechanisms (e.g. annual programming
at national meetings) to encourage networking
and sharing of ideas specific to the needs of col-
lege-sponsored or affiliated programs.

m Develop consultative services to assist member
schools and colleges to initiate and expand post
graduate pharmacy programs. These services
should include benchmarking, strategies to se-
cure funding opportunities, networking, and stra-
tegic planning.

m Collaborate with ASHP’s Commission on
Credentialing in the accrediting process (e.g.
prior Task Force report recommendation on
special accreditation category for schools and
colleges, enhancing programs at affiliated institu-
tions, etc).

m Foster the development of a core residency cur-
riculum that would prepare a resident and/or fel-
low to be a practitioner educator or practitioner
researcher.

m Actively participate in lobbying efforts for exist-
ing Medicare Part A and new Medicare Part D
reimbursements.

m Engage on a national and regional level other
potential funding sources to enhance recognition
and funding for member schools and colleges
programs.

3. AACP propose that the Accreditation Council on
Pharmacy Education (ACPE) modify its accreditation
standards such that all schools and colleges of phar-
macy must engage in accredited graduate pharmacy
education as a component of being an accredited pro-
fessional program.
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Background and Justification

Accreditation standards do not presently require that
schools and colleges engage in graduate pharmacy edu-
cation, nor do the standards require that colleges or
schools educate students for advanced level practice.
The Task Force strongly believes that the standards
should be modified to require that all accredited programs
be engaged in educating and training pharmacists for en-
try and advanced levels of practice. Requiring a compre-
hensive professional educational program will:

m Enhance schools’ and colleges’ direct involve-
ment with pharmacy practice;

m Increase the number of pharmacists with ad-
vanced training, which will create service mod-
els of exemplary pharmacy practice to improve
patient care in a variety of settings;

m Develop the next generation of pharmacist lead-
ers who can partner with the colleges on a shared
vision of patient-focused care;

m Improve the preparation of the next generation of
faculty; foster practice-based research and schol-
arly activity in graduate pharmacy education;
and

m Help address manpower needs at schools and
colleges of pharmacy.
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