








California Northstate 
College of Pharmacy 
David W. Hawkins, Administrative Delegate 
John Martin, Administrative Alternate 
Leanne Coyne, Faculty Delegate 
Tibebe Z. Woldemariam, Faculty Alternate 
 
Campbell University 
College of Pharmacy and Health Sciences 
Ronald W. Maddox, Administrative Delegate 
Robert B. Greenwood, Administrative Alternate 
Stephen H. Fuller, Faculty Delegate 
Robert M. Cisneros, Faculty Alternate 
 
Chicago State University 
College of Pharmacy 
Miriam A. Mobley Smith, Administrative Delegate 
David J. Slatkin, Administrative Alternate 
Janene Marshall, Faculty Delegate 
Yolanda M. Hardy, Faculty Alternate 
 
College of Notre Dame of Maryland 
School of Pharmacy 
Anne Y. Lin, Administrative Delegate 
 
Creighton University 
School of Pharmacy and Health Professions 
J. Chris Bradberry, Administrative Delegate 
Victoria F. Roche, Administrative Alternate 
Julie Stading, Faculty Delegate 
Naser Z. Alsharif, Faculty Alternate 
 
D'Youville College 
School of Pharmacy 
Lloyd F. Alfonso, Administrative Delegate 
 
Drake University 
College of Pharmacy and Health Sciences 
Raylene M. Rospond, Administrative Delegate 
Renae J. Chesnut, Administrative Alternate 
Craige C. Wrenn, Faculty Delegate 
Erik D. Maki, Faculty Alternate 
 



Duquesne University 
Mylan School of Pharmacy 
J. Douglas Bricker, Administrative Delegate 
Thomas J. Mattei, Administrative Alternate 
David J. Tipton, Faculty Delegate 
John R. Tomko, Faculty Alternate 
 
East Tennessee State University 
Bill Gatton College of Pharmacy 
Larry D. Calhoun, Administrative Delegate 
Steve C. Ellis, Administrative Alternate 
Rick Hess, Faculty Delegate 
Charles C. Collins, Faculty Alternate 
 
Ferris State University 
College of Pharmacy 
Ian W. Mathison, Administrative Delegate 
Stephen W. Durst, Administrative Alternate 
John P. Jameson, Faculty Delegate 
Kali Schulz, Faculty Alternate 
 
Florida Agricultural and Mechanical University 
College of Pharmacy and Pharmaceutical Sciences 
Henry Lewis, Administrative Delegate 
Marlon S. Honeywell, Administrative Alternate 
Angela C. Singh, Faculty Delegate 
John S. Cooperwood, Faculty Alternate 
 
Hampton University 
School of Pharmacy 
Corinne Ramaley, Administrative Alternate 
Deborah C. Hudson, Faculty Delegate 
Deidre R. Payne, Faculty Alternate 
 
Harding University 
College of Pharmacy 
Julie A. Hixson‐Wallace, Administrative Delegate 
Susan M. Grace, Administrative Alternate 
Daniel H. Atchley, Faculty Delegate 
Crystal C. Deas, Faculty Alternate 
 
 
 



Howard University 
College of Pharmacy, Nursing and Allied Health Sciences 
Beatrice Adderley‐Kelly, Administrative Delegate 
Clarence E. Curry, Administrative Alternate 
Olu A. Olusanya, Faculty Delegate 
Soon Y. Park, Faculty Alternate 
 
Husson University 
School of Pharmacy 
Eric J. Jarvi, Administrative Delegate 
Leslie L. Devaud, Administrative Alternate 
Conrad Dhing, Faculty Delegate 
Anne Teichman, Faculty Alternate 
 
Idaho State University 
College of Pharmacy 
Joseph F. Steiner, Administrative Delegate 
Paul S. Cady, Administrative Alternate 
Thomas G. Wadsworth, Faculty Delegate 
Michelle L. Steed, Faculty Alternate 
 
Lake Erie College of Osteopathic Medicine 
LECOM School of Pharmacy 
Hershey S. Bell, Administrative Delegate 
Sunil Jambhekar, Administrative Alternate 
Rebecca A. Falter, Faculty Delegate 
Naushad K. Ghilzai, Faculty Alternate 
 
Lebanese American University 
School of Pharmacy 
Farid Sadik, Administrative Delegate 
Soumana A. Nasser, Faculty Delegate 
 
Lipscomb University 
College of Pharmacy 
Roger L. Davis, Administrative Delegate 
John R. Thompson, Administrative Alternate 
Michael W. Fowler, Faculty Delegate 
Kamala S. Nola, Faculty Alternate 
 
 
 
 



Loma Linda University 
School of Pharmacy 
Eric J. Mack, Administrative Delegate 
William W. Hughes, Administrative Alternate 
Rebecca J. Gryka, Faculty Delegate 
David J. Weldon, Faculty Alternate 
 
Long Island University 
Arnold & Marie Schwartz College of Pharmacy and Health Sciences 
David R. Taft, Administrative Delegate 
Martin E. Brown, Administrative Alternate 
Roda Plakogiannis, Faculty Delegate 
Sally Arif, Faculty Alternate 
 
Massachusetts College of Pharmacy and Health Sciences 
School of Pharmacy‐Boston 
Douglas J. Pisano, Administrative Delegate 
Michael Montagne, Administrative Alternate 
Phillip I. Wizwer, Faculty Delegate 
Susan L. Drea, Faculty Alternate 
 
Massachusetts College of Pharmacy and Health Sciences 
School of Pharmacy‐Worcester/Manchester 
Michael J. Malloy, Administrative Delegate 
Edward T. Kelly, Administrative Alternate 
Kevin R. Kearney, Faculty Delegate 
Jason E. Cross, Faculty Alternate 
 
Mercer University 
College of Pharmacy and Health Sciences 
Hewitt W. Matthews, Administrative Delegate 
Lisa M. Lundquist, Administrative Alternate 
Hailing Zhang, Faculty Delegate 
Angela O. Shogbon, Faculty Alternate 
 
Midwestern University's 
Chicago College of Pharmacy 
Nancy Fjortoft, Administrative Delegate 
Avery L. Spunt, Administrative Alternate 
Kathy E. Komperda, Faculty Delegate 
Robin M. Zavod, Faculty Alternate 
 
 



Midwestern University's 
College of Pharmacy‐Glendale 
Mitchell R. Emerson, Administrative Delegate 
Michael A. Dietrich, Administrative Alternate 
Samantha Karr, Faculty Delegate 
Tamer Elbayoumi, Faculty Alternate 
 
North Dakota State University 
College of Pharmacy, Nursing, and Allied Sciences 
Charles D. Peterson, Administrative Delegate 
Cynthia A. Naughton, Administrative Alternate 
Heidi Eukel, Faculty Delegate 
Christian B. Albano, Faculty Alternate 
 
Northeastern Ohio Universities Colleges of Medicine and Pharmacy 
David D. Allen, Administrative Delegate 
Richard J. Kasmer, Administrative Alternate 
Werner J. Geldenhuys, Faculty Delegate 
Sara E. Dugan, Faculty Alternate 
 
Northeastern University School of Pharmacy 
Bouve College of Health Sciences 
John R. Reynolds, Administrative Delegate 
Samuel J. Matthews, Administrative Alternate 
Margarita V. DiVall, Faculty Delegate 
Jenny A. Van Amburgh, Faculty Alternate 
 
Nova Southeastern University 
College of Pharmacy 
Lisa Deziel‐Evans, Administrative Delegate 
Hugh M. McLean, Administrative Alternate 
Catherine A. Harrington, Faculty Delegate 
Joshua Caballero, Faculty Alternate 
 
Ohio Northern University 
Raabe College of Pharmacy 
Jon E. Sprague, Administrative Delegate 
Thomas L. Kier, Administrative Alternate 
Kelly M. Shields, Faculty Delegate 
Jeffery C. Allison, Faculty Alternate 
 
 
 



The Ohio State University 
College of Pharmacy 
Robert W. Brueggemeier, Administrative Delegate 
Katherine A. Kelley, Administrative Alternate 
Maria C. Pruchnicki, Faculty Delegate 
Marialice R. Bennett, Faculty Alternate 
 
Oregon State University 
College of Pharmacy 
Wayne A. Kradjan, Administrative Delegate 
Gary E. DeLander, Administrative Alternate 
Stacy J. Ramirez, Faculty Delegate 
 
Pacific University Oregon 
School of Pharmacy 
Susan M. Stein, Administrative Delegate 
Reza Karimi, Administrative Alternate 
Jennifer M. Jordan, Faculty Delegate 
David Fuentes, Faculty Alternate 
 
Palm Beach Atlantic University 
Lloyd L. Gregory School of Pharmacy 
Thomas A. Robertson, Administrative Delegate 
Daniel L. Brown, Administrative Alternate 
Yasmin Grace, Faculty Delegate 
Devon‐Anne Sherwood, Faculty Alternate 
 
Presbyterian College 
School of Pharmacy 
Richard E. Stull, Administrative Delegate 
 
Purdue University 
School of Pharmacy and Pharmaceutical Sciences 
Craig K. Svensson, Administrative Delegate 
Holly L. Mason, Administrative Alternate 
Steven A. Scott, Faculty Delegate 
Yaman Kaakeh, Faculty Alternate 
 
Regis University 
School of Pharmacy 
Lane J. Brunner, Administrative Delegate 
Marianne McCollum, Administrative Alternate 
Rebecca D. Moote, Faculty Delegate 
Stephen W. Luckey, Faculty Alternate 



Rutgers, The State University of New Jersey 
Ernest Mario School of Pharmacy 
Donald K. Woodward, Administrative Delegate 
Christopher J. Molloy, Administrative Alternate 
Rolee Pathak, Faculty Delegate 
Francis L. Hughes, Faculty Alternate 
 
Samford University 
McWhorter School of Pharmacy 
Charles D. Sands, Administrative Delegate 
David R. Luthin, Faculty Delegate 
 
Shenandoah University 
Bernard J. Dunn School of Pharmacy 
Scott Stolte, Administrative Delegate 
Alan B. McKay, Administrative Alternate 
Ateequr Rahman, Faculty Delegate 
Sarah A. Parnapy, Faculty Alternate 
 
South Carolina College of Pharmacy 
MUSC Campus 
Arnold W. Karig, Administrative Delegate 
Philip D. Hall, Administrative Alternate 
Sandra S. Garner, Faculty Delegate 
Jean M. Nappi, Faculty Alternate 
 
South Carolina College of Pharmacy 
USC Campus 
Randall C. Rowen, Administrative Delegate 
Wayne E. Buff, Administrative Alternate 
Theresa J. Smith, Faculty Delegate 
Douglas L. Pittman, Faculty Alternate 
 
South Dakota State University 
College of Pharmacy 
Dennis D. Hedge, Administrative Delegate 
Michael D. Lemon, Faculty Delegate 
Teresa M. Seefeldt, Faculty Alternate 
 
South University 
School of Pharmacy 
James E. Wynn, Administrative Delegate 
Kimberly L. Tackett, Faculty Delegate 



Southern Illinois University Edwardsville 
School of Pharmacy 
Gireesh V. Gupchup, Administrative Delegate 
Therese I. Poirier, Administrative Alternate 
Erin M. Timpe, Faculty Delegate 
Jingyang Fan, Faculty Alternate 
 
Southwestern Oklahoma State University 
College of Pharmacy 
L. Douglas Ried, Administrative Delegate 
David A. Ralph, Administrative Alternate 
Edna Patatanian, Faculty Alternate 
 
St. John Fisher College 
Wegmans School of Pharmacy 
Scott A. Swigart, Administrative Delegate 
Warren Richards, Administrative Alternate 
Christine R. Birnie, Faculty Delegate 
Jill E. Lavigne, Faculty Alternate 
 
St. John's University 
College of Pharmacy and Allied Health Professions 
Robert A. Mangione, Administrative Delegate 
Joseph M. Brocavich, Administrative Alternate 
S. William Zito, Faculty Delegate 
Martha L. Mackey, Faculty Alternate 
 
St. Louis College of Pharmacy 
Wendy Duncan, Administrative Delegate 
Abigail W. Yancey, Faculty Delegate 
Kenneth W. Schafermeyer, Faculty Alternate 
 
Sullivan University 
College of Pharmacy 
Hieu T. Tran, Administrative Delegate 
Walter D. Soja, Administrative Alternate 
Gopalakrishna Pillai, Faculty Delegate 
Miriam A. Ansong, Faculty Alternate 
 
 
 
 
 



Temple University 
School of Pharmacy 
Peter H. Doukas, Administrative Delegate 
Ina L. Stile Calligaro, Administrative Alternate 
Charles Ruchalski, Faculty Delegate 
Michael R. Jacobs, Faculty Alternate 
 
Texas A&M Health Science Center 
Irma Lerma Rangel College of Pharmacy 
Indra K. Reddy, Administrative Delegate 
Beverly A. Talluto, Administrative Alternate 
Mark A. Bremick, Faculty Delegate 
Lisa Killam‐Worrall, Faculty Alternate 
 
Texas Southern University 
College of Pharmacy and Health Sciences 
Barbara E. Hayes, Administrative Delegate 
Shirlette G. Milton, Administrative Alternate 
Sondip K. Mathur, Faculty Delegate 
Edward C. Bell, Faculty Alternate 
 
Texas Tech University Health Sciences Center 
School of Pharmacy 
Arthur A. Nelson, Administrative Delegate 
Quentin R. Smith, Administrative Alternate 
Krystal K. Haase, Faculty Delegate 
Janie Robles, Faculty Alternate 
 
Thomas Jefferson University 
Jefferson School of Pharmacy 
Rebecca S. Finley, Administrative Delegate 
 
Touro College of Pharmacy‐New York 
Stuart Feldman, Administrative Delegate 
Lois A. Garland‐Patterson, Administrative Alternate 
Ronnie J. Moore, Faculty Delegate 
Mary Choy, Faculty Alternate 
 
Touro University California 
College of Pharmacy 
Katherine K. Knapp, Administrative Delegate 
Debra S. Sasaki‐Hill, Administrative Alternate 
Karna McDonald, Faculty Delegate 
James R. Kuperberg, Faculty Alternate 



Union University 
School of Pharmacy 
Sheila Mitchell, Administrative Delegate 
George A. DeMaagd, Administrative Alternate 
Mark A. Stephens, Faculty Delegate 
Kim M. Jones, Faculty Alternate 
 
University at Buffalo, The State University of New York 
School of Pharmacy and Pharmaceutical Sciences 
Wayne K. Anderson, Administrative Delegate 
Karl Fiebelkorn, Administrative Alternate 
Alfred T. Reiman, Faculty Delegate 
Gina M. Prescott, Faculty Alternate 
 
The University of Arizona 
College of Pharmacy 
J. Lyle Bootman, Administrative Delegate 
Theodore G. Tong, Administrative Alternate 
Brian L. Erstad, Faculty Delegate 
Jeannie K. Lee, Faculty Alternate 
 
University of Arkansas for Medical Sciences 
College of Pharmacy 
Stephanie F. Gardner, Administrative Delegate 
Cindy D. Stowe, Administrative Alternate 
Howard Hendrickson, Faculty Delegate 
Kathryn K. Neill, Faculty Alternate 
 
University of California, San Diego 
Skaggs School of Pharmacy and Pharmaceutical Sciences 
Charles E. Daniels, Administrative Delegate 
Candis M. Morello, Faculty Delegate 
Kelly Lee, Faculty Alternate 
 
University of California, San Francisco 
School of Pharmacy 
Sharon L. Youmans, Administrative Delegate 
Mitra Assemi, Administrative Alternate 
Robin L. Corelli, Faculty Delegate 
Conan MacDougall, Faculty Alternate 
 
 
 



University of Charleston 
School of Pharmacy 
Michelle R. Easton, Administrative Delegate 
Mary L. Euler, Administrative Alternate 
Fadi M. Alkhateeb, Faculty Delegate 
Renee R. McCafferty, Faculty Alternate 
 
University of Cincinnati 
James L. Winkle College of Pharmacy 
Daniel Acosta, Administrative Delegate 
William K. Fant, Administrative Alternate 
Michael B. Doherty, Faculty Delegate 
Anne H. Metzger, Faculty Alternate 
 
University of Colorado Denver 
School of Pharmacy 
Ralph J. Altiere, Administrative Delegate 
Peter J. Rice, Administrative Alternate 
Connie A. Valdez, Faculty Delegate 
Gina D. Moore, Faculty Alternate 
 
University of Connecticut 
School of Pharmacy 
Robert L. McCarthy, Administrative Delegate 
Andrea K. Hubbard, Administrative Alternate 
Megan Jo Ehret, Faculty Delegate 
Jill M. Fitzgerald, Faculty Alternate 
 
The University of Findlay 
College of Pharmacy 
Donald W. Stansloski, Administrative Delegate 
Debra Parker, Faculty Delegate 
 
University of Florida 
College of Pharmacy 
William H. Riffee, Administrative Delegate 
William J. Millard, Administrative Alternate 
Walter T. Smith, Faculty Delegate 
Richard Segal, Faculty Alternate 
 
 
 
 



The University of Georgia 
College of Pharmacy 
Svein Oie, Administrative Delegate 
George E. Francisco, Administrative Alternate 
Robin L. Southwood, Faculty Delegate 
Kalen B. Porter, Faculty Alternate 
 
University of Hawaii at Hilo 
College of Pharmacy 
Edward Fisher, Administrative Delegate 
John M. Pezzuto, Administrative Alternate 
Forrest Batz, Faculty Delegate 
Ronald T. Taniguchi, Faculty Alternate 
 
University of Houston 
College of Pharmacy 
Shara L. Zatopek, Administrative Delegate 
Lindsay Schwarz, Faculty Delegate 
Lynn Simpson, Faculty Alternate 
 
University of Illinois at Chicago 
College of Pharmacy  
Jerry L. Bauman, Administrative Delegate 
Janet P. Engle, Administrative Alternate 
Nicholas G. Popovich, Faculty Delegate 
R. Francis Schlemmer, Faculty Alternate 
 
The University of Iowa 
College of Pharmacy 
Donald E. Letendre, Administrative Delegate 
Bernard A. Sorofman, Administrative Alternate 
Jay D. Currie, Faculty Delegate 
Christine Catney, Faculty Alternate 
 
The University of Kansas 
School of Pharmacy 
Ronald E. Ragan, Administrative Delegate 
Harold N. Godwin, Administrative Alternate 
Brian J. Barnes, Faculty Delegate 
Karen E. Moeller, Faculty Alternate 
 
 
 



University of Kentucky 
College of Pharmacy 
Kelly M. Smith, Administrative Delegate 
Melody H. Ryan, Faculty Delegate 
Patricia R. Freeman, Faculty Alternate 
 
The University of Louisiana at Monroe 
College of Pharmacy 
Benny L. Blaylock, Administrative Delegate 
Anthony L. Walker, Faculty Delegate 
Candace E. Chelette, Faculty Alternate 
 
University of Maryland 
School of Pharmacy 
Natalie D. Eddington, Administrative Delegate 
Richard N. Dalby, Administrative Alternate 
Kristin Watson, Faculty Delegate 
Christine K. Choy, Faculty Alternate 
 
University of Maryland Eastern Shore 
College of Pharmacy 
Miriam C. Purnell, Faculty Delegate 
 
University of Michigan 
College of Pharmacy 
Frank J. Ascione, Administrative Delegate 
Lynda S. Welage, Administrative Alternate 
Caroline A. Gaither, Faculty Delegate 
Kristin C. Klein, Faculty Alternate 
 
University of Minnesota 
College of Pharmacy 
Marilyn K. Speedie, Administrative Delegate 
Charles T. Taylor, Administrative Alternate 
Richard R. Cline, Faculty Delegate 
Doneka R. Scott, Faculty Alternate 
 
The University of Mississippi 
School of Pharmacy 
Barbara G. Wells, Administrative Delegate 
Marvin C. Wilson, Administrative Alternate 
Brian L. Crabtree, Faculty Delegate 
Erin Holmes, Faculty Alternate 



University of Missouri ‐ Kansas City 
School of Pharmacy 
Russell B. Melchert, Administrative Delegate 
Kathleen A. Snella, Administrative Alternate 
Peggy G. Kuehl, Faculty Delegate 
Eric A. Wombwell, Faculty Alternate 
 
The University of Montana 
Skaggs School of Pharmacy 
David S. Forbes, Administrative Delegate 
Lori J. Morin, Administrative Alternate 
Erica L. Woodahl, Faculty Delegate 
Howard D. Beall, Faculty Alternate 
 
University of Nebraska Medical Center 
College of Pharmacy 
Courtney V. Fletcher, Administrative Delegate 
Charles H. Krobot, Administrative Alternate 
Edward B. Roche, Faculty Delegate 
Jayashri Sankaranarayanan, Faculty Alternate 
 
University of New England 
College of Pharmacy 
Kenneth L. McCall, Administrative Delegate 
Curt R. Cyr, Administrative Alternate 
Emily K. Dornblaser, Faculty Delegate 
Matthew Lacroix, Faculty Alternate 
 
The University of New Mexico 
College of Pharmacy 
Donald A. Godwin, Administrative Delegate 
Steven L. Peterson, Administrative Alternate 
Megan E. Thompson, Faculty Delegate 
William G. Troutman, Faculty Alternate 
 
University of North Carolina at Chapel Hill 
Eshelman School of Pharmacy 
Robert A. Blouin, Administrative Delegate 
Pamela U. Joyner, Administrative Alternate 
Adam M. Persky, Faculty Delegate 
Kelly Scolaro, Faculty Alternate 
 
 



The University of Oklahoma 
College of Pharmacy 
JoLaine R. Draugalis, Administrative Delegate 
Mark L. Britton, Administrative Alternate 
Vincent C. Dennis, Faculty Delegate 
Alan R. Spies, Faculty Alternate 
 
University of Pittsburgh 
School of Pharmacy 
Susan M. Meyer, Administrative Delegate 
Denise L. Howrie, Administrative Alternate 
Neal J. Benedict, Faculty Delegate 
Raman Venkataramanan, Faculty Alternate 
 
University of Puerto Rico 
School of Pharmacy 
Wanda T. Maldonado, Administrative Delegate 
Edna Almodovar, Administrative Alternate 
Marianela Perez‐Torres, Faculty Delegate 
Sacha Rivera, Faculty Alternate 
 
The University of Rhode Island 
College of Pharmacy 
Ronald P. Jordan, Administrative Delegate 
E. Paul Larrat, Administrative Alternate 
Maggie M. Charpentier, Faculty Delegate 
Brian J. Quilliam, Faculty Alternate 
 
University of Southern California 
School of Pharmacy 
R. Pete Vanderveen, Administrative Delegate 
Ronald L. Alkana, Administrative Alternate 
Kathleen H. Besinque, Faculty Delegate 
Michael Z. Wincor, Faculty Alternate 
 
University of Southern Nevada 
College of Pharmacy 
Renee E. Coffman, Administrative Delegate 
Larry D. Fannin, Administrative Alternate 
Jacob Frick, Faculty Delegate 
 
 
 



The University of Tennessee 
College of Pharmacy 
Dick R. Gourley, Administrative Delegate 
James C. Eoff, Administrative Alternate 
Michelle M. Zingone, Faculty Delegate 
Amanda M. Howard‐Thompson, Faculty Alternate 
 
The University of Texas at Austin 
College of Pharmacy 
M. Lynn Crismon, Administrative Delegate 
Patrick J. Davis, Administrative Alternate 
Robert L. Talbert, Faculty Delegate 
Diane B. Ginsburg, Faculty Alternate 
 
University of the Incarnate Word 
Feik School of Pharmacy 
Arcelia M. Johnson‐Fannin, Administrative Delegate 
David F. Maize, Administrative Alternate 
Cheryl Horlen, Faculty Delegate 
Anita T. Mosley, Faculty Alternate 
 
University of the Pacific 
Thomas J. Long School of Pharmacy and Health Sciences 
Donald G. Floriddia, Administrative Delegate 
Eric G. Boyce, Administrative Alternate 
James A. Palmieri, Faculty Delegate 
Joseph A. Woelfel, Faculty Alternate 
 
University of the Sciences in Philadelphia 
College of Pharmacy 
Lisa A. Lawson, Administrative Delegate 
Jill A. Pfeiffenberger, Administrative Alternate 
Lauren K. McCluggage, Faculty Delegate 
Jomy M. George, Faculty Alternate 
 
The University of Toledo 
College of Pharmacy 
Johnnie L. Early, Administrative Delegate 
Wayne P. Hoss, Administrative Alternate 
Diane M. Cappelletty, Faculty Delegate 
Michael J. Peeters, Faculty Alternate 
 
 



The University of Utah 
College of Pharmacy 
Chris M. Ireland, Administrative Delegate 
Mark A. Munger, Administrative Alternate 
Lynda H. Oderda, Faculty Delegate 
 
University of Washington 
School of Pharmacy 
Thomas A. Baillie, Administrative Delegate 
Stanley S. Weber, Administrative Alternate 
Colleen A. Catalano, Faculty Delegate 
Sidney D. Nelson, Faculty Alternate 
 
University of Wisconsin‐Madison 
School of Pharmacy 
Jeanette C. Roberts, Administrative Delegate 
Jeanine K. Mount, Administrative Alternate 
Andrea L. Duchac, Faculty Delegate 
Denise L. Walbrandt Pigarelli, Faculty Alternate 
 
University of Wyoming 
School of Pharmacy 
Linda G. Martin, Administrative Delegate 
Christy M. Weiland, Faculty Delegate 
Michelle L. Hilaire, Faculty Alternate 
 
Virginia Commonwealth University 
School of Pharmacy 
Victor A. Yanchick, Administrative Delegate 
William E. Smith, Administrative Alternate 
Brigitte L. Sicat, Faculty Delegate 
Spencer E. Harpe, Faculty Alternate 
 
Washington State University 
College of Pharmacy 
Linda G. MacLean, Administrative Delegate 
Shelley L. Chambers‐Fox, Faculty Delegate 
Brenda S. Bray, Faculty Alternate 
 
 
 
 
 



Wayne State University 
Eugene Applebaum College of Pharmacy and Health Sciences 
Richard L. Slaughter, Administrative Delegate 
Howard J. Normile, Administrative Alternate 
Justine Gortney, Faculty Delegate 
Victoria Tutag Lehr, Faculty Alternate 
 
West Virginia University 
School of Pharmacy 
Patricia A. Chase, Administrative Delegate 
Mary K. Stamatakis, Administrative Alternate 
Jason D. Huber, Faculty Delegate 
Jonathan M. Kline, Faculty Alternate 
 
Western University of Health Sciences 
College of Pharmacy 
Daniel C. Robinson, Administrative Delegate 
Wallace J. Murray, Administrative Alternate 
Eunice P. Chung, Faculty Delegate 
Donald I. Hsu, Faculty Alternate 
 
Wilkes University 
Nesbitt College of Pharmacy and Nursing 
Bernard W. Graham, Administrative Delegate 
Harvey A. Jacobs, Administrative Alternate 
Adam VanWert, Faculty Delegate 
 
Wingate University 
School of Pharmacy 
Robert B. Supernaw, Administrative Delegate 
Carolyn Ford, Administrative Alternate 
Jacqueline L. Olin, Faculty Delegate 
Phillip L. Thornton, Faculty Alternate 
 
Xavier University of Louisiana 
College of Pharmacy 
Kathleen B. Kennedy, Administrative Delegate 
Rondall E. Allen, Administrative Alternate 
Kristi M. Isaac, Faculty Delegate 
Camtu N. Ho, Faculty Alternate 
 
To update your delegate list, please email Angie Edwards (aedwards@aacp.org) on or before July 2nd 
for proper recognition and privileging in the 2010 AACP House of Delegates.  
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Bylaws 

American Association of Colleges 
of Pharmacy, Inc. 

 
 
 

ARTICLE I. 
 Principal Office and Registered Agent 

 
SECTION 1.   Principal Office   
The principal office of the American Association 
of Colleges of Pharmacy, Inc., a not-for-profit 
corporation incorporated under the laws of the 
Commonwealth of Virginia (hereinafter the 
"Association” or “AACP”), shall be in the 
Commonwealth of Virginia. 
 
SECTION 2.  Other Offices.   
The Association may have such other office or 
offices at such suitable place or places within or 
without the Commonwealth of Virginia as may be 
designated from time to time by the Association's 
Board of Directors. 
 
SECTION 3.  Registered Office and Agent  
The Association shall have and continuously 
maintain a registered office in the Commonwealth 
of Virginia and the Association's Board of 
Directors shall appoint and continuously maintain 
in service a registered agent, having a business 
office identical with the registered office, who shall 
be a citizen of and an individual resident of the 
Commonwealth of Virginia, or a corporation 
authorized to transact business in Virginia.  
 

ARTICLE II.  
Mission and Purposes 

 
The Association is a national organization whose 
mission is to serve its member colleges and schools 
and their respective faculties, by acting as their 
advocate at the national level, by providing forums 
for interaction and exchange of information among 
its members, by recognizing outstanding 
performance among its member educators, and by 
assisting member colleges and schools in meeting 
their mission of educating and training pharmacists 
and pharmaceutical scientists. 
 
The Association recognizes a special responsibility 
to provide leadership in advancing and enhancing 
the quality of education and training in its member 

colleges and schools while respecting the diversity 
inherent among them. AACP also recognizes that 
academic pharmacy plays an important role in and 
shares responsibility with the broader profession of 
pharmacy in leading efforts to improve medication 
use. 
 
In carrying out its responsibilities, the Association 
places great value on high caliber of 
professionalism among its staff, the strong role of 
volunteer members in its operations, and a 
democratic approach to the resolution of issues and 
establishment of policy.  
 
The purposes and objectives of the Association, are 
as follows: 
1. To promote the advancement of 

pharmaceutical education, research, and 
service in all institutions that offer accredited 
programs for the education of pharmacists. 

2. To stimulate the production, exchange, and 
dissemination of ideas and information among 
pharmaceutical educators, educators of other 
health professions, and educators in the 
community of higher education. 

3. To study and investigate the educational 
aspects concerned with providing and 
maintaining optimal drug usage by the public. 

4. To communicate with the public, the 
pharmacy profession, other health professions, 
and the community of higher education to 
improve their understanding of the importance 
of proper drug utilization in relation to the 
general health and well-being of individuals 
and society. 

5. To establish and maintain liaison with other 
health professions, governmental and other 
appropriate agencies, and members of the 
pharmaceutical industry and their associations 
that may further the development, support, and 
improvement of pharmaceutical education, 
research and service. 

6. To assume its advisory role for the 
development of policies and standards used for 
the accreditation of programs of 
pharmaceutical education. 

7. To advise and provide consultants and 
consultant services regarding pharmaceutical 
education programs. 

 
The Association is organized and is to be operated 
exclusively for charitable and educational purposes 
within the meaning of Sections 501(c)(3) and 
170(c)(2)(B) of the Internal Revenue Code of 1986 
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(or the corresponding provisions of any future 
United States internal revenue law) (the "Code"). 
 

ARTICLE III.   
Members 

 
 
SECTION 1. Institutional Members, 
Organizational, and Corporate Members.  
Institutional Members shall be either Regular or 
Associate.  There may also be Organizational and 
Corporate Members. 
 
A. Regular.  Regular institutional membership 
shall be restricted to colleges or schools of 
pharmacy whose professional degree programs 
have been granted full or candidate accredited 
status by the Accreditation Council for Pharmacy 
Education (ACPE).   Membership requires the 
approval of the House of Delegates. Regular 
institutional members may be represented by two 
voting delegates in the House of Delegates, one 
serving as an administrative delegate and one as a 
faculty delegate. 
 
B. Associate. Associate institutional membership 
shall be restricted to colleges and schools of 
pharmacy that have been granted precandidate 
status by the Accreditation Council for Pharmacy 
Education (ACPE). Associate institutional 
members may appoint one non-voting delegate to 
the House of Delegates. Membership requires the 
approval of the House of Delegates. 
 
C. Organizational Membership.  Organizational 
membership shall be available to pharmacy 
associations, associations of other health 
disciplines, agencies of the U.S. government and 
other not-for-profit organizations. 
 
D. Corporate Membership. Corporate 
membership shall be available to for-profit 
companies interested in advancing pharmaceutical 
education and research. 
 
SECTION 2.  Individual Members.  
Individual Members shall be of four types:  Active 
Members, Affiliate Members, Student Members, 
and Emeritus Members. 
 
A. Active.  Active individual membership shall 
be restricted to administrators, faculty, staff, and 
librarians of regular and associate institutional 
members and to professional staff of the 
Association and the Accreditation Council for 

Pharmacy Education.  Active individual members 
shall have the right to serve as delegates to the 
House of Delegates in accordance with their 
institution’s membership status and the right to 
hold elective office.  Active individual members 
shall elect the Association’s officers as provided in 
Article XIII. Active individual members shall also 
have the right to vote to elect officers of their 
respective Councils and Academic Sections and to 
vote on any matter submitted to them for a vote by 
the House of Delegates pursuant to Article XIV of 
these Bylaws. 
 
B. Affiliate.  Affiliate individual membership 
shall be available to administrators, faculty, staff, 
and librarians of colleges and schools of pharmacy 
which have not been granted precandidate status by 
ACPE, employees of organizational members and 
corporate members, and others not otherwise 
eligible for membership in another category.   
Affiliate individual members shall have the right to 
participate in the meetings of the appropriate 
Councils and Academic Sections of the 
Association, but they shall not have the right to 
serve as delegates or the right to vote or hold 
elective office. 
 
C. Student, Resident, and Fellow.  Student, 
resident, and fellow individual membership shall 
be available to any professional or graduate degree 
student enrolled at a regular or associate member 
institution, as well as residents and post-doctoral or 
clinical fellows.  Student, resident, and fellow 
individual members shall have the right to 
participate in the meetings of the Association and 
become individual members of the Council of 
Faculties and appropriate Academic Sections of the 
Association, but they shall not have the right to 
serve as delegates to the House of Delegates or the 
right to vote or hold elective office. 
 
D. Emeritus.  Emeritus individual membership 
shall be granted for life to any former active 
individual member who has retired from full time 
employment and who has paid membership dues 
for at least five years prior to retirement.  Emeritus 
individual members shall have the right to 
participate in the meetings of the Association and 
become emeritus individual members of 
appropriate Councils and Academic Sections of the 
Association, but they shall not have the right to 
serve as delegates to the House of Delegates or the 
right to vote or hold elective office. 
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SECTION 3.  Suspension And Expulsion of 
Members.  
 
A. Institutional Membership. If a regular 
institutional member’s accreditation changes, that 
institution’s membership will automatically revert 
to the level for which they are then eligible.  Any 
institutional or individual member of the 
Association may have charges brought (i) for 
failure to comply in a satisfactory manner with the 
Articles of Incorporation and the Bylaws of this 
Association or (ii) for conduct which reflects 
adversely in a material way upon the Association's 
reputation. 
 
B. Institutional Members.  With respect to 
institutional members, such charges must be made 
in writing and filed with the Executive Vice 
President at least thirty (30) days prior to any 
annual or special meeting of the House of 
Delegates.  Immediately after the filing of charges, 
the Executive Vice President shall furnish the 
institutional member against whom the charges are 
made, and each member of the House of Delegates, 
a copy of the charges.  The member against whom 
the charges have been proffered shall be given a 
hearing before the House of Delegates at the first 
annual or special meeting to occur at least thirty 
(30) days after the filing of the charges.  After the 
hearing, an institutional member can be suspended 
or expelled by a majority vote of the House of 
Delegates. 
 
C. Individual Members. With respect to 
individual members, such charges must be made in 
writing and filed with the Executive Vice President 
at least thirty (30) days prior to any regular or 
special meeting of the Board of Directors.  
Immediately after the filing of charges, the 
Executive Vice President shall furnish the member 
against whom the charges are made, and each 
member of the Board of Directors, a copy of the 
charges. The member against whom the charges 
have been proffered shall be given a hearing before 
the Board of Directors at the first regular or special 
meeting to occur at least thirty (30) days after the 
filing of the charges.  After the hearing, an 
individual member can be suspended or expelled 
by a majority vote of the Board of Directors. 
Should any institutional or individual member be 
guilty of a flagrant action of the type defined 
above, the Board of Directors may immediately 
suspend such member until the case can be 

formally acted upon at the next annual or special 
meeting of the House of Delegates (with respect to 
institutional members) or the next regular or 
special meeting of the Board of Directors (with 
respect to individual members). 
 
SECTION 4. Questions Concerning Eligibility 
For Membership.    
Any question concerning eligibility for 
membership, either institutional or individual, or 
any questions concerning a change in membership 
or revocation, suspension, or reinstatement of 
membership may be brought before the House of 
Delegates by any delegate or by the Board of 
Directors and shall be resolved by a majority vote 
of the House. 
 
 
 

ARTICLE IV.   
Annual Dues 

 
SECTION 1.  Institutional Members. 
A. Regular and Associate.  The dues for regular 
and associate institutional members of the 
Association shall be determined by the House of 
Delegates and shall include a subscription to the 
American Journal of Pharmaceutical Education. 
 
B. Organizational and Corporate. The dues for 
organizational members and corporate members 
shall be determined by the Board of Directors and 
shall include a subscription to the American 
Journal of Pharmaceutical Education. 
 
SECTION 2.  Individual Memberships. 
The dues for each individual membership category 
as established in Article III, Section 2, shall be 
determined by the House of Delegates. 
 
 

ARTICLE V. 
Organization 

 
This Association shall be organized into three 
Councils: the Council of Deans, the Council of 
Faculties and the Council of Sections.  These 
Councils shall offer the means by which members 
of comparable duties and responsibilities may 
examine both matters of general interest and 
matters of specific interest to that Council.  In 
addition, there shall be individual Academic 
Sections and Special Interest Groups. 
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SECTION 1.  Council of Deans.   
The Council of Deans shall be composed of 
individual active, affiliate, and emeritus members 
who are deans or administrative heads (or their 
designee) of regular or associate institutional 
members, who are associate or assistant deans of 
regular or associate-institutional members who 
select membership in the Council of Deans, who 
are professional staff members of the Association 
or the ACPE, or who have achieved emeritus status 
in such positions.  Among the interests of this 
Council are the educational policies, the internal 
administration of colleges and schools, and 
relationships to other elements of the community of 
higher education and to society at large.  The 
Council of Deans shall organize by adopting 
standing rules of procedure and by electing officers 
and representatives. 
 
The Administrative Board of the Council of Deans 
shall consist of the Chair, the Chair-elect, and the 
Immediate Past Chair of the Council of Deans; the 
Secretary; and the At-large Representative to the 
Council’s Administrative Board. 
 
SECTION 2.  Council of Faculties.   
The Council of Faculties shall be composed of all 
individual active, affiliate, student and emeritus 
members not eligible for or not holding 
membership in the Council of Deans.  Among the 
interests of this Council are interdisciplinary 
matters of curriculum, course content, education 
methods, faculty/administration relations, and 
national issues of general interest to pharmacy 
faculties.  The Council of Faculties shall organize 
by adopting standing rules of procedure and by 
electing officers and representatives.   
 
The Administrative Board of the Council of 
Faculties shall consist of the Chair, the Chair-elect, 
and the Immediate Past Chair of the Council of 
Faculties and the Council Secretary. 
 
SECTION 3.  Council of Sections. 
The Council of Sections shall be composed of the 
Chairs, Chairs-elect and Immediate Past Chairs of 
each Section and shall work to coordinate the 
activities of the Academic Sections.  The officers 
of the Council shall be a Chair, Chair-elect, 
Immediate Past Chair and Secretary.  The Council 
of Sections shall organize by adopting standing 
rules of procedure and by electing officers. 
 
 
 

SECTION 4.  Financing of the Councils. 
Councils shall not assess or collect dues from their 
members.  An annual budget for each Council will 
be prepared by the Executive Vice President, as 
part of the Association's annual budget, at the 
request of and in cooperation with the Chair and/or 
Chair-elect of the Council.  Disbursements for 
approved expenditures incurred by each of the 
Councils shall be made by the Executive Vice 
President upon receipt of vouchers that conform to 
budgets and guidelines established for each 
Council.  A financial report for each Council shall 
be made annually by the Executive Vice President 
to each Council and to the House of Delegates. 
 
SECTION 5.   Academic Sections.  
The establishment of Academic Sections is 
approved by the Board of Directors based on the 
academic disciplines that comprise and support the 
profession of pharmacy. The Board of Directors 
will develop criteria for forming academic sections.  
Each Academic Section shall be composed of 
individual active, affiliate, student, and emeritus 
members.  The individual Academic Sections will 
focus their programs and activities on academic 
matters. 
 
Each Academic Section shall elect a Chair-elect 
and other officers from the active individual 
members of that Section.  The Chairs, Chairs-elect 
and Immediate Past Chairs of each Academic 
Section serves as a member of the Council of 
Sections.  An Academic Section may bring policy 
issues before the House of Delegates through the 
Council of Sections, Council of Faculties, Council 
of Deans, or the Bylaws and Policy Development 
Committee. 
 
SECTION 6.  Organizing and Financing of the 
Academic Sections.   
Each Academic Section shall organize itself, but 
may not assess or collect dues from its members.  
A portion of the dues collected by the Association 
from institutional and individual members will be 
made available to each Academic Section from the 
Association's annual budget to defray expenses of 
the Academic Sections incident to the conduct of 
their annual meetings and their activities during the 
year.  Each Academic Section shall submit a 
proposed budget according to the guidelines 
established by the Finance Committee.  The 
Executive Vice President shall take action on all 
Academic Section budget requests and report these 
actions to the Finance Committee and Board of 
Directors.  Disbursements for approved 
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expenditures incurred by each of the Academic 
Sections shall be made by the Executive Vice 
President upon receipt of vouchers according to 
guidelines established for each Academic Section.  
A financial report for each Academic Section shall 
be made annually by the Executive Vice President 
to each Academic Section and the House of 
Delegates. 
  
SECTION 7.  Special Interest Groups.  
Special Interest Groups (SIGs) are approved by the 
Board of Directors based on members’ common 
interests related to their staff and/or academic 
responsibilities in a particular area of 
pharmaceutical education and on criteria developed 
by the Board.  Special Interest Groups shall be 
composed of individual active, affiliate, student, 
and emeritus members.  Each SIG must have a 
statement that establishes the purpose of the SIG 
and clearly differentiates the group from existing 
Academic Sections and other SIGs. 
 
SECTION 8.  Organizing and Financing of the 
Special Interest Groups.    
To establish a Special Interest Group, interested 
active members shall submit a proposal to the 
Board of Directors with a statement of mission for 
the SIG.  A SIG shall organize itself, but may not 
assess or collect dues from its members.  The 
Association does not routinely provide resources to 
support activities of SIG's, but a SIG may petition 
the Executive Vice President for special project 
funds using guidelines established by the Finance 
Committee.  A SIG may apply for Academic 
Section status to the Board of Directors.  A SIG 
that is inactive for three years will be dissolved. 
 

ARTICLE VI. 
 Right of Withdrawal 

 
Any institutional or individual member may 
withdraw from membership in the Association, 
after the payment of all dues which may be owing 
the Association, by giving written notification to 
the Executive Vice President of the Association.  
The reason for withdrawal of a regular institutional 
member shall be presented to the Board of 
Directors at its next scheduled meeting. 
 

ARTICLE VII. 
 House of Delegates 

 
SECTION 1. Composition of Regular and 
Associate Institutional Delegates.   
Each regular institutional member is entitled to two 

voting delegates and two alternates appointed to 
the House of Delegates (House) as follows: 
 
A. One delegate and one alternate delegate (if 

available) selected by the administrative staff 
of the regular institutional member from active 
individual members of the Association who 
are deans, associate deans, assistant deans, or 
administrative heads of the institutional 
member. 

 
B. One delegate and one alternate delegate 

elected by the faculty of the regular 
institutional member from active individual 
members of the Association who are members 
of the faculty of the institutional member and 
who are not eligible for membership in the 
Council of Deans. 

 
 Each associate institutional member is entitled 

to one non-voting delegate to the House of 
Delegates. The delegate shall be appointed by 
the dean. 

 
SECTION 2.  Notices For Reporting of 
Delegates and Their Terms of Service. 
On or before October 1 each year the Executive 
Vice President shall send to each regular and 
associate institutional member a notice requesting 
the reporting of the appointed administrative 
delegates and elected faculty delegates along with 
suitable credentialing forms.  The completed 
credential forms shall be returned to the Executive 
Vice President not later than November 1.  Any 
regular institutional member failing for three 
consecutive years to have one delegate at the 
annual meeting of the House shall automatically 
lose its membership in the Association.  Delegates 
officially recognized shall serve until a successor is 
named. 
 
SECTION 3.  Speaker of the House of 
Delegates.  
The presiding officer of the House of Delegates 
shall be the Speaker whose term of office will be 
two years following one year as Speaker-elect. The 
Speaker-elect will be elected on alternate years by 
the delegates present and voting in the final session 
of the House. The Speaker will serve as a member 
of the Board of Directors. In the event the Speaker 
is unable to fulfill the duties of the office the 
Immediate Past Speaker will serve as Speaker for 
the conduct of the business of the House of 
Delegates. The speaker may vote in the House only 
in case of a tie vote. 
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SECTION 4.  Secretary of the House of 
Delegates.   
 
The Executive Vice President shall serve as 
Secretary of the House without vote. 
 
SECTION 5.  Rules of Procedure.   
The House shall adopt its own standing rules of 
procedure.  Any member of the Association may 
gain the floor with the indulgence of the House, but 
only a delegate may vote.  In a single term a person 
may serve as a delegate for only one constituency. 
 
SECTION 6.  Duties of the House of Delegates.  
The duties of the House shall be: 
1. to determine the educational policies of the 

Association,  
2. to ratify, reject, or refer back to the Board of 

Directors any Association policies established 
by the Board of Directors between meetings of 
the House, 

3. to approve the Association's strategic plan as 
developed by the Board of Directors, 

4. to approve institutional memberships, 
5. to review programs established by the Board 

of Directors,  
6. to set the annual dues for the members of the 

Association as described in Article IV, and  
7. to adopt and amend the Bylaws of this 

Association. 
 
SECTION 7. Voting Under Virginia Nonstock 
Corporation Act.   
All votes required to be cast by voting members 
under the Virginia Nonstock Corporation Act shall 
be cast by the members of the House. 
 

ARTICLE VIII. 
 Meetings 

 
The Association shall hold one regular annual 
meeting of the House of Delegates (House) at a 
time and place to be determined by the Board of 
Directors.  When the need arises, the Board of 
Directors shall have the authority to convene 
special meetings of the House.  The President of 
the Association shall call a special meeting of the 
House upon the written application of a majority of 
the members of the House.  The time and place of 
special meetings of the House shall be determined 
by the Board of Directors.  Notice of the time, 
place and agenda of all meetings of the House must 
be given to the membership at least 30 days in 
advance of the meeting date. 

During each annual meeting of the Association, 
there shall be at least one general session open to 
all individual members and visitors.  Such sessions 
shall be presided over by the President of the 
Association.  It shall be the duty of the Program 
Committee to plan the program for the general 
session.  The general session shall constitute the 
annual meeting of the members. 
 
During each annual meeting of the Association, 
there shall be at least one meeting of each of the 
Councils of the Association and of each Academic 
Section. 
 

ARTICLE IX.  
Officers 

 
The officers of this Association shall be a 
President, an Immediate Past President, a 
President-elect, a Treasurer, and an Executive Vice 
President/Secretary (Executive Vice President). 
 
SECTION 1.  President-elect, President, and 
Immediate Past President and Treasurer.  
The President-elect shall be elected each year by a 
mail ballot of the active individual membership of 
this Association as hereinafter provided.  The 
nominees for the position of President-elect shall 
be selected in even-numbered years from among 
active members of the Association who hold the 
title of dean, associate dean, assistant dean, or 
equivalent administrative titles.  In odd-numbered 
years, nominees for the position of President-elect 
shall be selected from among active members of 
the Association not holding dean, associate dean, 
assistant dean, or equivalent administrative titles.  
Upon the death, incapacity or departure from 
academic pharmacy of the: 
 
A. President.  The President-elect shall 
automatically succeed to the office of President of 
this Association and serve the remainder of the 
term plus one full term.  At the conclusion of the 
President's term of office, normally one year, and 
when a successor has been properly installed, the 
President shall automatically succeed to the office 
of Immediate Past President. 
 
B. President-elect.  The office will remain 
vacant until the next regularly scheduled election 
and the President will serve his/her remaining term 
plus one full term.  
 
C. Immediate Past President.  The most recent 
and eligible Past President will be asked to serve as 
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Immediate Past President until a new President is 
installed. 
 
D.  Treasurer.  A Treasurer shall be elected by the 
membership for a three-year term and shall chair 
the Finance Committee. The Treasurer may stand 
for re-election for a second three-year term. Upon 
the death, incapacity or departure from academic 
pharmacy of the treasurer, the Immediate Past 
President will serve as Chair of the Finance 
Committee until the next nomination and election 
cycle when a new treasurer can be elected by the 
membership. 
 
SECTION 2.  Officers of the Councils. 
Each Council created by Article V of these Bylaws 
shall be organized by electing a Chair-elect and 
such other officers as may be deemed necessary. 
Once a Council officer is duly installed, he/she 
may complete the term of office, usually one year, 
for which elected as long as he/she remains an 
active individual member of the Association. Upon 
the death, incapacity or departure from academic 
pharmacy of the: 
 
A. Chair.  The Chair-elect shall automatically 
succeed to the office of Chair of the Council and 
serve the remainder of the term plus one full term.  
At the conclusion of the Chair's term of office, 
normally one year, and when a successor has been 
properly installed, the Chair shall automatically 
succeed to the office of Immediate Past Chair. 
 
B. Chair-elect.  The office will remain vacant 
until the next regularly scheduled election and the 
Chair will serve his/her remaining term plus one 
full term.   
 
C. Immediate Past Chair.  The most recent and 
eligible Past Chair will be asked to serve as 
Immediate Past Chair until a new Chair is installed. 
 
SECTION 3.  Executive Vice President. 
The Executive Vice President shall be appointed by 
the Board of Directors for a term of not more than 
five years to serve as a full-time chief executive 
officer of the Association with suitable 
compensation as determined by the Board of 
Directors.  Subsequent appointments of the same 
person may be made.   
 
Upon termination, resignation, death or incapacity 
of the Executive Vice President, the Board of 
Directors shall appoint an individual to assume the 
duties of the Executive Vice President on an 

interim basis until such time as the Board of 
Directors appoints a new Executive Vice President. 
The Executive Vice President shall also serve as 
the Association's Secretary during the term of 
appointment. 
 

ARTICLE X.   
Executive Vice President 

 
SECTION 1: Duties of the Executive Vice 
President.   
The Executive Vice President is the chief 
administrative officer of the Association and 
implements all policy decisions of the House of 
Delegates and the Board of Directors.  Among the 
duties of the Executive Vice President are: 
1. To serve as the executive head of the 

Association office and to provide leadership 
for Association activities. 

2. To employ, direct, and supervise all members 
of the Association staff. 

3. To alert and advise the officers and the Board 
of Directors about significant matters needing 
their attention and action. 

4. To serve as a representative of the Association 
in activities related to its objectives and 
policies.  

5. To coordinate the activities of the Councils, 
the committees, and the projects of the 
Association and to advise them concerning 
those matters affecting pharmaceutical 
education. 

6. To serve as the custodian of all monies, 
securities, deeds, and other valuable effects 
belonging to the Association and cause to be 
deposited such monies and effects in accord 
with policies determined by the Board of 
Directors. 

7. To prepare, with advice of the Finance 
Committee, a proposed annual budget of  
the Association for review and adoption by the 
Board of Directors. 

8. To receive and disburse the Association's 
funds in accord with the adopted budget of the 
Association and the direction of its Board of 
Directors. 

9. To supervise the publication and distribution 
of all Association publications and to serve as 
the Business Manager of the American Journal 
of Pharmaceutical Education. 

10. To serve as Secretary, ex-officio, of the House 
of Delegates. 

11. To serve ex-officio (or through an appointed 
deputy) on all committees of the Association, 
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including its Board of Directors, of which 
he/she shall be Secretary. 

12. To mail notices pertaining to all meetings of 
the Association and its House of Delegates, 
annual or special, to institutional and 
individual members. 

13. To present an annual financial report to the 
House of Delegates and, as appropriate, to the 
Councils of the Association. 

14. To present to the House of Delegates an 
annual report of the activities of the 
Association. 

15. To prepare and distribute surveys and research 
reports undertaken by the Association for the 
benefit of its members, the profession, and the 
public. 

16. To perform such other duties as may be 
determined by the Board of Directors. 

 
SECTION 2: Performance Evaluation of the 
Executive Vice President.  
The President-elect shall appoint an Executive 
Vice President Performance Evaluation Committee 
at maximum intervals of five years and designate 
its Chair.  The Committee shall consist of at least 
the following Association members: two Past 
Chairs of the Board of Directors and one Past Chair 
from each of the Councils of the Association.  The 
Chair of the Committee shall submit a report of 
findings to the Board of Directors no later than a 
date determined by the appointing President-elect. 
 
 

ARTICLE XI. 
  Board of Directors 

 
SECTION 1.  Membership.   
The number of directors of the Association shall be 
fifteen (15).  The members of the Board of 
Directors (Board) shall be the President, who shall 
be Chair; the President-elect, who shall serve as 
Chair in the absence of the President; the 
Immediate Past President; the Treasurer, the 
Speaker of the House of Delegates, the Chairs, 
Immediate Past Chairs, and Chairs-elect of the 
Council of Deans, the Council of Faculties and the 
Council of Sections; and the Executive Vice 
President, who shall be Secretary of the Board. 
 
SECTION 2.  Duties.   
All corporate powers shall be exercised under the 
authority of the Board.  The duties of the Board 
shall be: 
1. To develop the Association's strategic plan, 

2. To implement the policies established by the 
House of Delegates (House),  

3. To establish programs consistent with the 
strategic plan approved by the House, 

4. To appoint or otherwise contract with 
advisors,  

5. To carry on the operation of the Association, 
including the establishment of Association 
policies, between meetings of the House,  

6. To develop criteria for and subsequently 
approve the forming of Academic Sections,  

7. To review problems and identify actions which 
require the attention of the House,  

8. To appoint the Executive Vice President of the 
Association for a specified term,  

9. To appoint the Editor of the American Journal 
of Pharmaceutical Education,  

10. To appoint individuals, representatives or 
delegates at the request of other organizations 
desiring representation from the Association, 
and 

11. To approve the annual budget and review staff 
organization and administrative policies.   

 
The Board shall also provide for the dissemination 
of information to the members of the Association 
including submitting for the review by the House, 
an annual report of all programs initiated by the 
Board since the last meeting of the House. 
 
 

ARTICLE XII. 
Appointees to the Accreditation Council for 

Pharmacy Education 
 
The Board of Directors shall appoint three 
individuals to serve on the Accreditation Council 
for Pharmacy Education (ACPE), each to serve for 
a term of six years.  These appointments shall be 
made on the termination of office of the 
incumbents, one every two years.  Only persons 
who are actively engaged in pharmaceutical 
education at a pharmacy program accredited by 
ACPE shall be eligible for appointment to the 
Council.  In case of a vacancy due to death, 
resignation, or other cause, the appointment shall 
be made for the length of the unexpired term of the 
individual whose position is vacated. 
 

ARTICLE XIII. 
Nominations and Elections 

 
The AACP Nominating Committee shall nominate 
the President-elect as described in Article XVI, 
Section 1.H. In the year prior to the end of the term 
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of the Treasurer, the AACP Nominating 
Committee shall nominate two candidates for the 
office of Treasurer to be presented to the 
membership on the same ballot used for the 
election of the President-elect. 
 
Two candidates for Speaker-elect will be 
nominated on even numbered years by the House 
of Delegates Committee on Nominations appointed 
by the Speaker. Nominations from the floor will be 
accepted.  
 
Councils and Academic Sections shall also appoint 
nominating committees as required by their 
respective standing rules of procedure.  All 
Association nominating committees shall advance 
two candidates for each office.  Nominations may 
be received from the floor with supportive 
biographical materials. 
 
No later than  April 1 of the year immediately 
following their nomination, the Executive Vice 
President shall distribute the names of the 
candidates for all offices to all active individual 
members of the Association. 
 
The names of the candidates must be accompanied 
by biographical data and a request that the member 
indicate on a print or electronic ballot, included for 
that purpose, the choice of candidates for the 
offices to be filled and return by the same 
mechanism within 30 days of the date indicated on 
the ballot. 
 
The ballots returned by mail or electronically 
within 30 days of the date printed on the ballots are 
to be delivered by the Executive Vice President to 
a board of canvassers appointed by the President, 
who shall count the votes and certify the results of 
the election.  In the event a candidate withdraws 
from or is otherwise unable to complete an 
election, the other qualified candidate, in the case 
of a two-party election, shall be declared the 
winner by the board of canvassers.  In the case of 
an election between three or more parties, the 
election shall continue with the candidate receiving 
a majority/plurality of votes being declared the 
winner. If the election results in a tie, the President 
of the Association in office at that time shall cast a 
vote to break the tie.  The names of the successful 
candidates shall be published in the American 
Journal of Pharmaceutical Education and AACP 
News. 
 

The officers and members of the Board of 
Directors thus elected by a plurality of votes shall 
be installed at the appropriate session of the first 
annual meeting following their election. 
 
In the event an elected individual withdraws prior 
to or is otherwise ineligible for installation into 
office, a new election shall be held within 45 days. 
  

ARTICLE XIV. 
Mail Vote 

 
At any time and as permitted by law, upon the 
two-thirds affirmative vote of the Board of 
Directors, any question or item of business may be 
submitted by mail or electronically to a vote of the 
membership of the House of Delegates during the 
interval between meetings.  Upon the two-thirds 
affirmative vote of the House of Delegates, any 
question or item of business not in conflict with the 
Articles of Incorporation, these Bylaws or 
applicable law, may be submitted by mail or 
electronically for ratification to a vote of the active 
individual members of the Association. 
 

ARTICLE XV. 
Council Reports 

 
Each Council of the Association shall report 
annually to the House of Delegates upon its 
activities and shall present a written report of such 
activities to the Executive Vice President. Such 
reports shall be included in the summary of House 
of Delegate activities published in the American 
Journal of Pharmaceutical Education. 
 

ARTICLE XVI. 
Association Committees 

 
Committee members shall be appointed for a term 
of one year by the President.  Committee members 
shall be active individual or student individual 
members of the Association and may be 
reappointed.  When appropriate, the President may 
also appoint other individuals with special 
expertise to fulfill committees' assigned agendas.  
The Chair of each committee shall be designated 
by the President.  The Executive Vice President or 
his/her designate serves on all standing or special 
committees, ex-officio, without a vote except as 
herein provided.  Both standing and special 
committees shall report to the House of Delegates 
at the annual meeting. 
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SECTION 1.  Standing Committees.   
A. Program Committee.  The Program 
Committee may consist of five members, including 
one member selected from each of the Councils.  It 
shall be the duty of the Program Committee to plan 
the program for each Annual Meeting. 

 
B. Bylaws and Policy Development Committee. 
The Bylaws and Policy Development Committee 
may consist of seven members, at least two from 
each of the Councils of the Association, and one 
from the Board of Directors.  Members from the 
Council of Deans and Council of Faculties will 
usually serve for three years with appointments 
staggered so that only one new member from these 
Councils is appointed in any year.  The Speaker 
shall be an ex officio member of the Committee. 
 
It shall be the duty of the Committee to ensure that 
resolutions, position papers and similar proposals 
to the House of Delegates which seek to establish 
Association policy or action are made appropriate 
to and ready for consideration by the House.  The 
Committee shall not process proposals submitted 
from the floor of the House as new business.  The 
Committee shall act on all proposals submitted to 
it.  Its functions shall include: 
1. returning to the originators with appropriate 

explanations those proposals which lack 
clarity or are duplicative, non-substantive, 
poorly formulated, or inconsistent with the 
Articles of Incorporation and Bylaws, 

2. referring to proper units or officials of the 
Association those proposals appropriate for 
their action or for preliminary  

3. processing or study prior to submission to the 
House of Delegates, 

4. clarifying, consolidating, and coordinating 
those proposals wherein potential confusion or 
duplication exists, 

5. presenting to the House of Delegates with 
recommendations for disposition those 
proposals which are appropriate to and ready 
for action by the House of Delegates, 

6. reporting to the originator the disposition of 
any proposal which is not presented to the 
House of Delegates for action. 

 
The Committee shall make a preliminary report to 
the first general session of the annual meeting of 
the Association and a final report to the House of 
Delegates.  The Committee shall establish 
guidelines for submission of proposed actions, 
policies or organizational positions and establish 
timetables for consideration of such proposals.  

The guidelines and timetables, after approval by 
the Board of Directors, should be made known to 
all members of the Association at least six months 
in advance of the annual meeting.  The Committee 
will consider only resolutions and policy 
statements of a substantive nature affecting 
Association policy or pharmaceutical education 
and practice submitted at the annual meeting of the 
Association from various sources and will process 
them according to the above five functions.  It is 
the responsibility of committees and groups 
preparing statements on policy to notify the 
Committee of proposed non-urgent policy requests 
well in advance of the annual meeting.  In the 
absence of action by the Committee, the proposals 
shall be forwarded to the Board of Directors. 
It also shall be the duty of the Committee to 
receive suggestions for the alteration of the Articles 
of Incorporation or the Bylaws from any source.  
The Committee shall then prepare appropriate 
amendments in suitable wording which clearly 
express the intent of the proposal and which are 
consistent with other Sections of the Articles of 
Incorporation or Bylaws.   
 
Such Amendments together with the 
recommendations of the Committee, shall be 
presented, through the Executive Vice President, to 
the House of Delegates.  The Committee shall 
serve as the Rules Committee of the House of 
Delegates.  The Committee shall advise the 
Councils on the structure and content of their 
standing rules of procedures so as to make them in 
harmony with the Articles of Incorporation and the 
Bylaws of the Association. 
 
C. Finance Committee.  The Finance Committee 
may consist of six members and shall be comprised 
of the Treasurer, the presidential officers, and two 
active members of the Association.  It shall be the 
duty of the Committee to advise the Executive 
Vice President in creating the annual budget of the 
Association for approval of the Board of Directors.  
The Committee is also charged with establishing 
guidelines for the budgeting process for each 
Council and Academic Section.  The Finance 
Committee may make recommendations to the 
Board of Directors regarding the fiscal affairs of 
the Association. 
 
D. Academic Affairs Committee.  The 
Academic Affairs Committee may consist of seven 
members.  The Committee shall be concerned with 
the intellectual, social and personal aspects of 
pharmaceutical education.   
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It is expected to identify practices, procedures, and 
guidelines which will aid faculties in developing 
students to their maximum potential.  It will also be 
concerned with curriculum analysis, development, 
and evaluation beginning with the preprofessional 
level and extending through professional and 
graduate education.  The Committee shall seek to 
identify issues and problems affecting the 
administrative and financial aspects of member 
institutions.  The Academic Affairs Committee 
shall extend its attention beyond intrainstitutional 
matters of colleges of pharmacy to include 
interdisciplinary concerns with the communities of 
higher education and especially with those 
elements concerned with health education. 
 
E. Professional Affairs Committee.  The 
Professional Affairs Committee may consist of  
seven members.  It shall be the duty of the 
Professional Affairs Committee to study issues 
associated with professional practice as they relate 
to pharmaceutical education, and to establish and 
improve working relationships with all other 
organizations in the field of health affairs. 
 
F. Research and Graduate Affairs Committee.  
The Research and Graduate Affairs Committee 
may consist of seven members that will be 
appointed in such a way as to represent the 
multiple disciplines in research areas of the 
pharmaceutical sciences.  The duties of the 
Committee shall include assistance with the 
development of the Association's research, 
graduate education and scholarship agenda.  This 
assistance may include nurturing collaborative 
activities with organizations sharing an interest in 
issues related to the pharmaceutical sciences. 
 
G. AACP Nominating Committee.  The 
Nominating Committee may consist of five 
members one of whom shall be the Immediate Past 
President who shall be the Chair, and to include 
two from the Council of Deans and two from the 
Council of Faculties.  It shall be the duty of the 
Committee to receive nominations for the office of 
President-elect from any source and to select from 
such nominations two candidates for such office 
subject to the requirements as set forth in Article 
IX, Section 1, of these Bylaws. The AACP 
Nominating Committee will also receive 
nominations and select two candidates for the 
office of Treasurer in the year preceding the 
expiration of the term of the incumbent Treasurer. 
 

The report of the Nominating Committee, together 
with appropriate biographical material on 
nominees, shall be distributed to members of the 
House of Delegates no later than one month prior 
to the annual meeting of the House of Delegates of 
the Association. 
 
The Nominating Committee shall present its report 
at the last session of the annual meeting of the 
House.  Nominations from the floor will be 
accepted at this session and must be accompanied 
by biographical data for distribution to delegates.  
The House must approve the report of the 
Nominating Committee and the nominations made 
from the floor by a majority vote. 
 
H.  Advocacy Committee. The Advocacy 
Committee will be comprised of no fewer than five 
members who will advise the Board of Directors 
on the formation of positions on matters of public 
policy and on strategies to advance those positions 
to the public and private sectors on behalf of 
academic pharmacy. 
 
SECTION 2.  Special Committees.   
Whenever important matters requiring review do 
not fall logically into the purview of any standing 
committee, the President may appoint a special 
committee (e.g., task force) for such specific 
purpose with the advice and consent of the Board 
of Directors.  A special committee shall be 
assigned clear responsibility for a specific time 
period and dismissed when the special task has 
been completed. 
 
SECTION 3.  Committee Reports.  
All committees shall present written reports to the 
House of Delegates.  Verbal reports by committees 
shall not be accepted.  Reports must be submitted 
to the Executive Vice President at least 40 days 
prior to the next meeting of the House of Delegates 
and distributed to delegates at least two weeks 
before the next meeting. 
 

ARTICLE XVII. 
Executive Sessions 

 
All proceedings and discussions as to the standing 
and qualifications of a member, individual or 
institutional, or of the eligibility of a person or an 
institution to membership in the Association shall 
be conducted in executive session of the House of 
Delegates. 
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ARTICLE XVIII. 
Disbursement of Funds 

 
All disbursements of monies shall be made by the 
Executive Vice President.  Audits of the financial 
accounts of the Association shall be made at the 
direction of the Board of Directors who shall 
receive and examine the reports of auditors.  The 
annual disbursements shall not exceed the total 
amount of the budget or of its major parts except 
on approval of the Board of Directors.  To allow 
for the disbursement of funds when an emergency 
exists and the Executive Vice President is unable to 
perform that duty, the Board of Directors may 
designate a member of the office staff to serve as 
an alternate to disburse funds. 
 

ARTICLE XIX. 
American Journal of  

Pharmaceutical Education 
 
The American Journal of Pharmaceutical 
Education shall be the official publication of the 
Association.  All papers presented to the 
Association, to the House of Delegates, to any 
Council, or to any of the Academic Sections  
shall become the property of the Association with 
the understanding that they are not to be submitted 
to any other publication unless and until released 
by the Editor of the Journal who has the authority 
to determine whether or not they will be published 
in the Journal.  The Journal shall have an Editorial 
Board, appointed by the Board of Directors, to help 
the Journal meet its responsibility to the 
Association and the needs of its membership.  The 
Editorial Board shall consist of sufficient numbers 
to be representative of the academic disciplines, 
who will serve in an advisory capacity to the Editor 
and shall meet annually to review the publishing 
activity of the Journal. 
 

ARTICLE XX. 
Fiscal Year 

 
The fiscal year of the Association shall be July 1 to 
June 30. 
 

ARTICLE XXI. 
Points of Order 

 
On all points of order not covered by these Bylaws 
or by its Standing Rules of Procedure, the House of 
Delegates shall be governed by the latest edition of 
Robert's Rules of Order. 
 

ARTICLE XXII. 
Quorum 

 
Fifty (50) percent of the delegates of record 
eligible to participate in the meeting of the House 
of Delegates as stipulated in the House of 
Delegates Rules of Procedure shall constitute a 
quorum for the transaction of business at any 
meeting of the House of Delegates. No business 
shall be conducted by the House of Delegates in 
the absence of a quorum.  In any action taken by 
the House of Delegates which requires a simple 
majority or a two-thirds majority, the controlling 
vote shall be determined from the total number of 
delegates present and voting upon the issue.  
In any action taken by the total members on a mail 
ballot which requires a simple majority or a 
two-thirds majority, the controlling vote shall be 
determined from the total number of ballots with a 
vote for or against the issue returned by the eligible 
members of this Association by the return date 
printed upon the ballots. 
 

ARTICLE XXIII. 
Amendments 

 
These Bylaws may be altered, added to, or 
amended at the annual meeting of the House of 
Delegates provided (i) that such alteration, 
addition, or amendment shall be initiated by the 
Board of Directors or the Bylaws and Policy 
Development Committee, and shall be referred to 
the Committee on Bylaws and Policy Development 
for clarity of wording and consistence with other 
Sections of the Bylaws, and (ii) that such 
alteration, addition, or amendment shall be 
presented in writing and shall receive a two-thirds 
majority vote of the delegates of regular 
institutional members present and voting.   
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AACP Rules of Procedure 

 
According to Article VII, Section 5 of the Association’s Bylaws, the House of Delegates shall 
adopt its own Standing Rules of Procedure. Appended to these Rules is the resource document 
entitled Responsibilities of Individual Administrative and Faculty Delegates. 

1. Authority to Adopt Rules  
 
  The House of Delegates shall adopt its own standing Rules of Procedure under authority of the 

Bylaws of the AACP. The latest edition of Robert's Rules of Order shall govern all points of 
order not covered by these Rules of Procedure or the Association's Bylaws. 

 2. Adoption and Suspension of Rules  
 
  Rules of Procedure may be adopted by majority vote of the House of Delegates. Should the 

House desire to suspend a Rule, a two-thirds vote of the delegates present and voting shall 
prevail on motion without debate, amendment, or any subsidiary motion. Rules of Procedure 
may not be suspended for amendments to the Bylaws or to the House Rules of Procedure.  

3. Motion to Table  
 
  A motion to lay on the table is debatable in the House of Delegates. 

4. Gaining the Floor  
  
  Any member of the Association may gain the floor to address the House with the indulgence 

of the House, but only a Delegate may vote. The presiding officer of the session shall 
recognize non-delegate Association members who desire to speak on a topic following debate 
or discussion of all Delegates present who desire to do so. Guests of the House who are not 
members may be recognized under the same Rule at the discretion of the presiding officer. 

5. Time Limits  
 
  A reasonable time limit for presentations on the floor may be established by the presiding 

officer. This time limit will pertain to Delegates and to non-delegates.  

6. Composition of the House of Delegates  
  
  Following the selection process for Delegates, the Credentials Committee shall receive a report 

from the Executive Vice President naming the Delegates and alternates from each institution. 
The report shall be delivered prior to the opening of the first session. Then, the Credentials 
Committee will authorize the seating of the Delegate, or, in their absence, the designated 
alternate. The Credentials Committee may authorize changes in the Delegate list only upon 
receipt of authorizing credentials from the institution one week prior to the opening session. 
No other person shall have the authority to assume the seat of an authorized delegate or 
authorized alternate delegate. The designated individual who establishes a record of attendance 
with the Credentials Committee at the first session, will carry the delegated vote for the entire 
meeting of the House unless the Credentials Committee approves the change to the other 
authorized person (under the above procedures) during the meeting of the House. In the 
absence of a Delegate or alternate delegate at a session, the Credentials Committee will declare 
the voting seat vacant for that session.  
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7. Credentials Committee  
 
  A Credentials Committee of a sufficient number of persons shall be appointed by the President 

prior to each meeting of the Association and shall serve until the end of that meeting. It shall 
be the responsibility of the Committee to seat the voting Delegates to each business session of 
the House where votes are to be taken. The Chairperson of the Committee will report the 
attendance of delegates to the presiding officer immediately after the opening session to 
determine the quorum.  

8. Voting Responsibilities  
  
  Frequently Delegates are instructed by the faculties to vote a particular way on issues 

presented to the House. This practice is in keeping with the election of faculty Delegates. 
However, since open discussion may shed new meaning onto debated issues and amendments 
may alter meanings in the resolutions or motion, Delegates are encouraged to consider these 
changes when preparing to vote on a specific question.  

9. No Smoking  
  
  The person directed to make local arrangements for a Meeting of the House of Delegates is 

directed to establish the entire meeting room a non-smoking area during the entire session. 
Persons wishing to partake, Delegates and non-delegates, must leave the meeting room to do 
so.  

 

10. Receiving Reports  
 
  Reports to the House from the Committees and Councils shall be in a form designated by the 

President for presentation to the Delegates with provisions for both majority and minority 
opinions of the reporting body. The full written report shall be available to Delegates in 
accordance with the Bylaws. A verbal synopsis of the full written report may be extracted at 
the discretion of the President. Each report shall be acted upon by the Delegates in the 
following manner: first, each report will be received by the House. Then, the House by a 
majority vote will accept, reject, or remand appropriate elements of the report (e.g., policy 
statements) back to the reporting body. 

11. Report Content and Disposition  
 
  Reports to the House containing policy statements, resolutions or recommendations for action 

by Councils or Committees shall be acted upon in accordance with Rule 10. If the House votes 
to receive the report presented, such proposed action shall be referred immediately to the 
Bylaws and Policy Development Committee. This Committee will prepare the report for 
action by the House at the next available session. A majority vote of the Delegates present and 
voting, unless otherwise specified in the Bylaws, shall dispose of each proposed action.  

12. Special Reports  
 
  Actions recommended to the House by the Bylaws and Policy Development Committee shall 

be voted upon in a manner determined by the presiding officer as prescribed in the Bylaws. 
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13. Executive Sessions  
 
  At an Executive Session only the authorized Delegate (or their alternate) and officers of the 

Association may be present. Records maintained by the Executive Vice President concerning 
the session will be designated from the Executive Session for use only within the Association 
and not for publication, except that the results of the Session may be reported in brief to the 
reassembled House and in the official minutes of the Association. The President shall be the 
presiding officer for consideration of the topic in question and shall set time limits for debate 
of the topic. Any motion shall be made by a voting Delegate, seconded by a voting Delegate, 
and discussed in accordance with usual procedures. Discussion will include time for 
alternating viewpoints. Particular care by the Chair will be taken to allow for the views of the 
individual or institution whose membership or standing is under question. This individual or 
institution will be entitled to closing remarks after all the Delegates have been heard. The final 
motion shall be decided by a two-thirds majority vote of Delegates present at the Executive 
Session.  

14. Voting 
 
  A voice vote shall be satisfactory to settle issues put to motion before the House (unless 

specified otherwise) unless the Chair or a voting Delegate has a doubt as to the results, in 
which case a division of the House may be requested and a rising vote for yeas and nays shall 
be used. The resulting count will be recorded in the minutes of the motion.  

 
  Motions requesting roll call ballots will be determined by the affirmative vote of a majority of 

the Delegates present and voting.  
 
  Role call votes shall be in alphabetical order by school with the faculty delegate vote to 

precede the administrative delegate vote.  
 
  The presiding officer shall grant a request from a voting Delegate for a secret ballot on any 

issue upon confirmation by a majority of the voting Delegates present.  
 
  On questions arising between meetings of the House, mail or electronic ballots will be 

authorized by two-thirds affirmative vote of the Board of Directors. Mail ballots to all active 
members may also be authorized by two-thirds affirmative vote of the House of Delegates to 
ratify a question or item of business not in conflict with the Bylaws or the Articles of 
Incorporation.  

 
  Voting to amend the Bylaws requires two-thirds majority of those present and voting. 
 
15.  Nomination and Election of speaker-elect 
 

The AACP Nominations Committee shall review and slate candidates for the office of 
Speaker-elect of the House of Delegates. The Committee will review nominations received 
from Active Individual Members as defined in Article III, Section 2A of the AACP Bylaws to 
prepare the slate of candidates. Only two candidates for the office of speaker-elect of the 
House of Delegates shall be nominated by the Nominations Committee and this report shall be 
presented a the first session of the House of Delegates. No member of the Nominations 
Committee shall be nominated by the Committee. All candidates examined by the Committee 
shall be notified of the results as soon as possible after the nominees have been selected. 

 
Elections for Speaker-elect will occur in 2008 and thereafter on even-numbered years. 
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Nominations may then be made from the floor at the first session of the House of Delegates by 
any delegate immediately following the presentation of the Report of the Nominations 
Committee. Candidates nominated from the floor must submit biographical data to the 
Secretary of the House not less than 24 hours prior to the start of the final session of the House 
of Delegates in order to qualify as a candidate.  
 
Candidates will be introduced at the first session of the House of Delegates and permitted to 
speak to the House for no more than two (2) minutes and then again permitted to address the 
House for a maximum of three (3) minutes at the second session prior to voting on the 
candidates by the House. Candidates shall be listed in alphabetical order on the ballot 
regardless of whether they were slated by the Committee on Nominations or nominated from 
the floor of the House. A majority vote of delegates present and voting is required for election. 
If no  majority is obtained on the first ballot, a second ballot shall be cast for the two 
candidates who received the largest vote on the first ballot. If electronic voting mechanisms are 
available, then the election shall be conducted utilizing the technology, with the results not 
publicly displayed. 
 
If a vacancy occurs in the office of Speaker, the Speaker-elect will assume the responsibilities 
as Speaker. If there is not currently a Speaker-elect at the time of the vacancy the AACP 
President-elect will assume these duties until such time as a new Speaker is duly elected. 

 

16. Minutes of the House 
 
  The Executive Vice President shall be responsible for the preparation of a report of business 

transacted at each meeting of the House of Delegates which shall be called the Minutes of the 
House of Delegates Meeting. Such reports will be duly retained and published at the discretion 
of the Board of Directors. The Executive Vice President serves as the Secretary, ex-officio, of 
the House. The Minutes shall include actions taken on all reports, resolutions, old business, 
new business, and motions in each session of the House. The Minutes shall be prepared and 
distributed to each Delegate and alternate Delegate within 90 days after a meeting of the 
House. Delegates will have a maximum of 30 days to comment on the minutes after which 
they will be deemed approved unless comment is received.  
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17. Order of Business  
 
  The House of Delegates will follow an agenda known as the Order of Business which will be 

published in advance of any meeting of the House to inform Delegates and other interested 
parties of the approximate timetable when items of business will be put before the House. This 
Order of Business may be changed at any meeting by suspending this Rule in accord with Rule 
of Procedure 2. The Order of Business of the House of Delegates: 

First Session 
   1. Call to Order  
   2. Report of the Credentials Committee  
   3. Greetings from Other Associations 
   4. Incoming President's Address  
   5. In Memoriam  
   6. Recognition of New Deans and New Faculty  
   7. Preliminary Report of the Bylaws and Policy Development Committee  
   8. Treasurer’s Report 
   9. Report of the Editor  
  10. Report of the Accreditation Council on Pharmacy Education  
  11. Report of the American Foundation for Pharmaceutical Education 
  12. Committee Reports  
  13. Report of the Nominations Committees and Introduction of Candidates  
  14. Other Business  
  15. Adjournment until Final Session  

Final Session 
 
   1. Call to Order  
   2. Report of the Credentials Committee  
   3. Report of Council Chairpersons 
   4. Report of the Executive Vice President  
   5. Final Report of the Bylaws and Policy Development Committee  
   6. Election of Speaker-elect (even numbered years only) 
   7. Unfinished Business  
   8. New Business  
   9. Installation of Officers and New Members of the Board of Directors  
  10. Adjournment  
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Appendix 
 

Responsibilities of Individual Administrative and Faculty Delegates 
 

Selection of Delegates 
 
The House of Delegates (House, HOD) currently consists of 170 voting individuals. According to Article 
VII of the Association's Bylaws, each regular institutional member (i.e., college or school of pharmacy with 
an ACPE-accredited pharmacy program that has been accepted into the Association by a vote of the House 
of Delegates) is entitled to two voting delegates and two alternates appointed to the House of Delegates:  
 

• one administrative delegate and one alternate administrative delegate — selected by the 
administrative staff of the regular institutional member (i.e., school or college of pharmacy) from 
active individual members of the Association who are deans, associate deans, assistant deans, or 
administrative heads of the institution (interpreted to include presidents and vice presidents of the 
college or school of pharmacy; exclude deans and other heads of other units of the university; 
exclude department chairs/heads unless they hold the rank of dean, associate dean, or assistant 
dean); 

 
• one faculty delegate and one alternate faculty delegate — elected by the faculty of the regular 

institutional member (i.e., college or school of pharmacy) from active individual members of the 
Association who are members of the faculty of the school or college and who are not eligible for 
membership in the Council of Deans (i.e., do not hold the rank of dean, associate dean, or assistant 
dean). 

 
On or before October 1 each year, the Executive Vice President sends to the dean of each regular 
institutional member a notice requesting the reporting of the delegates. Delegates officially recognized serve 
until a successor is named. 

Role of the Delegate 
 
As a member of the House of Delegates, you will work with fellow members of the Association and your 
colleagues at your own school or college, and will be asked to represent the ideas and concerns of 
colleagues at your school: 
 
 “Besides the important role of officially representing either the faculty or the administration of 

the school during the annual meeting of the House of Delegates, it is the goal of the Board of 
Directors and staff to use each delegate as a communication link between the school and the 
Association throughout the year. This communication is two-way by nature: delegates will 
receive bulletins, Association reports, and advance mailings from the Association; delegates 
are expected to share this information with their institutional colleagues; respond to 
information requests and forward to the Association those pharmaceutical education issues of 
importance for study and appropriate action.” 

 

1. Review the Association's Bylaws  
• to determine the educational policies of the Association,  
• to ratify, reject, or refer back to the Board of Directors any Association policies established by the 

Board of Directors between meetings of the House,  
• to approve the Association's strategic plan as developed by the Board of Directors, 
• to approve institutional memberships, 
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• to review programs established by the Board of Directors, 
• to set annual dues for the members of the Association as described in Article IV, and  
• to adopt and amend the Bylaws of this Association. 

2. Review the Rules of Procedure for the House of Delegates. 
 
   These Rules, subject to AACP Bylaws and established by the House via majority vote, 

establish the guidelines under which the House operates and conducts its business. The latest 
edition of Robert's Rules of Order governs all points of order not covered by the Rules or 
Bylaws. 

3. Review the Association's strategic plan. 

4. Understand how Association policies are established. 
 

Policies 
 
Expressions of Association positions, values, and beliefs consistent with the mission of the 
organization. The Association’s policies are established in response to three types of actions: 
 
• a resolution arising from any of the Association’s organizational units (e.g., board of directors, 

councils, sections, SIGs, or individual members); 
 

• a proposed policy statement contained in the written report of one of the Association’s standing 
or special committees. 
 

• a policy statement adopted by the Board of Directors between annual meetings of the House of 
Delegates.  

 
In situation A or B, policy is “adopted” as a result of an affirmative vote of the House following its 
deliberation of the issue(s) contained within the resolution or proposed policy statement under 
consideration. In situation C, the House is presented with the Board-developed policy at its next 
regularly scheduled meeting of the House, at which point the House may ratify the policy, reject the 
policy, or refer it back to the Board of Directors with comment for further consideration. 

 
Resolutions  
 
A resolution is a statement of proposed action(s) or formal position(s) for consideration by one or more 
components of the Association. A resolution differs from a “motion” primarily in that it includes one or 
more preceding explanatory statements (“whereas” clauses) that assist in defining and/or explaining the 
issue. Otherwise, resolutions and motions are managed similarly by the House of Delegates’ 
parliamentary procedures. 
 
Resolutions may be brought before the House through the Bylaws and Policy Development Committee 
(BPDC) in the following manner: 
 
• The House of Delegates will accept for consideration resolutions that have been developed and 

forwarded to it (through the Bylaws and Policy Development Committee) by the board of directors, 
councils, sections, SIGs, or individual members. 

 
• In the case of a resolution by an individual member, the signatures of 5 AACP members, in addition 

to the originator, are required for consideration by the Bylaws and Policy Development Committee. 
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Proposed Policy Statements 
 
A “proposed policy statement” arises from the deliberations of a standing or special committee of the 
Association. Because their written reports provide substantial background and discussion of the issues 
under consideration, standing and special committees of the Association submit their requests for House 
action in this form rather than in the form of a resolution. 
 
Board of Directors Policy Statements 

 
The 1999 House of Delegates amended the Association’s bylaws to allow for policy-making authority 
for the Board of Directors on critical issues arising between meetings of the House of Delegates. This 
authority is envisioned to be used rarely by the Board and is subject to the following conditions: 
 
• would be employed only when no formal Association policy on the issue under consideration 

currently exists; 
• policy would not be in conflict with existing Association policies adopted by the HOD; 
• would solicit and incorporate input from administrative and faculty delegates in the formulation of 

policy by the Board of Directors; 
• would require an affirmative “on the record” vote of two-thirds of the members of the Board of 

Directors, with documentation in the minutes of the Board of Directors’ meeting; and 
• would be submitted by the Board of Directors, through the BPDC, to the HOD at its next regularly 

scheduled meeting. The HOD would vote either to adopt the policy, not adopt the policy, or refer 
the policy back to the Board of Directors with recommendations for change that would facilitate 
subsequent adoption as Association policy. 

 
In order to ensure the opportunity for adequate member and school discussion, resolutions and 
committees’ proposed policy statements should be submitted to the Bylaws and Policy Development 
Committee no later than April 15 preceding the convening of the House of Delegates. 

5. Understand how the Association processes recommendations. 
 

A recommendation is a formal, written statement from any component of the Association suggesting 
that another component consider a particular action. 
 
Recommendations reflect the sense of an Association component (committees, other Association 
subunits, or ad hoc units) and do not require action by the HOD. They are forwarded to the target 
subunit of the Association for consideration and disposition. They need not be considered by the Bylaws 
and Policy Development Committee unless the Committee wishes to add its endorsement (which itself 
does not require HOD action). If the BPDC, the HOD, or anyone else desires the HOD to take action on 
a recommendation, the appropriate mechanism is to change the recommendation into a resolution to be 
considered as described above. 

 
1. You are expected to be knowledgeable about the Association, including current Association 

policy, Association structure and governance, and membership opportunities. Your House of 
Delegates notebook, sent in April each year, contains valuable information in this regard. 

 
2. Read carefully the AACP News, News Releases, and special mailings and announcements. You 

are the communication link between the Association and faculty and administrators at your 
school or college.  

 
3. Read carefully all items included in the regular mailings to Delegates (i.e.,  House of Delegates 

Bulletins, e-mails) and share with faculty, as necessary. These mailings contain information 
specific to the roles and responsibilities of Delegates. 

 



 

 
P:\HOD\09-10\June Bulletin Docs\Rules of Procedure (amended for July 2009 HOD action).doc 

9

4. Become familiar with AACP member services (including grant programs, resource materials, 
etc.) and keep your constituency(ies) informed of the activities and programs of the 
Association. 

 
5. Speak with colleagues at your institution to obtain their valuable perspectives on items of 

business facing the Association. 
 

6. Do your homework and keep informed. Come to the annual meeting prepared to discuss 
items of business before the House of Delegates. 

 
7. Strive to build a stronger AACP, which reflects current and future needs of its members. 

 

Responsibilities of the Delegate During the Annual Meeting 
 
The Association holds one regular meeting of the House at a time and place (i.e., Annual Meeting) 
determined by the Board of Directors. A House meeting is composed of two sessions. The first session 
occurs on Sunday morning; the second session is scheduled for Wednesday morning. When the need arises, 
the Board of Directors shall have the authority to convene special meetings of the House. The President of 
the Association shall call a special meeting of the House upon the written application of a majority of the 
members of the House. 
 
1. Participate in the First House of Delegates session (held on Sunday during the Annual Meeting) 

during which reports of Association committees are received by the HOD, unless there are objections 
(minority reports are taken up here), after so moved by the chair. Committee reports without policy 
statements or calls for action require no further action by the HOD.  

 
2. Attend the Open Hearing held by the Bylaws and Policy Development Committee (held on 

Tuesday during the Annual Meeting), which offers the opportunity to listen to and participate in 
discussion related to policy recommendations and resolutions under consideration by the BPDC for 
action by the House of Delegates. 

 
  Resolutions or calls for action can emanate from the Councils, the Board of Directors or 

individual members in accordance with these guidelines and the Rules of Procedure for the 
House of Delegates. These positions are forwarded directly to the BPDC in accordance with 
published deadlines. 

 
  Committee reports containing proposed policy statements or calls for action are presented to 

the BPDC. The first task of that Committee is to determine if the action is appropriate for 
AACP to consider. If yes, the BPDC reviews each proposed action and recommends its 
disposition to the HOD (Accept, Reject, Remand to appropriate committee). If no, there can be 
no further action. 

 
3. Participate in the Final House of Delegates session on Wednesday during the Annual Meeting where 

business of the Association is conducted (i.e., voting on proposed policy statements and resolutions). It 
is the responsibility of the delegate officially recognized and seated to participate in the entire session.  

 
  The HOD votes on the desired action itself (not on the BPDC recommendation), taking into 

account school and delegate discussion, and BPDC recommendations.  
  A policy statement or resolution is ACCEPTED when the HOD approves it. 
 
  Accepted policy statements or resolutions are then put into action by the Board of Directors 

and/or other appropriate Association groups. 
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Scheduling Attendance at the AACP Annual Meeting 
 
Delegates must sign in for both sessions. The designated delegates from each school will be officially 
received by the Credentials Committee prior to each session. Delegates should sign in as described in the 
bulletins and final meeting program prior to the starting time of each session. The Credentials Committee 
may authorize changes in the Delegate list only upon receipt of authorizing credentials in writing (delivered 
to the AACP office via U.S. mail, express delivery service, fax, or electronic mail) from the office of the 
institution’s chief academic officer one week prior to the first session. No other person shall have the 
authority to assume the seat of an authorized delegate or authorized alternate delegate. 
 
The designated individual who establishes a record of attendance with the Credentials Committee at the first 
session will carry the delegated vote for the entire meeting of the House unless the Credentials Committee 
approves the change to the other authorized (alternate) person (under the above procedures) during the 
meeting of the House. In the absence of a delegate or alternate delegate at the first session, the voting seat 
will be declared vacant for that session. 
 
Arrival - Delegates should plan to arrive in the host city for the Annual Meeting no later than the Saturday 
prior to the start of the Annual Meeting. Delegates must officially sign-in with the Credentials Committee 
on Sunday morning prior to the First House of Delegates session. 
 
Departure - Departures from the host city should be scheduled for after 2:00PM on Wednesday of the 
Annual Meeting to allow the delegate sufficient time to participate in the entire Final House of Delegates 
session. 
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Policies on Accreditation 
 
AACP supports accreditation by a federally recognized accrediting agency for all member institution-
affiliated residency programs. (Source: Task Force on the Role of Colleges and Schools in Residency 
Training, 2004) 
. 
 
Policies on Conflicts of Interest 
 
AACP should work with ACPE to develop guidelines for inclusion in the Criteria for Quality requiring the 
use of letters of agreement and faculty disclosure statements for continuing professional education programs 
in pharmacy. (Source: Continuing Professional Education Section, 1993) 
 
AACP and its member colleges and schools should have guidelines that address conflicts of interest, should 
ensure that faculty are aware of and compliant with these guidelines, and should educate faculty regarding 
the impacts of conflicts of interest guidelines relative to their roles as teachers, researchers and practitioners. 
(Source: Professional Affairs Committee, 1991) 
 
 
Policies on Curriculum 
 
AACP supports the inclusion of the basic principles of clinical and translational research, including how 
such research is conducted, evaluated, explained to patients, and applied to patient care, in the 
professional pharmacy curriculum. (Source: Section of Teachers of Pharmacy Practice, 2009) 
 
Curricular modifications should occur such that competencies for leading change in pharmacy and health 
care are developed in all student pharmacists, using a consistent thread of didactic, experiential and co-
curricular learning opportunities. (Source: Argus Commission, 2009) 
 
Colleges/schools of pharmacy should work to advance learners’ human cognition, ethical developments, 
and behavior. Meaningful strategies include teaching and assessing ethics, cultural competency, intra- and 
inter- professional teamwork and community engagement with underserved populations. (Source: Board 
of Directors based on Argus Commission, 2008) 
 
AACP and colleges and schools of pharmacy should assure that students, faculty and alumni have 
sophisticated and continuous preparation in the design and use of health information technology (HIT) 
and systems and are prepared to apply HIT in evidence-based decision-making at the point of patient care. 
(Source: Board of Directors based on Argus Commission, 2008) 
 
Pharmacy curricula must adequately address contemporary issues associated with biotechnology advances 
in personalized medicine, including relevant competencies in cell and systems biology, bioengineering, 
genetics/genomics, proteomics, nanotechnology, cellular and tissue engineering, bioimaging, 
computational methods, information technologies, and their psychological, social and economic 
implication. (Source: Argus Commission, 2008) 
 
The mission of pharmacy education is to prepare graduates who provide patient-centered care that ensures 
optimal medication therapy outcomes and provides a foundation for specialization in specific areas of 
pharmacy practice; participation in the education of patients, other healthcare providers, and future 
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pharmacists; conduct of research and other scholarly activity; and provision of service and leadership to the 
community. (Source: Academic Affairs Committee, 2007) 
 
AACP supports and encourages the implementation of on-going program assessment processes at 
member institutions for the purpose of enhancing the quality of educational programs and student 
services. (Source: Academic Affairs Committee, 2004) 
 
AACP supports the inclusion of complementary and alternative therapies within the pharmaceutical 
curricula to support the development of the skills and knowledge necessary to understand the role 
complementary and alternative therapies play in the delivery of pharmaceutical care. (Source: 
Professional Affairs Committee, 1998) 
 
AACP supports the development and implementation of curricular components and associated instructional 
strategies which assure a common set of core competencies and knowledge concerning population-based 
epidemiology, the determinants of health, effective programs in health promotion and disease prevention, 
and primary health care services delivery for all health professionals. (Source: Professional Affairs 
Committee, 1994) 
 
 
Policies on Experiential Education & Training 
 
AACP encourages employers and stakeholders to identify and develop potential preceptors in their 
organizations and provide performance evaluation which incentivizes and recognizes preceptors’ 
contributions to pharmacy education. (Source: Experiential Education Section, 2008) 
 
Introductory Pharmacy Practice Experiences should be a continuum of integrated learning experiences of 
sufficient scope, flexibility and duration to allow students to achieve a set of defined competencies and 
allow for the development and use of innovative and alternative methods, such as simulation, novel direct 
patient care experiences and leadership development opportunities. (Source: Board of Directors, 2008) 
 
AACP member colleges and schools encourage their students who are seeking employment opportunities in 
community pharmacy practice to include the sale of cigarettes and other tobacco products among the factors 
to be considered in their employment decisions. (Source: Members, 2003) 
 
AACP member colleges and schools give preference to those pharmacies that do not sell cigarettes and other 
tobacco products at clerkship/experience sites. (Source: Members, 2003) 
 
AACP will support member schools and colleges in their efforts to develop pharmacy professionals 
committed to their communities and all the populations they serve, by facilitating opportunities for the 
development and maintenance of strong community-campus partnerships. (Source: Professional Affairs 
Committee, 2001) 
 
Pharmacy education has the major responsibility to assist the profession to accomplish its mission for 
society. In keeping with the transition of health care from the acute care to the ambulatory care environment, 
pharmacy education must continue its efforts to encourage and assist the profession to provide clinical 
pharmacy services in the ambulatory environment. (Source: Professional Affairs Committee, 1990) 
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AACP supports acceptance by pharmacy licensing boards of college-based experiential programs toward 
partial or total fulfillment of internship requirements. (Source: Professional Affairs Committee, 1988) 
 
Colleges of pharmacy must be encouraged to explore what elements of clinical education need to be 
provided in the patient care environment within differentiated programs, and should be encouraged to 
develop cost-effective, efficient methods of instruction (such as computer-assisted, auto-tutorial programs) to 
adequately prepare students for clinical experiential courses. These educational strategies should be 
implemented as an adjunct to, and not as a replacement of, needed, direct patient contact. (Source: Academic 
Affairs Committee, 1984) 
 
AACP should encourage member institutions, in concert with practitioners, to expand clinical pharmacy in 
the community so that clerkships in community settings will be more meaningful to students, and even 
inspirational, so that such practices will be emulated when they enter the profession. (Source: Policy 
Development Committee, 1982) 
 
 
Policies on Faculty 
 
AACP encourages faculty members to provide leadership in pharmacy and health care and recognizes that 
they must be supported with appropriate faculty development, mentoring and reward systems. (Source: 
Argus Commission, 2009) 
 
AACP and colleges/schools of pharmacy should promote pathways of faculty development and the 
requisite infrastructure for research that enable faculty members to lead or participate in practice-based 
research networks. (Source: Board of Directors based on Educating Clinical Scientists Task Force #2, 
2008) 
 
AACP and colleges/schools of pharmacy should promote pathways of faculty development that enable 
pharmacy faculty members, including non-tenure track faculty, to lead and/or participate in practice-based 
translational research. (Source: Board of Directors based on Educating Clinical Scientists Task Force #2, 
2008) 
 
Faculty development programs and collaborative research and teaching strategies should be expanded 
such that faculty at colleges and schools of pharmacy are prepared to lead and contribute significantly to 
education and research related to cell and systems biology, bioengineering, genetics/genomics, 
proteomics, nanotechnology, cellular and tissue engineering, bioimaging, computational methods, 
information technologies, and their psychological, social and economic implications. (Source: Argus 
Commission, 2008) 
 
AACP and its member institutions are encouraged to develop metrics that can be employed to 
document and evaluate the impact of faculty citizenship and service scholarship, and furthermore 
AACP should facilitate investigation and programming to provide information, implementation 
strategies, and shared experiences on metrics used to document and evaluate the impact of faculty 
citizenship and service scholarship. (Source: Council of Faculties, 2006) 
 
AACP supports the teaching and clinical application of core competencies in primary care health services 
delivery which are community-based and fully interdisciplinary. (Source: Professional Affairs Committee, 
1994; amended by House of Delegates 2009) 
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All pharmacy faculty have a responsibility to generate and disseminate knowledge through scholarship, in its 
broadest definition. (Source: Research and Graduate Affairs Committee, 1993; amended by House of 
Delegates, 2009) 
 
AACP encourages each college and school of pharmacy to develop among its individual faculty members an 
understanding that the mission(s) of the college can be achieved only through the collective strengths of 
individual faculty members, acknowledging that responsibilities and contributions vary widely and may 
change significantly over the course of an individual's career. (Source: Academic Affairs Committee, 1992) 
 
AACP encourages activities by colleges to clearly identify the guidelines by which the scholarship of 
teaching and service activities of all college faculty will be evaluated. (Source: Academic Affairs Committee, 
1992) 
 
AACP supports and encourages activities by colleges and schools of pharmacy that enhance the recognition 
and reward for demonstrated excellence and accomplishment in teaching and for demonstrated excellence 
and accomplishment in professional service. (Source: Academic Affairs Committee, 1992) 
 
The Association encourages colleges to foster and support clinical faculty members in conducting research, 
including the development, demonstration, documentation and evaluation of innovative practice roles and 
the Association recognizes that such research activities are appropriate for clinical faculty members in 
tenure-tracks. (Source: Policy Development Committee, 1981) 
 
The Association encourages colleges to clearly identify the guidelines by which the scholarly, teaching and 
service activities of clinical faculty will be evaluated. (Source: Policy Development Committee, 1981) 
 
The American Association of Colleges of Pharmacy recognizes that faculty members in clinical pharmacy 
have a responsibility for scholarly activity in addition to teaching and clinical practice. (Source: Policy 
Development Committee, 1981) 
 
 
 
Policies on Graduate Education and Research 
 
AACP encourages its member institutions to support the development of dual degree programs that 
provide student pharmacists increased educational and research opportunities resulting in an expansion of 
graduates’ academic or non-traditional pharmacy/healthcare career options. (Source: Research and 
Graduate Affairs Committee, 2009) 
 
Research that explores the social, economic, organizational and clinical factors that influence the 
outcomes of drug therapy in prevention or treatment of disease should be central to the mission of all 
colleges/schools of pharmacy. (Source: Board of Directors based on Educating Clinical Scientists Task 
Force #2, 2008) 
 
AACP encourages research intensive university pharmacy programs associated with academic health 
centers (AHCs) to accept as a necessary component of their research/graduate training mission, a 
significant interdisciplinary education/training program for clinical scientists in experimental 
pharmacotherapeutics at the PhD level.   (Source: Educating Clinical Scientists Task Force, 2007) 
 
AACP should assume a leadership role in promoting pharmaceutical sciences graduate education and 
research and in integrating the goals of professional pharmacy education and graduate education and 
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research. (Source: Amended statement based on language proposed by the 2005-06 Research and 
Graduate Affairs Committee and published in the consolidated report of the standing committees, 
2006) 
 
AACP should support the concept of Continuous Professional Development. (Source: Section of Continuing 
Professional Education, 2003) 
 
AACP supports efforts to increase federal funding for basic science and clinical research devoted to the 
evaluation and clinical applications of complementary and alternative therapies. (Source: Professional 
Affairs Committee, 1998) 
 
AACP supports the development of graduate degree programs for the purpose of educating and training 
pharmacist/clinical scientists at schools and colleges of pharmacy with adequate pharmaceutical science and 
clinical faculty and facility resources. The pharmacist/clinical scientist graduate programs should contain 
appropriate coursework and research requirements to award the appropriate graduate degrees (M.S./Ph.D.) to 
those individuals who successfully complete the program. (Source: Research and Graduate Affairs 
Committee, 1998) 
 
AACP affirms the importance of research to the pharmacy profession and the pharmacy education 
enterprise. Furthermore, AACP affirms that every full-time faculty member is expected to participate in the 
generation and/or application of new knowledge and its dissemination to an extent consistent with the 
mission of the school or college. (Source: Research and Graduate Affairs Committee, 1995) 
 
AACP believes that pharmacy faculty have a responsibility to use their experience to examine and document 
the effectiveness of pharmacist-provided pharmaceutical care as an essential element of primary care. 
(Source: Professional Affairs Committee, 1994; amended by House of Delegates, 2009) 
 
AACP encourages schools of pharmacy to increase funding support for post-Pharm.D. clinical research 
fellowships, works with other professional pharmacy organizations to increase collaborative funding support 
of post-Pharm.D. clinical research fellowships, and works with appropriate agencies to provide funding for 
post-Pharm.D. clinical research fellowships, and degree-granting programs. (Source: Council of Faculties, 
1993) 
 
AACP, with the assistance of the Research and Graduate Affairs Committee, should monitor carefully the 
activities of granting agencies; take an active role in identifying, developing and articulating positions on 
legislation, regulation and other policy issues of importance to research in schools of pharmacy. (Source: 
Research and Graduate Affairs Committee, 1982) 
 
AACP urges all member schools to undertake periodic rigorous examination of their research and scholarly 
activity with the objective of improving both quality and quantity. This examination should include not only 
self-study but also an evaluation by an appropriate team of external reviewers. (Source: Research and 
Graduate Affairs Committee, 1982) 
 
Policies on Impairment 
 
Pharmaceutical education has the responsibility to prepare students to address the problems of substance 
abuse and chemical dependency in society. (Source: Academic Affairs Committee, 1991) 
 
Individual colleges and schools of pharmacy should utilize the position statements and general goals 
contained in the Guidelines for the Development of Chemical Impairment Policies for Colleges of Pharmacy 
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and individual colleges and schools of pharmacy should actively participate in programs as suggested by the 
Guidelines. (Source: Bylaws and Policy Development Committee, 1988) 
 
 
Policies on Member Affairs (No current policies; see Archived Policies) 
 
 
Policies on Postgraduate Education and Training 
 
AACP recognizes that residency training is an essential element in the preparation for practitioner-
educator faculty roles and supports activities by colleges and schools that enhance the quality and 
quantity of residency training programs in all pharmacy practice settings. (Source: Professional Affairs 
Committee, 2009) 
 
AACP recommends that all schools and colleges support postgraduate professional education and 
training, specifically residencies, as part of their mission. (Source: Council of Deans, 2005) 
 
AACP supports accreditation by a federally recognized accrediting agency for all member institution-
affiliated residency programs. (Source: Task Force on the Role of Colleges and Schools in Residency 
Training, 2004) 
 
AACP encourages its member schools and colleges to assure that the nontraditional pathways used to deliver 
doctor of pharmacy (Pharm.D.) educational programs fully adhere to applicable accreditation standards and 
guidelines. Further, the American Council on Pharmaceutical Education accreditation process should include 
self-study and program review for these nontraditional pathways. (Source: Board of Directors, 1997) 
 
AACP supports mechanisms for practicing pharmacists to obtain earned Doctor of Pharmacy degrees. 
(Source: Members, 1992) 
 
AACP supports the development within the pharmacy profession of mechanisms that assess, validate, and 
certify pharmacists' competencies at or beyond contemporarily defined levels for general practice. (Source: 
Professional Affairs Committee, 1992) 
 
AACP supports activities by colleges that enhance the quality and quantity of residency training programs in 
all pharmacy practice settings and recognizes that residency training is an essential element in developing 
differentiated (specialized) practice roles. (Source: Academic Affairs Committee, 1990) 
 
AACP supports residencies and certificate programs that develop advanced clinical and administrative 
knowledge and skills in the delivery of comprehensive pharmacy services in the ambulatory care setting. 
(Source: Professional Affairs Committee, 1989) 
 
AACP defines certificate programs as structured and systematic postgraduate educational and training 
experiences for pharmacists that are generally smaller in magnitude and shorter in time than degree 
programs, and that impart knowledge, skills, attitudes and performance behaviors designed to meet specific 
pharmacy practice objectives. (Source: Professional Affairs Committee, 1988) 
 
AACP has a role to foster and encourage the development of quality clinical science training and research, 
and the Association should initiate a study to establish the quality criteria and norms for these programs. 
(Source: Research and Graduate Affairs Committee, 1988)  
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Policies on Professional Affairs 
 
AACP supports the measurement of the attainment of all core competencies included in the current 
standards for accreditation in the national licensing examination for pharmacists. (Source: Social and 
Administrative Sciences Section, 2009) 
 
AACP supports enhanced educational efforts to foster awareness among faculty members, student 
pharmacists and the public to combat drug counterfeiting. (Source: Advocacy Committee, 2009) 
 
Administrators, faculty members and student pharmacists at all colleges and schools of pharmacy share 
responsibility for stimulating change in pharmacy practice consistent with the Vision for Pharmacy in 
2015 developed by the Joint Commission of Pharmacy Practitioners. (Source: Argus Commission, 2009) 

 
AACP supports research, education, and development of practice models to promote safe medication 
practices as the standard of care in all practice settings.  (Source:  Argus Commission, 2007) 
 
Students, faculty and practitioner educators should work to achieve cultural competence and to deliver 
culturally competent care as part of their efforts to eliminate disparities and inequalities that exist in the 
health care delivery system. (Source: Argus Commission, 2005) 
 
AACP member colleges and schools should encourage their students who are seeking employment 
opportunities in community pharmacy practice to include the sale of cigarettes and other tobacco products 
among the factors to be considered in their employment decisions. (Source: Members, 2003) 
 
AACP members should educate the public about the expanded scope of pharmacy practice and advocate for 
payment of services rendered. (Source: Council of Deans, 2003) 
 
AACP should commend pharmacies that do not sell cigarettes and other tobacco products. (Source: 
Members, 2003) 
 
AACP urges the pharmacies that currently sell cigarettes and other tobacco products to discontinue doing so. 
(Source: Members, 2003) 
 
AACP affirms that the responsibility for the accuracy, efficiency, and safety of dispensing medication is a 
component of pharmaceutical care. (Source: Argus Commission, 2000) 
 
AACP affirms that pharmacists must be responsible for the design and operation of medication dispensing 
and distribution systems. (Source: Argus Commission, 2000) 
 
AACP supports the position that pharmaceutical care is pharmacy's most essential and integral contribution 
to the provision of primary care. (Source: Professional Affairs Committee, 1994) 
 
AACP encourages its member colleges and schools to develop or enhance relationships with other primary 
care professions and educational institutions in the areas of practice, professional education, research, and 
information sharing. (Source: Professional Affairs Committee, 1994) 
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AACP supports the elimination of legal, structural, social, and economic barriers to the delivery of primary 
care health services that prevent competent health professionals from providing necessary health care 
services. (Source: Professional Affairs Committee, 1994) 
 
 
Policies on Professional Education 
 
AACP encourages the use of the title “student pharmacist” for students enrolled in Doctor of Pharmacy 
degree programs. (Source: Individual member resolution, 2009) 
 
AACP and member institutions should expand opportunities for students and faculty to provide culturally 
sensitive clinical and other service experiences in the context of global health care. (Source: Board of 
Directors based on Argus Commission, 2008) 
 
AACP endorses the competencies of the Institute of Medicine for health professions education and 
advocates that all colleges and schools of pharmacy provide faculty and students meaningful 
opportunities to engage in interprofessional education, practice and research to better meet health needs of 
society. (Source: Professional Affairs Committee, 2007) 
 
Students, faculty and practitioner educators should work to achieve cultural competence and to deliver 
culturally competent care as part of their efforts to eliminate disparities and inequalities that exist in the 
health care delivery system. (Source: Argus Commission, 2005) 
 
AACP acknowledges the foundational role of the pharmaceutical sciences in the education of 
contemporary pharmacists, and to should include the pharmaceutical sciences in all future planning and 
agenda building based on the JCPP Vision Statement. AACP advocates that the JCPP Future Vision of 
Pharmacy Practice explicitly include the pharmaceutical sciences as part of the necessary foundation for 
the education of pharmacists. (Source: Members, 2005) 
 
AACP supports and encourages the implementation of on-going program assessment processes at 
member institutions for the purpose of enhancing the quality of educational programs and student 
services. (Source: Academic Affairs Committee, 2004) 
 
AACP supports interdisciplinary and interprofessional education for health professions education. (Source: 
Professional Affairs Committee, 2002) 
 
AACP affirms and endorses the principles contained in the Statement on Affirmative Action and Diversity 
of the American Council on Education (ACE) (see Appendix A). (Source: Board of Directors, 1996) 
 
AACP encourages schools and colleges of pharmacy to incorporate the active participation of pharmacy 
students into the admissions process for professional students. (Source: Council of Deans/APhA-ASP Task 
Force on Professionalism, 1996) 
 
AACP supports inclusion in the professional pharmacy curriculum of didactic and experiential material 
related to the supervision and management of supportive personnel in pharmacy practices.(Source: 
Professional Affairs Committee, 1990) 
 
AACP and its member schools must assume the responsibility for developing and implementing a long-term 
commitment for the renewal of pharmacy education. Essential to this commitment will be establishing a 
broadened perspective of curriculum as an educational plan based on well-defined outcome goals, strategies 
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for relating educational content and process to those goals, and ongoing assessments of student progress and 
program effectiveness. (Source: Academic Affairs Committee, 1989) 
 
The leaders in our colleges and schools of pharmacy must assume the responsibility for developing an 
academic environment in their individual institutions. This environment should provide the opportunity for 
students and faculty to study, explore, question and discuss scientific, technical, professional, ethical and 
social issues and subjects pertinent to professional and graduate pharmaceutical education and to scholarship 
in pharmacy and its related disciplines. (Source: Academic Affairs Committee, 1988) 
 
AACP recognizes and strongly supports the primary function of the colleges and schools of pharmacy as 
being professional education, and recognizes the graduate education should complement professional 
education. AACP should take an active leadership role in promoting pharmaceutical graduate education and 
research. (Source: Research and Graduate Affairs Committee, 1988; amended by House of Delegates, 2009) 
 
The important role of the basic pharmaceutical sciences in the pharmacy curriculum is affirmed and the 
Association encourages its member institutions to continue to emphasize the various components of their 
curricula at a level commensurate with the significant contributions of these sciences to pharmacy education. 
(Source: Policy Development Committee, 1983) 
 
AACP should urge schools and colleges of pharmacy to devise professional curricular paths, leading to the 
awarding of a degree and subsequent professional licensure, which optimally prepare students for entry into 
graduate programs. (Source: Policy Development Committee, 1982; amended by House of Delegates, 2009) 
 
 
Policies on Supportive Personnel 
 
AACP supports inclusion in the professional pharmacy curriculum of didactic and experiential material 
related to the supervision and management of supportive personnel in pharmacy practices. (Source: 
Professional Affairs Committee, 1990) 
 
Training for technicians in pharmacy must be based on competencies derived from tasks which are deemed 
appropriate by the profession and currently performed by technical personnel. (Source: Professional Affairs 
Committee, 1989) 
 
Pharmacy schools should offer their assistance to supportive personnel training programs to assure that 
programs meet appropriate educational objectives. (Source: Professional Affairs Committee, 1987) 
 
Training for supportive personnel in pharmacy must be based on sound educational principles with clearly 
established competency objectives. (Source: Professional Affairs Committee, 1987) 
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Appendix A 

Statement on Affirmative Action and Diversity Adopted by the Board of Directors of the 
American Council on Education 
 
May 25, 1995  
 
The American Council on Education has a long-standing record of commitment to access to higher education for all qualified 
Americans and to the advancement of groups that in the past have been denied equal educational opportunity. This commitment 
is reflected in ACE’s positions on public policy, its programmatic activities, and its employment practices. It has been expressed 
repeatedly in resolutions by the Board of Directors regarding affirmative action, nondiscrimination, equity, equal opportunity, 
and admission standards. 
 
In light of recent questions about the impact of affirmative action in college and university admissions and employment, and the 
prospects for its continuation, the Board of Directors wishes to reaffirm its previous resolutions and restate its support for efforts 
by higher education institutions to achieve diversity in their student populations and their faculty and staff. This support is based 
upon the following beliefs: 
 
• Diversity serves an important educational function. One of higher education’s essential functions is to broaden the 

perspectives of students by exposing them to individuals from different backgrounds and to a variety of disciplines, 
cultures, and points of view. Given the enormous changes taking place in our nation and the world, no person in the 21st 
century will be considered to have received a quality education without such exposure. 

 
• Diversity in higher education helps prepare students for the world of work and for participation in a democratic society. 

Employers in all sectors of the economy increasingly see diversity as critical to organizational success and competitiveness, 
and expect higher education to prepare students for a work environment characterized by diversity. They recognize that a 
diverse work force is a better, more productive work force — which is as true in higher education as it is in other sectors. In 
addition, as the economy increasingly demands higher levels of education for employment and advancement, the nation 
cannot hope to achieve true equality of opportunity unless it attains diversity among college students. 

 
• Affirmative action helps guarantee equal employment opportunity in colleges and universities and enhances quality in 

higher education. As with other major employers, affirmative action has proved to be a useful tool to colleges and 
universities in ensuring compliance with fair employment practices and redressing past discrimination. A diverse faculty 
and staff is essential for colleges and universities to provide quality in teaching, scholarship, and service to the campus and 
the community. 

 
• Colleges and universities should enjoy significant latitude in fulfilling their missions. One of the fundamental strengths of 

American higher education is the extraordinary diversity of its colleges and universities. Institutions differ greatly in their 
missions and serve a wide variety of constituencies. They employ a variety of quantitative and qualitative factors in the 
admissions process. Most colleges and universities have undertaken efforts to diversify their student bodies voluntarily, 
rather than as a result of legal requirements. For them to achieve their educational goals and serve society, it is important 
that colleges and universities retain the greatest degree of autonomy and freedom to develop their own admission, 
academic, and employment standards. 

 
The nation’s colleges and universities have made important strides in recent years toward ending discrimination and enhancing 
the participation and success of historically disadvantaged minorities and women of all races. This task, however, is far from 
complete. Various forms of affirmative action, from outreach and admission policies, to employment incentives, to specific 
raining programs, have played an important role in the relative success that has been achieved to date, and should not now be 
abandoned. Therefore, the Board of Directors of the American Council on Education strongly endorses the continued use of 
affirmative action in employment and admissions as part of the effort to achieve diversity and quality in American higher 
education. 
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Glossary of Terms Used in Pharmaceutical Education 

 (Compiled by the 1989/90 AACP Academic Affairs Committee) 
 
CLINICAL SCIENTIST — (scientifically educated 
and trained clinician) individuals who can relate their 
specialized scientific knowledge to the development 
of the practice skills required to provide effective, 
efficient, and needed patient services (Pharmacists 
for the Future, 1975); individuals capable of relating 
their specialized scientific knowledge to solve 
research problems using human subjects or patients. 
 
COURSEWORK (Professional) — 
 
Basic Sciences — coursework in general and organic 
chemistry, physical and biological sciences, and 
mathematics.  (American Council on Pharmaceutical 
Education, 1984) 
 
General Education — coursework in behavioral, 
social, and humanistic areas of knowledge, including 
English.  (American Council on Pharmaceutical 
Education, 1984) 
  
Biomedical Sciences — coursework including 
anatomy, physiology, microbiology, immunology, 
biochemistry, pathology, and biostatistics. 
  
Pharmaceutical Sciences —  pharmaceutical/ 
medicinal chemistry, pharmaceutics, 
biopharmaceutics, pharmacokinetics, 
pharmacognosy/natural products chemistry, 
pharmacology, toxicology, and pharmacy 
administration (i.e., health care economics, practice 
management, communications, laws and ethical 
principles pertaining to practice, and the social and 
behavioral sciences in pharmacy). 
 
Clinical Sciences — clinical applications based on  
the biomedical and pharmaceutical sciences such as  
instruction in clinical and practice foundations,  
disease processes, clinical pharmacology and 
therapeutics, and drug information and literature 
evaluation.  (American Council on Pharmaceutical 
Education, 1984) 
 
DESIGNATIONS — (P.D./D.Ph.) designations for 
the title "doctor of pharmacy," as awarded by a non-
degree granting institution. 

 
DIFFERENTIATION — 
 
Differentiated Pharmacist — a practitioner who  
practices a part of pharmacy which is determined by  
the activities carried on in one of the subsystems of 
pharmacy; a pharmacist characterized by the 
common denominator of drug knowledge and the 
"special" knowledge and skill required by his/her 
particular role.  (Pharmacists for the Future, 1975) 
 
Specialty — a recognized area of practice 
characterized by a significant and clear public health 
demand; a demonstrated societal need; a reasonable 
number of individuals who devote most of the time 
of their practice to the specialty area; specialized 
knowledge and functions; organized education and 
training programs; and transmissible knowledge.  
(Board of Pharmaceutical Specialties, 1989)  
 
Certification — the process of credentialing 
practitioners for specialized practice. 
 
Undifferentiated Pharmacist — a practitioner 
possessing the common denominator of drug 
knowledge required for licensure in the profession.  
(Pharmacists for the Future, 1975) 
 
EDUCATION — the development of a person by 
fostering knowledge, wisdom, character, or general 
competence through a formal course of study or 
instruction. 
 
GRADUATE DEGREE — a postprofessional 
degree. (See Postprofessional Degree). 
 
POSTGRADUATE EDUCATION AND 
TRAINING PROGRAMS — a structured and 
systematic educational and training experience which 
generally occurs after licensure and which is directed 
toward some predetermined educational outcome 
relative to the knowledge and skills required for the 
delivery of pharmaceutical services.  (American 
Association of Colleges of Pharmacy, 1986) 
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External/Nontraditional Degree Programs — 
academic degrees awarded upon completion of 
academic work  and other requirements in a manner 
and format not considered as traditional by the 
awarding institution.  (American Association of 
Colleges of Pharmacy, 1986) 
 
Certificate Programs — structured and systematic 
postgraduate educational and training experiences for 
pharmacists that are generally smaller in magnitude 
and shorter in time than degree programs, and that 
impart knowledge, skills, attitudes, and performance 
behaviors designed to meet specific pharmacy 
practice objectives.  Certificate programs provide 
practitioners the oppor-tunities to acquire new 
knowledge and skills to enhance their practices or to 
pursue alternate pharmacy career paths.  (American 
Association of Colleges of Pharmacy, 1989) 
  
Residency Programs — an organized, directed, 
postgraduate training program in a defined area of 
pharmacy practice.  Residency programs are typically 
twelve months or longer in duration.  (American 
Association of Colleges of Pharmacy, 1987) 
 
General Hospital — in the general practice of 
hospital pharmacy.  (see ASHP Standards, 1989) 
 
Clinical — in clinical pharmacy practice.  (see ASHP 
Standards, 1989) 
 
Specialty — in a specialized area of pharmacy 
practice.  (see ASHP Standards, 1989) 
 
Community Pharmacy — a standardized, post-
graduate education and training experience that 
provides for the development of advanced knowledge 
and skills in the delivery of pharmaceutical services 
that emanate from a community pharmacy setting.  
(American Pharmaceutical Association, 1984) 
 
Training Program — offered by a variety of 
sponsors including pharmaceutical organizations, 
pharmacy schools, pharmacy employers (corporate 
and inde-pendent), and manufacturers.  A training 
program offers unique opportunities for practitioners 
to learn new skills, sharpen existing skills, and to 
render new services.  It can be distinguished from a 
residency program in that the training program is job 
specific, provides for continued employment of the 
trainee, is of shorter duration, and is at a salary 
usually equivalent to an entry-level salary.  (AACP, 
1986) 

  
Fellowship Program — a directed, highly individu-
alized, postgraduate program designed to prepare the 
participant to become an independent researcher.  A 
fellowship program is typically 24 months in 
duration or longer.  (American Association of 
Colleges of Pharmacy, 1987) 
 
Clinical Programs — focus on individuals 
possessing the doctor of pharmacy (Pharm.D.) 
degree. 
 
Continuing Education Programs — a process, 
founded in educational principles, which enables the 
pharmacist to expand and update his/her knowledge 
base.  (American Council on Pharmaceutical 
Education, 1989)  
 
POSTPROFESSIONAL DEGREE — a degree 
such as master of science (M.S.), doctor of 
philosophy (Ph.D.) or post baccalaureate doctor of 
pharmacy (Pharm.D.) awarded for successful 
completion of a program of study subsequent to 
receiving an entry-level professional degree.  Other 
post professional degrees (i.e., MBA) may  also be 
offered in conjunction with a pharmacy 
college/school. 
 
Doctor of Pharmacy (Pharm.D.) — students who 
already hold the baccalaureate in pharmacy degree 
may be admitted to postprofessional doctor of 
pharmacy programs; the combined period of study is 
usually longer than six academic years. 
 
Master of Science (M.S.) — a graduate degree 
satisfying the requirements set forth by the pharmacy 
program and/or the graduate school. 
 
Doctor of Philosophy (Ph.D.) — the highest 
academic degree conferred by a university; usually 
earned by spending several years in advanced study 
of a specialized field, and by writing an acceptable 
dissertation. 
 
PRACTICE EXPERIENCE — 
 
Internship/Externship (General) — any experience 
in a supervised pharmacy practice program in which 
the intern/extern experientially learns, under the pre-
ceptorship of a licensed (registered) pharmacist, to 
perform those functions required of a licensed 
(registered) pharmacist. 
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Internship — Internship refers to extracurricular, 
non-academic pharmacy practice experiences which 
students may be engaged in to satisfy state board of 
pharmacy licensure requirements which may exist 
and/or to provide enhancement of their professional 
development prior to licensure.  (American Council 
on Pharmaceutical Education, 1989 - see Accredi-
tation Standards and Guidelines, Eighth Edition). 
 
Clerkship and Externship — Clerkships and 
externships refer to experiential activities which are a 
component of the professional curricula.  Academic 
credit is awarded for the clerkship and externship.  
The clerkship involves interprofessional activities as 
well as non-simulated experiences in patient care 
with emphasis upon all aspects of drug therapy.  
Clerkship experiences are acquired primarily in 
patient care settings where the character of practice 
involves the provision of clinical services.  
Externships involve interprofessional as well as non-
simulated experiences which encompass a 
comprehensive range of contemporary practice 
activities including the distributive, dispensing and 
management functions of pharmacy practice.  
Externship experiences are acquired primarily in 
community pharmacies and hospital pharmacies.  
(American Council on Pharmaceutical Education, 
1989 - see Accreditation Standards and Guidelines, 
Eighth Edition). 
 
Nontraditional Externship/Clerkship — Programs 
with the respective characteristics described above, 
but not necessarily in patient-care settings.  These 
experiences may also be simulated. 
 
PROFESSIONAL DEGREE — The baccalaureate 
in pharmacy (B.S. or B.Pharm.) or the doctor of 
pharmacy (Pharm.D.) degree awarded for successful 
completion of a pharmacy program. 
 
First Professional Degree/Entry-Level Degree — 
these two terms are synonymous and refer to the 
baccalaureate in pharmacy (B.S. or B.Pharm.) or the 
doctor of pharmacy (Pharm.D.) degree awarded for 
successful completion of a pharmacy program.  The 
awarding of a first professional degree/entry-level 
degree enables an individual to sit for the licensure 
examination. 
 
Baccalaureate in Pharmacy — the curriculum 
usually requires a five academic year program of 
study.  (American Council on Pharmaceutical 
Education, 1989 - see Accreditation Standards and 

Guidelines, Eighth Edition). 
 
Doctor of Pharmacy — the curriculum usually 
requires six academic years to complete degree 
requirements and an intervening baccalaureate in 
pharmacy degree is generally not awarded.  Students 
who already hold the baccalaureate in pharmacy 
degree may be admitted to doctor of pharmacy 
programs; the combined period of study is usually 
longer than six academic years.  In such instances 
admission and/or curricular requirements provide 
assurances that all programmatic expectations for a 
first professional degree in pharmacy have been 
satisfied.  (American Council on Pharmaceutical 
Education, 1989 - see Accreditation Standards and 
Guidelines, Eighth Edition). 
 
TRAINING — the development of certain skills in 
an art, profession or occupation.   
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AACP Strategic Plan 
Adopted July 2004 

AACP’s Envisioned Future - Pharmacy Education in a New Era 

Medication use has assumed a significantly greater role in 21st century healthcare than in the past. Important new 
prescription medicines, biologics, nonprescription medicines, devices, and complementary and alternative 
therapies offer consumers, patients and health professionals exciting and powerful tools for disease prevention, 
control and cures. The medication component of overall healthcare spending is a considerable portion of total 
health dollars as well.  

As a result of this evolution in healthcare more attention is now paid to managing the pharmaceutical component 
of health services. It is increasingly apparent to colleagues in other health professions, to private and public sector 
decision makers and to consumers, that quality healthcare requires access to the knowledge and skills of a well-
trained medication use specialist. That specialist is a graduate of one of the nation’s colleges and schools of 
pharmacy. 

The profession of pharmacy, and academic pharmacy specifically, anticipated the increased needs of society for 
expertise in managing pharmaceuticals and related technologies in the era of cost and quality conscious 
healthcare. In the 1990s the decision was made to change the accreditation standards for pharmacy education such 
that all colleges and schools of pharmacy now graduate candidates prepared to enter pharmacy practice with the 
professional doctoral degree (Pharm.D.). This academic program, which is comparable in length and rigor to 
medical and dental doctoral degree education, equips graduates with essential insights into the physical, 
biochemical and genetic aspects of disease and the knowledge of how pharmacotherapy impacts patients and their 
health. Pharmacy faculties deliver student-centered, problem-based coursework to the growing number of 
professional degree students enrolled in colleges and schools of pharmacy. In addition, pharmacy educators lead a 
variety of residency, fellowship and graduate degree programs at the masters and doctoral levels. 

The nation’s pharmacy faculty members are scholars and specialists in all aspects of medications and their use. 
Faculty members pioneer new clinical service roles in all settings where healthcare is delivered, partnering with 
physicians, nurses and other care givers to deliver quality care. Pharmacy faculty members engage in the 
discovery of new medicines and identify new targets for drug action. They synthesize new products and refine 
methods for the manufacture and delivery of pharmaceutical agents. Researchers in colleges and schools of 
pharmacy identify new uses for older agents and investigate how genetic factors influence the safe use of 
powerful pharmaceutical technologies. Pharmaceutical health policy, outcomes research, pharmacy practice, 
medication systems, and social and behavioral analyses are additional strengths of the research programs of 
colleges and schools of pharmacy. Hundreds of extramurally-funded research projects and clinical trials are 
conducted annually with pharmacy faculty as principal investigators. 

The collective result of the education, research and service activities of U.S. colleges and schools of pharmacy is 
an expanding base of knowledge into the systems, services and technologies that will result in the finest 
medication use system available. Pharmacy school graduates’ contributions to a healthcare system that is patient-
centered, evidence-based and delivered by effective interprofessional teams have never been greater or more 
important to quality and cost-effective healthcare. 
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AACP Core Ideology – to provide leadership in advancing and enhancing the quality of pharmacy 
education at all levels. 

AACP Mission 

The American Association of Colleges of Pharmacy is a national organization whose mission is to serve its 
member colleges and schools and their respective faculties, by acting as their advocate at the national level, by 
providing forums for interaction and exchange of information among its members, by recognizing outstanding 
performance among its member educators, and by assisting member colleges and schools in meeting their mission 
of educating and training pharmacists and pharmaceutical scientists. 

The Association recognizes a special responsibility to provide leadership in advancing and enhancing the quality 
of education and training in its member colleges and schools while respecting the diversity inherent among them. 
AACP also recognizes that academic pharmacy plays an important role in and shares responsibility with the 
broader profession of pharmacy in leading efforts to improve medication use. 

In carrying out its responsibilities, the Association places great value on high caliber of professionalism among its 
staff, the strong role of volunteer members in its operations, and a democratic approach to the resolution of issues 
and establishment of policy.  

Preamble to AACP Goal Statements 

AACP recognizes all member institutions share a commitment to providing excellent educational experiences for 
professional degree students and engaging in scholarship and research that create new knowledge to enhance 
healthcare and health professions education. All institutions require a healthy applicant pool of interested 
prospective students who appreciate the contemporary roles pharmacists assume in 21st century health care 
delivery. Each degree program requires talented faculty adequately prepared for teaching, research and service 
activities. All institutions need strong leaders who can guide and manage our programs; leaders who can 
individually and collectively advocate for the resources and recognition to advance pharmacy education. AACP 
strives to maintain strong programs to meet these member needs while honoring the diversity among members. 

AACP places value on opportunities to collaborate with other organizations, both within pharmacy and external to 
the profession, on programs and priorities relevant to its members. The AACP strategic plan has been developed 
to complement plans of the profession of pharmacy and other health professions to transform healthcare, and 
medication use specifically, into a patient-centered, team-delivered experience that places the quality of care at 
the forefront. Pharmacy educators, and AACP specifically, will play significant roles in moving the profession 
forward in the next decade. 

The AACP strategic plan is designed to direct Association resources to assist member institutions and individual 
members to excel in their endeavors to enhance the quality of education and provide leadership in medication use. 
To this end, AACP pursues the following goals.  

AACP Goals to Advance the Quality of Pharmacy Education 

Goal I AACP will enhance the ability of member institutions to recruit, develop and retain a diverse and 
highly capable faculty and academic/professional staff to advance teaching, research and service 
programs. 

Priorities in this area will include maintaining effective programs to recruit a diverse array of talented individuals 
into careers in academia and targeted programs to enhance and recognize capabilities of faculty in teaching, 
research and service throughout their careers. 
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Goal II AACP will lead the development and continued enhancement of educational programs 
(professional degree, graduate degree, postgraduate residencies and fellowships, and continuing 
professional education) offered by colleges and schools of pharmacy. 

Priorities in this area will include assistance to schools in defining and developing measures of program quality 
for all levels of degree programs and advocacy for consistent application of quality measures in program delivery 
and accreditation. 

Goal III AACP will promote and support members’ work to discover and apply new knowledge that 
advances pharmacy education, pharmaceutical sciences, and the profession of pharmacy in the 
U.S. and throughout the world. 

Priorities in this area include promoting a culture of scholarship within our member schools and encouraging 
dissemination of scholarly works, including presentations and publications documenting advances, reporting 
research and providing a forum for opinion related to all dimensions of pharmacy education. 

Goal IV AACP will assist members in the delivery of outstanding experiential education. 

Priorities in this area will include development of programs for recruitment, development and assessment of 
quality experiential preceptors and sites as well as support for the advancement of residency programs as 
priorities of schools and colleges of pharmacy to expand access to quality patient care. 

Goal V AACP will assist member institutions with the design and implementation of continuous program 
assessment processes. 

Priorities in this area will include the expansion of AACP’s annual cycle of institutional research and design of 
templates to assist institutions to collect, organize, analyze and interpret quality assessment data. 

Goal VI AACP will stimulate recruitment and admission strategies to ensure diverse and competent 
student bodies for educational programs (professional degree, graduate degree, and postgraduate 
residencies and fellowships). 

Priorities in this area will include efforts to elevate public awareness of the critical role that pharmacists play in 
assuring optimal use of medications to generate interest in, and access to, pharmacy education and careers among 
a diverse and robust pool of prospective students while promoting full participation in PharmCAS. 

AACP Leadership Goals 

Goal VII AACP will provide leadership for the development of inter-professional and multidisciplinary 
education, research and patient care opportunities for faculty and students at all colleges and 
schools of pharmacy.  

Priorities in this area will include collaboration with institutions and organizations in and outside of pharmacy 
education to promote, assess and recognize interprofessional teaching, research and service, and expand 
appreciation that safe medication management is a multi-professional responsibility in which pharmacists play a 
leadership role.  

Goal VIII AACP advocacy efforts will yield recognition of the contributions of pharmacy educators, 
researchers and graduates in the delivery of quality and cost-effective healthcare services.  
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Priorities in this area will include expanded legislative and regulatory advocacy efforts and a comprehensive 
external outreach plan that promotes academic pharmacy leaders as key sources of expertise in policy 
formulation, program development and research.  

Goal IX AACP will work collaboratively with other pharmacy organizations to build strong external 
relationships.  

Priorities in this area will include multi-organizational efforts to plan strategically for pharmacy’s envisioned 
future and collaborative projects to build more effective partnerships at the practice/education and 
practice/research interface.  

Goal X AACP will assist members to assume key leadership roles.  

Priorities in this area will include delivery of programming for emerging and current leaders that meet the full 
spectrum of professional development needs for members and their institutions, as well as the identification of 
opportunities to promote pharmacy education leaders into positions of leadership in higher education and health 
policy.  

Goal XI AACP will operate in a fiscally responsible manner and will assist member organizations in 
identifying, securing, enhancing and maintaining resources.  

Priorities in this area will include public and private sector efforts to identify programs that offer resources to 
expand and enhance pharmacy education, research and service activities through legislation, public relations and 
networking activities.  

Strategic Principles 

To achieve these goals, AACP will:  

• be an agent of improvement in pharmacy education;  
• be a center for data gathering, analysis and information; 
• be an advocate for professional, interprofessional and graduate pharmacy education; 
• be an advocate and liaison within and external to the profession for pharmacist’s role in medication use; 
• be a center for education and training; 
• facilitate open discussion, debate and networking; 
• be a leader in educational innovation among health professions educators; 
• be an international leader in pharmacy education; 
• maintain an effective and efficient communications structure; 
• maintain an effective, efficient, professional staff to serve the interests and needs of its members, and;  
• be financially secure. 

Approved by the AACP House of Delegates July 2004 
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FIRST SESSION 
Sunday, July 19, 2009 
 
1. Speaker of the House of Delegates Rodney Carter called the House to order at 10:00 a.m. 
 
2. Speaker Carter announced that Lawrence “LB” Brown would serve as the 2009 Parliamentarian and 

that the Speaker, Parliamentarian and House Secretary Lucinda Maine were available for consultation 
on matters coming before the House throughout the meeting. 

 
3. Credentials Committee Chair Joseph Steiner reported the presence of a quorum in the report of the 

Credentials Committee. One hundred ninety seven (197) of the 225 authorized delegates were seated. 
 
4. Speaker Carter noted that delegates had been informed of the need to adopt a revised Rules of 

Procedure for the House of Delegates, including a revised order of business for the first and final 
House sessions. He called for a motion for the purpose of considering the rules amendments. A 
motion and second were offered and the motion carried. The revised Rules of Procedure (Attachment 
A), including the agendas for the first and second sessions of the House were approved and guided 
deliberations of delegates throughout the meeting.  

 
5. Speaker Carter introduced Roy Dobson, Immediate Past President of the Association of Faculties of 

Pharmacy of Canada to give greetings. 
 
6. Speaker Carter called upon Chris Parinello from the National Community Pharmacists Association to 

announce the finalists for the NCPA Business Plan Competition. The finalists were University of 
Arizona, University of Georgia and the University of Washington. 

 
7. AACP Incoming President Jeff Baldwin then presented his address with a declaration of 

interdependence and a commitment to assert pharmacists’ contributions to primary care in a reformed 
health care system. He also announced an ad hoc committee on substance abuse education, prevention 
and treatment. 

 
8. Speaker Carter announced the passing of the following pharmacy educators and then called for a 

moment of silence in their memory:  
 

• John H. Shinkai, Professor, Pharmaceutical Chemistry, Rutgers, the State University of New 
Jersey 

• Christine M. Audette, Assistant Professor, Albany College of Pharmacy and Health Sciences 
• Ronald D. Thomas, Professor of Enviromental Toxicology, Florida A&M University 
• John Milton Cross, Professor, Pharmaceutical Chemistry, Rutgers the State University of New 

Jersey, 
• Earl T. Brown, University of North Carolina at Chapel Hill 
• Gloria Niemeyer Francke, Educator, Pharmacist, University of Cincinnati, APhA 
• Norman J. Uretsky, Professor Emeritus, Pharmacology, The Ohio State University 
• Donna J. Fournier, Professor Emeritus of Physiology, University of Connecticut 
• Jack K. Weir, University of North Carolina at Chapel Hill 
• Calvin C. Brister, Professor Emeritus, Basic Pharmaceutical Sciences, West Virginia University 
• Thomas L. Chesnut, Associate Dean, Research and Graduate Education, Nova Southeastern 

University 
• Emmanuel B. Thompson, Associate Professor Emeritus, University of Illinois at Chicago 
• Rick J. Carlson, Affiliate Professor, University of Washington 
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• Nathan Back, Professor Emeritus, University at Buffalo, The State University of New York 
• Tom Kalhorn, Research Scientist, University of Washington 
• Bandaru S. Reddy, Professor, Chemical Bio, Rutgers, the State University of New Jersey 
• Ravindra R. Raje, Professor of Toxicology, Long Island University 
• Lon N. Larson, Professor of Pharmacy Administration, Drake University 
• Henry A. Palmer, Clinical Professor Emeritus, University of Connecticut  
• Chester. A. (CAB) Bond, Professor, Texas Tech University Health Sciences Center  
• Larry Simonsmeier, Dean Emeritus and Professor Emeritus, Washington State University 

(announced at Final House session on July 22) 
 

 
9.   Speaker Carter recognized the following new deans of member institutions appointed since the last 
annual meeting. 
 

• William Campbell, Interim Dean at Washington State University 
• Michelle Easton, Dean at the University of Charleston 
• Dennis Hedge, Dean at South Dakota State University 
• Ronald Jordan, Dean at the University of Rhode Island 
• Lisa Lawson, Interim Dean at the University of the Sciences in Philadelphia 
• Greg Leader, Interim Dean at the University of Louisiana Monroe 
• Mustafa Lokhandwala, Interim Dean, University of Houston (note next announcement is his 

permanent replacement effective Aug 1) 
• Lamar Pritchard will become the Dean at Houston effective August 1 
• Susan Mayhew, Interim Dean at the Appalachian College of Pharmacy 
• Douglas Reid, Dean at Southwestern Oklahoma State University effective August 1 
• Susan Stein, Dean at Pacific University Oregon 
• David Taft, Dean at Arnold and Marie Schwartz College of Pharmacy Long Island 

University 
• Lloyd Young, Dean at Wayne State University effective August 17 

 
Founding Deans at new institutions include: 
• Marc Sweeney, Cedarville University 
• Curt Gielow, Executive Dean, and Dean Arneson, Academic Dean at Concordia 

University 
• Gary Stoehr, D’Youville College 
• Mark Okamoto, Philadelphia College of Osteopathic Medicine, Atlanta campus 
• Richard Stull, Presbyterian College 
• George MacKinnon, Roosevelt University 
• Joseph  Ofusu, St. Joseph College 
• Nicholas Blanchard, University of Maryland Eastern Shore 

 
10.  Speaker Carter recognized first-year faculty attending the meeting and asked them to stand. 

 
11. Cynthia Boyle, Chair of the Bylaws and Policy Development Committee, presented the preliminary 

report of the BPDC, including resolutions to admit four new schools into membership as Associate 
Institutional Members of AACP. The Committee moved the approval of all four resolutions and on 
voice vote the motion carried. The following resolutions were adopted: 
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Resolution #1 –College of Notre Dame School of Pharmacy 
 

WHEREAS, the Bylaws of the American Association of Colleges of Pharmacy, Inc. 
provide for various levels of institutional membership for colleges and schools of 
pharmacy;  
 
WHEREAS, the College of Notre Dame School of Pharmacy has been recognized by the 
Accreditation Council for Pharmacy Education; and  
 
WHEREAS, the College of Notre Dame School of Pharmacy has requested institutional 
membership in AACP; 
 
RESOLVED that the College of Notre Dame School of Pharmacy be received into 
the appropriate level of institutional membership in AACP. 

 
 
Resolution #2 – Husson University School of Pharmacy 
 

WHEREAS, the Bylaws of the American Association of Colleges of Pharmacy, Inc. 
provide for various levels of institutional membership for colleges and schools of 
pharmacy;  
 
WHEREAS, the Husson University School of Pharmacy has been recognized by the 
Accreditation Council for Pharmacy Education; and  
 
WHEREAS, the Husson University School of Pharmacy has requested institutional 
membership in AACP; 
 
RESOLVED that the Husson University School of Pharmacy be received into the 
appropriate level of institutional membership in AACP. 

 
 
Resolution #3 –Regis University School of Pharmacy 
 

WHEREAS, the Bylaws of the American Association of Colleges of Pharmacy, Inc. 
provide for various levels of institutional membership for colleges and schools of 
pharmacy;  
 
WHEREAS, the Regis University School of Pharmacy has been recognized by the 
Accreditation Council for Pharmacy Education; and  
 
WHEREAS, the Regis University School of Pharmacy has requested institutional 
membership in AACP; 
 
RESOLVED that the Regis University School of Pharmacy be received into the 
appropriate level of institutional membership in AACP. 
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Resolution #4 – University of New England College of Pharmacy 
 

WHEREAS, the Bylaws of the American Association of Colleges of Pharmacy, Inc. 
provide for various levels of institutional membership for colleges and schools of 
pharmacy;  
 
WHEREAS, the University of New England College of Pharmacy has been recognized 
by the Accreditation Council for Pharmacy Education; and  
 
WHEREAS, the University of New England College of Pharmacy has requested 
institutional membership in AACP; 
 
RESOLVED that the University of New England College of Pharmacy be received 
into the appropriate level of institutional membership in AACP. 

 
She then described the remaining resolutions, the work of the committee to review the currency of 
policies adopted by the House between 1980 and 2008, and other business in the Bylaws and 
Development Committee report and offered delegates the opportunity to present comments or 
questions at the session or at the open hearing on Tuesday, July 21. 

 
12.  Keith Herist, AACP Treasurer, presented the report of the Treasurer and Finance Committee on the       

Association’s financial status in operations, investments and capital budgets.   
 
13.  Speaker Carter called for Joseph T. DiPiro, editor of the American Journal of Pharmaceutical 

Education, to give his report. 
 
11. ACPE Executive Director Peter H. Vlasses presented the annual report of the Accreditation Council 

for Pharmacy Education. 
 
12. Speaker Carter called upon Dan Robinson, Member of the AACP Nominations Committee to present 

the candidates for the offices of President-elect and Treasurer. Dean Robinson announced that the 
committee had slated the following candidates: 

 
For President-elect  Brian Crabtree, University of Mississippi 
    Gary Oderda, University of Utah 
 
For Treasurer  Keith Herist, University of Georgia 
 

13. Speaker Carter offered for receipt by the House the final reports of the following committees of the 
Association. A motion to receive the reports passed unanimously. 
 

• Finance Committee chaired by Keith Herist 
• Academic Affairs Committee chaired by Gary Oderda 
• Advocacy Committee chaired by Jim Kehrer 
• Professional Affairs Committee chaired by Caroline Gaither 
• Research and Graduate Affairs Committee chaired by Lynn Crismon 
• and the Argus Commission chaired by Robert “Buzz” Kerr 

 
 
14. There was no other business before the House of Delegates. 
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15. Speaker Carter adjourned the first session of the House of Delegates at 11:30 a.m. 
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SECOND SESSION 
Wednesday, July 22, 2009 
 
1. Speaker of the House of Delegates Rodney A. Carter called the House to order at 8:30 a.m. and 

introduced Parliamentarian Lawrence Brown and Secretary Lucinda L. Maine. 
 
2. Credentials Committee Chair Joseph Steiner reported the presence of a quorum in the preliminary 

report of the Committee. One hundred ninety six of the 225 credentialed delegates were seated. 
 
3. Speaker Carter noted that since the first session of the House that AACP had been informed 

of the death of Larry Simonsmeier, Dean Emeritus and Professor Emeritus, Washington State 
University and called for a moment of silence. He then called upon the chairs of the Councils 
to present brief reports on their respective Council’s priorities for the previous year. 
Reporting were: 

 
• Patricia Kroboth, Chair, Council of Deans 
• Julie Szilagyi, Chair, Council of Faculties 
• Sudip Das, Chair, Council of Sections 

 
4.  House Secretary Lucinda L. Maine presented the report of the Executive Vice President. 
 
5.  Cynthia Boyle, Chair of the Bylaws and Policy Development Committee, came forward to   

present the remaining resolutions and recommendations from the Committee’s report. The 
House took the following action on the resolutions and recommendations of the Bylaws and 
Policy Development Committee: 

 
Adopted Policy Resolution #1 
Administrators, faculty members and student pharmacists at all colleges and schools of pharmacy 
share responsibility for stimulating change in pharmacy practice consistent with the Vision for 
Pharmacy in 2015 developed by the Joint Commission of Pharmacy Practitioners. (Source: 2008-09 
Argus Commission) 
 
Adopted Policy Resolution #2 
Curricular modifications should occur such that competencies for leading change in pharmacy and 
health care are developed in all student pharmacists, using a consistent thread of didactic, experiential 
and co-curricular learning opportunities. (Source: 2008-09 Argus Commission) 
 
Adopted Policy Resolution #3 
AACP encourages faculty members to provide leadership in pharmacy and health care and recognizes 
that they must be supported with appropriate faculty development, mentoring and reward systems. 
(Source: 2008-09 Argus Commission) 
 
Adopted Policy Resolution #4 
AACP recognizes that residency training is an essential element in the preparation for practitioner-
educator faculty roles and supports activities by colleges and schools that enhance the quality and 
quantity of residency training programs in all pharmacy practice settings. (Source: 2008-09 
Professional Affairs Committee) 
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Adopted Policy Resolution #5 
AACP encourages its member institutions to support the development of dual degree programs that 
provide student pharmacists increased educational and research opportunities resulting in an expansion 
of graduates’ academic or non-traditional pharmacy/healthcare career options. (Source: 2008-09 
Research and Graduate Affairs Committee) 
 
Policy Resolution #6 
The BPDC referred the following statement to the AACP Advocacy Committee for further study. 
 
The Academy is committed to aligning its 3-pronged mission with the FDA’s Science of Safety in 
order to support and advance improvements in patient and consumer safety. (Source: 2008-09 
Advocacy Committee) 
 
Adopted Policy Resolution #7 
AACP supports enhanced educational efforts to foster awareness among faculty members, student 
pharmacists and the public to combat drug counterfeiting. (Source: 2008-09 Advocacy Committee) 
 
Policy Resolution #8 
The BPDC referred the following statements to the AACP Board. 
 
Therefore, be it resolved that AACP urges ACPE to consider a bylaw change that would add two 
additional AACP representatives to the ACPE Board; and 
 
Be it further resolved that at least one of these representatives hold the position of CEO Dean of a 
school or college of pharmacy at the time of their nomination by AACP. (Source: Robert McCarthy, 
Andrea Hubbard, Amy Anderson, Robin Bogner, Diane Burgess, Effie Kuti) 
 
Adopted Policy Resolution #9 
AACP supports the inclusion of the basic principles of clinical and translational research, including 
how such research is conducted, evaluated, explained to patients, and applied to patient care, in the 
professional pharmacy curriculum. (Source: Section of Teachers of Pharmacy Practice) 
 
Policy Resolution #10 
The BPDC referred the following statement to the AACP Board. 
 
The AACP Section of Teachers of Pharmacy Practice supports legislative activities to encourage state 
and federal government funding of pharmacy residency programs (PGY1), specialty residency training 
(PGY2), and fellowships. (Source: Section of Teachers of Pharmacy Practice) 
 
Adopted Policy Resolution #11 
AACP encourages the use of the title “student pharmacist” for students enrolled in Doctor of 
Pharmacy degree programs. (Source: John Pieper, Patricia Chase, Lee Evans, Raylene Rospond, 
Patricia Kroboth, Jeanette Roberts) 
 
Adopted Policy Resolution #12 
 AACP supports the measurement of the attainment of all core competencies included in the current 
standards for accreditation in the national licensing examination for pharmacists. (Source: Social and 
Administrative Sciences Section) 
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Policy Resolution #13 
The BPDC referred the following statement to the AACP Board. 
 
Resolved that members of the Social & Administrative Sciences section strongly urges the AACP 
Board of Directors to actively seek new sources of extramural funding that will allow the New 
Investigator Program to be reinitiated. (Source: Social and Administrative Sciences Section) 
 
Committee Chair Boyle then presented the recommendations of the BPDC related to the 
review of the policy compendium from 1980 to 2008. She moved the Committee’s 
recommendation to archive those policies recommended in the report for retention as historical 
policy of the Association (presented as Attachment B). The motion carried with no discussion.  
 
Chair Boyle then presented the recommendations of the Committee related to amending 
several statements of policy. Delegates voted to act upon each statement individually rather 
than as one action. The following amended policies were adopted by the House of Delegates: 
 
Policies on Experiential Education & Training 
 
By a standing vote, delegates rejected amended language from the 1988 Professional Affairs 
Committee supporting acceptance by pharmacy licensing boards of college-based experiential 
programs toward total fulfillment of internship requirements. The original policy remains in 
the AACP policy compendium for 1980-2009.  
 
Policies on Faculty 
 
AACP supports the teaching and clinical application of core competencies in primary care 
health services delivery which are community-based and fully interdisciplinary. (Source: 
Professional Affairs Committee, 1994; amended by House action in July 2009) 
 
All pharmacy faculty members have a responsibility to generate and disseminate knowledge 
through scholarship, in its broadest definition. (Source: Research and Graduate Affairs 
Committee, 1993; amended by House action in July 2009.) 
 
Policies on Graduate Education and Research 
 
AACP believes that pharmacy faculty members have a responsibility to use their experience to 
examine and document the effectiveness of pharmacist-provided care as an essential element 
of primary care. (Source: Professional Affairs Committee, 1994; amended by House action in 
July 2009) 
 
Policies on Professional Education 
 
AACP recognizes and strongly supports the primary function of the colleges and schools of 
pharmacy as being professional education and recognizes that graduate education should 
complement professional education. AACP should take an active leadership role in promoting 
pharmaceutical graduate education and research. (Source: Research and Graduate Affairs 
committee, 1988; amended by House action in July 2009) 
 
AACP should urge schools and colleges of pharmacy to devise professional curricular paths, 
leading to the awarding of a degree and subsequent professional licensure, which optimally 
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prepare student pharmacists for entry into post-graduate training and degree programs. 
(Source: Policy Development Committee; amended by House action in July 2009) 

  
8.   Under Unfinished Business Speaker Carter called for delegates to provide input to AACP on the 

question of the new membership model originally proposed by the AACP Board for adoption in  
 

2010. Several delegates spoke in support of the model which would eliminate dues for individuals 
and open membership to all full and part-time faculty and professional staff. There was no other 
unfinished or new business items brought to the attention of delegates. 

 
9.   Past President Speedie installed the following officers and members of the 2009-2010 Board of 

Directors. 
 

Officers:  
• President Jeff Baldwin 
• President-elect Rod Carter 
• Immediate Past President Victor Yanchick 
• Keith Herist, Treasurer 
 
Directors:  
• Gary Matzke, Chair, Council of Faculties 
• Julie Szilagyi, Immediate Past Chair, Council of Faculties 
• John Bosso, Chair-elect, Council of Faculties 
• Patricia Kroboth, Chair, Council of Deans  
• Chris Bradberry, Chair-elect, Council of Deans 
• Barbara Hayes, Immediate Past Chair, Council of Deans  
• Michelle Kalis, Chair, Council of Sections 
• Sudip Das, Immediate Past Chair, Council of Sections  
• Patricia Marken, Chair-elect, Council of Section 
• John Pieper Speaker of the House 
• Lucinda Maine, Executive Vice President 

 
10.   Newly installed President Jeff Baldwin was congratulated and presented a gavel by Immediate Past 

President Yanchick. President Baldwin recognized the contributions and service of retiring board 
members Crabtree, Raehl and Zgarrick.  

 
11. Former Speaker Carter presented an inscribed copy of Roberts Rules of Order to newly installed 

Speaker John Pieper with the suggestion that each Speaker present that copy of the book to their 
successor. Speaker Pieper then presented a gavel plaque to Rod Carter, the Association’s first elected 
Speaker of the House.  

 
12. After calling for any additional business and hearing none, Speaker Pieper called for a motion to 

adjourn the House of Delegates and delegates voted unanimously to adjourn at 9:45 a.m. 
 
 



 
 

 
 

Preliminary Report of the 2009-2010 
Bylaws and Policy Development Committee 

(Reflecting business submitted by April 15, 2010) 
 
Introduction 
 
The AACP Bylaws direct the Bylaws and Policy Development Committee (BPDC) to ensure that 
resolutions, position papers, and similar proposals to the House of Delegates that seek to establish 
Association policy or action are appropriate and ready for consideration by the House.  The Committee is 
also charged with responsibility for receiving suggestions for alteration of the Association's Articles of 
Incorporation or the Bylaws from any source, preparing appropriate amendments in suitable wording that 
is consistent with the current Bylaws, and for presenting such proposals, together with the Committee's 
recommendations, to the House of Delegates for consideration. 
 
As part of it scope of responsibility the Bylaws and Policy Development Committee also forwards for 
consideration by the House any modification to the AACP strategic plan and to individual or institutional 
dues levels. A new AACP strategic plan is currently under development and a draft will be forwarded to 
delegates within the next several weeks. This preliminary report of the BPDC does contain a resolution 
related to an increase in institutional member dues. 
 
This report contains business for the 2010 House of Delegates identified by April 15, 2010: four 
membership resolutions, a resolution related to institutional dues, and four proposed statements of policy 
– one related to the Food and Drug Administration and three related to pharmacy and primary care. No 
recommendations, to date, have been forwarded from individual members, councils, sections or special 
interest groups. Additional recommendations may be received up to 6 p.m. on Monday, July 12th and will 
be presented at the open hearing of the Bylaws and Policy Development Committee at noon on Tuesday, 
July 13th.  
 
 
A. RESOLUTIONS 
 
Resolution #1 – Membership for Concordia University School of Pharmacy 
(Source: AACP Board of Directors) 
 

WHEREAS, the Bylaws of the American Association of Colleges of Pharmacy, Inc. 
provide for various levels of institutional membership for colleges and schools of 
pharmacy;  
WHEREAS, the Concordia University School of Pharmacy has been recognized by the 
Accreditation Council for Pharmacy Education; and  
WHEREAS, the Concordia University School of Pharmacy has requested institutional 
membership in AACP; 
 
RESOLVED that the Concordia University School of Pharmacy be received into the 
appropriate level of institutional membership in AACP. 
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Resolution #2 – Membership for D’Youville University College of Pharmacy 
(Source: AACP Board of Directors) 
 

WHEREAS, the Bylaws of the American Association of Colleges of Pharmacy, Inc. 
provide for various levels of institutional membership for colleges and schools of 
pharmacy;  
WHEREAS, the D’Youville University College of Pharmacy has been recognized by 
the Accreditation Council for Pharmacy Education; and  
WHEREAS, the D’Youville University College of Pharmacy has requested institutional 
membership in AACP; 
 
RESOLVED that the D’Youville University College of Pharmacy be received into 
the appropriate level of institutional membership in AACP. 

 
 
Resolution #3 – Membership for Presbyterian College School of Pharmacy 
(Source: AACP Board of Directors) 
 

WHEREAS, the Bylaws of the American Association of Colleges of Pharmacy, Inc. 
provide for various levels of institutional membership for colleges and schools of 
pharmacy;  
WHEREAS, the Presbyterian College School of Pharmacy has been recognized by the 
Accreditation Council for Pharmacy Education; and  
WHEREAS, the Presbyterian College School of Pharmacy has requested institutional 
membership in AACP; 
 
RESOLVED that the Presbyterian College School of Pharmacy be received into the 
appropriate level of institutional membership in AACP. 

 
 
Resolution #4 – Membership for the University of Maryland Eastern Shore School of 
Pharmacy (Source: AACP Board of Directors) 
 

WHEREAS, the Bylaws of the American Association of Colleges of Pharmacy, Inc. 
provide for various levels of institutional membership for colleges and schools of 
pharmacy;  
WHEREAS, the University of Maryland Eastern Shore School of Pharmacy 
has been recognized by the Accreditation Council for Pharmacy Education; and  
WHEREAS, the University of Maryland Eastern Shore School of Pharmacy 
has requested institutional membership in AACP; 
 
RESOLVED that the University of Maryland Eastern Shore School of Pharmacy 
be received into the appropriate level of institutional membership in AACP. 

 
 
Resolution #5 – Institutional Membership Dues  
(Source: AACP Board of Directors) 
 

RESOLVED that the institutional member dues for Associate and Regular Institutional Members 
be increased from the current level of $21,000 annually to $24,000 in Fiscal Year 2012 (July 
2011), $27,000 in Fiscal Year 2013 (July 2012) with annual indexing of 3 percent thereafter. 

 



 
 
2009-10 Bylaws and Policy Development Committee Report    Page 3 
 
 
B.   PROPOSED POLICY STATEMENTS 
 
Policy Resolution #1 
AACP will support the public health mission of the Food and Drug Administration (FDA) by assisting 
colleges and schools of pharmacy to integrate the concepts of the FDA’s Science of Safety into their 
teaching, research, and service.  (Source: 2008-09 Advocacy Committee, revised at the request of the 
2008-09 BPDC) 
 
Policy Resolution #2 
AACP supports the teaching and clinical application of core competencies in primary care health services 
delivery which are community-based and fully interprofessional. (Source: 2009-10 Argus Commission as 
revision to policy proposed by the Professional Affairs Committee, 1994) 
 
Policy Resolution #3 
AACP believes that pharmacy faculty have a responsibility to use their experience to examine and 
document the effectiveness of pharmacist-provided medication therapy management services as an 
essential element of primary care. (Source: 2009-10 Argus Commission as revision to policy proposed by 
the Professional Affairs Committee, 1994) 
 
Policy Resolution #4 
AACP supports the position that medication therapy management services are pharmacy's most essential 
and integral contribution to the provision of primary care. (Source: 2009-10 Argus Commission as 
revision to policy proposed by the Professional Affairs Committee, 1994)  

C.  BYLAWS 
 
There are no proposed changes to the AACP Bylaws as of this time.  
 
D. OTHER BUSINESS – AACP Strategic Plan Revision 
 
As noted in this report’s introductory paragraphs, a revised strategic plan for AACP is under 
development. A draft plan will be forwarded to delegates in May or early June and will be open for 
comment and discussion prior to and at the Seattle meeting. 
 
Feedback on all BPDC recommendations is invited from all delegates and interested members. 
Submit comments electronically by July 1, 2010 to HOD@aacp.org. A summary of comments will 
be provided at the AACP Annual Meeting. 
 
Discussion of all the business coming before the 2010 House of Delegates will take place at the open 
hearing of the BPDC on Tuesday, July 13th from 11:45 a.m. to 1:00 p.m. 
 
Respectfully submitted, 
Committee Members: 

Cynthia Boyle (Maryland), chair 
Ed DeSimone (Creighton)  
Lisa Evans-Deziel (Nova SEU) 
Mike Malloy (Mass-Worcester) 

Gary Matzke (VCU)  
Scott Stolte (Shenandoah)  
John Pieper (New Mexico), Speaker 

 



AACP REPORTS

Report of the Journal Editor

Joseph T. DiPiro, PharmD

Editor, American Journal of Pharmaceutical Education

May 1, 2010
This report is a compilation of activity and statistics for

the American Journal of Pharmaceutical Education for
2009 (Volume 73). The Journal is published in electronic
format at www.ajpe.org. A print edition of the entire vol-
ume also was produced and sent to all AACP member in-
stitutions and paid subscribers. Eight issues were published
in 2008, an increase from 6 issues the previous year. Ten
issues will be published in 2010.

One hundred eleven peer-reviewed manuscripts were
published in Volume 73, along with a large number of
Viewpoints, Addresses, Reports, Book Reviews, and other
material (Table 1). Two hundred thirty-two manuscripts
were submitted to the Journal, similar to the previous
year’s total. Of these, 50% were accepted for publication.
Over 300 individuals served as manuscript and book re-
viewers in 2009. Two supplements were published in 2009,
one on interprofessional education and the other on papers
from the AACP Curricular Change Summit.

In 2009 there were approximately 22,000 unique
viewers per month to the Journal Web site. The interna-
tional visibility of the Journal has continued to increase.
After the United States, the countries with the most Journal
readers in 2009 were India, Great Britain, China, Canada,
and Australia. Sixteen international manuscripts were pub-
lished in 2009, with authors from 10 countries outside the
United States and Canada — many more than in previous
years. Typically, before 2008, from 3 to 8 articles were
published each year by international authors.

Five Editorial Board members were appointed in
2009 for 3-year terms: Harold Kirschenbaum (LIU),
Amy Seybert (Pittsburgh), Zubin Austin (Toronto), Frank
Romanelli (Kentucky), and Monica Holiday-Goodman
(Toledo). Patrick Davis (Texas), Sudip Das (Butler), Gary
Delander (Oregon), and JoLaine Draugalis (Oklahoma)
were reappointed to the Board for 3-year terms.

Each year the best paper published in the Journal
is recognized with the Rufus A. Lyman Award. Rufus A.

Lyman was the first Editor of the American Journal
of Pharmaceutical Education. Papers are selected based
on utility and significance to pharmacy education, original-
ity, research methodology, and writing style. The Lyman
Award Committee, which is appointed by the President and
chaired by the Editor, selected the top paper. From volume
73, thirty-one papers were nominated for the Lyman Award
and the award-winning paper was ‘‘An Enhanced Commu-
nity Advanced Pharmacy Practice Experience Model to
Improve Patient Care’’ by Rosemin Kassam, PharmD,
and Mona Kwong, MSc, BSc Pharm, at the Faculty of Phar-
maceutical Sciences, The University of British Columbia.

The Editor is indebted to the Associate Editors Gayle
Brazeau, Jack Fincham, and Claire Anderson, Senior As-
sistant Editor Karen Shipp, Assistant Editor Pam Hodnet,
Editorial Board Members, manuscript and book reviewers,
and the AACP Board of Directors and staff for their con-
tinued efforts and support. The success of the Journal is
dependent on the diligent and dedicated efforts of these
individuals.

Table 1. Journal Activity in 2009 (Volume 73)

Manuscripts submitted 232
Manuscript acceptance rate 50%
Manuscripts published

Research Articles 18
Instructional Design and Assessment 47
Teachers’ Topics 7
Innovations in Teaching 3
Special Articles 18
Reviews 3
Statements 2
Special supplement articles 13

Other materials published
Viewpoints 16
Addresses 4
Reports and Minutes 23
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ACCREDITATION COUNCIL FOR PHARMACY EDUCATION: 
ANNUAL REPORT 

 
Peter H. Vlasses, PharmD, DSc (Hons.), BCPS, FCCP, Executive Director  
Jeffrey W. Wadelin, PhD, Associate Executive Director and Director, Professional Degree 
Program Accreditation  
Dimitra V. Travlos, PharmD, BCPS, Assistant Executive Director and Director, 
Continuing Pharmacy Education Provider Accreditation  
 
Accreditation Council for Pharmacy Education, 20 North Clark Street, Suite 2500, Chicago, 
Illinois 60602-5109; Phone: 312-664-3575; Web site: www.acpe-accredit.org  
 
This is the 79th annual report of the Accreditation Council for Pharmacy Education 
(ACPE). This report summarizes ACPE's activities covering the period January 12, 2009 to 
January 24, 2010, and is available to the profession and to the general public.  
 
In 2009, the ACPE Board and Staff successfully undertook their responsibilities and advanced 
various aspects of the existing strategic plan. The following highlighted the ACPE year:  
 
ACPE OFFICERS 
The 2009-2010 ACPE officers (appointing organization in parentheses) were: President – 
William A. Gouveia, MS, FASHP, Adjunct Clinical Professor, School of Pharmacy, 
Northeastern University (American Pharmacists Association, APhA); Vice President – Heidi M. 
Anderson, PhD, Associate Provost for Faculty Affairs, University of Kentucky (American 
Association of Colleges of Pharmacy, AACP); and re-elected Secretary/Treasurer – Donald H. 
Williams, RPh, FASHP, Former Executive Director, Washington State Board of Pharmacy 
(National Association of Boards of Pharmacy, NABP).   
 
Officers for the January 25, 2010 – January 19, 2011, are as follows (appointing organization in 
parentheses):  President - Heidi M. Anderson, PhD, Associate Provost for Faculty Affairs, 
University of Kentucky (AACP); Vice President – Robert S. Beardsley, RPh, PhD, Professor, 
Pharmaceutical Health Services Research, University of Maryland School of Pharmacy (AACP); 
and Secretary-Treasurer – Michael A. Moné, RPh, JD, FAPhA, Vice President Anti-Diversion & 
Supply, Chain Integrity & Sr., Regulatory Counsel, Healthcare Supply Chain Services, Cardinal 
Health (NABP).  
 
The ACPE Board and Staff expressed their appreciation to William A. Gouveia and Donald H. 
Williams for their meritorious service.   
 
The first phase of new board designee orientation was conducted immediately preceding the 
January 2010 Board of Directors meeting, with the final phase to be completed at the June 2010 
meeting.  New Board Designees include:  Barbara G. Burch, MS, EdD, Provost and Vice 
President for Academic Affairs, Western Kentucky University (American Council on Education, 
ACE); Bruce Canaday, PharmD, Pharmacy Director, Department of Pharmacotherapy, South 
East Area Health Education Center (American Pharmacists Association, APhA); Stephanie F. 
Gardner, PharmD, EdD, Dean, University of Arkansas for Medical Sciences College of 



Pharmacy (American Association of Colleges of Pharmacy, AACP); and Dennis McAllister, 
RPh, Director, Regulatory Affairs, Medco Health Solutions (National Association of Boards of 
Pharmacy, NABP).  
 
CONTINUING PHARMACY EDUCATION (CPE) COMMISSION 
The CPE Commission met at ACPE on May 5-7, 2009, and again on November 17-19, 2009.    
The appointed members of the Commission, the officers, and their affiliations were: 
 

• Mary-Anne Benedict, MSN, RN (VA New England Health Care System) 
• Stephen Caiola, MS (University of North Carolina at Chapel Hill School of 

Pharmacy) 
• Janet Cline, RPh (Creative Educational Concepts, Inc.) – Chair 
• Jeannine Dickerhofe (Kaiser Foundation Health Plan of Colorado Department of 

Pharmacy) – Vice-Chair 
• Kristin Janke, PhD (University of Minnesota College of Pharmacy) 
• John Clay Kirtley, PharmD (Arkansas State Board of Pharmacy) 
• Scott Meyers, RPh, MS, FASHP (Illinois Council of Health-System Pharmacists) 
• Jennifer Moulton, RPh (Iowa Pharmacy Association) 
• Judy Walter Filip  (Independent consultant), and 
• Timothy Welty, PharmD, FCCP, BCPS University of Kansas School of Pharmacy). 

 
Donna S. Wall, PharmD, BCPS, FASHP was elected by her peers to serve as the ACPE Board 
Liaison to the Commission in 2009 and was re-elected by her peers to serve as the 2010 ACPE 
Board Liaison to the Commission.  The Commission receives staff support from the ACPE CPE 
staff.   
 
Commission Officers for 2010-2011 are Chair – Jeanine Dickerhofe, Kaiser Foundation Health 
Plan of Colorado Department of Pharmacy, and Vice Chair - Scott Meyers, RPh, MS, FASHP, 
Illinois Council of Health-System Pharmacists.  Outgoing officer Cline was thanked for her 
meritorious service as Chair of the CPE Commission.   
 
STAFF CHANGES 
The ACPE full-time staff has grown to 13 FTE.  In April 2009, Rachael A. Deeds was hired as 
Administrative Assistant.  In August, 2009, Jennifer L. Baumgartner was hired as Assistant 
Executive Director, Continuing Pharmacy Education Provider Accreditation Program.   
 
Consultants working with ACPE on accreditation activities included:  Kimberly Catledge, Robert 
Elenbaas, Max Ray, Anne-Marie Sesti, and Dawn Zarembski.   
 
PUBLIC INTEREST PANEL 
The ACPE Public Interest Panel reviews all proposed professional degree program actions and 
recommendations and provides comments and recommendations to the ACPE Board of Directors 
for their consideration.  The panel members for 2009-2010 were: Michael A. Diamond, President 
of World Resources Chicago and adjunct professor at Northwestern University and DePaul 
University; James E. Hall, MBA, Partner, Director and Chief Financial Officer, Apex Insurance 



Managers, LLC, Chicago; and Erin Keyser Norton, MBA, Vice President - Credit, Corporate and 
Investment Banking, Bank of Montreal / Harris NA. 
 
SUMMARY OF ACCREDITATION ACTIVITIES 
A summary of accreditation activities for the year is:  

 
o For the professional degree accreditation program:  

 Number of accredited programs: 120 (94 full, 18 Candidate, 8 
Precandidate) 

 Full site visits for continuation of accreditation: 19 (Customary 6 
 -year term, n= 12; 2-year term, n=5; 1-year term, n=2 ) 
 Preaccreditation site visits:  

For precandidate:  7 
For advancement to candidate:  10 
Continuation of candidate:  6 
For advancement to full: 4 

 Focused site visits (for additional monitoring): 10 
 Interim reports: 54 
 Programs placed on Probation: 0 
 Programs having Probation removed: 3   
 New program evaluation activities: 

• Pre-candidate on-site visits authorized: 5 
• Pre-candidate status granted: 7  
• Candidate status granted: 9 
• Continued candidate status: 6 
• Full accreditation status granted: 4  
 

o For the continuing education provider accreditation program:  
 Number of accredited providers: 389 
 New Applications: 11 
 First Reviews: 11 
 Second Reviews: 18 
 Comprehensive Reviews (formerly called Petitions for reaccreditation): 

38 
 Interim Reports: 116 
 Progress Reports: 28 
 Shorter terms of accreditation: 19 
 Programs placed on Probation: 0 
 Inactive: 1 
 Discontinuations: 24 

 
ACPE ACTIVITIES 
• A new Strategic Plan was developed, distributed to ACPE stakeholders, and implementation 

was begun.  
• The ACPE Report of Proceedings were distributed electronically to ACPE stakeholders and 

posted on the ACPE web site after the June 2009 and January 2010 Board of Director 



meetings. Opportunity was given for the submission of written third party comments 
concerning qualifications for accreditation or preaccreditation. No comments were received.  

• Two issues of our newsletter, ACPE Update, were published and distributed to ACPE 
stakeholders.  Sharon Hudson serves as the editor of the ACPE Update.   

• The Directory of Accredited Professional Degree Programs of Colleges and Schools of 
Pharmacy and the Directory of Accredited Providers of Continuing Education were 
maintained on the ACPE website. These directories provide both program/provider 
accreditation information and public information regarding the ACPE accreditation 
processes.  

• The 13th ACPE Continuing Education conference was held in St. Louis, Missouri on October 
5-8, 2009.  This year’s theme was New CPE Standards: Gateway to Implementation.  The 
conference revolved around ACPE’s new Accreditation Standards, Policies and Procedures, 
all of which came into effect January 1, 2009.  The focus was on providing the ACPE-
accredited providers with the tools they need to plan, implement, and evaluate continuing 
education activities which meet the new standards.  In addition, all CPE administrators had 
the opportunity to initiate their own continuing professional development (CPD) tool.  
Approximately 260 attendees participated in the conference.   

• New Accreditation Standards for Continuing Pharmacy Education became effective as of 
January 1, 2009.  These standards introduced three types of CPE activities: knowledge; 
application; and practice.  In addition, a conference call among the reviewers, a 
commissioner, and a staff member was added as a component of the evaluation process for 
comprehensive reviews of accredited CPE providers.   

• ACPE has incorporated the Accreditation Council of Continuing Medical Education’s 
Standards for Commercial Support into the new CPE standards.  All CPE providers’ 
eligibility regarding whether or not they were deemed as a commercial interest per the 
definition in the Standards for Commercial Support was re-reviewed by ACPE staff and CPE 
Commission. Providers whose eligibility raised questions were contacted by ACPE staff. 

• An evaluation of the Definition of CE for the Profession of Pharmacy as it relates to 
pharmacy technician CPE was conducted.  ACPE evaluated 188 providers that conduct CE 
for pharmacy technicians.  Approximately 80% of the CPE activities designated for 
pharmacy technicians were in accord with the Definition.  The providers of the remaining 
20% of CPE activities were issued letters asking them to modify their objectives or open 
further discussion.   

• ACPE, the Accreditation Council for Continuing Medical Education (ACCME), and the 
American Nurses Credentialing Center (ANCC) Accreditation Program are collaborating in 
offering “Accreditation of Continuing Education Planned by the Team for the Team.” The 
goals of this joint accreditation are to support healthcare team-focused education that 
improves patient care, and at the same time to streamline the accreditation processes. Joint 
Accreditation for the Provider of Continuing Education for the Healthcare Team is available 
for organizations already accredited by at least two of the three national accrediting bodies: 
ACCME, ACPE, and/or ANCC.  A pilot is ongoing with two organizations who met the 
criteria to establish the procedures for the joint review process.  The results of the pilot and 
plans for expansion of the collaboration will be announced in the summer of 2010. 

• The CPE Commission recommended to the ACPE Board of Directors a Continuing 
Professional Development Communications Plan that was approved. The plan calls for the 
establishment of a working group with national expertise to assist with its implementation. 



• Executive Director Peter H. Vlasses served as Chair of the Board of Directors of Association 
of Specialized & Professional Accreditors (ASPA) and received an honorary Doctor of 
Science from Mercer University. 

• Michael J. Rouse, ACPE Assistant Executive Director International and Professional Affairs, 
was elected President of the Council on Credentialing in Pharmacy (CCP).  He co-authored 
the CCP Resource Paper - Scope of Contemporary Practice: Roles, Responsibilities and 
Functions of Pharmacists and Pharmacy Technicians; co-drafted CCP’s Pharmacy 
Technician Credentialing Framework and drafted the International Pharmaceutical 
Federation’s Policy Statement on Quality Assurance of Pharmacy Education. 
 

In addition, the ACPE staff was active in interactions and activities designed to enhance ACPE’s 
ability to conduct its core activities; keep abreast of developments in the field of accreditation 
and in pharmacy; and ensure enhanced communications with and understanding of ACPE by our 
constituents.  Meetings on matters of common interest were held with or presentations or 
attendance by ACPE board and/or staff members occurred involving the following organizations 
or meetings (chronologic order; some on more than one occasion): AACP/ACPE Assessment 
and Accreditation Focus Group; Alliance for Continuing Medical Education; Council for Higher 
Education Accreditation; American Medical Association (AMA) Task Force on CME Provider- 
Industry Collaboration;  AACP IPPE Task Force Meeting; APhA Board of Trustees; Community 
Pharmacy Foundation; Accreditation of Interprofessional Health Education Forum; AACP 
Interim Meeting; Council on Credentialing in Pharmacy; Joint Commission of Pharmacy 
Practitioners; Accreditation Council for Continuing Medical Education/ACPE/American Nurses 
Credentialing Center Interprofessional CE Meeting; American Foundation for Pharmaceutical 
Education Board of Directors; CHEA Task Force on Value of Accreditation; American Society 
of Health-System Pharmacists (ASHP) Commission on Credentialing; Association of 
Specialized & Professional Accreditors (ASPA); APhA Annual meeting; American College of 
Clinical Pharmacy; ASPA Board of Directors; NABP Annual Meeting; National Alliance of 
State Pharmacy Associations; AACP E-Accreditation Project Meeting; ACPE/ASHP Focus 
Group on Competencies for Institutional Pharmacists; European Association of Faculties of 
Pharmacy; PHARMINE project meeting; APhA Foundation Advisory Committee; APhA 
Foundation Pinnacle Awards; Life Long Learning in Pharmacy Conference; AACP Annual 
Meeting; AACP Board of Directors; District 5 AACP-NABP Meeting; Africa Regional 
Education Workshop; Chicago Area Accreditors, International Pharmaceutical Federation 
Congress; National Institute for Quality Improvement and Education Conference; District 1 & 2 
AACP-NABP Meeting; University of Illinois Chicago College of Pharmacy; Sesquicentennial 
Symposium; AMA CME Provider Industry Task Force Meeting; National Association of Chain 
Drug Stores Foundation; American Public Health Association Annual Meeting; District 4 
AACP-NABP Meeting; ASHP Midyear Meeting; and  ASHP/ACPE Competencies Focus 
Group. 
 
PROFESSIONAL PROGRAMS OF COLLEGES AND SCHOOLS OF PHARMACY  
 
Accreditation Actions Taken  
On the basis of comprehensive, focused, and staff consultation evaluations conducted during the 
reporting year, communications received from the institutions, ongoing review of first-time 
NAPLEX® 

passing rates and entry class size and comments of the Public Interest Panel, the 



Board of Directors determined the accreditation status along with specified terms and conditions 
for various professional programs noted below. (Note: A list of accredited professional degree 
programs of colleges and schools of pharmacy, which designates the respective history of the 
accreditation status of the programs and the academic year for the next currently scheduled 
evaluation, is posted on the ACPE web site at www.acpe-accredit.org.) An action to “affirm” 
implies that a previously established accreditation term has been confirmed. An action to 
“continue” implies that the accreditation date has been extended. The accreditation actions taken 
are as follows:  
 
For Purposes of Considering Continued Accreditation Status: 
 
Campbell University School of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2015-2016) 

 
Drake University College of Pharmacy and Health Sciences 
Doctor of Pharmacy Program: accreditation was continued. (2008-2009; 2014-2015) 
 
Lebanese American University School of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2011-2012) 

 
Massachusetts College of Pharmacy and Health Sciences School of Pharmacy –Worcester 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2011-2012) 

 
Medical University of South Carolina College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2008-2009; 2009-2010) 

 
Northeastern University Bouvè College of Pharmacy and Health Sciences School of 
Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2015-2016) 

 
Ohio Northern University College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2015-2016) 

 
University of Colorado-Denver School of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2011-2012) 

 
University of Kentucky College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2015-2016) 

 
University of Minnesota College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2015-2016) 

 
University of New Mexico College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2015-2016) 

 
 



University of Pittsburgh School of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2015-2016) 

 
University of Rhode Island College of Pharmacy  
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2015-2016) 

 
University of South Carolina College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2008-2009; 2009-2010) 

 
University of Southern California School of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued.  (2008-2009; 2014-2015) 

 
University of Southern Nevada College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2015-2016) 

 
University of the Sciences in Philadelphia, Philadelphia College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued.  (2008-2009; 2010-2011) 

 
Wayne State University Eugene Applebaum College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2015-2016) 

 
Xavier University of Louisiana College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2008-2009; 2010-2011) 
 
For Purposes of Consideration of Advancement from Candidate Accreditation Status to 
Full Accreditation Status 
 
Appalachian College of Pharmacy 
Doctor of Pharmacy Program: full accreditation was granted. (2009-2010; 2011-2012) 

 
Pacific University School of Pharmacy 
Doctor of Pharmacy Program: full accreditation was granted. (2008-2009; 2010-2011) 

 
Southern Illinois University Edwardsville School of Pharmacy 
Doctor of Pharmacy Program: full accreditation was granted. (2008-2009; 2010-2011) 

 
Touro University California College of Pharmacy 
Doctor of Pharmacy Program: full accreditation was granted.  (2008-2009; 2010-2011) 
 
For Purposes of Consideration of Continuation of Candidate Status 
 
East Tennessee State University College of Pharmacy 
Doctor of Pharmacy Program: candidate status was continued. (2008-2009; 2009-2010) 

 
South Carolina College of Pharmacy 
Doctor of Pharmacy Program: candidate status was continued. (2008-2009; 2009-2010) 



Texas A&M University Health Science Center Irma Lerma Rangel College of Pharmacy 
Doctor of Pharmacy Program: candidate status was continued. (2008-2009; 2009-2010) 

 
University of Charleston School of Pharmacy 
Doctor of Pharmacy Program: candidate status was continued. (2008-2009; 2009-2010) 

 
University of Findlay School of Pharmacy 
Doctor of Pharmacy Program: candidate status was continued. (2008-2009; 2009-2010) 

 
University of the Incarnate Word Feik School of Pharmacy 
Doctor of Pharmacy Program: candidate status was continued. (2008-2009; 2009-2010) 
 
For Purposes of Considering Advancement from Precandidate Accreditation Status to 
Candidate Accreditation Status 
 
Belmont University School of Pharmacy 
Doctor of Pharmacy Program: candidate status was granted.  (2008-2009; 2010-2011) 

 
California Northstate College of Pharmacy 
Doctor of Pharmacy Program: precandidate status was continued in June 2009 and candidate 
status was granted in January 2010. (2008-2009; 2011-2012) 

 
Chicago State University College of Pharmacy 
Doctor of Pharmacy Program: candidate status was granted.  (2008-2009; 2010-2011) 

 
Harding University College of Pharmacy 
Doctor of Pharmacy Program: candidate status was granted.  (2008-2009; 2010-2011) 

 
Lipscomb University College of Pharmacy 
Doctor of Pharmacy Program: candidate status was granted.  (2008-2009; 2010-2011) 
 
Sullivan University College of Pharmacy 
Doctor of Pharmacy Program: candidate status was granted.  (2008-2009; 2010-2011) 

 
Thomas Jefferson University Jefferson College of Health Sciences Jefferson School of 
Pharmacy 
Doctor of Pharmacy Program: candidate status was granted.  (2008-2009; 2010-2011) 

 
Touro New York College of Pharmacy 
Doctor of Pharmacy Program: candidate status was granted.  (2008-2009; 2010-2011) 

 
Union University School of Pharmacy 
Doctor of Pharmacy Program: candidate status was granted.  (2008-2009; 2010-2011) 
 
 
 



Interim Monitoring Based on Focused On-site Evaluation Visit: 
 
Albany College of Pharmacy and Health Sciences 
Doctor of Pharmacy Program: accreditation was affirmed. (2004-2005; 2010-2011) 
 
Florida A&M University College of Pharmacy and Pharmaceutical Sciences 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2012-2013) 

 
Palm Beach Atlantic University Lloyd L. Gregory School of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued, and the probationary status 
previously given to the program was lifted. (2008-2009; 2010-2011) 
 
Shenandoah University School of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2008-2009; 2011-2012) 

 
South University School of Pharmacy 
Doctor of Pharmacy Program: in June 2009, accreditation was continued with a focused visit in 
fall 2009 and in January 2010, accreditation was affirmed. (2008-2009; 2011-2012) 
 
Texas Southern University College of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued. (2009-2010; 2011-2012) 

 
University of California San Diego Skaggs School of Pharmacy and Pharmaceutical 
Sciences 
Doctor of Pharmacy Program: accreditation was continued. (2008-2009; 2012-2013) 

 
Massachusetts College of Pharmacy and Health Sciences School of Pharmacy – Worcester  
Doctor of Pharmacy Program: accreditation was affirmed. (2006-2007; 2009-2010) 
 
Duquesne University Mylan School of Pharmacy 
Doctor of Pharmacy Program: accreditation was continued.  (2008-2009; 2012-2013) 
 
For Purposes of Consideration of Application for Preaccreditation Status 
 
Concordia University School of Pharmacy 
Doctor of Pharmacy Program: precandidate status was granted. (2009-2010; 2010-2011) 

 
D’Youville College School of Pharmacy 
Doctor of Pharmacy Program: precandidate status was granted. (2009-2010; 2010-2011) 
 
Husson College School of Pharmacy 
Doctor of Pharmacy Program: precandidate status was granted. (2008-2009; 2009-2010) 

 
Presbyterian College School of Pharmacy 
Doctor of Pharmacy Program: precandidate status was granted. (2009-2010; 2010-2011) 

 



Regis University School of Pharmacy 
Doctor of Pharmacy Program: precandidate status was granted. (2008-2009; 2009-2010) 

 
University of Maryland Eastern Shore School of Pharmacy and Health Sciences 
Doctor of Pharmacy Program: precandidate status was granted. (2009-2010; 2010-2011) 

 
University of New England School of Pharmacy 
Doctor of Pharmacy Program: precandidate status was granted. (2008-2009; 2009-2010) 

 
Consideration of Applications for Precandidate Status  
The following requests for precandidate or candidate status of a Doctor of Pharmacy program 
were considered on the basis of an application and presentation. Moreover, it should be 
understood that ACPE may grant or deny Preaccreditation status based upon the evaluation 
process set forth.  
 
Concordia University School of Pharmacy 
In June 2009, an on-site evaluation was authorized to be conducted during fall 2009, so as to 
provide the basis for the Board’s consideration of precandidate accreditation of the Doctor of 
Pharmacy program at its January 2010 meeting. 

 
D’Youville College School of Pharmacy 
In June 2009, an on-site evaluation was authorized to be conducted during fall 2009, so as to 
provide the basis for the Board’s consideration of precandidate accreditation of the Doctor of 
Pharmacy program at its January 2010 meeting. 

 
Philadelphia College of Osteopathic Medicine School of Pharmacy 
In June 2009, an on-site evaluation was not authorized.  The institution was advised to submit a 
revised application. In January 2010, an on-site evaluation was authorized to be conducted 
during spring 2010, so as to provide the basis for the Board’s consideration of precandidate 
accreditation of the Doctor of Pharmacy program at its June 2010 meeting. 

 
Presbyterian College School of Pharmacy 
In June 2009, an on-site evaluation was authorized to be conducted during fall 2009, so as to 
provide the basis for the Board’s consideration of precandidate accreditation of the Doctor of 
Pharmacy program at its January 2010 meeting. 

 
St. Joseph College School of Pharmacy 
In June 2009, an on-site evaluation was not authorized.  The institution was advised to submit a 
revised application.  In January 2010, an on-site evaluation was authorized to be conducted 
during spring 2010, so as to provide the basis for the Board’s consideration of precandidate 
accreditation of the Doctor of Pharmacy program at its June 2010 meeting. 

 
Tri-State Institute of Pharmaceutical Sciences College of Pharmacy 
In June 2009, The College voluntarily withdrew their application for consideration at the June 
2009 meeting. In January 2010, an on-site evaluation was not authorized.  The institution was 
advised to submit a revised application. 



 
University of Maryland Eastern Shore School of Pharmacy and Health Professions 
An on-site evaluation was authorized to be conducted during fall 2009, so as to provide the basis 
for the Board’s consideration of precandidate accreditation of the Doctor of Pharmacy program 
at its January 2010 meeting. 

 
Monitoring During the Accreditation Period  
Interim Reports. Fifty-four interim reports from 51 professional programs of the following 
Colleges or Schools were reviewed. 
 
Albany College of Pharmacy and Health Sciences  
Auburn University Harrison School of Pharmacy  
Appalachian College of Pharmacy (Formerly University of Appalachia College of Pharmacy)  
Butler University College of Pharmacy and Health Sciences  
College of Notre Dame of Maryland School of Pharmacy  
Ferris State University College of Pharmacy  
Hampton University School of Pharmacy: In June 2009, Doctor of Pharmacy accreditation was 
continued, and the probationary status previously given to the program was lifted.   
Lipscomb University College of Pharmacy  
Long Island University Arnold & Marie Schwartz College of Pharmacy and Health Sciences  
Midwestern University Chicago College of Pharmacy  
North Dakota State University College of Pharmacy, Nursing, and Allied Sciences  
Northeastern Ohio Universities College of Pharmacy  
Nova Southeastern University College of Pharmacy: In June 2009, Doctor of Pharmacy 
accreditation was continued, and the probationary status previously given to the program was 
lifted.  
Ohio State University College of Pharmacy  
Oregon State University College of Pharmacy  
Palm Beach Atlantic University Lloyd L. Gregory School of Pharmacy: In June 2009, Doctor of 
Pharmacy accreditation was continued, and the probationary status previously given to the 
program was lifted.  
Purdue University College of Pharmacy, Nursing, and Health Sciences  
Rutgers, the State University of New Jersey Ernest Mario School of Pharmacy  
Samford University McWhorter School of Pharmacy  
South Dakota State University College of Pharmacy  
Southwestern Oklahoma State University School of Pharmacy  
St. Louis College of Pharmacy  
Temple University School of Pharmacy  
Touro New York College of Pharmacy  
University of Arkansas for Medical Sciences College of Pharmacy  
University at Buffalo, School of Pharmacy and Pharmaceutical Sciences  
University of California San Francisco School of Pharmacy  
University of Cincinnati James L. Winkle College of Pharmacy  
University of Hawaii at Hilo College of Pharmacy  
University of Houston College of Pharmacy  
University of Iowa College of Pharmacy  



University of Kansas School of Pharmacy  
University of Louisiana Monroe College of Pharmacy  
University of Mississippi School of Pharmacy  
University of Montana Skaggs School of Pharmacy  
University of North Carolina at Chapel Hill Eshelman School of Pharmacy  
University of Oklahoma College of Pharmacy  
University of Puerto Rico Medical Sciences Campus School of Pharmacy  
University of Rhode Island College of Pharmacy  
University of Southern Nevada College of Pharmacy  
University of Tennessee College of Pharmacy  
University of Toledo College of Pharmacy  
University of Utah College of Pharmacy  
University of Washington School of Pharmacy  
University of Wisconsin-Madison School of Pharmacy  
University of Wyoming School of Pharmacy  
Virginia Commonwealth University School of Pharmacy  
Washington State University College of Pharmacy  
Wilkes University The Nesbitt College of Pharmacy and Nursing School of Pharmacy  
Wingate University School of Pharmacy  
 
Staff Consultations Requested  
Staff consultations were requested and completed at the following Colleges and Schools: 
Concordia University School of Pharmacy 
D’Youville College School of Pharmacy 
East Tennessee State University College of Pharmacy 
Philadelphia College of Osteopathic Medicine School of Pharmacy 
Presbyterian College School of Pharmacy 
Rosalind Franklin University College of Pharmacy 
St. Joseph College School of Pharmacy  
Tri-State College of Pharmacy 
University of Maryland Eastern Shore School of Pharmacy and Health Professions 
University of Michigan College of Pharmacy 
 
Annual Monitoring  
In addition to the monitoring presented above, all programs are monitored through statistical 
analysis of enrollment and other information provided by AACP and review of graduates’ 
performance on NAPLEX® 

examinations as provided by NABP.  Review of the data required the 
sending of a letter of concern to several colleges or schools of pharmacy, in accord with 
established monitoring criteria.  
 
Self-Study Training for Colleges and Schools of Pharmacy 
A workshop was conducted for deans and self-study chairs in August 2009 with over 50 
attendees participating in the training.   
 
 
 



Evaluation Team Member Training  
Review of the accreditation process, with a special focus on the role and responsibilities of 
evaluation team members, was conducted at two training workshops held in Chicago.  Over 250 
potential site team members have now been trained at the workshops to address Standards 2007 
and the new review procedures (evaluation form, standardized surveys, etc.)  
 
Evaluation Team Members  
The success of the on-site evaluation depends upon the substantial efforts and dedication of 
many individuals (in addition to ACPE Board members and staff) who serve voluntarily as 
evaluation team members.  Both academic and practice-oriented individuals served during the 
year.  These were: 
 
Daniel Acosta, Jr., Dean, University of Cincinnati James L. Winkle College of Pharmacy; 
David Allen, Dean, Northeastern Ohio Universities College of Pharmacy; Ralph Altiere, Dean 
and Professor, University of Colorado Denver School of Pharmacy; Joseph Barone, Professor, 
Rutgers, the State University of New Jersey Ernest Mario School of Pharmacy;  Paul Boisseau, 
former member, ACPE Board of Directors;  Cynthia Boyle, Director, Experiential Learning 
Programs, University of Maryland School of Pharmacy; J. Christopher Bradberry, Dean, 
Creighton University Medical Center School of Pharmacy and Health Professions; J. Douglas 
Bricker, Dean, Duquesne University Mylan School of Pharmacy; Kimberly Broedel-Zaugg, 
Assistant Dean and Professor, Ohio Northern University College of Pharmacy; Robert 
Brueggemeier, Dean, Ohio State University College of Pharmacy;  Shauna Buring, Associate 
Professor and Director, Curriculum Assessment and Pharmacy Practice Skills Development, 
University of Cincinnati James L. Winkle College of Pharmacy; Jannet Carmichael, VISN21 
Pharmacy Executive, VA Sierra Pacific Network; Patricia A. Chase, Dean, West Virginia 
University School of Pharmacy; Clarence Curry, Interim Associate Dean, Howard University 
College of Pharmacy, Nursing, and Allied Health Sciences School of Pharmacy; Renae 
Chesnut, Associate Dean, Drake University College of Pharmacy and Health Sciences; Judy 
Christensen, Practitioner; Renee Coffman, Dean, University of Southern Nevada College of 
Pharmacy; Patrick J. Davis, Associate Dean, University of Texas at Austin College of 
Pharmacy; Russell DiGate, Dean, University of the Sciences in Philadelphia-Philadelphia 
College of Pharmacy; Wendy Duncan, Dean, St. Louis College of Pharmacy; Janet Engle, 
Executive Associate Dean and Professor, University of Illinois at Chicago College of Pharmacy; 
Joseph Fink, Professor, University of Kentucky College of Pharmacy; Nancy Fjortoft, Dean, 
Midwestern University Chicago College of Pharmacy; Carolyn Ford, Assistant Dean of 
Students, Wingate University School of Pharmacy; Bernard Graham, Dean, Nesbitt College of 
Pharmacy and Nursing at Wilkes University; Muhammad Habib, Professor and Chairman, 
Howard University College of Pharmacy, Nursing, and Allied Health Sciences School of 
Pharmacy; David Holmstrom, former member, ACPE Board of Directors; Marianne Ivey, 
Associate Professor, University of Cincinnati James L. Winkle College of Pharmacy; Arcelia 
Johnson-Fannin, Dean, University of the Incarnate Word Feik School of Pharmacy;  Sharon 
Jones, Clinical Staff/Faculty, University of Illinois at Chicago College of Pharmacy; Pamela 
Joyner, Associate Dean, University of North Carolina Eshelman School of Pharmacy; Abir 
(Abby) Kahaleh, Director of Experiential Education/Associate Professor of Pharmacy Practice, 
Lake Erie College of Osteopathic Medicine School of Pharmacy;  Anne Lin, Dean, College of 
Notre Dame of Maryland School of Pharmacy; Paul Lofholm, Practitioner, Ross Valley 



Pharmacy; Tim Maher, Professor, Massachusetts College of Pharmacy and Health Sciences 
School of Pharmacy – Boston; Robert A. Mangione, Dean, St. John’s University College of 
Pharmacy and Allied Health Professions; Ronald Maddox, Dean, Campbell University College 
of Pharmacy; Robert McCarthy, Dean, University of Connecticut School of Pharmacy; Tom 
Metzer, Assistant Dean for Academic Affairs, University of Southern Nevada College of 
Pharmacy; Sheila Mitchell, Dean, Union University School of Pharmacy Dawn Moore-
Jefferson, Director of Pharmacy, Indiana University Hospital;  Jeanine Mount, Associate Dean 
Academic Affairs, University of Wisconsin-Madison College of Pharmacy; Wallace Murray, 
Associate Dean and Professor, Western University of Health Sciences College of Pharmacy; 
Stephanie Phelps, Professor and Vice Chairperson, University of Texas Health Sciences Center 
College of Pharmacy; Peggy Piascik, Associate Professor, University of Kentucky College of 
Pharmacy; Indra K, Reddy, Dean, Texas A&M Health Science Center Irma Lerma Rangel 
College of Pharmacy; Daniel Robinson, Dean, Western University of Health Sciences College 
of Pharmacy; Magaly Rodriguez de Bittner, Professor and Chair, Department of Pharmacy 
Practice and Science, University of Maryland School of Pharmacy;  William Riffee, Dean, 
University of Florida College of Pharmacy; Frank Romanelli, Associate Dean, University of 
Kentucky College of Pharmacy; Raylene M. Rospond, Dean, Drake University College of 
Pharmacy and Health Sciences; John Sherrer, Practitioner, Kenmar Pharmacy; Terry Short, 
Vice President Professional Relations, Medicine Shoppe International and former member, 
ACPE Board of Directors; Robert Soltis, Professor of Pharmacology, Drake University College 
of Pharmacy and Health Sciences; Donna Soflin, Director of Pharmacy Services, Tri-County 
Hospital;  Marilyn Speedie, Dean, University of Minnesota College of Pharmacy; Jon E. 
Sprague, Dean, Ohio Northern University College of Pharmacy; Mary Stamatakis, Associate 
Dean/Associate Professor, West Virginia University School of Pharmacy Cindy Stowe, 
Associate Dean of Academic Affairs, University of Arkansas for Medical Sciences College of 
Pharmacy; Deborah Sturpe, Associate Professor, Dept. of Pharmacy Practice & Science, 
University of Maryland School of Pharmacy;  Craig Svensson, Dean and Professor, Purdue 
University School of Pharmacy and Pharmaceutical Sciences; Beverly Talluto, Associate Dean 
for Clinical Programs, Texas A&M University Health Science Center Irma Lerma Rangel 
College of Pharmacy; Charles Taylor, Senior Associate Dean for Professional, University of 
Minnesota College of Pharmacy; Robert Treitline, Practitioner and President, ND Pharmacy; 
Christopher Turner, Professor and Director of Experiential Programs, University of Colorado 
Denver School of Pharmacy;  Jean Van Tyle, Professor of Pharmacy, Butler University College 
of Pharmacy and Health Sciences;  Kathy Webster, Assistant Dean, Chair of Pharmacy 
Sciences, and Professor, University of the Incarnate Word Feik School of Pharmacy; Grady 
Weston, Assistant Professor, University of the Incarnate Word Feik School of Pharmacy; Victor 
Yanchick, Dean, Virginia Commonwealth University at the Medical College of Virginia 
Campus School of Pharmacy; Sharon Youmans, Associate Dean for Diversity & Vice Chair for 
Educational Affairs, Dept. of Clinical Pharmacy; University of California San Francisco School 
of Pharmacy; Darla Zarley, Advanced Experience Coordinator, University of Southern Nevada 
College of Pharmacy; and S. William Zito, Professor Pharmaceutical Sciences, St. John’s 
University College of Pharmacy and Allied Health Professions and former member, ACPE 
Board of Directors. 
 
 
 



Board of Pharmacy Representation  
The following representatives of the state boards of pharmacy of the state in which the College 
or School of Pharmacy is located observed the evaluation process:  
 
Michele Alderman, Xavier University of Louisiana College of Pharmacy; David M. Banks, 
Presbyterian College School of Pharmacy; Philip Burgess, Chicago State University College of 
Pharmacy; Donald Casar, Ohio Northern University College of Pharmacy; Tommy Chrisp, 
Union University School of Pharmacy; Joseph Danny Cross, University of New Mexico 
College of Pharmacy; Kevin Eidson, Belmont University School of Pharmacy and Lipscomb 
University College of Pharmacy; Donald W. Fey, University of Southern Nevada College of 
Pharmacy; Stanley Goldberg, University of Southern California School of Pharmacy; Billy 
Steven Hart, Sullivan University College of Pharmacy and University of Kentucky College of 
Pharmacy; Richard Hathaway, University of Rhode Island College of Pharmacy; Stacey 
Jassey, University of Minnesota College of Pharmacy; Randy Kajioka, Touro University 
California College of Pharmacy; John Clay Kirtley, Harding University College of Pharmacy; 
Susan Martin, University of Colorado Denver School of Pharmacy;  Harvey Schmidt, Wayne 
State University Eugene Applebaum College of Pharmacy; Gordon John Mazzotti, Southern 
Illinois University Edwardsville School of Pharmacy; Larry Mokhiber, Touro New York 
College of Pharmacy and D’Youville College School of Pharmacy; Dee Ann Wedemeyer 
Oleson, Drake University College of Pharmacy and Health Sciences; Sophia Pasedis, 
Northeastern University Bouvè College of Pharmacy and Health Sciences School of Pharmacy; 
Michael Romano, University of the Sciences in Philadelphia - Philadelphia College of 
Pharmacy; Gary A. Schnabel, Pacific University School of Pharmacy; Richard Smiga, 
University of Pittsburgh School of Pharmacy; Robert E. Swart, California Northstate College of 
Pharmacy; Donald W. Taylor, University of Maryland Eastern Shore School of Pharmacy and 
Health Sciences; and Jason Walker-Crawford, Concordia University School of Pharmacy. 
 
CONTINUING PHARMACY EDUCATION (CPE) PROGRAM  
 
Applications for Initial Accreditation as a Provider of Continuing Pharmacy Education  
A total of 11 sets of application materials, submitted by organizations requesting ACPE 
accreditation status as providers of continuing education, were evaluated by the Board this year. 
The organizations evaluated for consideration of initial accreditation and were granted 
accreditation status were:   
 
Complete RX; Dannemiller; David Begg Associates, LLC; Global Education Group; Humana, 
Inc.; ICON: Intensive Care On-line Network; National Network of Libraries of Medicine South 
Central Regional; Palm Beach Atlantic University; Sullivan University College of Pharmacy; 
and University of Hawaii Hilo College of Pharmacy 
 
The organization evaluated for consideration of initial accreditation and was not granted 
accreditation status was: Cigna Tel-Drug 
   
 
 
 



First Review of Applicants  
Submission of a Report (First Review) by Applicants initially accredited in 2008 was requested 
and 11 First Reviews were evaluated. First Review Reports were submitted by the following 
providers and evaluated:   
 
Centers for Medicare and Medicaid Services; Comprehensive Continuing Education, LLC; 
Covenant Health System; Gannett Education; Gateway International, LLC; Intellyst Medical 
Communications; Karmanos Cancer Center; MedEDirect, LLC; Memorial Hermann; 
Southeastern Continuing Medical Education Consultants, LLC; and Union University School of 
Pharmacy 
 
Second Review of Applicants  
A total of 18 Second Reviews by Applicants initially accredited in 2007 were evaluated. Second 
Review Reports were submitted by the following providers:   
 
Alpha Zeta Omega Pharmaceutical Fraternity New York Alumni Chapter; Catholic Healthcare 
West; Children's Healthcare of Atlanta; Cook Children's Medical Center; Cross Country 
Education, LLC; Institute for Brain Potential; Institute for Post Graduate Continuing Education; 
Mad ID, Inc.; MED-IQ, LLC; Medication Management Center; Northeastern Ohio Universities 
College of Medicine and Pharmacy; Primary Care Education Consortium; Select CE; Southern 
Illinois University Edwardsville School of Pharmacy; University Health System Department of 
Pharmacy; University of Pittsburgh Center for Continuing Education in the Health Sciences; 
Vindico Medical Education; and WellStar Health System Pharmacy. 
 
Comprehensive Reviews as a Provider of Continuing Pharmacy Education  
A total of 38 Comprehensive Reviews were reviewed. Each review entailed an evaluation of a 
variety of materials reflecting the provider’s activity, including example continuing pharmacy 
education programs, a self-assessment report, and reviews by CPE Commissioners. 
Comprehensive Reviews submitted by the following providers were evaluated:   
 
American Society of Health-System Pharmacists; Children's Medical Center, Department of 
Pharmacy; Emory University Hospital Department of Pharmaceutical Services; excelleRx, Inc; 
Ferris State University College of Pharmacy; Foundation for Care Management; Idaho State 
University College of Pharmacy; Kentucky Pharmacy Education and Research Foundation, Inc.; 
Lehigh Valley Hospital Pharmacy Department; Medical Education Resources, Inc.; Medical 
Research Management; Michigan Pharmacists Association; New York Presbyterian Hospital 
Department of Pharmacy; Northeastern University Bouve College of Health Sciences School of 
Pharmacy; Ohio Pharmacists Foundation, Inc.; PDA Training and Research Institute; 
Philadelphia College of Pharmacy; Pri-Med Institute; Rx School; Society of Critical Care 
Medicine; South Dakota State University College of Pharmacy; STAT Educational Services, a 
division of National Pharmacy Technician Association, Inc.; Texas Society of Health-System 
Pharmacists, The; The CE Solution, Inc.; The Center for Professional Advancement; The 
Medical Letter, Inc.; University of California Davis Health System Department of Pharmacy; 
University of Georgia College of Pharmacy; University of Houston College of Pharmacy; 
University of Illinois at Chicago College of Pharmacy; University of Kentucky College of 
Pharmacy; University of Medicine and Dentistry of New Jersey; University of Minnesota 



College of Pharmacy; University of Mississippi School of Pharmacy; University of the Pacific, 
Thomas J. Long School of Pharmacy and Health Sciences; VA Northern California Health Care 
System; Washington State University College of Pharmacy; and W-F Professional Associates, 
Inc. 
 
Monitoring During the Accreditation Period  
Interim Reports  
Based upon previous Board accreditation actions, 116 interim reports were received during the 
year. These reports were analyzed against the issues noted in the earlier accreditation actions and 
were presented for consideration:   
 
Academy of Health Sciences, AMEDD Center and School; ABcomm, Inc.; Academy of 
Managed Care Pharmacy; Adheris, Inc.; Alabama Pharmacy Association Research & Education 
Foundation; Alabama Society of Health-System Pharmacists; Alaska Pharmacists Association; 
Albany College of Pharmacy; Albertson's, Inc.; Alpha Zeta Omega National Pharmaceutical 
Fraternity Philadelphia Alumni Chapter; American Academy of Clinical Toxicology, Inc.; 
American Academy of CME, Inc.; American Diabetes Association; American Health Resources; 
American Heart Association; American Society for Clinical Pharmacology and Therapeutics; 
American Society for Microbiology; American Society for Parenteral and Enteral Nutrition, Inc.; 
Apothecare Collaborative Services, Inc.; Arizona Pharmacy Alliance; Atlanta Academy of 
Institutional Pharmacists; Auburn University Harrison School of Pharmacy; Barnett 
International; BioMed General; Brookdale Hospital Medical Center Department of Pharmacy 
Services; California Society of Health-System Pharmacists; Campbell County Memorial 
Hospital; Campbell University School of Pharmacy; Caremark Rx, Inc.; Carle Foundation, The; 
Centers for Disease Control and Prevention; Chatham Institute, The; Chicago College of 
Pharmacy, Midwestern University; CMEsolutions; COJM International Services Inc.; Colegio de 
Farmaceuticos de Puerto Rico; College of Psychiatric and Neurologic Pharmacists; 
Comprehensive Pharmacy Services, Inc.;  Connecticut Pharmacists Association; Consorta; 
EdSource Communications, Inc.; education | outcomes | science; FDA Center for Drug 
Evaluation and Research; Fisher BioServices, Inc.; Florida Pharmacy Association; Health 
Insights; Hematology/Oncology Pharmacy Association (HOPA); Henry Ford Health System; 
Howard University College of Pharmacy, Nursing and Allied Health Sciences; Idaho Society of 
Health-System Pharmacists; Institute for Healthcare Improvement; Institute for Natural 
Resources (INR); Jesse Brown VA Medical Center; King's Daughters' Medical Center; Lab 
Safety Corporation; LearnSomething, Inc.; Louisiana Pharmacists Association; Louisiana State 
University Health Sciences Center-Shreveport; MED2000, Inc.; Memorial Sloan-Kettering 
Cancer Center Division of Pharmacy Services; Minnesota Pharmacists Association; NACDS 
Foundation; National Association of Boards of Pharmacy and NABP Foundation, Inc.; National 
Pharmaceutical Association, Inc.; Nesbitt School of Pharmacy at Wilkes University; New York 
State Council of Health-System Pharmacists; North Dakota State University College of 
Pharmacy, Nursing, and Allied Sciences; Nova Southeastern University College of Pharmacy; 
Ohio Northern University College of Pharmacy; Omnicare, Inc.; Oregon State University; 
Pediatric Pharmacy Advocacy Group; Penn State Milton S. Hershey Medical Center; 
Pennsylvania Pharmacists Association; PharmaCE; Pharmaceutical Education & Research 
Institute, Inc. (PERI); Pharmacists Society of the State of New York; Pharmacy Institute; 
Pharmacy Society of Wisconsin; Pharmacy Times Office of Continuing Professional Education; 



PharmCon, Inc.; Potomac Center for Medical Education; Projects In Knowledge, Inc.; Purdue 
University School of Pharmacy and Pharmaceutical Sciences; Quest Educational Services, Inc.; 
Saudi Pharmaceutical Society c/o King Saud University College of Pharmacy; Society of Critical 
Care Medicine; Society of Nuclear Medicine Inc.; South Carolina College of Pharmacy, 
University of South Carolina Campus; South Carolina Pharmacy Association; Southeastern 
Michigan Society of Health-System Pharmacists; Southwestern Pharmacy Alumni Foundation, 
Inc.; St. John's University College of Pharmacy and Allied Health Professions; Stony Brook 
University Medical Center; Syntaxx Communications,  Inc.; Temple University School of 
Pharmacy; Texas Pharmacy Association; TG Medical Education, LLC.; Tufts University School 
of Medicine, Office of Continuing Education; University of Arizona College of Pharmacy, The; 
University of Findlay School of Pharmacy; University of Kansas School of Pharmacy; 
University of Michigan College of Pharmacy; University of Rhode Island College of Pharmacy; 
University of Texas at Austin College of Pharmacy; Utah Pharmacists Association; Utah Society 
of Health-System Pharmacists; Vanderbilt University Hospital Department of Pharmaceutical 
Services; Virginia Pharmaceutical Association; Vital Care Inc.; Walgreens Health Initiatives; 
Washington Hospital Center; West Texas Pharmacy Association; William Beaumont Hospital 
Department of Pharmaceutical Services; Wingate University School of Pharmacy; and Xavier 
University of Louisiana College of Pharmacy. 
 
Progress Reports  
Based upon previous Board accreditation actions, 28 progress reports were received during the 
year. This report was analyzed against the issues noted in the earlier accreditation action and was 
presented for consideration:   
 
American Association of Diabetes Educators; Bayfront Medical Center; Cine-Med, Inc.; Dana-
Farber Cancer Institute; Department of Justice Federal Bureau of Prisons Health Services 
Division; European Association of Hospital Pharmacists (EAHP); Florida Society of Health-
System Pharmacists, Inc.; George Washington University Hospital Department of Pharmacy; 
Harris County Hospital District, Learning Resource Center; JPS Institute for Learning; Lee 
Memorial Health System; Medical Education Group, LLC; Missouri Pharmacy Association; 
National Community Pharmacists Association; Nebraska Council for Continuing Pharmaceutical 
Education, Inc.; New Jersey Pharmacists Association; New Mexico Society of Health-System 
Pharmacists; Ohio State University College of Pharmacy, The; PESI HealthCare, LLC;  
Professional Compounding Centers of America, Ltd. (PCCA); Rutgers University Ernest Mario 
School of Pharmacy; University of California, San Francisco, School of Pharmacy; University of 
Cincinnati College of Pharmacy; University of New Mexico College of Pharmacy; University of 
Puerto Rico School of Pharmacy; University of South Florida College of Medicine; University of 
Texas - El Paso; and VCU School of Pharmacy, Office of Continuing Education. 
 
Inactive Providers 
At the June 2009 and January 2010 meeting, one organization went to inactive status as an 
ACPE-accredited provider of continuing pharmacy education based upon their request. In 
Inactive Status the provider maintains its ACPE accreditation status as a CPE provider but agrees 
not to conduct any CPE activities as the primary provider or as the cosponsor and does not 
submit accreditation reports.  ACPE’s annual fee must continue to be paid.  The inactive 
providers include: CME Consultants 



 
Discontinued Providers  
At the June 2009 and January 2010 meeting, 24 organizations were discontinued as ACPE-
accredited providers of continuing pharmacy education based on their request for a voluntary 
withdrawal or lapsed term.  Discontinued providers included:   
 
AAF-MED; Academy for Healthcare Education; AHC Media, LLC; Association of Clinical 
Research Professionals; BCME (Bimark Center for Medical Education); Cambria Somerset 
Council for Education of Health Professionals, Inc.; Clinical Tools, Inc; CME, LLC; East 
Tennessee State University; ELF Publications, Inc.; FCG Institute for Continuing Education; 
Kansas Pharmacists Association; Managed Market Research; MEBN; Medical Education 
Collaborative, Inc; Medical Media Communications; Parkland Health & Hospital System; 
Pennwell; Prescriptions Solutions; Resource Optimization & Innovation; Rite AID Corporation; 
Sanford School of Medicine; Tripartite Committee on Continuing Education for Pharmacists in 
Wyoming; and University of Pittsburgh School of Pharmacy. 
 
On-going Monitoring  
ACPE staff continued daily monitoring of accredited providers through review of Activity 
Description Forms (ADFs), responses to questions and requests for information from accredited 
providers, and follow-up to written complaints received regarding specific providers and/or 
continuing pharmacy education program activities.  
 
Provider Guidance  
During 2009, ACPE professional staff provided extensive technical assistance, consultation, and 
other resources to accredited providers as well as others seeking assistance. The policy of 
inviting providers to meet with ACPE professional staff in Chicago or at other locations of 
mutual convenience continues to serve an effective educational and communication purpose and 
administrator workshops continue to be well received.  
 
ACPE CPE Administrator Workshops 
These sessions include administrators from newly accredited providers as well as administrators 
from established provider organizations.  The  workshops are designed to provide a working 
knowledge of the ACPE accreditation process as it relates to continuing pharmacy education, 
ACPE Standards for Continuing Pharmacy Education, policies and procedures, Standards for 
Commercial Support, Provider Web Tool, and Continuing Professional Development as they 
relate to the  provider’s accredited continuing education program, 
 
Three (3) CPE Administrator Workshops were offered in Chicago along with complete review of 
the new standards at the CE Conference in St. Louis.    
 
Field Reviewers  
During 2009, the following field reviewers assisted with the review of petitions for the CPE 
provider accreditation process:   
 
Oussayma Moukhachen, Massachusetts College of Pharmacy and Health Sciences; Alan 
Hanson, Extension Services in Pharmacy at the University Wisconsin School of Pharmacy; 



Tracy Reedy, Nuclear Pharmacy Services Business of Cardinal Health; Karen Filkins-Sanders, 
Northeastern Ohio Universities Colleges of Medicine and Pharmacy; Cynthia Koh-Knox, 
Purdue University; Sandra Warner, University of Oklahoma; Mumtaj Patel, Walgreens; 
Carolyn Schwartz, WakeMed Health and Hospitals; John Sang, Providence RCCR; Walter 
Siganga, Southern Illinois University; Charlie Mollien, Meijer's; Michael Sepulveda, St. 
Elizabeth Medical Center; Mary Gurney, Midwestern University - College of Pharmacy- 
Glendale; Seema Kazmi, Rite Aid Corporation; Lance Lindberg, University Health Care; Basil 
Thoppil, West Jefferson Medical Center; Michelle Katsiyiannis, St. Louis College of 
Pharmacy; James Mizner, ACT College, ABHES; Patricia D'Antonio, American Society of 
Consultant Pharmacists; Ronald Klein, Montana Board of Pharmacy; Elizabeth Eichel, 
University of Cincinnati; Day Scott, Palm Beach Atlantic University, Gregory School of 
Pharmacy; Andrew Lowe, Comprehensive Pharmacy Services; Josephine Lai, University of 
California Davis Health System; Edmund Hayes, Stony Brook University Medical Center; 
Maureen Lloy, California Northstate College of Pharmacy; Tabitha Cross, Indiana Pharmacists 
Alliance; Beatriz Manzor Mitrzyk, University of Florida COP Working Professional PharmD 
Program; Debra Grandy, Board of Pharmaceutical Specialties; and Wendy Pierce Fairlane, 
Home Infusion/Henry Ford Health Systems.    



APPENDIX A - ACPE PUBLICATIONS  
 

1. Accreditation Manual, 12th Edition (Version 12.0), January 2009  
 

2. Accreditation Standards and Guidelines for the Professional Program in Pharmacy 
Leading to the Doctor of Pharmacy Degree Adopted January 15, 2006; Released 
February 17, 2006; Effective July 1, 2007 

 
3. Annual Directory of Accredited Professional Programs of Colleges and Schools of 

Pharmacy on ACPE web site at www.acpe-accredit.org  
 

4. Annual Directory of Accredited Providers of Continuing Pharmacy Education on ACPE 
web site at www.acpe-accredit.org  

 
5. Standards for Continuing Pharmacy Education Adopted June 20, 2007; Released  

October 5, 2007; Effective January 1, 2009 
 

6. Continuing Pharmacy Education Policies and Procedures: CPE Standards; Effective 
January 1, 2009 

 
To request a copy of any of these publications, please contact the Accreditation Council for 
Pharmacy Education (ACPE), 20 North Clark Street, Suite 2500, Chicago, Illinois 60602-5109 
Phone: (312) 664-3575) or copies can be downloaded from our web site at www.acpe-
accredit.org. 
 



APPENDIX B  
 
ACPE Professional Program Accreditation and Continuing Pharmacy Education 
Provider Accreditation, Operations for the Twelve Months ending 12/31/09 
 
Receipts  
Professional program accreditation     $ 1,794,176   
Continuing education provider accreditation    $ 1,368,228 
Total Receipts       $ 3,162,404  
 
Expenses  
Administrative Professional Services    $ 1,036,863        
Meetings/Travel       $    545,705     
Salaries/Services/Benefits      $ 1,774,515    
  
Total Expenses       $ 3,357,083  
Net Loss       $    194,679 
Revenue – Expenses 
Note: The negative value for Revenue-Expenses was attributed to unbudgeted expenses 
to defend legal actions against ACPE.  
 
 
ACPE is appreciative of the ongoing, substantial financial support it receives from the 
AACP, APhA, and NABP.  



 
AMERICAN FOUNDATION FOR PHARMACEUTICAL EDUCATION  

 
Report to the 2010 AACP House of Delegates 

 
It is a pleasure for the American Foundation for Pharmaceutical Education to report to the 
House of Delegates of the American Association of Colleges of Pharmacy. AACP has five of 
thirty seats on the AFPE Board of Directors. Your current representatives are Jeffrey Baldwin, 
Rodney Carter, Lucinda Maine, William Riffee, and Victor Yanchick.  
 
AFPE was organized in 1942 to support pharmaceutical science education and research. It 
accomplishes this mission through annual, competitive pharmaceutical education awards that 
provide recognition and financial support to outstanding pharmacy students and faculty at 
schools and colleges of pharmacy nationwide. 
 
The Foundation has been negatively impacted by recent declines in investment account 
values, investment income, and corporate philanthropy. In 2009, the AFPE Board of Directors 
approved a severely reduced pharmaceutical education program budget that allocated the 
entire education program budget to the AFPE Pre-Doctoral Fellowships in the Pharmaceutical 
Sciences Program and the AFPE Pharmacy Faculty Development Fellowships Program. 
 
This difficult budget decision marked the end of 25 years of AFPE support for the AACP 
New Investigator Program for Pharmacy Faculty and 20 years of support for the AFPE 
Gateway to Research Program for PharmD. students. From 1985 – 2009, AFPE provided $1.8 
million to support the AACP New Investigator Program (NIP) for Pharmacy Faculty and $1 
million to support the AFPE Gateway to Research Program, a history of support of which 
AFPE is very proud. 
 
In 2010, the AFPE pharmaceutical education program will award $488,000 to support sixty 
Pre-Doctoral Fellowships in the Basic Pharmaceutical Sciences, six Pre-Doctoral Fellowships 
in Clinical Pharmaceutical Science, one Pharmacy Faculty Development Fellowship in 
Community Pharmacy Practice, and one Pharmacy Faculty Development Fellowship in 
Geriatric Pharmacy.  
 
AFPE is honored to be one of the first organizations to offer a competitive awards program 
that recognizes and financially supports graduate students enrolled in the new PhD degree 
programs in clinical pharmaceutical science or pharmacotherapy & experimental therapeutics 
offered at select pharmacy schools nationwide. The goal of these new clinical pharmaceutical 
science PhD degree programs is to train clinical scientists to undertake the innovative research 
that generates, integrates, and translates scientific knowledge between the bench and the 
bedside. Our nation needs clinical scientists engaged in translational research that optimizes 
drug therapy and improves patient outcomes. 
 
 



Dedicated funding will continue AFPE support of the new Pharmacy Faculty Development 
Fellowships Program that provides a $25,000 grant (matched by the sponsoring 
college/school of pharmacy) to support a pharmacy faculty member in a 6-month project to 
develop their expertise and their school’s capacity in Community Pharmacy Practice or 
Geriatric Pharmacy. These faculty development fellowships are awarded to faculty at 
different pharmacy schools each year. 
 
AFPE is grateful to the corporations, associations, foundations and individuals whose 
generous annual support funds the AFPE pharmaceutical science education awards program. 
Many former AFPE Fellows populate the faculty ranks at US schools & colleges of 
pharmacy. Their interactions with students and colleagues together with their career 
accomplishments reflect the value of the AFPE mission. AFPE is grateful for our ongoing 
relationship with AACP that benefits pharmacy students, faculty and colleges as well as 
corporations, healthcare associations, the pharmaceutical sciences, and the public health.  
 

Respectfully submitted, 

 
    Robert M. Bachman, President, AFPE       



 
Report of the National Association of Boards of Pharmacy 

to the American Association of Colleges of Pharmacy 
____________________________________ 

 
NABP: Since 1904, Building a Regulatory Foundation for Patient Safety 

 
On behalf of its Executive Committee and member boards of pharmacy, the National 
Association of Boards of Pharmacy® (NABP®) is pleased to provide this annual report of the 
Association’s activities to the members of the American Association of Colleges of 
Pharmacy (AACP) for its 110th Annual Meeting. NABP recognizes the importance of 
AACP’s goal to assist its member colleges and schools in educating tomorrow’s pharmacists. 
Accordingly, NABP considers its relationship with AACP a vital partnership in advancing 
the practice of pharmacy. 
 
The proper education and preparation of pharmacists is crucial to ensuring that, upon 
entering the practice setting, these new pharmacists are able to fulfill their role in bringing 
pharmacy to the forefront of patient care. As depicted by the Joint Commission of Pharmacy 
Practitioners (JCPP), Future Vision of Pharmacy Practice 2015, “Pharmacists will be the 
health care professionals responsible for providing patient care that ensures optimal 
medication therapy outcomes.” As educators and regulators, it is imperative for us to define 
and advance that vision in the context of patient care and protection of the public health. 
NABP commends the leadership that AACP has demonstrated in advancing quality 
education and, thereby, playing an essential role in raising the bar for the practice of 
pharmacy, as we work to achieve this not-so-distant future vision across all aspects of 
pharmacy practice.   
 

Supporting the State Boards of Pharmacy in their Mission to Protect Public Health 
Just as AACP helps to lay the educational foundation for the practice of pharmacy, NABP 
supports the state boards of pharmacy in creating and maintaining a regulatory framework in 
which pharmacists are enabled to use those skills behind the counter. NABP continues to 
monitor the pulse of pharmacy practice and regulation, and to enhance its programs, services, 
and competency assessment tools accordingly to meet the needs of today’s health care 
environment. With this goal as our guiding principle, NABP has made significant progress in 
the last year to fortify this regulatory framework and to bring about improved patient 
outcomes through pharmacist care. 
 

Accreditation of Community Pharmacy Practice 
In one of the Association’s biggest initiatives to strengthen pharmacy’s role in patient care, 
NABP is creating a program that it hopes all boards of pharmacy will adopt so that there is 
uniformity nationwide in the community pharmacy setting. Throughout 2009, NABP has 
moved forward with the development and implementation of its community pharmacy 
accreditation program and is set to launch a pilot program in July 2010. The pilot program 
will include a diversity of pharmacy providers, and the results will be analyzed with input 
from the boards of pharmacy and other stakeholders to hone the program’s standards. 
Established with input from key stakeholders, including AACP and the colleges and schools 
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of pharmacy, these standards are based on proven results that improve patient care and 
pharmacy systems.  
 
Concurrent with the implementation of the pilot program, NABP will establish a national 
steering committee – composed of industry stakeholders, pharmacy association 
representatives, and others – that will periodically evaluate the program’s accreditation 
standards and approve or recommend changes. NABP will launch a wider community 
pharmacy accreditation program in early 2011 to set these improvements in motion on a 
national scale. 
 
The accreditation program represents one of the most aggressive efforts to bring pharmacist 
care, continuous quality improvement (CQI) programs, and patient safety initiatives to 
community pharmacies across the country. It will provide pharmacies with safety 
benchmarks to reach and sustain, while providing state boards of pharmacy with resources 
and a system of measurement to ensure that pharmacies in their states maintain appropriate 
practice and quality standards. The program will direct pharmacies to use evidence-based 
CQI processes to improve pharmacy workflows and prevent quality-related events. NABP 
standards will facilitate peer-review of medication errors, mandate routine CQI meetings, and 
encourage pharmacy staff to identify changes in workplace systems. These standards will 
provide direction for accredited pharmacies to reduce medication errors and may inspire state 
regulations and non-accredited pharmacies to follow, bringing about a needed uniform level 
of top-notch patient care.  
 

2009 Task Forces  
In concert with this major undertaking, and resulting from resolutions passed by the member 
boards of pharmacy, NABP convened three special task forces this past year to study and 
propose solutions to rectify issues that the member boards of pharmacy deem to be of 
particular importance. Key objectives for the task forces in 2009 included establishing 
uniform standards for pharmacy technician education and training programs, electronic 
prescribing software, and prescription monitoring programs (PMPs). The task force reports 
are available in full on the NABP Web site at www.nabp.net. 
 

Pharmacy Technician Education and Training Programs 
As today’s pharmacists are expected to take on a more cognitive and patient-focused role 
than in years past, they must rely more heavily on pharmacy technicians to assist with other 
support tasks. Recognizing a lack of standards guiding pharmacy technician training 
programs from state to state, and the need to oversee the training and practice of pharmacy 
technicians, the NABP member boards passed Resolution No. 105-5-09, which resulted in 
the Task Force on Pharmacy Technician Education and Training Programs. The task force 
made key recommendations that will strengthen standards for pharmacy technicians, 
including standards for education and training programs, an accreditation system for 
technician programs, certification requirements, and practice standards. This task force builds 
upon the recommendations of last year’s Task Force on Standardized Pharmacy Technician 
Education and Training. 
 
As an outcome of the subsequent task force, NABP encourages boards of pharmacy to 
require pharmacy technicians to complete an education and training program as an element 
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of pharmacy certification completion. Task force members further recommended that by 
2015, a date consistent with the JCPP Future Vision, state boards of pharmacy require all 
pharmacy technicians to complete an accredited education and training program. Concluding 
from this task force that accreditation for pharmacy technician training programs is needed to 
ensure appropriate standards that will protect the public health, the task force recommended 
that NABP assist in developing a national accreditation system for pharmacy technician 
education and training programs by 2015. As organizations outside the profession of 
pharmacy may not have the knowledge or background in pharmacy to ensure appropriate 
accreditation standards are developed, NABP maintains that a single organization established 
within the profession of pharmacy should be the sole accrediting agency.  
 

Electronic Prescribing Software Standards and Data Storage  
Along with CQI and other proven safety standards, when uniformly implemented, electronic 
prescribing promises to reduce medication errors and improve patient care outcomes. As the 
adoption of e-prescribing rapidly expands, however, stakeholders have recognized a need to 
set standards and regulations to ensure system compatibility, security, and information 
sharing. Pursuant to Resolution No. 105-1-09, NABP convened the Task Force on Electronic 
Prescribing Software Standards and Data Storage to address these issues. The task force 
confirmed that e-prescribing can reduce prescribing errors, increase pharmacist access to 
patient information, and improve communication between pharmacists and other health care 
practitioners. It also identified significant problems with the present system that have resulted 
in patient injuries and violation of state and federal laws.   
 
In response to these concerns and the recommendations of the task force, NABP will initiate 
collaboration with electronic transmission standard-setting groups and governmental 
agencies to develop uniform software standards. Such standards would allow e-prescribing 
systems to be interoperable, thereby resolving many of the existing complications and safety 
risks. Subsequently, NABP will evaluate the response of standard-setting groups and, if task 
force concerns are unresolved, develop national standards. Further, NABP recommends that 
an objective third-party certification program for e-prescribing systems be established. As 
part of this effort, NABP plans to work with Drug Enforcement Administration, which 
released its long awaited guidance on e-prescribing for controlled substances in March, on 
behalf of the state boards to ensure that electronic prescribing of all prescription medications 
can occur safely and effectively, that the patients’ interest is best served, and drug diversion 
and abuse is prevented.  
 
Lastly, as a result of this task force, NABP encourages the boards of pharmacy to update 
their data storage policies to remove requirements for printing a hard copy of prescriptions 
received via e-prescribing systems and for storing hard copies of prescriptions. Members 
agreed that electronic storage is a more practical, efficient, and safe method, provided that 
the information is complete, readily retrievable, provides an audit trail, and is readable.  
 

Prescription Monitoring Program Standards 
In the interest of improving patient care and medication therapy outcomes, several states 
have developed PMPs – under varied board of pharmacy statutes, regulations, and 
operational systems and standards – to help reduce prescription drug diversion and abuse. As 
member boards of pharmacy and stakeholders identified a need to standardize PMPs, the 
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NABP membership passed Resolution No. 105-6-09, which resulted in the Task Force on 
Prescription Monitoring Program Standards. The task force determined that the main issues 
and areas of concern regarding PMPs involved interoperability between states, user 
authentication, appropriate access and appropriate use of information. Task force members 
highlighted two purposes of PMPs: (1) to assist pharmacists and prescribers in assessing 
patient information and providing appropriate patient care, and (2) to assist law enforcement 
in responding to cases of drug diversion and abuse. As an outcome of this task force, NABP 
will work with the state boards of pharmacy, PMPs, pharmacists, prescribers, and other 
stakeholders to ensure that PMPs serve these two critical purposes, and that these two 
purposes remain the impetus for any new or revised programs.  
 
Further, the task force recommended that all states adopt a uniform standard for transmission 
of data from dispensers to PMPs. Consequently, NABP will work with the American Society 
for Automation in Pharmacy to revise and update its existing data reporting standard. NABP 
also will assist PMPs in defining safeguards to prevent unauthorized and inappropriate 
access. In view of the national prescription drug abuse epidemic, the task force recommended 
that PMPs should require reporting of all controlled substance prescriptions. NABP will 
work with prescriber organizations to emphasize the value of PMPs as a tool to assist 
prescribers in managing patient care and determining appropriate medication therapy.  
 

Examination Updates 
To carry the practice to the forefront of patient care, and for the boards of pharmacy to ensure 
that the pharmacists they license are qualified, new pharmacists must meet defined 
competency standards. Recognizing that the needs of the health care community are always 
in flux, NABP undertook a sweeping analysis of current pharmacy practices to ensure the 
relevance and validity of its competency assessment tools. Because the accuracy and 
reliability of these competency assessments is paramount to the safe and effective practice of 
pharmacy, NABP also has employed several technological advances in the last year to 
improve the security and efficiency of its examinations programs. 
 

NAPLEX  
To ensure that the North American Pharmacist Licensure Examination® (NAPLEX®) 
remains a valid and accurate assessment of entry-level pharmacist competency, NABP 
completed a full pharmacy practice analysis in 2009. The Association performs this analysis 
at least every five years to assess the activities in which pharmacists are currently engaged 
and how these activities impact the public health. NABP received survey responses from 
pharmacy professionals in every state, as well as Guam, Puerto Rico, and Canada, and, 
through collaboration with AACP, also obtained valuable feedback from pharmacy 
academicians and preceptors. After receiving responses and feedback from the survey, 
NABP conducted an in-depth statistical analysis of the results to ensure that the NAPLEX 
competency statements, which describe the knowledge base expected of entry-level 
pharmacists and that are addressed in the examination, are in line with existing pharmacy 
practice standards.  
 
This analysis resulted in updates to the NAPLEX Blueprint that directly reflect the shift in 
weight of the content areas identified by the survey respondents. The proportion of items 
represented in the NAPLEX increased in the area covering pharmacotherapy and therapeutic 
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outcomes, decreased in the area covering preparation and dispensing of mediations, and 
remained constant in the area covering patient counseling and the promotion of public health. 
The updated Blueprint was released in March 2010, and all schools and colleges of pharmacy 
as well as the state boards of pharmacy have been notified of these revisions.  
 
Concurrent with the survey analysis, NABP reviewed the passing score for the NAPLEX and 
determined that an adjustment was necessary to ensure that a passing score accurately 
reflects the minimum knowledge base required of entry-level pharmacists. Consequently, the 
new NAPLEX passing standard went into effect on March 1, 2010. Staff is closely 
monitoring passing rates as an overall decrease is expected to be observed with the new 
standard in place. 
 

MPJE  
NABP periodically convenes State-Specific Review meetings to ensure that Multistate 
Pharmacy Jurisprudence Examination® (MPJE®) remains a valid measure of pharmacists’ 
knowledge of relevant state and federal laws. As a means to increase involvement in the 
development and management of the examination, as well as to offer a more convenient and 
flexible approach for state boards of pharmacy to participate, NABP held its first Internet-
based MPJE State-Specific Review in 2009. In the past, the meetings were held face-to-face 
as a three-and-one-half day event. As many of the boards experience shrinking staffs and 
budgets, the new Internet-based format has enabled boards with limited time and resources 
the opportunity to become involved in the review.  
 
Many boards responded with positive feedback on the change to an Internet-based format. 
NABP is evaluating the results and will identify the best strategy for moving forward with 
this project. Based upon the overall positive comments regarding the remote review, NABP 
will conduct the review remotely again in 2010, although states maintain the option to 
conduct the review at NABP Headquarters. Currently, 45 boards utilize the MPJE and are 
asked to participate in at least one MPJE State-Specific Review each year to determine the 
appropriateness of items in the MPJE for candidates seeking licensure. In 2010, two 
additional boards, South Dakota and Oklahoma, will be utilizing the MPJE.  
 
More recently, NABP conducted an MPJE competency statement and blueprint validation 
survey. The results of this survey are in the process of being analyzed to determine any 
necessary updates to the MPJE Blueprint. Any changes in the blueprint will drive a new pass 
standard study.  
 

FPGEE  
Nearly 2,000 tests were administered in 2009 for the Foreign Pharmacy Graduate 
Equivalency Examination® (FPGEE®). With roughly 900 applicants sitting for the April 14 
administration and approximately 1,100 applicants sitting for the October 1 administration, 
these administrations marked completion of the first year of the return of the computerized 
FPGEE. Like the paper-and-pencil examination, the computerized FPGEE is administered 
once in the spring and once in the fall; however, applicants were able to choose from more 
than 200 Pearson VUE testing sites located within the continental US instead of only three 
designated sites. An average of approximately  150 Pearson VUE testing sites were utilized 
by FPGEE applicants during each of the April and October 2009 administrations, and each 
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site accommodated anywhere from one to 44 applicants. The average testing site holds 
between 25 and 30 individuals at a given time. The first 2010 administration of the 
computerized FPGEE took place in April. The second examination of 2010 is scheduled for 
September 30.  
 
In addition to taking a computerized examination, applicants now have the ability to 
download their examination scores from a secure Web page accessible from the NABP Web 
site, rather than waiting to receive them via mail. This benefit, which became available in 
2009, expedites the score retrieval process. With this new process, the scores are available 
within about six weeks of the examination.  
 

FPGEC 
In its continuing effort to maintain and enhance the integrity of its examinations and 
programs, the NABP Executive Committee recently approved an amendment to the 
requirements for Foreign Pharmacy Graduate Examination Committee™ (FPGEC®) 
Certification. Effective as of April 2010, the Test of English as a Foreign Language™ 
(TOEFL®) Internet-based Test (iBT) became the sole English language proficiency 
examination accepted for new candidates seeking FPGEC Certification. The requirement was 
further modified to require that the TOEFL iBT be taken at test centers located in the US or 
in an NABP member jurisdiction. Maintaining one standard for English proficiency will 
further promote uniformity among all candidates seeking FPGEC Certification.   
 
NABP also has enhanced the Web based NAPLEX/MPJE eligibility database to include 
verification of candidates’ FPGEC certificate, including a detailed testing history, thereby 
streamlining the verification process for the boards.  
 

PCOA 
In response to schools and colleges of pharmacy, the Department of Education, and ACPE 
that, a few years ago, expressed a need for assistance with curriculum development and 
measurement of student performance and growth, NABP, with the assistance of key 
stakeholders, developed the Pharmacy Curriculum Outcomes Assessment® (PCOA®). 
Reflecting the value of this comprehensive assessment tool, PCOA administrations in 2010 
increased 18.9%, compared to the number of administrations in 2009. The PCOA was 
administered at 14 colleges of pharmacy, representing over 1,900 students, during the 
window of January 25 to February 5, 2010. As students’ progression is assessed from year to 
year, NABP is confident that the value of the data provided to the schools and colleges of 
pharmacy will serve as a valuable resource to track students’ pharmacy program performance 
across all professional years and will provide a means to compare schools’ group level results 
to a national sample of students. 
 

Technological Advances 
As of May 2010, individuals checking in at Pearson VUE test centers to take the NAPLEX, 
MPJE, and FPGEE encounter a security enhancement called palm vein recognition. This 
system represents the next generation of biometric technology, whereby the veins inside of 
the hand are scanned to create a digital template that represents each individual’s vein 
pattern. Palm vein patterns are invisible and virtually impossible to forge, making the system 
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highly secure. Additionally, NABP has established an Examination Incident and Irregularity 
Tip Site, through which individuals can anonymously report any information on suspected 
examination irregularities, acts of unethical behavior, and breaches of security that may 
compromise the content of any NABP examinations. In the last year, NABP also has 
enhanced its examination score reporting capabilities, allowing boards to retrieve these score 
reports through the Web, streamlining the process for the boards and reducing turnaround 
time. 

 

Accreditation Programs 

DMEPOS 
As of the January 1, 2010 accreditation deadline set by the Centers for Medicare and 
Medicaid Services (CMS) for providers of durable medical equipment, prosthetics, orthotics, 
and supplies (DMEPOS), NABP had accredited nearly 30,000 licensed pharmacies, both 
chains and independent operators, since the program’s inception of the program in January 
2007. Twenty-seven chains are accredited by NABP, representing 28,917 pharmacies. In 
2009, NABP conducted DMEPOS surveys of 1,959 chain pharmacies and 1,033 independent 
pharmacies. The NABP DMEPOS program includes a rigorous accreditation process in 
support of the CMS quality standards governing this program. The outcome of these 
accreditations is that patients can be assured that they are receiving the proper products as 
well as necessary training on how to use the products.  
 
The Patient Protection and Affordable Care Act (PPACA), aka, health care reform bill, was 
enacted on March 23, 2010, and included language that stands to impact the DMEPOS 
accreditation program. Among other changes, the act may exempt certain pharmacies from 
the DMEPOS accreditation requirements. Nonetheless, recognizing accreditation as a badge 
of honor, many chain and independent pharmacies continue to approach NABP for first-time 
and renewed accreditation, and NABP stands ready to continue accepting and managing 
DMEPOS accreditation applicants.  
 

VAWD 
Two major threats to the US drug supply chain against which NABP has been taking action 
for many years through its accreditation programs are counterfeit drugs and diverted drugs. 
In an effort to secure the US distribution system from dangerous or counterfeit prescription 
drugs, 22 states recognize either third-party accreditation and/or NABP’s Verified-
Accredited Wholesale Distributors CM (VAWD CM) program. Currently Indiana, North 
Dakota, and Wyoming require VAWD accreditation, while 19 states recognize either VAWD 
or some other form of third-party survey of wholesale distributor accreditation, as of year-
end 2009. The states that recognize VAWD or some other form of third-party survey of 
wholesalers are Colorado, Idaho, Iowa, Kansas, Maryland, Massachusetts, Mississippi, 
Montana, Nebraska, Nevada, New Jersey, New Mexico, Oklahoma, Oregon, Rhode Island, 
South Carolina, South Dakota, Vermont, and Wisconsin. 
 
Many of these states recognize VAWD as a means of implementing the licensing provisions 
of new laws, while mitigating the fiscal and operational impact on their board.  
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VAWD accreditation provides assurance that the wholesale distribution facility operates 
legitimately, is validly licensed in good standing, and employs security and best practices for 
safely distributing prescription drugs from manufacturers to pharmacies and other 
institutions. In addition, VAWD provides a uniform set of standards that can alleviate 
inconsistencies between states. Applicants for VAWD accreditation undergo a criteria 
compliance review, licensure verification, survey, background checks, and screening through 
the NABP Clearinghouse. 
 

VIPPS 
NABP is pleased to report that two major search engines have adopted Verified Internet 
Pharmacy Practice Sites CM (VIPPS CM) accreditation as the standard that drug-related 
advertisers must meet in order to participate in their online advertising programs. Google 
adopted this policy on March 1, 2010, and Microsoft is expected to follow suit on June 7. 
 
Since the advent of its VIPPS program more than a decade ago, NABP has been working to 
protect patients from rogue Internet drug outlets that circumvent pharmacy laws and practice 
standards established to protect patient health. VIPPS-accredited pharmacies have undergone 
and successfully completed the thorough NABP accreditation process, which includes a 
review of all policies and procedures regarding the practice of pharmacy and dispensing of 
medicine over the Internet, as well as an on-site inspection of all facilities used by the site to 
receive, review, and dispense medicine, enabling patients to confidently identify legitimate 
Internet pharmacies from which to purchase medications. 
 
According to a 2009 NABPLAW® Online database search and the 2010 Survey of Pharmacy 
Law, six states currently require Internet pharmacies to obtain VIPPS accreditation (or 
certification by a substantially similar program) in order to conduct business in those states, 
while another 14 states recognize the VIPPS program in their regulations. The strength of the 
VIPPS program has also been used to support testimony in cases against rogue Internet drug 
outlets. A total of 20 Internet pharmacy sites, representing more than 12,000 individual 
pharmacies, are now VIPPS accredited. 
  

Vet-VIPPS 
Launched in January 2009 as an expansion of the VIPPS program, the Veterinary-Verified 
Internet Pharmacy Practice SitesCM (Vet-VIPPSCM) program uses VIPPS criteria as a basis to 
evaluate and accredit legitimately operating online veterinary pharmacy practice sites. 
Prompted by concerns from the boards of pharmacy, NABP developed this program to assist 
the states in their efforts to maintain control over the Internet-based distribution of 
prescription drugs and devices for companion animals as well as non-food producing 
animals. The Vet-VIPPS program provides a vehicle to hold Internet veterinary drug 
distributors accountable for meeting patient-client safety practice standards. A total of four 
Internet veterinary pharmacy sites are now Vet-VIPPS accredited. 
 

e-Advertiser Approval Program  
Because the VIPPS accreditation program is structured to address licensed pharmacies 
engaged in the practice of pharmacy and a full range of defined business activities online, 
NABP has developed a complementary program, the NABP e-Advertiser Approval Program, 
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that identifies legitimate Internet advertisers that offer only limited pharmacy services or 
other prescription drug-related services online. NABP launched this program in March 2010. 
Thus far, one prescription drug-related Web site has received NABP e-Advertiser Approval, 
and several additional applications are in process. The review process for these applicants 
includes license verification and thorough screening and investigation of the business’ Web 
site, online services, and affiliated domains, confirming compliance with established 
pharmacy laws and practice standards. 
 

Public Awareness and Outreach Efforts 

Internet Drug Outlet Identification Program  
In February 2008, NABP began an intensive study of Web sites selling prescription drugs 
and has found that, of the more than 6,000 Internet drug outlets NABP has reviewed to date, 
96% appear to be out of compliance with pharmacy laws and practice standards. These sites 
dispense dangerous prescription drugs to patients without a valid prescription or medical 
oversight. The drugs are often unapproved for sale in the US – or any other developed 
country – and are often substandard, contaminated, or counterfeit.  
 
As of February 2010, approximately 83% do not require a valid prescription, and 
approximately 41% offer unapproved foreign medications, placing US patients at risk. 
Approximately 55% do not provide a physical address. The World Health Organization 
estimates that medicines purchased over the Internet from outlets that conceal their actual 
physical address are counterfeit in over 50% of cases. An estimated 92% of the sites are part 
of large networks that host similarly operating rogue Internet drug outlets.  
 
NABP continues to stress the importance of educating the public on these risks and continues 
working to provide patients with the knowledge and information needed to make informed 
decisions when purchasing prescription medications over the Internet. As a public resource,  
NABP also posts a list of Recommended Internet Pharmacies that are accredited through the 
VIPPS or Vet-VIPPS programs, along with program criteria and related patient information.  

AWARXE 
In early 2010, NABP introduced AWARXE, a consumer protection program whose mission 
is to provide individuals with the information they need to make the right decisions about 
prescription and over-the-counter medications. This initiative aims, in part, to educate 
patients on the dangers of buying prescription drugs online and empower them to make 
informed choices. In the future, NABP will work with the boards of pharmacy and other 
stakeholders to expand this consumer protection program to raise awareness of other issues 
affecting the public health, as well as pharmcists’ important role in patient care.  
 

Year in Brief 
All told, 2009 has been a year of significant collaborative efforts among NABP members and 
stakeholders, and this partnership has yielded great success. All of these efforts have one 
thing in common, in that they were developed to empower the practice of pharmacy so that 
pharmacists can step forward confidently as crucial providers of patient care. Going forward, 
NABP will become more active in exploring and analyzing the issues that impact the practice 
and regulation of pharmacy in the individual states. The coming year promises to be filled 
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with opportunities to advance the practice of pharmacy, and our partnership with AACP is 
more important than ever, as we advance into this new era for pharmacy. 

 

Best Wishes on a Successful Annual Meeting 
The schools of pharmacy play an integral role in patient safety as they prepare the 
pharmacists of tomorrow. NABP values its relationship with AACP and recognizes that the 
two organizations have several shared goals including a focus on improving the practice of 
pharmacy and the protection of patients. NABP looks forward to the district meetings each 
year as it gives NABP and its members the opportunity to collaborate with AACP and its 
member colleges and schools of pharmacy. Once again, NABP is pleased to offer its support 
and best wishes to AACP and its members for an Annual Meeting that is productive and 
memorable. 
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AACP REPORTS 
Final Report of the 2009-2010 Council of Faculties 

Gary R. Matzke 
Chair, Council of Faculties 

Throughout this year the COF administrative board has meet routinely, about every 6-8 weeks, 
by conference call to monitor the progress of its committees and task forces, develop the plans 
and programs for its business meetings, and inform the COF representatives to the Board of their 
thoughts and perspectives. A meeting of the Administrative Board of the Council of Faculties 
was held February 3, 2010 in Arlington VA. The work of existing committees and task forces 
was discussed. Ideas for the second half of the 2009-2010 year and the vision of Chair-elect John 
Bosso for his year at the helm were also discussed. Minutes of the meeting are posted on the 
AACP Council of Faculties website. 

The COF Business Meeting at the 2010 Interim Meeting was held February 8, 2010 during the 
Washington blizzard. Immediate past-chair Julie Szilagyi presented highlights of the Board of 
Directors meeting and representatives of committees and task forces reported on their 
outstanding progress. AACP staff member Will Lang presented a legislative update and shared 
perspectives on the potential influence of health care reform on pharmacy education and 
research. The business meeting concluded with a discussion of the evolution of the structure and 
function of the COF since its inception in the early 1970s. The focus was on how the COF can 
proactively become better integrated with the membership of the Academy and its sections, 
SIGS, etc to coordinate committee and task force charges. The minutes of the meeting are posted 
on the Council of Faculties website. 

Committees and Task Forces 

The membership and charges have been reported previously. More than 75 individuals were 
involved in COF committees and task forces, including standing committees, and ad hoc task 
forces of the COF as well as one with the Council of Deans. I thank the Chair of the Council of 
Deans, Patricia Kroboth and the Council of Sections, Michelle Kalis, for their shared insights 
and excellent and collegial collaboration. All the final committee and task force reports are 
posted to the Council of Faculties website. A brief summary of each group's activities follows. 

Nominations 
Chair: Julie Szilagyi (Houston) 
 
The committee prepared a slate of candidates for the position of Chair-elect. The committee 
acknowledged all nominees and proposed a slate of two outstanding candidates for Council of Faculties 
Chair-Elect (designate): Daniel Brazeau, PhD, (Buffalo) and David Zgarrick, PhD,  (Northeastern) 
 
 
 
 



Resolutions and Standing Rules 
Co-Chairs: Deb Strupe (Maryland) and Raman Venkat (Pittsburgh) 

The committee did express concern about ineffective communication between Councils and Sections 
regarding resolution process and although they indicated a desire to propose recommendations to improve 
such communications no action has been brought forward to date. They did issue a call for resolutions this 
spring. The committee was relatively inactive this year since no changes to the Council Standing Rules of 
Procedure were proposed nor were there any resolutions submitted by members of the council. 

Faculty Affairs 
Chair: Joe Guglielmo, (UCSF) 
Vice Chair: Nick Popovich (UIC Illinois) 
 
The Committee was charged to 1) Create an inventory of all Schools and Colleges that have a “formal” 
faculty development program; 2) Create a mechanism to characterize and publicize the best practices for 
faculty development within research intensive and non-research intensive schools and colleges; and 3) 
Document the success of these programs.  Throughout this year they focused on charge one. 
 
While they found that the peer-reviewed literature offers descriptions of programs intended to enhance 
health care professions faculty development, relatively little is published specific to pharmacy. 
Furthermore, none of the health care professions have adequately evaluated the impact of various faculty 
development programs with associated outcomes (promotion/tenure). ACPE, AACP, and ACCP offer 
various white papers and general descriptors of appropriate faculty development programs; however the 
impact of these papers has not been evaluated, including specific faculty groups such as research-based 
basic science and clinical science faculty members, clinician-teachers, i.e., non-tenure track, volunteer 
faculty, and specific subgroups, including women and underrepresented minorities. 
 
To address charge 1 the Committee surveyed a sampling of schools of pharmacy to assess the current 
state of faculty development. The results of their pilot work represent faculty development in 12 schools 
of pharmacy. The intent of this sampling was to serve as a source for the creation of a refined survey that 
will be used in an audience response session at the 2010 AACP Annual Meeting. This interactive session 
will present the Committee’s evidence-based literature review and survey and share real time data from 
AACP faculty delegates collected using an audience response system. 
 
Recommendations: 

1. Publish the results of the background report and audience response survey as a research report 
and/or White Paper in AJPE. 

2. Forward the 2009-10 Faculty Affairs Committee findings to the 2010-11 Section of Teachers of 
Pharmacy Practice Faculty Development Committee. 

3. Incorporate the findings of the 2009-10 Faculty Affairs Committee into the Section’s Strategic 
Initiative 3: Development, i.e., “By 2010, make the Recruitment and Retention Task Force a 
standing Committee of the Section. The committee should focus on assisting colleges and schools 
to recruit pharmacy practice faculty and to provide these faculty with the resources and skills 
necessary to succeed in their academic career.” 

 
 
 
 



Task Force on Preparation of Pharmacy Faculty and Students to be Citizen Leaders and 
Pharmacy Advocates 
Chair: Leigh Ann Ross, PharmD, BCPS 
Vice-Chair: Kristin Kari Janke, Ph.D. 
 
This Task Force was charged with collecting information and formulating ideas regarding the following:  
1) Tabulate and characterize the courses or processes that are in place at the various institutions to 
develop leaders and health care advocates; 2) Develop a means to document the leadership and advocacy 
contributions by faculty and students within their community as an indicator of the success of these 
programs; and 3) Create a mechanism to characterize and select the best practices for leadership and 
advocacy development throughout the curriculum.  
 
The work of the Task Force has focused primarily on charge #1. Schools/Colleges of Pharmacy who 
graduated the first class by May 2009 were contacted to collect information on the courses and other 
activities related to leadership or advocacy in place or in development.  The survey addresses both student 
and faculty activities (charge #2).  The final survey is comprehensive and it was determined that the most 
accurate information could be obtained by contacting each institution by phone and speaking with the 
appropriate person for each section of the survey. Through this direct contact with schools, they planned 
to identify best practices for leadership and advocacy in the curriculum (charge #3). The Task Force 
found survey administration to be time consuming, as they talked to 2-3 individuals at most institutions to 
get the necessary information.  Survey administration and data analysis will be completed in June 2010 
and presented during the AACP Leadership and Advocacy special session which is scheduled for July 13, 
2010.  During this session they plan to share results of the survey and to gather more information from 
audience participants on best practices (charge #3).  
 
Task Force on Faculty Renewal 
Chair: Robin Zavod 
Vice-Chair: Renee Dehart 
 
The 2009-2010 AACP Council of Faculties Task Force on Faculty Renewal was charged with collecting 
information and formulating ideas about faculty renewal programs and processes. Specifically this task 
force was charged to: 1) Document the faculty renewal opportunities that have been utilized by Schools 
and Colleges during the last 10 years; 2) Tabulate the number of faculty who have availed themselves of 
these opportunities and create a means to collect information that documents the value of such programs 
to the faculty who participated in them; 3) Ascertain what the barriers are to the implementation and 
utilization of a faculty renewal  program; and  4) Propose mechanisms to enhance the utilization of 
faculty renewal opportunities. 
  
After evaluation of the 2006-2007 AACP Academic Affairs Committee report, faculty renewal definitions 
and a survey were created by the task force members. The survey received “exempt” status from the 
Institutional Review Board at the Midwestern University Chicago College of Pharmacy.  A total of 115 
schools/colleges of pharmacy were identified through the AACP roster.  One week prior to the scheduled 
telephone interview, a copy of the survey instrument was emailed to the identified contact at each 
institution, including the definitions created for sabbaticals, mini-sabbaticals, and focused time.  A 
telephone interview was then conducted by one of the task force members with each of his/her assigned 
institutions.  
 
A total of 76 institutions responded to the survey: Forty-four (57.9%) of the respondents were 
representatives from public institutions and 32 (42.1%) were from private institutions.  Seventy-two 
(94.7%) had a faculty renewal program in place at the time of the survey. Of the 72 institutions that had a 



faculty renewal program in place, 60 (83.3%) offered focused time, 27 (37.5%) offered mini-sabbaticals, 
and 66 (91.7%) offered sabbaticals as part of their renewal program.  Overall, the faculty renewal 
program was specific for pharmacy educators in only 26 (36.1%) of the institutions responding.  The vast 
majority of these institutions, 64 (88.9%) have specific eligibility criteria for participation in their faculty 
renewal activities. The most common method to encourage faculty participation was individual 
recommendation by department chairs (68.1% of respondents).   The most commonly reported barrier to 
the use of faculty renewal programs was the inability to cover didactic workload (reported by 62.5% of 
respondents). 
 
In summary they found that faculty are not routinely taking advantage of what appear to be widely 
available opportunities for faculty renewal, nor are Schools/Colleges of Pharmacy using or promoting 
these programs adequately.  Faculty members should have opportunities to apply for participation in 
faculty renewal opportunities in accordance with their professional goals as it relates to teaching, 
research, clinical and service responsibilities.  Schools/Colleges of Pharmacy will need to investigate 
mechanisms to allow more faculty members to participate in faculty renewal programs to enhance 
productivity, personal accomplishment and retention of faculty members. In addition, faculty should take 
the initiative to investigate their institution’s criteria for eligibility and inquire as to the institution’s 
support.   
 
Recommendations: 

1. Encourage Deans and Department Chairs to proactively promote their school/college faculty 
renewal program(s) to both new and established faculty members. 

2. Encourage faculty to explore their options for faculty renewal. 
3. Encourage AACP COF to continue this Task Force or a related Task Force to allow this year’s 

charges to be completed and to permit better evaluation of the frequency of use of the focus 
time-type of renewal opportunities. 

 
Task Force on Faculty Workforce (joint with COD) 
Co-Chairs: Brian Crabtree (Mississippi), Shane Desselle (Oklahoma) 
 
The 2009-2010 AACP Joint Council of Faculties and Deans Task Force on Faculty Workforce was 
charged to: 1) Identify mechanisms, resources, and policies that could be developed and implemented 
within schools and colleges of pharmacy that would enhance the quality of life of faculty, 2) Evaluate the 
reliability and validity of the association’s current mechanism(s) to identify faculty supply and demand at 
any point in time and project the future needs of the academy, and 3) Identify future agenda items for the 
Faculty Workforce Task Force. 
 
A subcommittee of the Taskforce completed a document with findings and recommendations regarding 
faculty recruitment, mentoring, organizational climate and culture, and the role of the department chair.  
Although not a direct outgrowth of the work of the task force, mentoring is a focus of programming by 
two Sections, Pharmacy Practice and Social and Administrative Sciences.  Targeted programming for 
department chairs is also included at the Annual Meeting.  Two topical roundtable topics will be 
facilitated by task force members, one on fostering a positive work climate and one on fostering a positive 
relationship with the department chair.  COF chair-elect John Bosso has identified department chair 
development as a priority for his leadership agenda in the Council of Faculties.  The taskforce’s findings 
will be finalized prior to submission to AJPE. 
 
A second subcommittee distributed a survey instrument via the Council of Deans listserv to collect data 
on professional degree program expansion, new schools, graduate programs, and postgraduate 
professional programs with respect to projecting faculty workforce needs.  Additional data regarding new 



program and program expansions are being collected from the Accreditation Council for Pharmacy 
Education. 

 

The Council of Faculties will again host a reception with the Wal-Mart Scholars during the 
Annual Meeting. 

 



Council of Sections 
Report to the AACP Board of Directors 

June, 2010 
 

Council of Section Activities (Michelle Kalis, Chair, Tricia Marken, Chair‐Elect, Sudip Das, 
Immediate Past Chair, Cindi Koh‐Knox, Secretary) 

Following discussion of improving communication between the COS and COF as well as among 
the Sections, we developed a template that can be updated by each Section on a regular basis 
and posted on the COS web‐page.  This provides information on committees and task forces for 
each Section as well as programming ideas.  M. Kalis shared the template with L. Maine and G. 
Matzke (COF Chair) and received positive feedback as well.  The template will be provided to 
COS members for use beginning with the 2010 annual meeting.  Following discussion on the 
annual meeting abstract selection process at the leadership retreat in March, M. Kalis and L. 
Maine had a conference call and agreed to seek out some best practices.  Documents on 
abstract/session review processes were reviewed from three organizations.  Much of the 
process used by ADEA, seemed to fit the needs of AACP.  M. Kalis asked a group of COS 
members with C. Knox‐Koh as the chair and M. Colon to review and refine the rubrics and 
processes used by ADEA.  The goal is to have a draft ready for discussion at each Section 
meeting in Seattle. 

Trish Marken began planning for the 2011 Teachers Seminar.   A list of topics was generated 
from two sources: 1) the last 10 Teachers Topics at Annual and 2) recommendations from the 
COS.   The COS ranked their preferences and the results were as follows: Scholarship of 
teaching (6 votes); Eric Mazur was recommended by several people and some have heard him 
do Enhancing Learning through Engagement – that covers several suggested topics; Using 
critical thinking in all aspects of pharmacy education (3 votes); Continuing professional 
education and what it means for faculty, students, and curriculum (3 votes); Intergenerational 
dynamics and an appreciation/adaptation in teaching methods/styles given the increasingly 
diverse student population (1 vote); Technology and learning (1 vote); How to teach to diverse 
audiences (1 vote) 
 
NEXT STEPS: 
The COS will finalize a draft plan for the program at the Annual meeting including: A framework 
or structure for the day – large group and small group activities, content, learning strategies 
and potential speakers 
 

The three COS task forces charged in fall 2009 continued their work.   

1) The Preceptor Development (Chair: Denise Soltis, Drake), Task Force administered the survey to 
the Directors/Asst Deans of Experiential Education.  Data has been reviewed and suggestions as to 
topics that should be included for preceptor development and library.  As far as whether or not AACP 
should work to provide a program or we should move to a national program like Physical Therapy, is still 
under discussion.  



2) The Compounding (Co‐chairs:  Robin Bogner, UCONN and Bill Shrewsbury) 
The AACP Compounding Task Force constructed an online survey to 
address its first charge: Assess the status of compounding education in 
member institutions. Appropriate faculty in member institutions will be 
contacted to complete the survey during the summer of 2010.  The 
information will be compiled in the Fall 2010. The Task Force will then 
begin addressing its additional charges which in summary will propose a 
level of basic compounding curriculum to member institutions. 
 
3) The Primer for new Faculty (Chair: Bill Fassett, Washington State) Task Force had a 
conference call in mid spring.   

Biological Sciences Section (Alice Gardner, MCPHS‐Worcester/Manchester) 

AACP Annual Meeting – The Pharmacogenomics education theme will be continued by the section in 
two sessions at this year’s annual meeting.  The first is the special session by the Biological Sciences, 
"Curricular planning and implementation of “Stand‐alone” and “Integrated” Pharmacogenomics”; and 
the second is a special session by the newly approved Pharmacogenomics SIG. 
 
Committees. The Bylaws and Strategic Planning Committees plan to disseminate the Biological Sciences 
Bylaws and Strategic Plan for the Section, respectively, to the membership for review late May/early 
June. A  final draft will be submitted to the Chair to include on the agenda for the business meeting at 
the 2010 AACP Annual meeting.  

Chemistry Section (Mike Crider, SIUE) 
 

Section Programming at the 2010 Annual Meeting ‐ Two programming sessions are scheduled for the 
Annual Meeting. The first, “End of Drug Life‐Cycle: What Happens when ADME is Completed? A 
discussion on the impact of pharmaceuticals and personal care products (PCPPs) on the environment 
will be held.  A joint‐session with the Pharmaceutics Section “Clinical Reasoning Education: The Science 
and Craft, and Roles of Basic Science, will stress the importance of a solid science background in clinical 
applications.  A special session, Challenges in Drug Discovery: An Academic Perspective, will be 
presented on Wednesday, July 14 from 8‐9:30 AM. 

Formation of a Special Committee ‐ A Strategic Planning Committee for the Section has been appointed. 
Committee members are Andrew Webster (Chair, Belmont University), Robert Riggs (Samford 
University), and Susan Mercer (Lipscomb University). A draft of the AACP Strategic Plan was presented 
at the March Leadership Retreat. The sections were asked how they could incorporate one or two 
components of the plan into their respective sections. The Chemistry Section Strategic Planning 
Committee will be assessing how the Section can more effectively meet the needs of its members 
relating to programming and faculty development. 

Continuing Professional Education – No report submitted 
 



Library and Learning Resources (Susan M. McGuinness, UCSD) 

Program Planning ‐ 2010 Annual Meeting  programming plans two sessions. One is on information 
resources for mobile devices and how they are used in pharmacy practice.  The other is a series of 
“lightening” talks, brief 5‐minute presentations on innovations by librarians working with Schools of 
Pharmacy. The talks will be followed by a break‐out discussion session.  

Strategic Planning  ‐ The Libraries/educational Resources Section (L/ERS) Chair and Chair‐Elect attended 
the AACP Leadership Retreat in Baltimore in March, 2010, where they participated in facilitated strategic 
planning for AACP. We identified two strategic directions with measureable outcomes for our section 
that fit with critical issues of the AACP’s strategic plan.   Regarding critical issue 2.3, “Work strategically 
with ACPE and others to increase our level of influence on quality assurance standards ensuring the 
Academy’s concerns, issues and priorities are proactively communicated to affect change,” by July 2011 
the [L/ERS] section will negotiate a change to the ACPE checklist for standard 29 to reflect best practices 
in library science regarding the evaluation of library collections. Outcome: The ACPE checklist will be 
changed to the section’s satisfaction.  Regarding critical issue 6. 1, “Assist members in building 
collaborations which increase access to quality graduate education, post‐graduate training programs 
and continuing professional education,” by July 2012, the [L/ERS] section will promote the librarian as a 
valuable collaborator in graduate education, post‐graduate training programs and continuing 
professional education. Outcome: Develop a package of materials targeting key interest groups. 
 
The L/ERS section will discuss the strategic plan at the Annual Business meeting in July, and form task 
groups to work on these strategic directions. 
 
Pharmaceutics Section (Bill J Bowman, Midwestern) 

Strategic Planning ‐  During the AACP Leadership Retreat in March, several of the section’s 
leaders reviewed AACP’s draft strategic plan and identified three strategic directions that the 
section could impact over the next few years.  In addition, these section leaders developed 
action items and corresponding outcomes for each of the strategic directions that were 
identified.  This information is being finalized and will be presented during the section’s annual 
business meeting in July.    

Abstract Reviewers ‐  Six section members served as the section’s abstract reviewers for the 
2010 Annual Meeting. Two teams of three reviewers were created and each team contained at 
least one “veteran” reviewer.   

Programming Committee ‐  Cary Mobley, Chair‐Elect, continued to finalize the section’s 
programming for the 2010 Annual Meeting.  The working titles for our educational sessions are 
“Clinical Reasoning Education: The Science and Craft, and Roles of the Basic Sciences” (a joint 
session with Chemistry Section) and “Teaching Sterile Compounding: Meeting the Standards in 
Real and Virtual Environments”. 

Webpage ‐ Sunil Jambhekar, Secretary, is in the process of updating the section’s webpage 
including posting copies of 2009 Annual Meeting Presentations and Business Meeting Minutes. 



Experiential Education (Denise Soltis, Drake) 

The strategic planning taskforce developed a strategic plan that is currently out for comment via the 
listserv.  It is an ambitious plan.  Very few comments have come in and we plan on voting at the business 
meeting at the Annual Meeting.  Programming is set for the meeting.  The membership committee has 
been working on a workload survey for the Directors but so far it is not finalized.  The Awards 
Committee submitted some names for the Lyman. 

Pharmacy Practice (Timothy Welty, Kansas) 

Standing committee and task forces were given several charges that arose directly out of the strategic 
plan endorsed by the Section two years ago. Out of these activities, there have been several 
accomplishments to move the Section forward. These include: 

1. Planning and holding a business meeting and continuing education program at the 2009 ASHP 
Midyear Clinical Meeting in Las Vegas. The educational program dealt with providing preceptors 
tools for effectively working with APPE/IPPE students and was attended by 130 participants.  

2. Programs planned by the Section will address the ongoing issues of mentoring for faculty retention 
and development that are so prevalent in pharmacy practice departments. This program will be 
presented as a synchronous Webinar and will be a pilot project.  The second program will address 
issues related to advocacy of pharmacy and pharmacy practice in an effort to make faculty more 
effective  in promoting the importance of academic pharmacy in the delivery of health care and 
advancing public health. 

3. Adjusting our typical annual business meeting to a truncated form that allows for a discussion on the 
impact of declining financial support for pharmacy practice departments and how to deal with this 
issue. This item rapidly arose this year as most practice departments saw their budgets frozen or 
decline, resulting in losses of faculty positions. For some schools pharmacy practice positions were 
cut at a greater rate than basic science positions. In many cases, this was in the face of increasing 
class enrollments and demands on faculty. The session is designed to quickly address an issue of 
immediate importance and concern to pharmacy practice departments and schools of pharmacy. 

4. Circulation of a survey to pharmacy practice chairs to gather data on faculty recruitment practices. 
This is an important issue with an increasing number of schools and a rather limited pool of qualified 
faculty candidates. Results from this survey are pending. 

5. Gathering data on membership characteristics of the section to better understand the composition 
of the membership in an effort to design more effective programs, activities, and means of engaging 
members. Analysis of these data is pending. 

6. Follow up with AACP staff on the status of 2 resolutions passed at the last annual meeting. The 
Section is interested in knowing how these resolutions are progressing with implementation and 
how we can continue to see these initiatives develop. 

7. Completed an evaluation of practice plans among pharmacy practice departments and pharmacy 
schools. Many pharmacy practice departments have an interest in these types of programs as they 
search for alternative sources of revenue to support faculty, pay increases, and other programs to 
the ongoing development of departments and the profession. 



As a result of activities in the Section, several important issues have come to light and need addressing 
at a larger organizational level within AACP. These include: 

1. A review of the guidelines and processes for selection of awardees of various AACP awards. 
While many members of the Section are excellent candidates, the guidelines and process of 
determining recipients for these awards are often skewed in a manner that does not allow 
for appropriate recognition of Pharmacy Practice faculty.  

2. Greater coordination and cooperation between the various Sections, Councils, and House of 
Delegates on initiatives and activities. Many of the committees and task forces within the 
Pharmacy Practice Section were given charges that were very similar to charges for groups 
in the Council of Faculties and other entities within the AACP organizational structure. An 
effort was made to coordinate activities between the Pharmacy Practice Section and the 
Council of Faculties. This initiative will continue and expand in the coming year. However, 
greater effort needs to be given to coordinating activities, avoiding duplication of effort, and 
looking for synergies between the various governance bodies within AACP. 

3. The research task force within the Pharmacy Practice Section has recommended 
collaboration with ACCP for provision of the ACCP Research Certificate program at AACP 
meetings. This is in response to the definite need among pharmacy practice faculty to 
develop skills in research that many do not currently possess. While the proposal was made 
to staff, this plan is somewhat stalled. Action of the Board could help in making this type of 
collaboration a reality. 

Social and Administrative Sciences Section (Betsy Sleath, UNC) 

The section currently has the following five committees: curriculum, program, external liaison, 
orienting new faculty, and graduate program.  Below is a brief summary of what each 
committee is working on. 

Curriculum Committee (Linda Gore Martin, Chair) ‐ The curriculum committee has been 
charged with the update of the Teaching Handbook into a Learning Resource Site. The 
Committee determined that the old teaching handbook was not in a desired format.  The 
committee identified content for the new teaching handbook and an outline has been 
developed and will be put onto the AACP website before the Annual Meeting.  The SAdS and 
Curriculum SIG listserves were used to request content for the handbook.  Some items have 
been received and will be placed on the site, linked to the outline.  One venue that was discussed 
for a convenient communication avenue is a teaching question blog.  The SAdS curriculum committee 
has volunteered to serve as the test group when the blogging feature is added to the AACP site. 

Program Committee (Shane Desselle, Chair) ‐ Two sessions are being planned for the 2010 annual 
meeting.  One session will focus on mentoring.  It will feature Drs. Desselle and Popovich to discuss 
theory and applications, respectively, followed by a panel reviewing cases with the audience 
participants. The panel will consist of Drs. Madhavan, Rascati, and Shah (Bijal).  The other session will be 



held in conjunction with CPE and will focus on research, scholarship, and development opportunities 
when working with underserved populations. The program will feature Dr. Devra Dang from UConn to 
discuss their Urban Services Track and its ensuring development opportunities, Lisa Scholz as HRSA 
Pharmacy Services Support Center Director to discuss funding, and Steven Chen from USC to discuss 
scholarship emanating from working with the underserved. 

External Liaison (Tina Brick, Chair) ‐ The committee has been charged to: (a) meet at least yearly via 
conference call or at AACP to identify current, hot topics in government, industry and healthcare and (b) 
identify possible speakers for future programming. The committee has not made progress and the 
section will discuss possibly eliminating the committee. 

Orienting New Faculty (Barry Bleidt, Chair) ‐ The original charge to this committee became a charge to a 
task force across sections and Barry Bleidt is a member of that task force.  Once the task force makes 
recommendations, the committee will then: (a) identify materials relevant to assist new social and 
administrative sciences faculty trained outside of pharmacy schools to assist in their orientation to the 
profession, (b) determine if new materials need to be developed (e.g. a PHCY 101 slideshow), and (c) 
identify the most appropriate means of disseminating and/or housing and linking the materials. 

Graduate Program Committee (Bernard Sorofman, Chair) ‐ The committee has focused on faculty and 
graduate student mentoring this year. At the 2009 annual meeting, a 2‐page interest form was handed 
out to all section members who were interested in being mentors or mentees (faculty and graduate 
students). The committee has: (a) matched mentors and mentees and alerted them of their matches, (b) 
designed a mechanism to keep the database current over time, and (d) identified ways to facilitate or 
enhance programming at the annual meeting on mentoring through roundtables or other mechanisms. 
Part of the section’s business meeting at the 2010 meeting will be dedicated to having mentors and 
mentees get together. 
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AACP VISION 
 

Academic pharmacy will transform the future of health care to create a world of healthy people. 
 
Indicators: 
 

• Improved pedagogy and contemporary curricula, validated by outcomes assessments, 
that produce patient-centered professionals  

• Expanded base of knowledge, use and evaluation of the systems, innovative practice 
models, services and technologies that will result in the finest medication use systems 
available.   

• Replication of US pharmacy education models by other countries.  
• Evidence-based advocacy which utilizes members’ practice innovation and scholarship 

and positively influences the nation’s health policy 
• Productive and preeminent scholars in practice, education and the pharmaceutical, 

administrative, translational and clinical sciences 
• Faculty and graduates as leaders contributing in many ways to improve the quality of 

health care and public health locally, nationally and globally 
• Financially strong, progressive and well-lead institutions 
• Increased patient awareness of the value of pharmacists as healthcare providers  

 
AACP MISSION 

 
The mission of AACP is to lead and partner with our members in advancing pharmacy 

education, research, scholarship, practice and service to improve societal health. 
 

We will accomplish this mission by: 
 
• Providing forums for faculty development and networking.  
• Disseminating cutting edge pedagogy related to professional and graduate education. 
• Fostering environments and stimulating the development of resources that support the 

research and scholarship of faculty. 
• Creating leadership and advocacy skills development opportunities for members and students.  
• Fostering development of innovative professional and graduate education programs, 

assessment, resources and strategies. 
• Facilitating members’ development, evaluation and dissemination of new practice models 

through collaboration with other health care organizations and practitioners. 
• Facilitating development of products, programs and services for members that create 

efficiencies and effectiveness and enhance value. 
• Ensuring the appropriate infrastructure and resources are in place to advance our mission. 
• Providing advocacy for academic pharmacy. 
• Supporting faculty and graduates dedicated to and equipped for life-long learning utilizing 

models of continuing professional development. 
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STRATEGIC PLAN: 
 
CRITICAL ISSUE 1: Human Resources for Education, Research, Service  
 
How does AACP assist members in attracting, motivating, developing and retaining the highest 
quality and most diverse faculty, students, administrators and professional staff?  
 
1.1. Increase members’ engagement in programs that enhance human resource recruitment, 
retention and development. 
 
1.2. Expand the range of programs in leadership development and professionalism of students, 
administrators and faculty 
 
1.3. Identify and act upon opportunities to collaborate with other organizations in advancing 
Critical Issue 1. 
 
1.4. Expand opportunities for professional student and faculty experiences in local, national, and 
global health initiative. 
 
1.5. Expand the evidence on those factors which impact faculty work life and vitality, and apply 
the findings to improve faculty recruitment, retention and productivity. 
 
 Example Objectives for Critical Issue 1: 
 

Obj 1.2.3  By 2012, develop online resources for chair development.   
(Council of Faculties, Staff) 
 
Obj 1.3.3 By 2013, implement the pharmacy portal within the AAMC MedEd Portal.  
(Staff)  
 

 
CRITICAL ISSUE 2: Academic Resources and Program Quality  
 
How do we facilitate members having the necessary resources to advance their institutional 
missions and achieve the highest quality programs that exceed the standards of accreditation 
bodies?  
 
2.1. Identify, prioritize and address the needs of schools relative to meeting or exceeding 
standards and facilitate the acquisition of resources to meet their goals. 

 
2.2. Facilitate the development of quality preceptors and experiential education sites and the 
delivery of experiential education. 
 
2.3. Work strategically with ACPE and others to impact quality assurance standards ensuring 
the Academy’s concerns, issues, and priorities are proactively communicated to affect change.   
 
2.4. Assist member schools in developing and assessing the effectiveness of their programs’ 
outcomes and communicating about their impact.   
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 Example Objectives for Critical Issue 2 
 

Obj 2.4.1  By Fall 2010 launch the assessment portal (Phase I) of the new assessment 
and accreditation system (Staff) 
 
Obj 2.2.4 By 2012, develop an evaluation tool to assess the IPPE and APPE 
competencies.  (Section of Experiential Education) 

 
 

CRITICAL ISSUE 3: Professional practice development  
 
How do we help fully integrate pharmacists’ into the rapidly changing health care environment 
and prepare our faculty and students to understand and fulfill those roles?   
 
3.1. Lead the development of curricula and programs that enable and empower students and 
pharmacists to be leaders and change agents in practice. 
 
3.2. Collaborate with other health professions educators and professional organizations to 
provide effective, meaningful interprofessional education. 
 
3.3. Identify, promote and communicate noteworthy or best practices in education and practice. 
 
 Example Objectives for Critical Issue 3 
 

Obj 3.1.1 By 2011, outline competencies and an accompanying curriculum in creating 
change agents and leaders in our students and graduates. (Staff) 

 
Obj 3.2.4 By 2012, design and offer jointly with other health professions education 
associations a faculty development institute on IPE. (Staff, FASHP) 

 
 
CRITICAL ISSUE 4: Advocacy 
 
How do we strategically position AACP to carry out its advocacy agenda to build recognition of 
our members’ contributions to the public’s health?  
 
4.1. Systematize an effective model to encourage members to participate in the advocacy 
process. 

 
4.2. Focus present or new publications to include external audiences (e.g. other health 
professions, legislators. 
 
4.3. Partner with consumer groups and health advocacy organizations (e.g. AARP) to assure 
academic pharmacy has the appropriate representation/voice. 
 
4.4. Maximize the use of members’ research to advance the AACP advocacy agenda. 
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  Example Objectives for Critical Issue 4 
 

Obj 4.1.3  By the 2011 AACP Interim Meeting, a COD/COF task force will have 
established a model to systematically increase advocacy-relevant communications (i.e. 
system for feedback, notification) between members and AACP. (COD/COF) 
 
Obj 4.3.2 By July 2011, engage with appropriate consumer and payor groups to increase 
awareness of “the new American pharmacist” and their role and value in patient-
centered care. (Argus) 
 

 
CRITICAL ISSUE 5: Research and scholarship  
 
How do we impact academic pharmacy's ability to strengthen research and other scholarship in 
practice, education and the pharmaceutical, administrative, translational and clinical sciences?  
 
5.1 Assist members in building inter- and intra-discipline collaborations which strengthens 
research and increase access to quality graduate education, and post-graduate training 
programs. 
 
5.2. Encourage and facilitate increased pharmacy faculty leadership and participation in 
research on pharmacist-driven patient outcomes, health services and health policy. 
 
5.3 Strengthen the relationships between AACP and its members and state and federal 
agencies that fund the spectrum of research in academic pharmacy.   
 
5.4 Enhance the availability of funding for faculty investigators to help them launch and sustain 
successful academic careers. 

 
5.5 Assist member colleges’ schools in incorporating an emphasis on research and a scholarly 
approach to practice in the professional degree curriculum. 

 
Example Objectives for Critical Issue 5 
 
Obj 5.1.3 By December 2011, publish an on line directory of NIH- and AHRQ-funded 
pharmacy faculty, project title and link to the project abstract available from the NIH 
RePorter. (Staff) 
 
Obj 5.2.3 By 2012, provide pre-session meeting time at the AACP Annual Meeting to 
offer programming to enhance the research skills of faculty, including education 
research. (COF) 
 

 
CRITICAL ISSUE 6: AACP Financial Resources and Infrastructure  
 
How do we ensure that the organization has the financial resources short-term (1-3 years) and 
long-term and the necessary infrastructure to support the mission and vision?  
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6. 1. Increase our members’ engagement in the work of the association at all levels of 
governance. 
 
6. 2. Manage AACP human and fiscal resources to assure they are used most efficiently and 
effectively. 

 
6. 3. Regularly review programs, products and services to align them with our priorities and 
eliminate those that are no longer needed and less important. 
 
6. 4. Increase the level of revenues from products and services 
 
6. 5. Ensure our products and services, including future meetings, are delivered in ways and 
through venues that meet our members’ preferences and needs. 
 

Example Objectives for Critical Issue 6 
 
Obj 6.1.1 By July 2010, make available new Web based technology tools for members 
for educational sessions. (Staff) 
 
Obj. 6.4.2 By July 2011 develop recommendations to the Board to determine if current 
programs, products and services (including AJPE) should be retained and identify new 
member-only benefits. (Planning committee, Staff) 
 
 

 
 
 
 
 



 
 

Compiled Recommendations and Suggestions 
of the 2009-2010 Standing Committee Reports 

 
 
Academic Affairs 
An Environmental Scan on the Status of Critical Thinking and Problem Solving Skills in Colleges/ 
Schools of Pharmacy: Report of the 2009-2010 Academic Affairs Standing Committee 
 
Recommendation 1:  Pharmacy education should support the development and use of clear and distinct 
definitions for critical thinking and problem-solving to guide instructional development and assessment of 
each. 
 
Recommendation 2:  AACP should issue a call for school posters to be presented at the AACP Annual 
Meeting that describe the methods by which critical thinking is taught and/or evaluated in the didactic and 
experiential curricula at colleges/schools of pharmacy.  
 
Recommendation 3:  AACP should issue a call for submissions to Pharmacy Education Assessment 
Services (PEAS) for assessment methodologies including rubrics that are used by colleges and schools of 
pharmacy to assess the critical thinking and problem-solving skills of their students. 
 
Recommendation 4:  AACP should plan an Institute that provides hands on application of evidence-based 
active learning strategies for the new generation of learners. (prior to final publication of this report this 
recommendation was accomplished at the May 2010 AACP Institute in Lansdowne, Virginia.) 
 
Suggestion 1:  Colleges/schools of pharmacy must recognize critical thinking as a general skill set that 
can be further developed for use in the practice of pharmacy through instruction and assessment within 
the professional pharmacy curriculum. 
 
Suggestion 2: Colleges/schools of pharmacy must link learning experiences to specific critical thinking 
skills that can be assessed. 
 
Suggestion 3:  Colleges/schools of pharmacy must foster critical thinking skills in all areas of a student’s 
present and future life, including, but not limited to clinical issues specific to pharmacy. 
 
Suggestion 4:   Colleges/schools of pharmacy should ensure that the development of critical thinking 
skills becomes the backbone of the curriculum, and that courses throughout the curriculum are designed 
specifically to provide students with the opportunity to obtain and use these skills, that the skills are 
assessed appropriately, and that the attainment of these skills are documented before the student is 
permitted to graduate.  Assessment of this skill should be a formal component of preceptor evaluation of 
P4 students.  
 
 
 
 
 



Advocacy 
Report of the 2009-2010 Standing Committee on Advocacy 
 
Recommendation 1 
AACP will work with HRSA to include a pharmacy faculty member on each of its advisory groups so 
that all HRSA programs might benefit from a broader interprofessional viewpoint. 
 
Recommendation 2 
It is recommended that Academy members be educated on the practice of telehealth. AACP would need 
to partner with either APhA or ASHP to offer additional continuing education programs on the 
opportunities within telehealth. This program would include descriptions of the types of telehealth 
practices, any outcomes seen in patient’s health, and funding opportunities. The ultimate goal of such a 
program is that Academy members could find partners within a rural community group to obtain a HRSA 
grant to offer telehealth pharmacy services. 
 
Recommendation 3 
It is recommended that AACP offer programming along with The University of Arizona on the 
development of rural recruitment programs. The program would include discussions of recruitment tools, 
faculty involvement, discussions of career opportunity development and job satisfaction among rural 
practicing pharmacists. The goal of this program is to educate members how to partner with rural 
community agencies to develop the recruitment of students for these areas. 
 
Recommendation 4 
It is recommended that AACP partner with external stakeholders to further develop their information and 
resources about pharmacy careers. 
 
Recommendation 5 
AACP should serve as a repository for information on patient-centered service-teaching programs. 
 
A database should be developed and maintained to serve as an authoritative source of information on 
pharmacy faculty service teaching impact on health outcomes. 
 
Recommendation 6 
AACP should work with other like organizations to enhance the interprofessional service teaching models 
from which our students can learn to improve health outcomes from a team perspective. 
 
Recommendation 7 
AACP should support the development of more extensive research models relating to the examination of 
the impact of service teaching. 
 
Recommendation 8 
AACP should support the development of a curriculum resource/curriculum guide for 
bioterrorism/emergency preparedness. 
 
Suggestion 1 
Colleges and schools of pharmacy should ensure that the professional curriculum includes student 
exposure to health services and outcomes research. 
 
Suggestion 2 
AACP should consider supporting mechanisms for practice-based research networks to enable faculty to 
collect and analyze data on a more macro level. 



Argus Commission 
Call to Action: Expansion of Pharmacy Primary Care Services in a Reformed Health System 
 
Recommendation 1  
AACP should communicate with other health professions educators regarding the inclusion of relevant 
primary care competencies in the curricula of colleges and schools of pharmacy, accreditation standards 
and the national licensure examination.  
 
Recommendation 2 
AACP should convene a group of stakeholder representatives to achieve clarity and consensus on the core 
competencies for pharmacist-delivered primary care services and an analysis of their depth of coverage in 
PharmD programs.  
 
Recommendation 3  
AACP and its partners in health professions education associations should jointly offer an academic 
institute on interprofessional education attended by teams of faculty from different disciplines. 
 
Recommendation 4  
AACP should initiate strategic partnership discussions with those regional and national organizations 
with strong primary care pharmacy practices and seek to expand opportunities for member institutions to 
engage with these organizations for practice opportunities for faculty members, preceptors, professional 
students, and residents. 
 
Recommendation 5 
AACP should lead efforts to demonstrate the value of pharmacist involvement in patient-centered primary 
care medical homes as well as in health innovation zones developed as a component of health system 
reform.  
 
Recommendation 6  
AACP should continuously incorporate the most recent and best evidence of pharmacists’ contributions to 
more effective and affordable care in its advocacy work in both the public and private sectors and seek 
additional resources for comparative effectiveness, patient safety, and related fields relevant to team-
delivered primary care.  
 
Recommendation 7 
AACP and member institutions should place a high priority on development of training programs to 
expand the number of graduate students and faculty who are prepared to seek competitive funding and 
conduct comparative effectiveness research. 
 
Recommendation 8 
AACP should engage the National Association of Boards of Pharmacy and other stakeholders on the 
development of a plan to achieve uniform national regulation for pharmacists’ patient care practice. 
 
Suggestion 1  
Colleges and schools of pharmacy should consider reallocating resources to strategically expand primary 
care practice and teaching capacity at their institutions.  
 
Suggestion 2 
Colleges and schools of pharmacy should consider consortial approaches to expand primary care practice 
models on a regional basis. 
 



Professional Affairs 
Report of the 2009-2010 Professional Affairs Committee: Pharmacist Integration in Primary Care and the 
Role of Academic Pharmacy 
 
Recommendation 1 
AACP should collaborate with health professions associations and other key stakeholders to facilitate and 
influence the expansion of pharmacists’ contributions in primary care service delivery. 
 
Recommendation 2 
AACP membership should assume leadership for articulating the research agenda for documenting and 
analyzing the integration of pharmacists in primary care practice. 
 
Recommendation 3 
AACP should collaborate with pharmacy associations to adopt a common language used to describe 
pharmacists’ involvement in primary care service delivery for documentation and analysis in reporting. 
 
Recommendation 4 
AACP should partner to facilitate or support the development and maintenance of a registry that 
documents the clinical, humanistic, and economic outcomes of pharmacists practicing in primary care. 
 
Recommendation 5 
AACP should advocate for the engagement and enhanced visibility of members and member institutions 
in primary care practice and showcase models through appropriate programming, products and services. 
 
Suggestion 1 
Colleges and schools should design or expand experiential education in such a way as to permit students 
to train in practice environments consistent with a future model of interprofessional, interdisciplinary, 
patient-centered care. 
 
Suggestion 2  
Colleges and schools should promote and support postgraduate residency training to further advance 
pharmacists in primary care practice. 
 
 
  



Research and Graduate Affairs  
Going Global: The Report of the 2009-2010 Research and Graduate Affairs Committee 
 
Recommendation 1 
AACP should develop a clearinghouse, which would facilitate qualified experiential education global 
sites developed by one or collaborative of US colleges/schools of pharmacy, to offer experiential 
education opportunities to student pharmacists from other US colleges/schools of pharmacy. 
 
Recommendation 2 
The AACP Global Pharmacy Education SIG should coordinate the development of a best practices model 
for Advanced Pharmacy Practice Experience global/international experiential rotations, coordinate the 
development and distribution of orientation materials for specific countries, and develop a standard 
assessment tool for foreign-located preceptors.  
 
Recommendation 3 
The AACP office should act as a contact point for countries that are interested in hosting US student 
pharmacists to serve experiential rotations within their healthcare system and as an active facilitator in 
opening up new opportunities for students to participate in educational experiences in underdeveloped 
countries. 
 
Recommendation 4 
Colleges/schools of pharmacy that encourage their students to participate in international educational 
experiences should host students from countries that accept their students. A committee of AACP Global 
Pharmacy Education SIG members, students active in APhA-ASP/IPSF, and representatives from the 
National Association of Boards of Pharmacy should produce a set of guidelines and best practices for 
hosting foreign students to ensure they receive an optimal educational experience during their rotation in 
the US while complying with all the laws and regulations governing pharmacy practice. 
 
Recommendation 5 
AACP and its members, both institutional and individual faculty members, need to develop a coordinated 
strategy to promote the potential contributions of academic pharmacy, pharmacy practice, and the 
pharmaceutical sciences in enhancing global health to appropriate governmental and non-governmental 
organizations. 
 
Suggestion 1 
It would be worthwhile approaching some of the major NGOs to determine if they have a need for 
pharmacy services that could be provided by pharmacy faculty and/or student pharmacists, including 
those student pharmacists enrolled in Pharm.D./M.P.H. dual degree programs 
 
 
  



Substance Abuse and Pharmacy Education  
Report of the AACP Special Committee on Substance Abuse and Pharmacy Education 
 
Recommendation 1 
The Committee recommends that all colleges and schools of pharmacy develop and implement policies 
and procedures to assist student pharmacists, graduate students, faculty members and other employees 
with addiction and related disorders. These programs should be patterned after the Guidelines as updated 
by the Committee and adapted based on resources available to each college or school. Such programs 
must assure appropriate treatment as well as accountability to assure patient safety is not compromised. 
Impaired students and faculty members must not have access to practice sites until they have 
demonstrated initial success in a recovery and monitoring program. 
 
Recommendation 2 
The Committee recommends that all pharmacy colleges and schools appropriately address substance 
abuse and addiction in their curricula, utilizing the “Curricular Guidelines for Pharmacy: Substance 
Abuse and Addictive Disease” to guide their curricular development. 
 
Recommendation 3 
The Committee recommends that substance abuse and addiction issues be sufficiently addressed in the 
ACPE Accreditation Standards, the NAPLEX competencies and examination, and the practice standards 
of professional organizations. The Committee further recommends that AACP communicate these 
concerns to the leadership of these professional bodies. AACP should consider the development of policy 
statements regarding the above issues. 
 
Recommendation 4 
The Committee recommends that AACP communicate to member colleges and schools of pharmacy, to 
other accredited continuing education providers, and to ACPE, the need for increased continuing 
education programs that address practitioner needs in the area of addiction and substance abuse.  
 
Recommendation 5 
The Committee recommends that AACP member institutions consistently address the area of substance 
abuse and addiction in programs for faculty and staff development. Such programming should result in 
faculty and staff members having an understanding of addiction and other substance abuse disorders, as 
well as the ability to assist student pharmacists and colleagues with potential problems. 
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An Environmental Scan on the Status of Critical Thinking and Problem Solving Skills in Colleges/ 
Schools of Pharmacy: Report of the 2009-2010 Academic Affairs Standing Committee 
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c Skaggs School of Pharmacy, The University of Montana 
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According to the Bylaws of the American Association of Colleges of Pharmacy (AACP), the Academic 

Affairs Committee shall consider  

the intellectual, social, and personal aspects of pharmaceutical education. It is expected to identify 
practices, procedures, and guidelines that will aid faculties in developing students to their 
maximum potential. It will also be concerned with curriculum analysis, development, and evaluation 
beginning with the pre-professional level and extending through professional and graduate 
education. The Committee shall seek to identify issues and problems affecting the administrative 
and financial aspects of member institutions. The Academic Affairs Committee shall extend its 
attention beyond intra-institutional matters of colleges of pharmacy to include interdisciplinary 
concerns with the communities of higher education and especially with those elements concerned 
with health education. 

 

Consistent with a theme of exploring the way in which AACP might foster organizational improvement 

and success among its institutional members, President Jeffrey Baldwin charged the 2009-10 AACP 

Academic Affairs Standing Committee to consider the outcomes of the 2009 AACP Curricular Change 

Summit and the recommendations contained in the 5 background white papers.1-5The committee was 

charged to synthesize recommendations for AACP and its member institutions with regard to curricular 

issues that need further development, study or implementation. 

The Committee reviewed and discussed some of the key outcomes from the AACP Curricular 

Change Summit. Summit participants were asked to identify the 1 or 2 key outcomes that each graduate 

should possess upon graduation. The Summit participants concluded that the most essential components 

were critical thinking and problem solving skills.  Another of the major findings from the September 2009 

AACP Curricular Change Summit was that the generation of students currently entering undergraduate 

education and trickling into colleges/schools of pharmacy learn differently from previous student cohorts.  
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Summit participants suggested that it is not as much what is being taught that is the issue with this 

generation of learners, but rather the manner in which it is taught; specifically the way critical thinking and 

problem solving skills are learned. 

The Changing Learner 

The ability to educate students is an increasingly complicated task that is impacted by a number of 

factors including the changing learner.  It has become apparent that today’s students communicate and 

may even learn in ways unlike previous generations.6  These students are more comfortable with 

technology, having used computers, played videogames, and utilized other interactive technologies 

throughout most of their lives.  They are more adept than previous generations at multi-tasking with 

media and technology; they listen to music, talk or text and use the computer simultaneously.7  Some 

categorize these students as the Net generation, while others refer to them as the Millennial generation.8  

This group, typically born between 1982 and 1991, is the first generation to be raised with internet 

availability .8  Prensky refers to these learners as digital natives, as they are “native speakers” of the 

digital language of computers and the internet.7  Computers, the internet, online resources, and the desire 

for instantaneous access are fundamental to these students’ lives.8  They are constantly connected and in 

communication with others through the use of email, social network sites, instant messages (IM), and text 

messages.9 

Socialization is very important to this new generation of learners.  They are especially attracted to 

activities that include interaction with their peer group.6  They like to learn and work in teams, however, 

their interaction need not be face-to-face.  For them, technologies such as email, blogs, and online social 

networking sites can be just as effective as face-to-face interaction.8  Despite the fact that this generation 

frequently uses technology, they want their learning to include more than just technology.  They value 

their teachers’ knowledge and expertise and want to have the opportunity to communicate with faculty 

when assistance is needed.6 

 This new generation of learners has less tolerance for passive instruction and prefer to learn by 

doing.9  Just as they rarely read newspapers, they also tend not to read lengthy instructions or 

assignments.8  They like learning environments that are rich in multimedia, especially those that are 

visual and/or audio in nature.  Those individuals raised in an environment with ready access to computers 
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have less linear thought processes and struggle with traditional approaches that are substantially more 

linear. These students prefer random access.7 

These new learners are achievement oriented.8,10  They prefer structure and want clear learning 

outcomes.8  They seem to work well under pressure11 and flourish with immediate gratification and 

frequent rewards.7 

What we are currently experiencing in higher education with these new learners is just the tip of the 

iceberg.  A 2009 study by the Kaiser Family Foundation surveyed over 2,000 young people between the 

ages of 8 and 18 years and reported that this population spends on average approximately 7.6 hours 

each day using media.  This represents an increase from 6.5 hours in a similar survey conducted in 2005.  

On a typical day, an average 8- to 18-year-old spends approximately three hours evenly divided between 

playing video games and other recreational computer use.  Compare this to the average amount of 

computer time daily (16 minutes) devoted to homework.  Comparison of the 2009 survey results with 

those from the 2005 study, shows an increase in overall time that young people spend using more than 

one media at a time (29% versus 26%).12  It is interesting to note that heavy media users were more likely 

to earn fair or poor grades (respondent self-identified categorization: 47% heavy users, 31% moderate 

users, 23% light users), to be bored, to get into trouble, or to be often sad or unhappy, and are less likely 

to get along with their parents.12  Another important change is the increase in access to and use of 

computers and the internet.  The number of young people with computers in the home increased from 

86% in 2005 to 93% in 2009, and access to the internet in the home increased from 74% to 84% during 

this five-year period.12 

 The extensive exposure of the millennial generation to video games lead to a movement toward 

incorporation of video games in education and training.13  PricewaterhouseCoopers estimates that the 

global video game market will grow to $48.9 billion in 2011 and that many corporations use games to 

recruit and train employees from the digital native workforce.9,14  Oblinger suggests that games have 

attributes associated with learning including problem solving and the use of research skills (e.g., testing 

hypotheses).8,15 

Given the unique characteristics of the changing learner, what are the implications for pharmacy 

educators?  There are at least 4 key suggestions to consider: 1) lectures may not provide an optimal 
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learning environment.8,9  This generation has different expectations of faculty and the delivery of course 

content.  The teacher needs to become a facilitator of learning and less of a provider of information.6 2) 

The relevance of assignments must be transparent to the learner.  These students detest busy work.16 3) 

Interaction should be an important component of the educational process, as these students value group 

work and collaborative learning.6,9 4) The new generation of learner appreciates faculty who respond 

quickly, provide constructive feedback, and are familiar with and effectively use digital tools in the 

classroom.17 

The characteristics of the changing learner have curricular implications as it relates to the structure, 

as well as the methods used in both the pre-professional and professional curricula.  The purpose of this 

Report was to provide an environmental scan on the curricular considerations associated with both critical 

thinking and problem solving. While this is certainly not a new skill set, it behooves us to re-evaluate the 

methods and tools that we use going forward for skill development and application given the characteristics 

of the changing learner. 

Critical Thinking and Problem Solving 

The AACP Commission to Implement Change in Pharmaceutical Education identified six general 

outcomes/competencies that serve as the foundation of the education of a professional.  The ability to 

think, including logical thinking, analytical thinking, problem solving and decision making, was identified 

as an important outcome for pharmacy education.18 The use of critical thinking, identified by the 

commission as a competency of the thinking ability outcome, is assumed to result in pharmacy 

practitioners that are better able to solve problems and think as experts.19 In describing their rationale, the 

commission stated:  

Entry-level graduates must be able to examine issues rationally, logically and coherently. Although critical 
thinking is a universally desired educational outcome, professionals particularly need a repertoire of 
thinking strategies that will enable them to acquire, evaluate and synthesize information and knowledge. 
Since much of professional practice is problem solving, students need to develop analytical skills to make 
decisions in both familiar and unfamiliar circumstances. Critical thinking fosters a questioning attitude 
among professionals; and it is a prerequisite skill in making judgments.18 
 

Critical thinking and problem solving, as indicated above, are often mentioned together.  However, 

multiple authors have expressed the relationship between critical thinking and problem solving in different 

ways.  Some authors state that critical thinking encompasses problem-solving.20,21  Others suggest that 
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problem-solving may be one of the purposes for which we engage in critical thinking.22  Taking this 

purpose to another level of specificity, some authors suggest that while problem solving is an often 

performed action, it may not always be performed by thinking in a critical manner.23  Based on the work of 

the AACP Commission to Implement Change in Pharmaceutical Education, this final view appears to be 

most applicable to goals in pharmacy education. 

While it is important to consider that critical thinking and problem solving are linked, situations arise 

where one skill may exist separately from the other.  Individuals may engage in critical thinking, but not 

use the resulting thought to solve a problem.  Thus, consideration of these terms separately is warranted 

in order to proceed with instructional design and assessment. Thus, a clear operational definition of each 

is required.24 

Critical thinking debates 

The definition of critical thinking has opened the door to multiple debates of the term.  The broadest 

debate among both experts and popular culture involves the separation of critical thinking from good 

thinking.  Critical thinking may be assumed to be good thinking that solves problems, which is the 

opposite of illogical or irrational thinking that is more likely to cause problems.23  The majority of experts 

agree that critical thinking is not the only kind of good thinking.  Broad in scope, good thinking may 

include creative or innovative thinking.  Creative or innovative thinking results in new insights, novel 

approaches, fresh perspectives, and whole new ways of understanding and conceiving concepts or 

processes.  Experts have concluded that what critical thinking means, why it is of value, and ethics of its 

use are 3 separate concerns.25 

Three debates exist with regard to the definition of critical thinking as it relates to teaching strategies.  

The first debate centers on the view that critical thinking is either a general skill set that spans disciplines 

or is a specific skill set that varies across disciplines.  Most experts suggest that general principles apply 

across disciplines and support learning critical thinking skills in concert with specific subject matter.  The 

second debate addresses the exclusion of evidence such as experience, emotion, feeling, care and 

commitment in definitions of critical thinking.  It is suggested that relativism may be stimulated by focusing 

only on valid arguments developed through rational and logical reasoning.  Experts argue that 

dispositions related to critical thinking must balance reason.26  This is an especially important debate for 
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health care professionals because critical thinking is often employed in the care of individual patients.  

The final debate considers the degree to which social context is a part of critical thinking.  Experts make a 

case that the political and social justice impacts of argumentation and reasoning should be considered in 

teaching critical thinking.26 

Critical thinking defined 

The American Philosophical Association (APA), through an expert consensus statement, supports the 

value of critical thinking by stating, “Critical thinking is essential as a tool of inquiry. As such, critical 

thinking is a liberating force in education and a powerful resource in one’s personal and civic life.”25  Such 

emphasis can lead to ambiguity and the proliferation of a variety of definitions.  Multiple articles in the 

pharmacy education literature have articulated the wide variety of definitions of critical thinking.19,27-29 

Despite the diversity there are clear trends that are identifiable in the definitions.19,27-29 In Table 1 there are 

a variety of critical thinking definitions that speak to the different sides of the previously mentioned 

debates.  It should be noted that the most rigorously defined version of critical thinking comes from the 

APA Expert Consensus Statement for Purposes of Educational Assessment and Instruction.25 The 

definitions in Table 1 support Halpern’s claim that there is enough overlap in the definitions of critical 

thinking to take the next steps in preparing learners to think critically.24 Because the definitions consist of 

similar skills, actions, and dispositions, a reasonable next step is to extrapolate and explain these skills 

and dispositions.  It is important in this step to describe examples from pharmacy that help to identify 

when and where these skills and dispositions can be assessed.  Table 2 summarizes the skills associated 

with critical thinking that have been identified by the APA, associated definitions and selected pharmacy 

examples.  Table 3 summarizes those dispositions mentioned by the APA that encompass approaches to 

life and living as well as specific issues, questions or problems. 

Problem-solving defined 

Problem solving is considered a high-order thinking skill that represents the ability achieved by 

mastery of each level of Bloom’s taxonomy.37 Though problem solving is a high-order thinking skill with a 

close connection to critical thinking, it has a definition distinct from critical thinking.  While also a highly 

debated topic, most debate related to problem solving revolves around the techniques and methods of 

problem solving rather than the definition.  Problem solving can be broadly defined as the process of 



7 
 

 

designing, evaluating and implementing a strategy to answer an open-ended question or achieve a 

desired goal.38 

The Association of American Colleges and Universities (AAC&U) VALUE (Valid Assessment of 

Learning in Undergraduate Education) program was an attempt to create and disseminate rubrics to 

assess learning through the measurement of outcomes.36,38  The rubrics delineate expected criteria and 

information to determine individual standards to match growth.  The Critical Thinking VALUE Rubric and 

Problem Solving VALUE Rubric are excellent instruments that can be molded to meet the needs of 

pharmacy education.  Defining the expectation of mastery of each area at benchmark, milestone, and 

capstone levels allows the evaluator to measure student attainment.  The fact that separate rubrics were 

developed to allow for independent measurement of these skills provides ample support for separate 

consideration of these terms. 

The Critical Thinking VALUE rubric36 provides the expectation that mastery of critical thinking includes 

explanation of an issue, selection and use of evidence to investigate a point of view or a drawn 

conclusion, the influence of context and assumptions, the position on the issue taken by the 

student/learner, and the conclusions drawn by the student/learner.  The Problem Solving VALUE rubric38 

provides the expectation that mastery of problem solving includes definition of the problem, identification 

of strategies to solve the problem, solutions or hypotheses proposed, evaluation of potential solutions, 

solution implementation, and outcome evaluation. 

Implementation of these rubrics requires evaluator training and education of the student/learner.  The 

evaluator must understand expectations and terms and be able to use them to “rank” the 

student/learner’s performance.  The student/learner should be exposed to the rubric to gain an 

understanding of the expectations for mastery at each level. 

If the academy faculty agree that critical thinking and problem solving skills are fundamental to the 

successful practice of pharmacy and that our graduates should achieve an appropriate level of 

competency prior to graduation, then every effort should be made to establish consistent goals and 

definitions related to this skill set. Though not the focus of this Report, faculty development opportunities 

should be available to establish and/or supplement the faculties’ ability to teach and apply principles of 

critical thinking and problem solving. 
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Recommendation 1:  Pharmacy education should support the development and use of clear and distinct 
definitions for critical thinking and problem-solving to guide instructional development and assessment of 
each. 
 
Suggestion 1:  Colleges/schools of pharmacy must recognize critical thinking as a general skill set that 
can be further developed for use in the practice of pharmacy through instruction and assessment within 
the professional pharmacy curriculum. 
 
Suggestion 2: Colleges/schools of pharmacy must link learning experiences to specific critical thinking 
skills that can be assessed. 
 
Suggestion 3:  Colleges/schools of pharmacy must foster critical thinking skills in all areas of a student’s 
present and future life, including, but not limited to clinical issues specific to pharmacy. 
 

Curricular Considerations 

Accreditation Council for Pharmacy Education (ACPE) Standards and Guidelines 2007 require that 

colleges and schools of pharmacy ensure that graduates possess critical thinking and problem-solving 

skills.39 Although the Standards and Guidelines go on to describe that the development of these skills 

should be supported through the application of computerized and other instructional technologies, 

laboratory experiences, and experiential education, ACPE does not provide reasons for this requirement 

nor do they provide specific examples of the way in which this outcome should be achieved and 

demonstrated. 

As noted elsewhere in this report, we believe that this requirement is in place, in part, because all 

health care professionals (e.g., pharmacists, physicians, nurses, dentists) need to make numerous 

decisions that affect patient care on a daily basis. Frequently, the information needed to make a 

therapeutic decision is incomplete and therefore requires the health care professional to look beyond 

established data to identify a course of action. The ability to evaluate the data available, identify missing 

information, think outside established norms, contemplate logical scenarios should different strategies be 

implemented, and deal with inferences, may be termed critical thinking. 

As just a couple of the many components of the practice of pharmacy, patient safety and treatment 

effectiveness, should certainly be a significant component of the rationale for teaching and developing 

critical thinking skills in student pharmacists.  Pharmacists must instinctively and consistently question 

prescribers to ensure reconciliation of medications across the continuum of care.  Similarly, discharged 

patients and/or caregivers must be knowledgeable of the therapy plan, including the role of the 
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pharmacist. It is the pharmacist that will evaluate relevant cultural, educational and cognitive traits and 

their impact on development of a learning plan for a specific patient.  

It is certainly a challenge to teach critical thinking23 or to enhance a student’s ability to think critically, 

nevertheless we do so in a variety of ways across pharmacy and other health care profession curricula. 

Table 4 provides some examples of the ways that this issue has been addressed by colleges/schools of 

pharmacy. Even a cursory review of these (and other) references suggests that little has been published 

on teaching critical thinking throughout the curriculum. It is difficult to know whether this is simply an 

indication that little has actually been published or a reflection of the fact that few institutions ensure that 

critical thinking (and perhaps problem solving) is a component of the professional curriculum. 

One issue that faces schools/colleges of pharmacy is how and when development of critical thinking 

and problem solving skills should start from a curricular perspective. Should this be a component of the 

pre-pharmacy curriculum or limited to the entry-level PharmD curriculum? Should this skill set be 

addressed in a specific course or two in the professional curriculum or does this skill set need to be 

disseminated across the curriculum – similar to the way in which experiential education is distributed. 

Both approaches have been addressed to some extent in the literature, however it appears to the 

Committee that the latter approach is optimal to ensure that today’s student pharmacist develops the 

critical thinking skills needed to be a successful professional. 

Suggestion 4:   Colleges/schools of pharmacy should ensure that the development of critical thinking 
skills becomes the backbone of the curriculum, and that courses throughout the curriculum are designed 
specifically to provide students with the opportunity to obtain and use these skills, that the skills are 
assessed appropriately, and that the attainment of these skills are documented before the student is 
permitted to graduate.  Assessment of this skill should be a formal component of preceptor evaluation of 
P4 students.  
 
Recommendation 2:  AACP should issue a call for school posters to be presented at the AACP Annual 
Meeting that describe the methods by which critical thinking is taught and/or evaluated in the didactic and 
experiential curricula at colleges/schools of pharmacy.  
 
Recommendation 3:  AACP should issue a call for submissions to Pharmacy Education Assessment 
Services (PEAS) for assessment methodologies including rubrics that are used by colleges and schools 
of pharmacy to assess the critical thinking and problem-solving skills of their students. 
 
Recommendation 4:  AACP should plan an Institute that provides hands on application of evidence-
based active learning strategies for the new generation of learners. (prior to final publication of this report 
this recommendation was accomplished at the May 2010 AACP Institute in Lansdowne, Virginia.) 
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When to teach critical thinking and problem-solving skills 

As mentioned in the previous section, the first question to reflect on is whether critical thinking skills 

must be taught by content area or if they can be taught as a skill set that can be transferred across 

multiple disciplines.  In other words, can these skills be taught in general pre-pharmacy courses or should 

this type of development be delayed until students are enrolled in professional program courses that are 

specifically focused on pharmacy topics?  In cognitive psychology, there is support for the idea that an 

explicit effort to teach critical thinking skills that are transferable across several disciplines can be 

successful.  If the value of this skill set across disciplines is not made obvious, then it is likely that the 

learner will limit his/her skill development to the course(s) in which it is used.43  This supports the idea of 

development of critical thinking and problem-solving skills in pre-pharmacy curricula, although the 

variation among pre-pharmacy curricula is notable.  The second question to consider is how to influence 

students to apply critical thinking once they have the skills.  The students’ disposition towards critical 

thinking includes their ability to recognize when that skill is needed, as well as their willingness to put forth 

the effort to use it.  It may be easiest to influence students to apply those skills while enrolled in the 

professional program when the relevance of applying these skills to patient care-based issues is the most 

obvious.  In order to facilitate teaching critical thinking skills, Halpern proposes a four-part instructional 

model: skill instruction, disposition development, problem recognition, and observation of the process 

used in critical thinking (metacognitive monitoring).43 

Assessment of critical thinking and problem-solving skills of incoming students 

If the development of critical thinking and problem solving skills occurred as an element of the pre-

pharmacy curriculum, then assessment of these skills as a component of an admissions application may 

assist colleges/schools to predict candidate success in the professional program.  Over the past several 

decades, studies were conducted to determine whether pre-pharmacy or admissions variables could 

predict which students would succeed in a professional pharmacy program.  The focus of most of these 

studies was on “success” in pharmacy programs, with grade point average (GPA) used as the 

measurement of success.44-54 It is of note that critical thinking and problem-solving skills were not 

specifically addressed in these studies or considered as a specific measure of success. 
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Many studies found positive associations between success in a pharmacy program and prior 

completion of a four-year degree, but none looked closely at the characteristics of applicants with four-

year degrees to determine the extent to which factors such as age, motivation, or intellectual ability 

contributed to the students’ completion of the degree and subsequent performance in a professional 

program. 

One study by Cline et al. did shift the focus to success in practice (and not academic program) and 

used 4 predictors of success not utilized in other studies: career commitment, innovativeness, 

materialism, and other-directedness.55 The innovativeness dimension of practice success included 

measures of willingness to adopt new ideas and included how a person would be inclined to bring new 

ideas to problem-solving efforts.55 

Other studies included an explicit measure of critical thinking skills.  Allen and Bond found a link 

between performance on the California Critical Thinking Skills Test (CCTST) and subsequent 

performance in practice-based courses.56 In this study, the Pharmacy College Admission Test (PCAT) 

was also a good predictor of performance.56 Kidd and Latif later found the CCTST and not the PCAT to 

be a predictor of performance in advanced pharmacy practice experiences (APPEs).  A second measure 

of critical thinking, the California Critical Thinking Disposition Inventory (CCTDI), was a predictor of 

success in earlier coursework.57 Lobb and colleagues looked at the results from the Learning and Study 

Strategies Inventory (LASSI), Defining Issues Test (DIT), and Watson-Glaser Critical Thinking Appraisal 

(WGCTA) as predictors, however found no correlation with subsequent academic performance.58 In all of 

these studies, the subsequent academic success was measured by grades and not critical thinking per 

se. 

Not directly studied was the impact of age on critical thinking and problem solving skills.  Non-

Piagetian theorists suggest that there is a fifth stage of cognitive development that occurs in young adults; 

this fifth stage is called post formal thinking and it focuses on problem finding. At this stage of 

development, the young adult begins to identify the problem before them and determines ways to solve it 

even if faced with contradictory information and awareness of the relativistic nature of their knowledge.59  

Given the age of a typical pharmacy student, it is certainly possible that this last stage of cognitive 
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development may still be “percolating” and that assessment of this skill set may reflect, at least in part, the 

extent to which this stage has matured.  

Teaching critical thinking and problem solving skills in the professional curriculum 

Once enrolled in the professional program, students participate in both didactic and experiential 

learning experiences.  There are specific instructional methods considered effective in the development of 

critical thinking and problem solving skills.  These methods tend to be learner-focused, inquiry-based 

learning approaches that employ reflective methods, writing to learn, and paired or group processes.  

Regardless of whether the method focuses on discipline-specific or general critical thinking and problem-

solving skills, it is important to employ good instructional design.  Two recommended resources are 

Chickering’s “How People Learn” and Gamson’s “Seven Principles of Good Practice,” both of which were 

listed in the Curriculum Summit white paper by Jungnickel et al.3 

A key to success in the development of this skill set is to incorporate those active learning instructional 

methods into both the classroom and experiential settings that are known to develop critical thinking 

including, inquiry-based learning, working with others, and writing to promote reflective thinking.3  As 

expected, an effort should be made to explicitly teach and then assess critical thinking and problem 

solving skills.  Several instructional approaches used to promote the development of critical thinking and 

problem solving skills are described in the following sections. 

Inquiry-based learning 

Inquiry-based learning revolves around the learner and what he/she already knows and needs to find 

out in order to complete a task such as solving a problem, case review, answering a complex query, or 

preparation of a care plan.  The use of questions by the instructor as well as the student is a key part of 

this method.  Students should learn through a discovery process where they ask the questions and seek 

the answers.  Instead of providing answers, the teacher serves as a guide or facilitator for the process.  

Through the question and answer process, students should develop new knowledge while applying 

critical thinking and problem solving skills.3 

One form of inquiry-based learning that is used in pharmacy programs is problem-based learning 

(PBL).  This approach to inquiry-based learning focuses the learner on a problem that needs to be 

resolved.  It involves presentation of a problem followed by group discussion to identify what is known, 
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what is unknown, as well as to formulate hypotheses.  Group members then conduct research on their 

portion of the investigation and bring findings back to the group to review and reach a solution.  For 

example, students may be given the task of designing a pharmacy service or a new pharmaceutical 

agent.60 

Another inquiry-based approach frequently seen in pharmacy programs is case-based learning. This 

differs from problem-based learning in that it focuses on building knowledge and resolution of problems 

that may not have a clear cut answer.  Ethical dilemmas and patient-specific cases are often used in a 

case-based approach.  Many of the methods used in problem-based learning such as group discussion 

and independent research are also viable in case-based learning.  Examples of inquiry-based learning 

methods used in pharmacy programs are listed in Table 5.  

Team or group learning 

 Another type of instructional method designed to promote critical thinking and problem solving skills 

is team or group learning; this is often paired with an inquiry-based learning experience.  This approach 

includes discussion and communication among group members, a valuable tool in the development of 

critical thinking skills.  Because group or team learning assumes all students in the group have team 

skills, it is important to ensure that they do.  As a result, in addition to explicit efforts to develop critical 

thinking and problem solving skills, the instructor should also promote the development of communication 

and team or group skills.42,62 

Writing to learn and reflect 

Writing is often overlooked as a tool for learning.  While the development of formal writing skills is 

essential, the development of informal writing skills that can be used to facilitate concept mastery and 

reflection is also important.  In the development of critical thinking skills, informal writing exercises can 

help the student identify and organize issues and ideas, uncover missing information, and find 

misconceptions or faulty reasoning.  Such writing is not graded for its literary value, but rather for its 

demonstration of thoughtfulness and idea development.  Writing to learn may be accomplished in a 

variety of formats including journals, one-minute papers, as well as wikis and blogs.29,61 
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Technology-based tools 

 As mentioned earlier, technology alone does not ensure a good learning experience. As with other 

methods, it must be used in conjunction with good instructional design.  That said, technology is thought 

to promote critical thinking and problem solving skill development in a support role. Specifically, 

technology facilitates the ability to provide immediate feedback; it promotes communication of ideas, 

serves as an aid in reflection, and enhances access to information needed for a particular task.  In 

addition, for younger learners, it may be a more familiar, thus less daunting, means for communication 

and documentation of their thoughts and reactions.  Learning management systems now provide 

methods to document thoughts via discussion or chat rooms, blogs, and tweets; web-based conference 

capability for visual and audio connections, and support for group work.  Numerous software programs 

are available that offer interactive methods to learn specific topics such as anatomy.  Virtual patient care 

settings that employ avatars have been developed to permit more realistic simulations of patient care.  

When used in conjunction with a well-designed learning experience, technology can enrich the 

experience.  Selected examples of pharmacy programs that incorporate technology into coursework that 

is designed to develop critical thinking and problem solving skills can be found in Table 5.63,67 

Experiential learning component 

Many articles in pharmacy education focused on critical thinking and problem solving skills 

concentrate on didactic courses.  It should be noted that many of the classroom and lab methods for the 

development of critical thinking and problem solving skills can be applied in the experiential setting as 

well.  Patient care is certainly the ultimate example of inquiry-based learning.  The use of informal writing 

and activities that include reflection may not be as frequently employed in this component of the 

professional curriculum.  This type of educational setting is a logical place to insert technology, such as in 

the use of an electronic portfolio, as a means to enhance development of critical thinking and problem 

solving skills. 

Need for research on instructional effectiveness 

 Part of the process of curricular incorporation of those instructional methods designed to promote the 

development of the critical thinking and problem solving is the assessment of their effectiveness.  Such 

assessments require attention to study design, analysis methods, and measurement of student learning 
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outcomes.  Cisneros and colleagues outlined specific gaps in our knowledge about the effectiveness of 

various instructional methods for the development of problem solving skills and called for additional 

research in these areas.73  Their suggestions, which focused primarily on study design, included 

conducting more longitudinal studies of inquiry-based instructional methods, making comparisons to 

control groups, comparing across different schools, exploring the role of group learning, and using both 

quantitative and qualitative research methods.  Because problem solving and critical thinking are complex 

behaviors, consideration of many factors in these studies will be needed if a complete understanding is to 

emerge.  The authors also called for improved methods for measurement of student learning outcomes 

when inquiry-based instructional methods are employed despite the fact that several measurement 

instruments currently exist.  These instruments are described in detail in the next section. 

Methods to assess critical thinking skills 

As mentioned in an earlier section, one mechanism by which academic pharmacy measures critical 

thinking skills in their applicants is through the use of formal instruments, including the Watson-Glaser 

Critical Thinking Appraisal (WGCTA, Pearson), California Critical Thinking Skills Test (CCTST, California 

Academic Press), California Critical Thinking Dispositions Inventory (CCTDI, California Academic Press), 

and Health Sciences Reasoning Test (HSRT, California Academic Press). These instruments have been 

studied for application in admissions74-79, assessment of student pharmacists19,27,28,57,80, as well as in 

program assessment.81 Other specialized assessment instruments have been developed and used to 

evaluate student pharmacists performance in specific tasks.  These instruments include a computer 

assessment program to evaluate problem solving and critical thinking skills in clinical decision-making80, 

an instrument based on Rasch modeling to evaluate critical thinking skills in scientific literature 

evaluation82, as well as an instrument designed to determine if self-assessment exercises improve critical 

thinking skills.31 

The WGCTA, CCTST, and HSRT are multiple-choice question exams.  The WGCTA assesses the 

respondent’s ability to make accurate inferences, recognize assumptions, properly deduce, interpret 

information and evaluate arguments.83 The CCTST provides a total score and reports five subscales: 

analysis, evaluation, inference, deductive reasoning, and inductive reasoning.84 The CCTDI evaluates 

personal disposition to utilize critical thinking.  The instrument is a list of reflective statements with the 
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application of a Likert scale for statement evaluation by the respondent. This instrument reports seven 

subscales: truth seeking, open-mindedness, analyticity, systematicity, self-confidence, inquisitiveness, 

and cognitive maturity.85 The HSRT is designed to assess critical thinking skills of health science students 

and professionals.86  Test items frame professional and clinical practice without the requirement of prior 

content knowledge of the topic areas.  The HSRT reports the same subscales (Health Sciences 

Reasoning Test Scale Descriptions)87 as the CCTST. 

The CCTST, utilized as part of the admissions process, was shown to be an effective predictor of 

student success.75 Correlation was highest for student success in management, behavioral science, 

pharmacy practice, and experiential coursework.  Total CCTST scores and subscores tested during the 

admissions process were found to be weakly but significantly predictive of P1 GPA.74  The HSRT was 

studied in P1 student pharmacists with results compared to admission data.76-79  Basak et al. employed 

both HSRT and WCGTA in two cohorts of students. While there was significant correlation between 

scores of the two exams, neither exam was found to be predictive of P1 GPA.76 Smith et al. found that 

HSRT results were significantly correlated with Pharmacy College Admission Test data.78 

Use of the WGCTA in P4 student pharmacists showed strong correlation with grade point average and 

performance in therapeutics coursework, but not with clinical problem-solving skills.80 Miller employed 

both the CCTST and CCTDI in assessment of the growth of critical thinking skills in student pharmacists 

through their academic career.28  There was a significant increase in performance on the CCTST that 

demonstrates an increase in critical thinking ability, while there was no change in CCTDI performance 

that indicates no change in student disposition towards critical thinking.  Further study of student 

pharmacists in a drug literature evaluation course showed correlation between their CCTST score and 

course grade and final examination grade.19 Kidd and Latif found a strong correlation between CCTST 

score and P4 experiential course performance while CCTDI score correlated to classroom course 

performance.57  Phillips et al. used both CCTST and CCTDI given to student pharmacists periodically 

during their academic careers.84  The results compared well to national norms.  A significant increase was 

seen for CCTST scores and performance on the CCTDI was shown to improve over time.  The authors 

concluded that specific areas of performance strength and weakness could be used as a guide to 

curricular change in program assessment.  A study of CCTST and CCTDI given to P1, P2, P3, and P4 
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student pharmacists showed no incremental change in one year.27 However, significant changes were 

seen in the subscales inference (CCTST, decrease), open-mindedness (CCTDI, decrease), and self-

confidence (CCTDI, increase). 

 

Conclusion 

 In this Report we recognize that critical thinking and problem solving skills are essential in the 

practice of pharmacy and that development of these competencies should, at the very least, be included 

within the professional pharmacy curriculum.  Student exposure to a variety of well designed instructional 

methods across the professional curriculum in a variety of settings is likely to reinforce the importance 

and general applicability of this skill set.  In order to assess curricular effectiveness of development of 

these competencies, assessment of student capacity and disposition to use these skills is imperative. 

Longitudinal use of one or more of the existing critical thinking and problem solving evaluation tools along 

with stronger study designs may provide better insight into the progressive development of these 

competencies, as well as may provide direction for programmatic changes to reflect student strengths 

and weaknesses. As a component of this Report the Committee provides both recommendations and 

suggestions for consideration and potential implementation by AACP leadership. 
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Table 1:  Definitions of Critical Thinking 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

Authors Definition 
American 
Philosophical 
Association 
Expert Panel 

“We understand critical thinking to be purposeful, self-regulatory judgment 
which results in interpretation, analysis, evaluation, and inference, as well as 
explanation of the evidential, conceptual, methodological, criteriological, or 
contextual considerations upon which that judgment is based.”25 

Ennis “Critical thinking is reasonable reflective thinking that is focused on deciding 
what to believe or do.”30 

Paul and Elder “Critical thinking is a mode of reasoning and judgment that uses and assesses 
goals and purposes, questions and problems, information and data, 
conclusions and interpretations, concepts and theoretical constructs, 
assumptions and presuppositions, implications and consequences, points of 
view and frames of reference.”31 

Browne and 
Stuart 

“Critical thinking consists of an awareness of a set of interrelated critical 
questions, plus the ability and willingness to ask and answer them at 
appropriate times.”32 

Paul “Critical thinking is the intellectually disciplined process of actively and skillfully 
conceptualizing, applying, synthesizing, or evaluating information gathered 
from, or generated by, observation, experience, reflection or communication, 
as a guide to belief or action.”33 

Pascarella and 
Terenzini 

“Critical thinking is the ability to identify central issues and assumptions in an 
argument, recognize important relationships, make correct inferences from 
data, deduce conclusions from information or data provided, interpret whether 
conclusions are warranted on the basis of the data given, and evaluate 
evidence.”34 

Halpern “Critical thinking is the deliberate use of cognitive skills and strategies that 
increase the probability of a desirable outcome in a given situation.”35 

Association of 
American 
College and 
Universities 

“Critical thinking is a habit of mind characterized by the comprehensive 
exploration of issues, ideas, artifacts, and events before accepting or 
formulating an opinion or conclusion.”36 
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Table 2:  Critical Thinking Skills27 
Skill Definition Pharmacy Example 
Interpretation To comprehend and express the meaning 

or significance of a wide variety of 
experiences, situations, data, events, 
judgments, conventions, beliefs, rules, 
procedures or criteria 

• Identifying a drug therapy 
problem and describing why it is 
a problem. 
• Constructing a way to 
organize patient information that 
is collected. 

Analysis To identify the intended and actual 
inferential relationships among statements, 
questions, concepts, descriptions or other 
forms of representation intended to express 
belief, judgment, experiences, reasons, 
information or opinions. 

• Identifying the similarities 
and differences between two 
potential drug therapies for a 
condition. 
• Citing the support for 
recommendations that exist in 
guidelines. 

Evaluation To assess the credibility of statements or 
other representations which are accounts or 
descriptions of a person’s perception, 
experience, situation, judgment, belief, or 
opinion; and the assess the logical strength 
of the actual or intended inferential 
relationships among statements, 
descriptions, questions or other forms of 
representation. 

• Comparing the strengths 
and weakness of drug therapy 
recommendations 
• Determining the credibility 
of a piece of drug literature. 

Inference To identify and secure elements needed to 
draw reasonable conclusions; to form 
conjectures and hypotheses; to consider 
relevant information and to deduce the 
consequences flowing from data, 
statements, principles, evidence, 
judgments, beliefs, opinions, concepts, 
descriptions, questions, or other forms of 
representation.   

• Based on a drug therapy 
recommendation, identify the 
potential adverse effects that 
could occur.   
• Developing and 
implementing a method for 
continuous quality improvement 
in a practice. 

Explanation To state and to justify that reasoning in 
terms of the evidential, conceptual, 
methodological, criteriological, and 
contextual considerations upon which one’s 
results were based; and to present one’s 
reasoning in the form of cogent arguments. 

• Stating the results of a drug 
study and the way in which those 
results were obtained. 
• Describing the rationale 
behind a drug therapy 
recommendation. 

Self-regulation “Self-consciously to monitor one’s cognitive 
activities, and the results educed, 
particularly by applying skills in analysis, 
and evaluation to one’s own inferential 
judgments with a view toward questioning, 
confirming, validating, or correcting either 
one’s reasoning or one’s results.” 

• Revisiting drug therapy 
recommendations after further 
analyzing a case. 
• Checking one’s self when 
listening to a patient to ensure 
what the patient is saying is 
understood, free of one’s own 
opinions or bias.  
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Table 3:  Critical Thinking Dispositions25 
Approaches to Life and Living 
Inquisitiveness with regard to a wide range of issues 
Concern to become and remain well-informed 
Alertness to opportunities to use critical thinking 
Trust in the processes of reasoned inquiry 
Self-confidence in one’s own abilities to reason 
Open-mindedness regarding divergent world views 
Flexibility in considering alternatives and opinions 
Understanding of the opinions of other people 
Fair-mindedness in appraising reasoning 
Honesty in facing one’s own biases, prejudices, stereotypes, or egocentric tendencies 
Prudence in suspending, making or altering judgments 
Willingness to reconsider and revise views where honest reflection suggests that change is 
warranted 
Approaches to Specific Issues, Questions or Problems 
Clarity in stating the question or concern 
Orderliness in working with complexity 
Diligence in seeking relevant information 
Reasonableness in selecting and applying criteria 
Care in focusing attention on the concern at hand 
Persistence though difficulties are encountered 
Precision to the degree permitted by the subject and the circumstances 
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Table 4. Examples of publications dealing with teaching/evaluating critical thinking in the pharmacy 
curriculum 
 
Author(s) Approach 
Harris, et al40 Following a workshop for faculty during the summer, implement assignments in 

courses – biochemistry, therapeutics, pharmacy management, pharmaceutics, 
pathophysiology, pharmaceutical analysis, and pharmacy administration – to 
ensure that critical thinking was taught and demonstrated throughout the 
curriculum. 
 

Austin, et al29 Students in a fourth year BS in Pharmacy program in Canada were examined to 
determine whether self-assessment and reflection-in-action improve critical 
thinking. 

Cisneros27 Determine whether first, second, third, and fourth year pharmacy students 
demonstrate improvement in the California Critical Thinking Skills Test over one 
year. 
 

Miller28 Determine whether changes occur in critical thinking ability over the 4-year 
professional curriculum 

Miller19 Determine whether students in a drug literature evaluation class evaluated 
research studies in a way similar to experts and whether critical thinking skills 
predicted which students thought more like experts. 
 

Popovich and Katz41 Develop and implement a microteaching exercise in 2 semesters of a 
professional development series. 
 

Powers and Jones-
Walker42 

Students enrolled in a jurisprudence and ethics course participated in a 3-hour 
session that focused on Edward de Bono’s Six Thinking Hats method for critical 
thinking in order to provide a structure for group problem solving related to 
ethical issues. 
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INTRODUCTION 
According to the Bylaws of the American Association of Colleges of Pharmacy (AACP), 
the Advocacy Committee: 

“will advise the Board of Directors on the formation of positions on matters of 
public policy and on strategies to advance those positions to the public and 
private sectors on behalf of academic pharmacy.” 

 
COMMITTEE CHARGE 
President Jeffrey N. Baldwin charged the 2009-2010 Advocacy Committee to: 

“examine the Academy’s ability to align education to support and enhance the 
strategic goals of the federal government’s agencies focused on meeting public 
need for primary health care.”  

 
The strategic plan of the Health Resources and Services Administration contains seven 
goal statements: 
 
As the Nation’s Access Agency, HRSA focuses on uninsured, underserved, and special 
needs populations in its goals and program activities: 
GOAL 1:  Improve Access to Health Care. 
GOAL 2:  Improve Health Outcomes. 
GOAL 3:  Improve the Quality of Health Care. 
GOAL 4:  Eliminate Health Disparities. 
GOAL 5:  Improve the Public Health and Health Care Systems. 
GOAL 6:  Enhance the Ability of the Health Care System to Respond to Public Health  

Emergencies. 
GOAL 7:  Achieve Excellence in Management Practices. 
 
The committee conducted its business through a face-to-face meeting in October 2009, 
conference calls, a dedicated Google-site to facilitate the sharing of information and e-



2 
 

mail. Each member of the committee was asked to select one of strategic goals of the 
Health Resources and Services Administration (HRSA) as their primary report 
submission effort. The committee determined that Goal 7 was not appropriate for 
consideration due to its focus on the internal management of HRSA. The committee 
agreed to a format for reviewing the Academy’s ability to support and enhance the HRSA 
strategic goals that included: 

1. an assessment of evidence that the Academy is actively engaged in areas relevant 
to the goal; 

2. determining that, if the Academy is not directly engaged in areas relevant to the 
goal, should it be?; and 

3. a review of the literature, including American Association of Colleges of 
Pharmacy (AACP) educational policy and recommendations, and suggestions of 
AACP standing committees, to assist in the determination that if the Academy 
should be involved in areas relevant to the goal, what should that engagement be 
or how should it be presented to the Academy to create engagement? 

 
Through a consensus process the committee agreed to a set of information-seeking 
questions that each would ask a self-selected group comprising 51 colleges and schools 
of pharmacy. The committee member selections took into consideration the diverse 
membership of the Academy. Information gained through contacting faculty at the 
selected institutions provided the appropriate response to the three questions listed above. 
Institutions participating in the information collection activity include: 
 
Auburn University  
Butler University 
Campbell University 
Creighton University 
Drake University 
Idaho State University 
Loma Linda University 
Mercer University 
Midwestern University-     
Chicago 
Northeastern University 
Ohio Northern 
University 
Oregon State University 
Pacific University 
Purdue University 
St. Louis College of 
Pharmacy 
Southern Illinois 
University Edwardsville  
Texas A&M Health 
Science Center 

Texas Tech University 
Health Sciences Center 
The Ohio State 
University 
The University of 
Arizona 
The University of 
Findlay 
The University of 
Montana 
The University of New 
Mexico 
The University of 
Tennessee 
The University of Texas 
at Austin 
The University of 
Toledo 
The University of Utah 
Touro University  
Union University 
University of Arkansas 
for Medical Sciences 

University of California, 
San Diego 
University of California, 
San Francisco 
University of Colorado 
Denver 
University of Florida 
University of Illinois at 
Chicago 
University of Michigan 
University of Minnesota 
University of Missouri-
Kansas City  
University of Nebraska 
Medical Center 
University of Southern 
California 
University of Southern 
Nevada 
University of the 
Incarnate Word 
University of the Pacific 
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University of 
Washington 
University of Wisconsin 
University of Wyoming 

Washington State 
University 
Western University of 
Health Sciences  

West Virginia 
University 

 
BACKGROUND 
The Health Resources and Services Administration was established in 1973 and is an 
agency of the United States Department of Health and Human Services. According to the 
HRSA Web site, the agency “is the primary Federal agency for improving access to 
healthcare services for people who are uninsured, isolated or medically vulnerable.” The 
agency is comprised of 6 bureaus and 13 offices that individually focus on health services 
delivery and policy development. HRSA passes through most of its annual budget to 
states, localities, organizations and providers in the form of grants. These grants support 
activities that include rural and immigrant health, telemedicine, mental health, health 
professions education, maternal and child health, and HIV/AIDS. HRSA’s activities are 
supported by a large number of volunteer activities including grant review. Agency 
policy development is supported by several legislatively authorized advisory committees 
including those focused on primary care, interdisciplinary and community-based 
linkages, and nursing.1  
 
Over the last decade HRSA staff and leadership have been integral to the integration of 
clinical pharmacists into many of the programs mentioned above. HRSA recognizes the 
provision of high quality primary care services must include access to comprehensive 
pharmacy services. The clearest example of HRSA action related to integration of clinical 
pharmacy services into its programs is the Patient Safety and Clinical Pharmacy Services 
Collaborative. The Collaborative is a rapid-cycle quality improvement program for 
HRSA-supported safety-net organizations. This recognition provides a rationale for 
academic pharmacy to support the leadership of HRSA in its efforts to integrate clinical 
pharmacy services into primary care delivery. The Academy can assist HRSA in meeting 
its broad public health mission by sharing innovative teaching, research and service 
examples that are illustrated in this report.  
 
Recommendation 1 
AACP will work with HRSA to include a pharmacy faculty member on each of its 
advisory groups so that all HRSA programs might benefit from a broader 
interprofessional viewpoint.  
 
GOAL 1: Improve Access to Health Care. 
Description of HRSA programs related to this goal 
Throughout its history, HRSA has been recognized as an agency with a broad mission. 
During the early years of the 21st century it referred to itself simply as the “access 
agency.” Increasing access to care remains one of the primary objectives of the agency. 
Programs associated with increasing access to care include the National Health Service 
Corps, Area Health Education Centers, community health centers, and health professions 
education programs that support the development and implementation of primary care 
health education programs. HRSA telemedicine and rural health programs assist 
community infrastructure development that benefits practitioners in underserved, rural, 
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and frontier areas of the United States by reducing their isolation and increasing their 
access to new information and professional interaction.  
 
Most health professions will remain in high demand for the foreseeable future. HRSA 
leadership has consistently attempted to address this situation by supporting innovative 
programs through demonstration programs. To address the demand for clinical pharmacy 
services in safety-net sites, HRSA established a demonstration project early in the last 
decade that created the opportunity of clinical pharmacists to be integrated into 
community health centers. The evaluation of the demonstration provided the rationale for 
developing a more comprehensive program that has become known as the Patient Safety 
and Clinical Pharmacy Services Collaborative.2 One benefit of this program is that 
participating entities improve efficiency and productivity across an entire organization 
allowing providers to see more patients and provided higher quality of care.  
 
Evidence that the Academy is actively engaged in areas relevant to this goal 
Within this goal, HRSA’s objectives include: 

• expand the capacity of the healthcare safety-net 
• promote the development of a culturally diverse and representative healthcare 

workforce 
• improve the distribution of health professionals in underserved areas, including 

rural and border areas 
• promote access to health insurance and maximize use of available reimbursements 

for healthcare services 
 
AACP policy statements that provide evidence for Academy-wide engagement include: 

• Pharmacy curricula must adequately address contemporary issues associated with 
biotechnology advances in personalized medicine, including relevant 
competencies in cell and systems biology, bioengineering, genetics/genomics, 
proteomics, nanotechnology, cellular and tissue engineering, bio-imaging, 
computational methods, information technologies, and their psychological, social 
and economic implication. (Source: Argus Commission, 2008) 

• AACP supports the teaching and clinical application of core competencies in 
primary care health services delivery which are community-based and fully 
interdisciplinary. (Source: Professional Affairs Committee, 1994; amended by 
House of Delegates 2009) 

• AACP supports the elimination of legal, structural, social, and economic barriers to 
the delivery of primary care health services that prevent competent health 
professionals from providing necessary health care services. (Source: Professional 
Affairs Committee, 1994) 

 
All of the member institutions surveyed are involved with various activities that support 
HRSA’s objectives for this goal.  Specifically, member institutions are involved with 
providing direct clinical pharmacy services to underserved/ rural areas either through 
consultation services or shared-faculty positions that provide clinical pharmacy services.  
More than half of the members institutions contacted indicated they are involved with 
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health fairs that provide screenings, education and consultation services, including MTM, 
to underserved populations.   
 
Many member institutions involve students with assisting in providing these services to 
the underserved.  Students are involved with health fairs, immunization clinics, asthma 
education, and wellness education.  Students are also involved through their required 
introductory pharmacy practice experiences (IPPE) and advanced pharmacy practice 
experiences (APPE) at rural health clinics and community health centers (CHC).  Faculty 
and students increase access to prescriptions working through patient assistance 
programs. 
 
Two specific examples demonstrate the Academy’s strong support of this goal to improve 
access to healthcare. The University of Arizona’s Rural Health Professions Program is an 
interprofessional program that facilitates the placement of health profession students, 
including student pharmacists, into rural areas of the state.  The objective is to increase 
the number of practicing pharmacists in the rural areas of the state.  This program 
incentivizes students by offering priority placements and early placement in their APPEs.  
By allowing students early exposure to rural practice sites, students are able to develop an 
interest in rural health and seek a career in a rural community.  
 
Several of the schools support a full-time faculty member to provide clinical pharmacy 
services within a CHC.  Using The University of Utah as an example, a faculty member 
is paid by the College to provide full-time clinical pharmacy services at a CHC in an 
inner city area.  This clinic provides healthcare services to mostly indigent, migrant 
workers.  Students participating in APPEs through this site gain cultural competence 
through their caring for underserved patients.  The services offered by the faculty 
member have helped to lower patient hemoglobin A1C and lipid levels. Patients are 
provided healthcare services that they could not have otherwise afforded, ultimately 
leading to improved health outcomes.3  
 
If the Academy is not directly engaged in areas relevant to the goal, should it be? 
Although there is a demonstration project of Telehealth Pharmacy at North Dakota State 
University College of Pharmacy, there was very little additional evidence that any other 
member institutions were supported by HRSA in their involvement with this objective.4  
Texas Tech University Health Sciences Center has published an article about their efforts 
to train telehealth pharmacists and incorporate students into these sites for one of their 
required APPEs.5   
 
Telehealth is a viable and effective solution to improving access to healthcare in many of 
the rural/border areas.  The Academy needs to be more involved with this objective in 
order to more fully meet the objectives of this goal.  Looking further into the 21st 
century, telehealth will be one of the more common ways to meet the needs of rural 
populations.  Pharmacists as the medication expert must be a member of these teams. 
 
A second area that needs increased engagement is the recruitment and retention of 
pharmacists for rural/border areas.  Our data collection revealed that The University of 
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Arizona as the only member institution with an active program for this purpose. Member 
institutions should create or require IPPEs and APPEs that expose students to rural 
practice in an effort to increase practice recruitment.  
 
If the Academy should be involved in areas relevant to the goal, what should that 
engagement be or how should it be presented to the Academy to create engagement? 
While there are several HRSA funded grants to develop telehealth practices in many 
states, it is unknown at this time to what extent telehealth is in use and how many of these 
systems utilize pharmacist and pharmacy services.  It is also difficult to say what impact a 
pharmacist can have utilizing telehealth technology.  A recent presentation at the APhA 
Annual Meeting in 2009 suggests that pharmacists can have a significant impact on a 
patient’s health.6 
 
Faculty at member institutions should seek and reach out to telehealth sites to offer 
additional clinical pharmacy services, ranging from brown bags to MTM services.  
Students need to be incorporated into telehealth sites as a part of their IPPEs and APPEs.  
Students are the future of rural pharmacy health practices.  However, it may be unrealistic 
to expect that there is a pharmacist available for every rural community within a 25 mile 
radius.  It is difficult to recruit and retain pharmacist for very small communities.  
Telehealth is one way to bridge this gap.  It can offer these communities assurance of a 
safe medication delivery system and allow pharmacists a more patient-centered practice. 
 
Recommendation 2 
It is recommended that Academy members be educated on the practice of telehealth.   
 
AACP would need to partner with either APhA or ASHP to offer additional continuing 
education programs on the opportunities within telehealth.  This program would include 
descriptions of the types of telehealth practices, any outcomes seen in patient’s health, 
and funding opportunities.  The ultimate goal of such a program is that Academy 
members could find partners within a rural community group to obtain a HRSA grant to 
offer telehealth pharmacy services. 
 
Recommendation 3 
It is recommended that AACP offer programming along with The University of Arizona 
on the development of rural recruitment programs.   
 
The program would include discussions of recruitment tools, faculty involvement, 
discussions of career opportunity development and job satisfaction among rural 
practicing pharmacists.  The goal of this program is to educate members how to partner 
with rural community agencies to develop the recruitment of students for these areas. 
 
Recommendation 4 
It is recommended that AACP partner with external stakeholders to further develop their 
information and resources about pharmacy careers.  
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This then can be utilized by the various members of the Academy to present to 
elementary, junior high schools in the rural/ underserved areas of their states since 
influencing a child’s career decision needs to be presented as early as possible in their 
formative years. 
 
GOAL 2: Improve Health Outcomes. 
Description of HRSA programs related to this goal 
In 2003, the Institute of Medicine published “Health Professions: A Bridge to Quality” 
that recommended that the competencies of health professionals include the ability to 
provide patient-centered, team-based care.7 Ensuring that patients have access to services 
and programs that delivered by a team of providers focused on meeting the individual 
needs of the patient is an essential element of HRSA programs. HRSA addresses the 
issue of patient-centeredness by supporting programs that focus on the needs of 
individuals and populations that it describes as underserved, vulnerable or special needs. 
Programs that support the overall goal and its objectives include those authorized under 
the Ryan White CARE Act, those with the intent of creating culturally competent 
healthcare professionals and maternal and child health programs. HRSA also attempts to 
integrate preventive and wellness care throughout all its programs so that patients have 
ready access to immunizations, prenatal care and health screens.    
 
Evidence that the Academy is actively engaged in areas relevant to this goal 
Within this goal, HRSA’s objectives include: 

• expand the availability of health care, particularly to underserved, vulnerable and 
special needs populations; 

• increase utilization of preventive health care and chronic disease management 
services, particularly among underserved, vulnerable and special needs 
populations 

 
AACP policy statements that provide evidence for Academy-wide engagement include: 

• AACP supports research, education, and development of practice models to 
promote safe medication practices as the standard of care in all practice settings.  
(Source:  Argus Commission, 2007) 

• AACP supports the inclusion of complementary and alternative therapies within 
the pharmaceutical curricula to support the development of the skills and 
knowledge necessary to understand the role complementary and alternative 
therapies play in the delivery of pharmaceutical care. (Source: Professional 
Affairs Committee, 1998) 

 
A majority of member institutions providing input to committee outreach describe 
practice, education or research initiatives focused on improving health outcomes. A 
number of others were in a planning mode to initiate activities in the future. Most of 
those in planning focused on ambulatory populations and clinic-type services. 
 
Types of activities relevant to this goal in which member institutions are engaged 
include: 
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Safety-net clinics- The University of Southern California has one of the most 
comprehensive models of this service. HRSA’s objectives under this Goal focus on 
availability of healthcare to the underserved and preventative healthcare. Safety net 
clinics in the metropolitan areas are superb examples of increasing underserved patient 
access to comprehensive pharmacy services. The focus on preventative care and disease 
management is exemplified in current academic-community partnerships. Those member 
institutions not currently involved in this type of service and who are suitably located 
should consider strategic partnerships with eligible community-based service providers. 
Immunizations- A large portion of the respondents were involved in immunization 
provision to the general public as well as at risk populations across the United States. The 
exact extent to which our member institutions currently offer immunization programs is 
unclear. Because immunization delivery is easily one of the most visible activities in 
which pharmacists participate, AACP should compile a more inclusive data base in this 
area.  
Disease education- Our data collection revealed that faculty and students at member 
institutions promote public health messages of disease prevention and wellness to the 
general public through health fairs, health screenings and disease-specific public 
education programs. Programs vary from individual patient education sessions to larger 
group sessions for specific disease processes such as diabetes and hypertension. Disease 
prevention activities most often mentioned include HIV, asthma, diabetes, hypertension, 
heartburn, and alcohol abuse.  
Cardiovascular risk reduction- Creighton University’s outcomes-based cardiovascular 
risk reduction program has been successful in reducing cardiovascular risk in University 
employees after life-style interventions. University of Missouri-Kansas City has 
demonstrated significant improvements in clinical outcomes in diabetes and lipid 
disorders in pharmacist-run outpatient clinics.  
Anticoagulation clinics- Drake University reports a successful pharmacist-run outpatient 
service focusing on appropriate anticoagulation. Improvements in in-range INRs and 
decreases in bleeding rates were noted. 
Alcohol abuse- Idaho State University describes an alcohol abuse screening program that 
focuses on identification of alcohol addiction and referral to appropriate treatment. 
Chronic disease clinics- Member institutions describe clinical services provided to 
ambulatory patients. Common services include asthma management, diabetes care, 
cholesterol management, hypertension treatment, and medication therapy management 
(MTM). 
Increasing health manpower- Creighton University has received HRSA grant funding 
for developing health manpower in underserved rural areas through interprofessional 
education and training. Two Native American reservations were targeted in order to 
provide interprofessional (pharmacy, medicine, occupational therapy, physical therapy) 
clinical experiences at tribal and Indian Health Service health systems so that students 
might gravitate to these areas after graduation.   
 
If the Academy is not directly involved in areas relevant to the goal, should it be? 
Through our data collection, while it is apparent that the Academy is already involved in 
areas relevant to this goal, it could be much more aggressive in its involvement. The 
Academy can be helpful to our patients by continued development of academic models 
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based on the examples noted above. The availability of grants to support development of 
academic-based programs focused on improving health outcomes should be considered as 
a long-term strategy of AACP.  
 
If the Academy should be engaged in areas relevant to the goal, what should that 
engagement be or how should it be presented to the Academy to create engagement? 
A national effort to focus on outcomes of various types of pharmacist-provided 
healthcare delivery should be initiated. This could be in the form of support of practice-
based research networks.  While this report includes a number of programs directed at 
improving health outcomes, outcomes research on these practice patterns is not sufficient 
at this time. Successful programs, such as Creighton University’s Cardiovascular Risk 
Reduction program, should be considered and implemented by other member institutions. 
A model such as this or others, can serve as a successful guide for a college/school of 
pharmacy to provide cardiovascular risk reduction services to the employees of the 
university. Finally, AACP should serve as a repository of information of this kind so it 
can be made available to other member institutions.  
 
Recommendation 5  
AACP should serve as a repository for information on patient-centered service-teaching 
programs.  
 
A database should be developed and maintained to serve as an authoritative source of 
information on pharmacy faculty service teaching impact on health outcomes. 
 
Recommendation 6 
AACP should work with other like organizations to enhance the interprofessional service 
teaching models from which our students can learn to improve health outcomes from a 
team perspective. 
 
Recommendation 7 
AACP should support the development of more extensive research models relating to the 
examination of the impact of service teaching. 
 
GOAL 3: Improve the Quality of Health Care. 
Description of HRSA programs related to this goal 
In its 2003 report, the Institute of Medicine drew attention to the role of health 
professionals to bridge the quality chasm.8 The IOM report stated that healthcare 
professionals should be competent to deliver care that is based on the need of the patient 
and that care should be delivered collaboratively among all the providers caring for the 
patient. If healthcare professionals were competent in the delivery of patient-centered, 
team-based care, a higher level of quality would result. Improving the quality of care is 
important, yet getting healthcare professionals to collaborate effectively to provide the 
care patients need is difficult. It goes against professional norms that are established early 
on, all too often during the education of the professional.  
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HRSA has long supported the development of health professions education programs that 
are interprofessional in nature. While HRSA programs refer to these as interdisciplinary, 
this is merely a legislative artifact and has no impact on the agency’s interest in creating 
educational opportunities that allow a variety of health professions students to understand 
and better appreciate roles and scopes of practice of all the professionals they will work 
with when caring for patients. To accomplish this, HRSA supports interprofessional 
education through the Area Health Education Centers (AHEC) and Geriatric Education 
Centers (GEC) programs. The Public Health Service Act still includes legislative 
language for the Quentin Burdick Rural Health Education program that focused on 
interprofessional education in rural settings, but this program has not had federal funding 
in years.  
 
Description of academic programs supported by HRSA programs related to this 
goal 
Member institutions have a history of participation in HRSA-supported programs 
relevant to this goal. The University of New Mexico had funding from 1992-1997 to 
support a Center of Excellence for Native American student pharmacists. In Montana, a 
pharmacy faculty member currently is involved with a HRSA-supported project with the 
goal of establishing community health centers that increase patient access to pharmacy 
services. 
 
Evidence that the Academy is actively engaged in areas relevant to this goal 
Within this goal, HRSA’s objectives include: 

• promote the effectiveness of health care services; 
• promote patient safety and improve patient protections; 
• promote access to and appropriate use of health care information; and 
• promote the implementation of evidence-based methodologies and best practices. 

 
AACP policy statements that provide evidence for Academy-wide engagement include: 

• AACP supports the inclusion of the basic principles of clinical and translational 
research, including how such research is conducted, evaluated, explained to 
patients, and applied to patient care, in the professional pharmacy curriculum. 
(Source: Section of Teachers of Pharmacy Practice, 2009) 

• The mission of pharmacy education is to prepare graduates who provide patient-
centered care that ensures optimal medication therapy outcomes and provides a 
foundation for specialization in specific areas of pharmacy practice; participation 
in the education of patients, other health care providers, and future pharmacists; 
conduct of research and other scholarly activity; and provision of service and 
leadership to the community. (Source: Academic Affairs Committee, 2007) 

• Research that explores the social, economic, organizational and clinical factors 
that influence the outcomes of drug therapy in prevention or treatment of disease 
should be central to the mission of all colleges/schools of pharmacy. (Source: 
Board of Directors based on Educating Clinical Scientists Task Force #2, 2008) 

 
Member institutions are engaged in efforts to improve the quality of healthcare in a 
variety of contexts.  First, the assurance and continuous improvement of quality is an 
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integral part of Doctor of Pharmacy curriculum. In 2004, the Joint Commission of 
Pharmacy Practitioners (JCPP), of which AACP is a member, committed to a shared 
vision that “Pharmacists will be the health care professionals responsible for providing 
patient care that ensures optimal medication therapy outcomes.” To that end, pharmacy 
schools have committed to research, practice, and teaching in the optimization of patient-
centered and population-based improvement of therapeutic outcomes and health 
promotion, wellness, and disease prevention. Accreditation standards, to which schools 
and colleges are held accountable by the Accreditation Council for Pharmacy Education 
(ACPE), require colleges to teach quality assurance and improvement of patient care 
practice management, medication dispensing and distribution, drug information, and 
medication safety, and to ensure that students become involved in the quality 
improvement and assurance programs at their advanced practice rotation sites.9     
 
Improving patient safety, and in particular medication safety, is a central concern of  
pharmacy practice including the Institute for Safe Medication Practices (ISMP), a 
nonprofit organization devoted entirely to medication error prevention and safe 
medication use. At The University of Arizona, an elective course on quality improvement 
and medication error reduction is offered. At Idaho State University, St. Louis College of 
Pharmacy, and The University of Utah, students may select APPEs in the area of systems 
improvement, quality, and safety. Pharmacy faculty are actively engaged in safety 
improvement research. Auburn University manages a research program in the area of 
systems engineering to explore how good design can significantly increase work 
efficiency, and reduce errors. The University of Arizona faculty are engaged in research 
in the area of medication reconciliation. St. Louis College of Pharmacy hosts an annual 
conference on medication safety. 
 
A primary role of pharmacy practice faculty is to improve the quality of medication 
therapy.  At St. Louis College of Pharmacy and the University of Missouri-Kansas City, 
faculty improve anticoagulant therapy outcomes through medication therapy management 
in partnership with a number of hospital systems. Our data collection revealed pharmacy 
care outcomes research that results in the improvement of medication therapy occurs at 
many sites including the University of North Carolina at Chapel Hill, The University of 
Utah, Creighton University, University of Florida, and the University of Wyoming. 
 
Interprofessional collaboration to improve the quality of healthcare is a current focus of 
pharmacy education, practice, and research. At the educational level, member institutions 
are mandated to emphasize interprofessional teamwork in their curricula by ACPE.10 In 
2009 an entire edition of the American Journal of Pharmaceutical Education (AJPE) was 
dedicated to education, designed to help colleges implement interprofessional educational 
initiatives.11 Our data collection revealed that pharmacy practice faculty at the University 
of Illinois at Chicago, St. Louis College of Pharmacy, University of Missouri-Kansas 
City, and University of Nebraska Medical Center are actively engaged in the design, 
implementation, and continuous improvement of patient-centered medical homes based 
on the concepts of team-based care.  
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About $177 billion annually is associated with improper medication use and poor 
adherence to medications may contribute to more than a quarter million deaths each 
year.12,13 Interventions by pharmacists and pharmacy practice faculty such as health fairs, 
medication therapy management, immunization, disease prevention screenings, the 
improvement of health literacy, medication review, counseling, and outcomes evaluation 
are associated with lower rates of preventable adverse drug events and improved 
healthcare outcomes.14,15 Faculty at St. Louis College of Pharmacy have developed the 
Asthma-Friendly Pharmacy program, which is being implemented at community practice 
sites in Missouri. At the University of Washington, students and faculty are engaged in 
developing culturally appropriate medication use information. At The University of 
Montana, public health education is a mandatory component of service learning. HIV 
education is provided through the University of California, San Francisco pharmacy 
program. Students at University of Missouri-Kansas City have access to a health and 
wellness Web site designed by the School of Pharmacy. HRSA-supported poison control 
centers operate through a number of pharmacy schools, including the University of 
Arkansas for Medical Sciences and The University of Arizona. 
 
The provision of comprehensive pharmacy services to underserved populations, 
especially if that care becomes sustainable, is a valuable contribution of pharmacists to 
improved healthcare quality. Our data collection revealed that an increasing number of 
faculty and students are engaged with safety-net clinics. Member institutions, including 
the University of Arkansas for Medical Sciences and Auburn University work with 
HRSA-supported Area Health Education Centers (AHEC) to provide primary care in 
underserved settings.  
 
If the Academy is not directly engaged in areas relevant to the goal, should it be? 
The Academy is directly and extensively engaged in improving healthcare quality by 
increasing access to comprehensive pharmacy services. 
 
If the Academy should be engaged in areas relevant to this goal, what should that 
engagement be or how should it be presented to the Academy to create engagement? 
Ultimately, quality improvement should be a conspicuous aspect of every pharmacy 
practice. The development quality assurance and improvement systems should be a part 
of the practice management curriculum. This will require that all practice faculty engage 
in practice design and outcomes research. A significant barrier to the advancement of 
practice-based research is the fact that students and many pharmacy practice faculty have 
little exposure to outcomes research methods. The professional curriculum and faculty 
development ought to be revised to this end. 
 
Suggestion 1 
Colleges and schools of pharmacy should ensure that the professional curriculum 
includes student exposure to health services and outcomes research.  
 
GOAL 4: Eliminate Health Disparities. 
Description of HRSA programs related to this goal 
During the first Clinton Administration, HRSA leadership regularly stated the agency’s 
mission was “100% access and 0% disparities.” Since then, the agency has maintained its 
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interest in and concern for improving access for underserved and uninsured patients to a 
culturally competent health professions workforce that provided high quality care. 
Several programs associated with health professions education are administered through 
the HRSA Bureau of Health Professions. Grant funding supports health professions 
education institutions create and implement programs that improve the educational 
completion rates of individuals from underserved and disadvantaged backgrounds. These 
programs put into practice the reality of improved patient outcomes and adherence to 
treatment plans when they are cared for by individuals from their same ethnic or cultural 
background. The Health Careers Opportunity Program (HCOP) and the Diversity Centers 
of Excellence (COE) program are intended to create a pipeline of diverse individuals 
interested in pursuing health professions education.  
 
Health disparities are not just the result of ethnic differences between patients and 
providers. Access and care intensity disparities negatively impact many populations 
including women and older adults. HRSA programs, such as the geriatric education 
centers (GEC), support health professions education institutions to develop and 
implement interprofessional educational programs focused on the care of older adults. 
Federal agencies, including HRSA, are developing Offices of Women’s Health to address 
disparities experienced by women.   
 
Evidence that the Academy is actively engaged in areas relevant to this goal 
Within this goal, HRSA’s objectives include: 

• focus resources and services on diseases and conditions with the greatest health 
disparities; 

• promote outreach efforts to reach populations most affected by health disparities; 
and  

• promote the integration of cultural competency into HRSA programs, policies and 
procedures. 

 
AACP policy statements that provide evidence for Academy-wide engagement include: 

• Students, faculty and practitioner educators should work to achieve cultural 
competence and to deliver culturally competent care as part of their efforts to 
eliminate disparities and inequalities that exist in the health care delivery system. 
(Source: Argus Commission, 2005) 

• AACP endorses the competencies of the Institute of Medicine for health 
professions education and advocates that all colleges and schools of pharmacy 
provide faculty and students meaningful opportunities to engage in 
interprofessional education, practice and research to better meet health needs of 
society. (Source: Professional Affairs Committee, 2007) 
 

Types of activities in which schools and colleges of pharmacy are engaged include: 
Centers of Excellence- While not all are supported by the HRSA diversity COE 
program, many of our member institutions are engaged in collaborative partnerships 
health systems and other organizations that focus relevant expertise on care improvement 
that can lead to reducing care disparities.   



14 
 

Howard University School of Pharmacy received a Center of Excellence grant in 2000 to 
initiate programs for K-12 students, partnerships with community colleges and four year 
institutions. The School of Pharmacy provides summer enrichment for middle and high 
school students, Pharmacy College Admissions Test (PCAT) preparation and other 
remedial programs to assure student success in their academic progression.  

The Native American Center of Excellence at The University of Montana provides 
services and support for faculty, students, staff, and professionals. The University of 
Montana’s Health Careers Opportunity Program (HCOP) provides academic and support 
services for disadvantaged students who want to pursue a career in pharmacy, physical 
therapy, or other health sciences.  

Geriatric Education Centers- Older adult populations present care delivery challenges. 
These include their ability to access care due to age-related disabilities as well as the 
amount or type of care to which they have access. These challenges are the focus of 
HRSA-supported geriatric education centers that establish interprofessional, team-based 
practice approaches to improving the care of older adults. Our data collection revealed 
that Geriatric Education Centers, while not all supported by HRSA grants, engage 
pharmacy faculty, professionals and students at The University of Montana, St. John’s 
University, West Virginia University, Nova Southeastern University, University of 
Rhode Island, University of North Carolina at Chapel Hill and The University of New 
Mexico. 

Disparities in care and outcomes can be a direct result of living in a rural or underserved 
area in which access to necessary care may be limited or non-existent. Rural health 
professions programs such as those at the University of Illinois at Chicago, The 
University of Arizona, and University of Nebraska Medical Center provide training for 
pharmacists and student pharmacists to prepare them for and encourage them to practice 
in rural and under-resourced areas. 
 
Our data collection reveals that many of our member institutions have clinic programs 
that provide care to underserved populations (Hispanic, Native American, African 
American, Asian American) with low or no-cost comprehensive pharmacy services. 
Services include immunizations, asthma and pulmonary disease management, diabetes 
management, hypertension clinics, smoking cessation clinics, medication safety training, 
HIV and hepatitis management, reproductive health, and other student pharmacist or 
faculty-run outreach programs. The increasing diversity of student pharmacist 
populations allows outreach and referral programs to be delivered in multiple languages, 
addressing the cultural and literacy barriers that exist in both rural and metropolitan areas.  
 
If the Academy is not directly engaged in areas relevant to the goal, should it be? 
The Academy is engaged and should be working to increase its engagement.  Healthy 
People 2010 has served as a driving force in preparing pharmacists and student 
pharmacists for their patient care roles.16 A central theme of many professional and 
interprofessional curricula center on the ten leading health indicators and twenty-eight 
focus areas of this report.  Many IPPEs and APPEs, co-curricular, and extracurricular 
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projects of student pharmacists and faculty address Healthy People goals.  Outreach 
efforts to underserved populations offer exceptional learning opportunities for all health 
professions programs. Cultural competency training and opportunities for pharmacy 
practice in diverse communities should be enhanced. 
 
If the Academy should be engaged in areas relevant to this goal, what should that 
engagement be or how should it be presented to the Academy to create engagement? 
Interprofessional, team-based education opportunities should be developed and 
implemented. Member institutions that do not have relationships or affiliations with 
medical or allied health sciences schools should be encouraged and assisted in creating 
interprofessional learning experiences. Enhanced cultural competency training for 
pharmacists and student pharmacists should be encouraged, and models for training 
should be more broadly disseminated. Efforts to enhance the recruitment and retention of 
minority populations in pharmacy schools may have the following outcomes: 

• Raise the profile of the profession and the institution within underrepresented 
communities locally and nationally; 

• Increase the number of qualified underrepresented student applications; 
• Create retention incentives for underrepresented students to accept and commit to 

our programs earlier in the admissions process; 
• Create a comprehensive recruitment and retention package for underrepresented 

students involving faculty and staff, current students, and alumni from 
underrepresented groups; 

• Outreach to a greater number of secondary schools, junior colleges, churches, and 
other institutions serving underrepresented groups; 

• Develop and utilize a comprehensive marketing package to advertise scholarship 
and financial aid opportunities that would reduce loan indebtedness; 

• Implement programs such as Students Helping Students: professional students 
conducting programs at elementary and junior high schools to expose prospective 
students to health sciences education; and 

• Create a professional mentoring network of pharmacists from underrepresented 
groups to advise, counsel and guide students from underrepresented groups. 

 
GOAL 5: Improve the Public Health and Health Care Systems. 
Description of HRSA programs related to this goal 
Healthcare reform initiatives place a strong dependence on increasing access to clinical 
and community-based preventive care and wellness services. Public policy recognizes 
that our current approach of caring for patients after they are sick is an unsustainable 
approach to healthcare delivery. The public health concepts of health promotion and 
disease prevention are centuries old, yet overshadowed by the increased dependence on 
medications, acute care improvements and technologic advancements. Through its stated 
commitment to communities and special populations, HRSA encourages the integration 
of prevention and wellness across all its programs including those that support health 
professions education. While specific programs are aimed at addressing the public health 
workforce, HRSA supports collaborative efforts between health systems and 
communities so community-identified needs can be more effectively and efficiently 
addressed. The development and maintenance of collaborative approaches for improving 
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public health and healthcare systems is dependent on increasing the use of health 
information technologies such as electronic records for improved patient care, as well as 
trend analysis useful in population health.  
 
Evidence that the Academy is actively engaged in areas relevant to this goal 
Within this goal, HRSA’s objectives include: 
• utilize trend data to assist in targeting program resources toward goals;  
• increase collaborative efforts to improve the capacity and efficiently of the public 

health and health care systems; and  
• accelerate the development and use of an electronic health information         

infrastructure. 
 
AACP policy statements that provide evidence for Academy-wide engagement include: 

• AACP and colleges and schools of pharmacy should assure that students, faculty 
and alumni have sophisticated and continuous preparation in the design and use of 
health information technology (HIT) and systems and are prepared to apply HIT in 
evidence-based decision-making at the point of patient care. (Source: Board of 
Directors based on Argus Commission, 2008) 

• AACP supports the teaching and clinical application of core competencies in 
primary care health services delivery which are community-based and fully 
interdisciplinary. (Source: Professional Affairs Committee, 1994; amended by House 
of Delegates 2009) 

• AACP supports interdisciplinary and interprofessional education for health 
professions education. (Source: Professional Affairs Committee, 2002) 

• AACP will support member colleges and schools in their efforts to develop 
pharmacy professionals committed to their communities and all the populations 
they serve, by facilitating opportunities for the development and maintenance of 
strong community-campus partnerships. (Source: Professional Affairs Committee, 
2001) 

• AACP encourages its member colleges and schools to develop or enhance 
relationships with other primary care professions and educational institutions in the 
areas of practice, professional education, research, and information sharing. (Source: 
Professional Affairs Committee, 1994) 

 
Member institutions are engaged in efforts to improve public health and healthcare 
systems at several levels.  First, public health is an integral part of the Doctor of 
Pharmacy curriculum, being articulated in the educational outcomes established by the 
Center for the Advancement of Pharmaceutical Education (CAPE), the accreditation 
standards of the Accreditation Council for Pharmacy Education (ACPE), and the North 
American Pharmacist Licensure Exam (NAPLEX).17,18,19 To meet these educational, 
accreditation and licensure expectations, member institutions teach students various 
elements of public health and healthcare systems in both required and elective classes.  
For example, Midwestern University Chicago College of Pharmacy requires a course on 
quality assurance that includes an analysis of infrastructures, pharmacists' functions and 
drug therapy outcomes.  Idaho State University and others have advanced pharmacy 
practice experiences available in public health and patient safety programs.  The 
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University of Montana requires students to perform a service learning project with a 
community agency where they provide information regarding a public health issue. 
 
Many schools are offering and requiring interprofessional courses with medical students 
and other health professions.  These courses are intended to build bridges and develop 
teamwork between the various health professionals represented. For example, The 
University of Arizona requires interprofessional courses on topics such as healthcare 
collaboration, cultural competency, and communications.  These courses provide the 
opportunity for dialogue between students of the various health professions to solve 
patient and systems problems. 
 
Not only are faculty engaged in educating students regarding public health, but they are 
also providing education to Pharm.D. graduates through fellowships and residency 
programs.  For example, the Medical College of Virginia and Virginia Commonwealth 
University sponsor a Health Policy and Advocacy Fellowship that trains pharmacists for 
careers in public health or the Academy, and Samford University's PGY1 residency 
program has a focus on public health. 
 
Faculty are also engaged in improving public health through their clinical, research, and 
service activities.  Clinical pharmacy faculty across the country are collaborating and 
providing services in free clinics and community clinics such as immunizations, diabetes 
care, smoking cessation programs, and medication therapy management.  For example, 
the University of Minnesota and University of Southern California collaborate with 
safety- net organizations to provide primary care. Immunization services are particularly 
noteworthy.  Our data collection revealed all member institutions we contacted were 
involved with immunization services.  Faculty engage students in the provision of these 
services through IPPEs, APPEs, and extracurricular activities such as health fairs, health 
screenings, and diabetes education programs.  Other faculty are involved in developing 
technology to improve patient safety.  Creighton University recently filed a patent for an 
electronic health coordination tool.  Faculty at the University of Michigan are also 
working on technology to improve patient safety.  Health literacy, an important element 
in improving patient safety and addressing other public health issues, is a focus of faculty 
research and service at St. Louis College of Pharmacy and Northeastern University. 
 
Faculty are also involved in non-clinical service activities that support HRSA's public 
health goals.  For example, at the University of Arkansas for Medical Sciences, faculty 
members work with the state board of pharmacy in analyzing system errors for individual 
pharmacists and pharmacies and assisting them in establishing procedures to correct these 
errors. Member institutions are involved in activities such as developing patient safety 
institutes (University of Illinois at Chicago), providing public health information through 
a Web site (Butler University) and poison control (University of Arkansas for Medical 
Sciences and The University of Utah). 
 
If the Academy is not directly engaged in areas relevant to the goal, should it be? 
Academic pharmacy is directly engaged in this HRSA goal as a result of its curriculum 
standards.  Student pharmacists upon graduation recite the Oath of a Pharmacist.  
Students pledge to, "Consider the welfare of humanity and relief of suffering my primary 
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concerns." This pledge reflects a professional commitment to both individual patients and 
patient populations.  The pledge reflects and supports the CAPE education outcomes, the 
ACPE Doctor of Pharmacy curricular standards, and the NAPLEX blueprint.  Students 
learn about public health and health systems in traditional classroom based learning 
activities, and are also engaged in experiential courses regarding patient safety and other 
public health issues.   
 
If the Academy should be engaged in areas relevant to this goal, what should that 
engagement be or how should it be presented to the Academy to create engagement? 
Clearly, the Academy's engagement at the curricular level is defined and well executed.  
Faculty engagement appears to be largely driven by curricular requirements, individual 
interest and expertise.  Clinical faculty are directly involved in public health initiatives 
through patient education, clinical services, patient safety initiatives and research.  A 
review of the data collected in this random sample indicates that pharmacy education 
should be proud of their support of this goal.   
 
Many of the initiatives described are local in nature.  AACP may want to consider 
supporting mechanisms for practice-based research networks to enable faculty to collect 
and analyze data on a more macro level.   
 
Suggestion 2 
AACP should consider supporting mechanisms for practice-based research networks to 
enable faculty to collect and analyze data on a more macro level.   
 
GOAL 6: Enhance the Ability of the Health Care System to Respond to 
Public Health Emergencies. 
Description of HRSA programs related to this goal 
The public policy pendulum continues to swing back and forth on the issue of public 
health preparedness. Prior to the terrorist attacks in 2001, public health advocates had 
long sought increased attention and support for programs that would better organize and 
sustain national, state and local preparedness for both disease and disaster related 
emergencies. In its March 2001 testimony prepared for the House and Senate 
Appropriations Subcommittee on Labor, Health and Human Services and Education, the 
Coalition for Health Funding stated, “We risk disaster if we do not continue to strengthen 
our seriously weakened public health infrastructure at the local, state and federal levels to 
prepare for a bioterrorist attack, a major outbreak of infectious disease such as the world 
experienced in the 1918 with pandemic flu, and to curb rapidly growing resistance to 
antibiotics used to treat serious bacterial infections.”20 After September 2001, the federal 
government redirected billions of dollars toward strengthening the public health 
infrastructure and HRSA was a direct recipient of this redirected funding. While the 
programs developed have provided substantial information and resources aimed at 
improving the capacity of health systems and healthcare professionals to better prepare 
for a variety of public health disasters and threats, the pendulum is now swinging back to 
a level of complacence with HRSA budget justification for the 2011 fiscal year void of 
any reference to bioterrorism, all-hazards preparedness, or emergency preparedness.21   
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Yet, in spite of this reduced interest, academic pharmacy remains committed to 
improving the capacity of pharmacy graduates to address public health emergencies and 
to participate as a member of the public health team.  
 
Evidence that the Academy is actively engaged in areas relevant to this goal 
Within this goal, HRSA’s objectives include: 

• enhance the ability of hospitals, health centers, emergency medical systems, 
poison control centers, and health professionals to respond to bioterrorism and 
other public health threats in a timely and effective manner; and 

• evaluate the capacity of the health care system to plan for and respond to 
potentially urgent/emergent health care issues. 

 
AACP policy statements that provide evidence for Academy-wide engagement include: 

• AACP supports the development and implementation of curricular components 
and associated instructional strategies that assure a common set of core 
competencies and knowledge concerning population-based epidemiology, the 
determinants of health, effective programs in health promotion and disease 
prevention, and primary health care services delivery for all health professionals. 
(Source: Professional Affairs Committee, 1994) 

 
The Academy is engaged in this goal, both indirectly by preparing its graduates to 
contribute in this arena and directly in terms of providing manpower in response to public 
health emergencies. In preparing graduates to respond to public health emergencies, a 
large percentage of colleges and schools of pharmacy require immunization training as 
part of the required curriculum. Additionally, several schools and colleges incorporate 
emergency preparedness, and bioterrorism training and education into required and/or 
elective curricula. Student engagement in public health and public health emergency 
response also extends to the experiential curriculum with many schools offering rotations 
with public health districts and emphasizing immunization promotion and emergency 
preparedness in community pharmacy rotations. Moreover, as noted in a recent study by 
Westrick, et al., pharmacy college/school affiliations with community pharmacies 
increase the likelihood that the community pharmacy is engaged in immunization and 
emergency preparedness as compared to community pharmacies that are not affiliated 
with a pharmacy college/school.22 
 
The Academy is also actively engaged in assisting their local health districts and 
communities prepare for and response to public health emergencies. Notable examples in 
this arena include Southern Illinois University Edwardsville faculty members who 
participate in mock emergency drills and assist with National Strategic Stockpiling 
efforts. The University of Arkansas for Medical Sciences, which has contracts with the 
state to provide a call center for emergency readiness volunteers, trains students for 
emergency readiness and maintains a database in this regard. The University of Missouri-
Kansas City has a cooperative agreement with the Kansas City Health Department to 
assist with the health department’s mass prophylaxis dispensing efforts as a response to 
public health emergency within the city limits of Kansas City. Likewise, Washington 
State University has an agreement with the Spokane Regional Health District that 
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commits a response team of faculty and students to public health emergencies in any of 
the seven counties in eastern Washington. 
 
If the Academy is not directly engaged in areas relevant to this goal, should it be? 
Although there are pockets of involvement across the Academy, it is important that 
colleges and schools of pharmacy become even more engaged and committed to training 
its students and providing support to public health emergency response systems. As 
recently noted by Washington State University faculty member Dr. Brenda S. Bray, 
“Pharmacists can be really instrumental in setting up a medication dispensing system and 
they have knowledge of the legal and regulatory aspects of such a system, as well as the 
therapeutic value of the medications.”23 Acknowledgement of the importance of the 
pharmacist’s role and the pharmacist’s unique and comprehensive knowledge of 
medications and medication dispensing systems amounts to a clarion call to the Academy 
to ensure that graduates of colleges and schools of pharmacy are prepared to contribute to 
public health emergency response systems. Moreover, in line with the conclusions of 
Westrick, et al., it is the Academy that will push the profession forward into a more 
active role in this regard.  
 
If the Academy should be engaged in areas relevant to this goal, what should that 
engagement be or how should it be presented to the Academy to create engagement? 
It is important that colleges and schools of pharmacy look to enhancing public health 
emergency content in their didactic curricula and become more involved in seeking out 
opportunities for students to participate in these activities in the experiential curricula as 
well as identifying public health system partners to more fully engage faculty members 
and students as participants of emergency response teams. Moreover, members of the 
Academy that are currently engaged in public health emergency response systems should 
serve as models that could be replicated in colleges and schools across the country. 
Faculty and students from these colleges/schools, along with their collaborators at the 
public health districts, should be encouraged to promote their activities highlighting the 
role that pharmacists can play. Finally, where members of the Academy are engaged in 
this goal, attention should be given to demonstrating the impact of pharmacy school 
faculty, students, and pharmacists on public health emergency response systems through 
scholarly research and publication. 
 
Recommendation 8  
AACP should support the development of a curriculum resource/curriculum guide for 
bioterrorism/emergency preparedness. 
 
CONCLUSION 
In light of increased access to healthcare services engendered by healthcare reform, 
establishing innovative approaches to patient-centered, team-based care will be of greater 
importance in regard to improved quality of care and the increased demands this will 
place on an already stressed health professions workforce. This report makes clear the 
benefit to HRSA and our nation of engaging academic pharmacy in meeting the agency’s 
public health mission as stated in its strategic goals. HRSA can better position the 
Academy in partnering toward this end by establishing a stronger working relationship 
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and communication with AACP staff regarding grant funding, committee nominations 
and other activities related to ongoing implementation of programs and services. In turn, 
AACP member institutions should make every effort to participate in the programs that 
HRSA administers so that public health and primary care service delivery can be 
improved. The strength of this relationship can, as reflected in the examples included in 
this report, result in improved health outcomes for the general public and those 
populations with special health needs.   
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APPENDIX A 
 

School 
Name* 

Goal 1: 
Improve 
Access to 

Health Care 

Goal 2: 
Improve 
Health 

Outcomes 

Goal 3: 
Improve 

Quality of 
Health Care 

Goal 4: 
Eliminate 

Health 
Disparities 

Goal 5: 
Improve 

Public Health 
and Health 

Care Systems 

Goal 6: 
Enhance the 
Ability of the 
Health Care 

System to 
Respond to 

Public Health 
Emergencies 

Auburn 
University 

Rural 
community 
care; 
Prescription 
assistance 

     

Butler 
University 

Campus-based 
wellness 
program; 
Community 
asthma 
management 
clinics; Faculty 
research on 
obesity 
management 

Campus faculty 
and staff 
support local 
health 
departments; 
h1N1 
Immunization 
clinic; 
IPPEs/APPEs 
at underserved 
clinics 

 

Required IPPE:  
underserved 
population 
clinic; Faculty 
serve in 
underserved 
family practice 
centers; 
Faculty 
volunteer at 
community 
free clinics 

Campus-based 
smoking 
cessation 
program; 
Public health 
website 

Faculty 
educates 
volunteers 
during 
emergencies 

Campbell 
University 

Campus-based 
Wellness 
Institute; Focus 
on community 
outreach for 
screenings and 
education; 
Participants in 
county health 
program 

Faculty-
operated 
medical home 
practice; 
Campus-based 
health 
education and 
screening clinic 

  

Medication 
error elective 
course; related 
topics covered 
in two required 
courses 

 

Creighton 
University 

Campus-based 
cardiovascular 
risk reduction 
and wellness 
program; 
Immunization 
clinics for 
underserved; 
Liaison- Native 
American 
health facilities 
for provider 
services 

Immunizations 
demonstrating 
reduced CV 

Immunizations; 
Campus-based 
programs on 
IPE at 
international 
clinics and the 
Clarion Project 

Faculty provide 
clinical 
services to the 
underserved 
and Native 
Americans 

Immunizations 

Immunizations; 
Participation in 
disaster relief 
and 
preparedness; 
Campus-based 
center 
designated as a 
Patient Safety 
Organization 
(PSO) 



23 
 

Drake 
University 

Campus-
supported 
community 
access 
pharmacy with 
immunization 
services and 
access to 
contraception 
for low-income 
women 

Anticoagula-
tion clinic; 
JHACO safety 
goal 

Polk County 
Senior 
Services; 
Continuity of 
Care; 
Ambulatory 
care clinics 

Community 
Access 
Pharmacy; 
Diversity 
Service 
Learning; 

Campus-based 
health 
screenings; 
Pertussis 
counseling; 
Smoking 
cessation 
counseling 

 

Howard 
University    

Center of 
Excellence 
grant to initiate 
programs for 
K-12 students 
and 
partnerships 
with 
community 
colleges and 4-
yr inst 

  

Idaho 
State 
University 

HRSA 
PSCPSC 
participant: 
HIV Clinic and 
a Community 
Clinic that 
serves mainly 
Hispanic 
population with 
a  focus on Hep 
C and DM 

Student 
pharmacist flu 
clinics; Health 
screenings for 
diabetes and 
heartburn 
awareness; 
Future 
initiative will 
add Alcohol 
Intervention 
Screening 

Patient Safety 
is integrated 
throughout the 
curriculum and 
the campus 
supports an 
APPE elective 
that focuses on 
patient safety 

Community 
Clinic serves 
Hispanic 
underserved 
population; 
disease states 
that are a focus 
include DM 
and Hep C 

Restructuring 
of the CoP will 
now make it 
part of the 
Health 
Sciences 
Division, 
offering more 
opportunities 
for inter-
professional 
education 

Students 
trained to give 
immunizations 

Loma 
Linda 
University 

Medicare Part 
D assistance 

Tobacco 
dependence 
clinic to qualify 
patients for 
transplants 

SACHS 
interprofession
al education 
and care of 
uninsured 
patients 

 

Student 
pharmacist 
immunization 
clinics at 
Walgreens; 
Health fair 
participation; 
Farmer’s 
Market BP 
screening 

 

Mercer 
University 

Students 
provide MTM 
services at 
assisted living 
facilities 

Provide 
immunizations 
for students at 
places of 
employment 
and health fairs 

  

Students study 
patient safety 
in elective 
courses and 
required 
courses 
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Mid-
western 
University  
-  Chicago 

Faculty-guided 
Interprofession
al student 
group provide 
education to 
free clinics 

Faculty and 
students 
provide 
vaccinations at 
health fairs, 
clinics, work 
with state on 
10-City 
Challenge with 
focus on 
diabetes 

Faculty 
develop 
medical home 
model of 
practice;  
Students work 
with patients in 
longitudinal 
rotation 

 

Students take 
quality 
assurance 
course 
(required);  
Elective 
rotations in 
patient safety 
available 

 

North-
eastern 
University 

Faculty and 
students 
participate in 
community 
health clinics; 
DM Passport 
program 

 

Medical home 
initiative; 
Participate in 
community 
health clinics; 
DM Passport 
program; 
MTM; Harbor 
Health 
Services, Inc 
(Crystal Apple 
Award) 

Low-income 
women’s 
access to 
contraception 

Health literacy; 
advisory to 
Patient Health 
Education; 
outreach 
patient 
education; low-
income 
women’s 
access to 
contraception 

Medical 
reserve corps, 
prepared for 
pandemic 
response 

Oregon 
State 
University   

Oregon State  
Infectious 
diseases 
research; Major 
funding 
partners: NIH, 
Smithsonian 
Institute, 
AACP, Linus 
Pauling 
Institute, 
Medical 
Research 
Foundation of 
Oregon; Merck 
Oregon Sea 
Grant; 
Northwest 
Health 
Foundation, 
College of 
Pharmacy; 
Investigators in 
pharmaceutics  

 

Student Sandra 
Widows wins 
2009 USPS 
award, 
recognized for 
advancing 
healthcare 
among 
underserved 
populations. 
Her 
demonstrated 
leadership and 
advocacy for 
pharmacist-led 
care provides a 
model coupling 
empathy and 
expertise for all 
pharmacists 

Immunization 
clinics 
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Pacific 
University 
Oregon 

The Regence 
Foundation 
grant for its 
Inter-
disciplinary 
Diabetes Clinic 
with a focus on 
providing 
affordable care 
to Latinos and 
other 
underserved 
populations 
with diabetes 

Patient Safety 
and Clinical 
Pharmacy 
Services 
Collaborative 
in conjunction 
with Virginia 
Garcia 
Memorial 
Health Center 
and Tuality 
Hospital  

  

Student 
Matthew 
Maglalang 
received USPS 
award for the 
creation of an 
oral 
contraceptive 
patient 
brochure 
featuring drug 
interactions 
issues and 
enhancing the 
pharmacy 
services 
provided to 
clinical staff 
and patients 

 

Southern 
Illinois 
University 
Edwards-
ville 

FQHC, free 
clinic, mental 
health, home 
health 
initiatives; 
SNPhA 
initiatives 

Care in CF, 
HIV/AIDS, 
asthma; 
Immunization 
training 

MTM services 

Care of patients 
with health 
disparities – 
diabetes, HIV, 
mental health; 
Cultural 
sensitivity 
education of 
students; needs 
assessment 

SIUE – 
students 
providing 
community 
education in 
chronic 
diseases and 
needs 
assessment in 
underserved 
populations; 
Faculty 
involved in 
health 
information 
exchange 
planning 

SIUE – faculty 
participate in 
National 
Strategic 
Stockpiling; 
Mock 
emergency 
drills 

St. Louis 
College of 
Pharmacy 

St. Louis 
Community 
Health 
Partnership 
grant; Missouri 
Foundation for 
Health St. 
Louis College 
of Pharmacy 
Health Literacy 

St. Louis 
Community 
Health 
Partnership 
grant 

St. Louis 
Community 
Health 
Partnership 
grant 

St. Louis 
Community 
Health 
Partnership 
grant; Missouri 
Foundation for 
Health St. 
Louis College 
of Pharmacy 
Health Literacy 

Missouri 
Foundation for 
Health St. 
Louis College 
of Pharmacy 
Health Literacy 

Missouri 
Foundation for 
Health St. 
Louis College 
of Pharmacy 
Health Literacy 
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Texas 
A&M 
Health 
Science 
Center 

Texas A&M 
Service 
Learning 
requirements 
serve under 
served patients 
in South Texas. 

Texas A&M 
service 
learning 
requirements 
provide 
immunization 
clinics, 
screenings, and 
health fairs to 
community 

Texas A&M 
service 
learning 
requires 
participation in 
health fairs and 
patient 
education 
programs; 
Faculty provide 
clinical 
pharmacy 
services in 5 
different 
primary care 
clinics in the 
region 

Texas A&M 
requires 
medical 
Spanish in two 
IPPE courses 

Students do 
APPE rotations 
in public health  

Texas 
Tech 
University 
Health 
Sciences 
Center 

Texas Tech 
offers poison 
control services 
to districts in 
Texas; 
Medication 
disposal clinics 
offered to 
public; 
Immunization 
clinics to 
underserved 

Immunization 
clinics to 
underserved 

Immunization 
clinics to 
underserved 

Immunization 
clinics to 
underserved 

Immunization 
clinics to 
underserved 

Immunization 
clinics to 
underserved 

Touro 
University     

Student 
Pharmacist 
Lindsey Rich 
wins USPS 
award for 
excellence in 
health science 
and public 
policy in 
pharmacy 
practice for the 
improvement 
of public health 
in local and 
global 
communities 

Immunization 
clinics 
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The 
University 
of Arizona 

Rural Health 
Professions 
Program; Rural 
APPE 
Program; 
Several 
PSCPSC 
HRSA grants;  
Future grant 
activities on 
children's 
access to 
asthma 
medications 

Student groups 
offer outreach 
screenings 
(diabetes, 
asthma,, HTN, 
brown bags, 
heartburn 
education and 
eventually 
cholesterol 
screenings, 
skin cancer 
awareness/ 
education, and 
immunization 
education/ 
awareness) 

Elective course 
on Quality 
Improvement 
& Medication 
Error 
Reduction (will 
be required in 
2011); 
Publications on 
med rec.,  
Health 
Information 
Exchange from 
AZ Medicaid, 
and e-
prescribing 

Rural Health 
Professions 
Program; Rural 
APPE 
Program; 
Several of the 
PSCPSC 
HRSA grants; 
Arizona Health 
Sciences 
Center (AHSC) 
at the 
University of 
Arizona has 
Centers of 
Excellence in 
Valley Fever 
and Women’s 
Health in 
which 
pharmacy 
students and 
faculty 
participate 

Active 
interprofession
al education 
program; Pubs 
on med rec., 
Health 
Information 
Exchange from 
AZ Medicaid 
on e-
prescribing; 
National 
survey looking 
at body weight 
in peds and 
adult ICUs; 
Clinical 
pharmacist is 
called when CF 
patient 
admitted - 
transitions 
patient from 
acute to 
outpatient care 
post discharge 

Student 
pharmacists 
trained to give 
immunizations 

University 
of 
Arkansas 
for 
Medical 
Sciences 

Partner with 
AHEC to 
provide 
primary care in 
rural settings; 
Requires 
students in 
longitudinal 
IPPE to 
provide 4-12 
hours of 
service in free 
clinics 

Contract with 
state to run 
poison control 
center and to 
provide 
preferred drug 
list 

Contract with 
state to run 
poison control 
center and to 
provide 
preferred drug 
list; Students 
learn about 
patient safety 
in a variety of 
courses and 
rotations;  
Faculty work 
with Board of 
Pharmacy and 
individual 
pharmacists on 
med errors 

 

Students learn 
about patient 
safety in a 
variety of 
courses and 
rotations,  
Faculty work 
with Board of 
Pharmacy and 
individual 
pharmacists on 
med errors 

Contract with 
state to provide 
call center for 
readiness 
volunteers, 
trained 
students, and 
maintain the 
database 

University 
of 
California, 
San Diego 

Youth Friendly 
Pharmacy 
Initiative 

Faculty study 
details complex 
Health Care 
needs of 
Medicaid's 
highest-need, 
highest-cost 
populations; 
Youth Friendly 
Pharmacy 
Initiative 

Faculty study 
details complex 
Health Care 
needs of 
Medicaid's 
highest-need, 
highest-cost 
populations; 
Youth Friendly 
Pharmacy 
Initiative 

Faculty study 
details complex 
Health Care 
needs of 
Medicaid's 
highest-need, 
highest-cost 
populations; 
Youth Friendly 
Pharmacy 
Initiative 

Faculty study 
details complex 
Health Care 
needs of 
Medicaid's 
highest-need, 
highest-cost 
populations; 
Youth Friendly 
Pharmacy 
Initiative 

Immunization 
clinics 
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University 
of 
California, 
San 
Francisco 

Clinics for 
general public/ 
underserved in 
SF area; Nat’l 
HIV/AIDS 
telephone 
consulting 
service; MTM 
clinics in CHCs 

Major effort in 
HIV/AIDS 
education. 
MTM clinics, 
asthma clinics 

Major effort in 
HIV/AIDS 
education. 
MTM clinics, 
asthma clinics 

Major effort in 
HIV/AIDS 
education. 
MTM clinics, 
asthma clinics 

Major effort in 
HIV/AIDS 
education. 
MTM clinics, 
asthma clinics 

 

University 
of Illinois  
at Chicago 

Recipient of 2 
senior outreach 
grants; Blood 
pressure 
checks, heath 
education on 
campus with 
student 
pharmacists 
and faculty; 
Student orgs 
involved in 
health fairs 

Contract with 
state to 
administer 
immunizations 
to state 
employees = 
10,000 given in 
2009 

Various faculty 
working in VA 
system medical 
home model 

 

Illinois Patient 
Safety 
Institute; Inter-
professional 
educ.; Patient 
safety in 
Pharm.D. 
management/co
mmunications 
course and 
APPEs 

 

University 
of 
Michigan 

Students 
provide H1N1 
immunizations; 
Community-
based wellness 
screenings, 
health 
education;  
Partner with 
free clinic; 
Work with 
College of 
Nursing on 
AHEC grant 

 

Students 
assigned to 
patients in 
assisted living 
home; 6-7 
faculty 
working in 
medical home 
model 

  

Patient safety 
within 
curriculum; 
Faculty 
working on 
using 
technology to 
improve safety 

University 
of 
Minnesota 

Safety net 
organizations 
collaborator on 
primary care 
activities; 
Immunizations 
offered to 
public and 
underserved 

Safety net 
organizations 
collaborator on 
primary care 
activities; 
Immunizations 
offered to 
public and 
underserved 

Safety net 
organizations 
collaborator on 
primary care 
activities; 
Immunizations 
offered to 
public and 
underserved 

Safety net 
organizations 
collaborator on 
primary care 
activities; 
Immunizations 
offered to 
public and 
underserved 

Safety net 
organizations 
collaborator on 
primary care 
activities; 
Immunizations 
offered to 
public and 
underserved 

Immunizations 
offered to 
public and 
underserved 
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University 
of 
Missouri-
Kansas 
City 

UMKC Health 
Sciences 
Health and 
Wellness Fair; 
Kansas City 
Free Health 
Clinic; Nursing 
home and 22 
pharmacy 
faculty 
placements; 
Jackson 
County Free 
Health Clinic 
Patient 
Assistance 
Program (PAP) 

Kansas City 
Free Health 
Clinic; Jackson 
County Free 
Health Clinic 

Numerous 
articles and 
abstracts; 
Inpatient 
Medicine-
based 
activities; 
Jackson 
County Free 
Health Clinic 

  

Cooperative 
agreement with 
the Kansas City 
Missouri 
Health 
Department to 
assist with the 
health 
department's 
mass 
prophylaxis 
dispensing 
efforts as a 
response to 
public health 
emergency  

The 
University 
of 
Montana 

 

Health care 
screenings 
provided in 
conjunction 
with GEC and  
an interprof-
essional, inter-
disciplinary 
team; 
Screening site 
for lipids, 
HbA1C, bone 
density, and 
blood pressure 

Student 
pharmacist 
service 
learning 
projects; 
Immunization 
clinics; Faculty  
involved with 
HRSA to 
establish 
CHC's and 
increase 
pharmacy 
services 

Faculty  
involved with 
HRSA to 
establish 
CHC's and 
increase 
pharmacy 
services; The 
Native 
American 
Center of 
Excellence; 
Health Careers 
Opportunity 
Program 

 

Student 
pharmacists 
trained to give 
immunizations; 
Faculty 
members have 
grants related 
to bioterrorism 
training and 
education 

University 
of 
Nebraska 
Medical 
Center 

Faculty 
actively 
engaged in the 
design, 
implementation 
and continuous 
improvement 
of patient 
centered 
medical homes 
based on team-
based care 

Faculty 
actively 
engaged in the 
design, 
implementation 
and continuous 
improvement 
of patient 
centered 
medical homes 
based on team-
based care 

Faculty 
actively 
engaged in the 
design, 
implementation 
and continuous 
improvement 
of patient 
centered 
medical homes 
based on team-
based care 

Faculty 
pharmacists 
and pharmacy 
students 
participate in 
training to 
prepare them 
for and 
encourage 
them to 
practice in rural 
and under-
resourced areas 

Faculty 
actively 
engaged in the 
design, 
implementation 
and continuous 
improvement 
of patient 
centered 
medical homes 
based on team-
based care 

 

The 
University 
of New 
Mexico 

Safety net 
collaborative in 
Taos; Quentin 
Burdick Rural 
Health Inter-
disciplinary 
Program 

  

HRSA-funded 
Student Center 
of Excellence 
for Native 
American 
student 
pharmacists 
from 1992-
1997 
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University 
of 
Southern 
California 

Safety net 
clinics for 
underserved in 
LA under grant 
from HRSA; 
Immunization 
clinics  

Activities in 
safety net 
clinics; 
Immunization 
clinics 

Activities in 
safety net 
clinics; 
Immunization 
clinics 

Activities in 
safety net 
clinics 

Activities in 
safety net 
clinics; 
Immunization 
clinics 

Immunization 
clinics 

University 
of 
Southern 
Nevada 

Health 
screenings (BP, 
blood glucose) 
at regularly 
scheduled 
health fairs in 
Nevada and 
Utah 

   

Faculty provide 
pharmacy-
related services 
to the Southern 
Nevada Health 
District 
including 
clinical 
pharmacy 
services to its 
TB, women's 
health, 
immunization, 
diabetes, STD 
and HIV/AIDS 
clinics 

Student 
pharmacists 
and faculty 
support health 
district staff in 
immunization 
clinics for 
H1N1 in the 
Las Vegas 
Valley; Faculty 
part of district 
responders for 
medical 
emergencies 

The 
University 
of 
Tennessee 

     
Immunization 
clinics 

The 
University 
of Texas 
at Austin 

   

Affiliated with 
Colleges of 
Pharmacy at 
The University 
of Texas, 
Texas A&M, 
and The 
University of 
Houston, 
Central Texas 
Veterans 
Health Care 
System was 
named a 
Mental Health 
Center of 
Excellence in 
2006 

  

University 
of the 
Pacific 

Partners in D 
program; 
Immunizations 
by student 
pharmacists; 
Youth Friendly 
Pharmacy 
Initiative; 
Operation 
Immunization, 
Operation 

Partners in D 
program; 
Immunizations 
by student 
pharmacists; 
Youth Friendly 
Pharmacy 
Initiative; 
Operation 
Immunization, 
Operation 

Partners in D 
program; 
Immunizations 
by student 
pharmacists; 
Youth Friendly 
Pharmacy 
Initiative; 
Operation 
Immunization, 
Operation 

Partners in D 
program; 
Immunizations 
by student 
pharmacists; 
Youth Friendly 
Pharmacy 
Initiative; 
Operation 
Immunization, 
Operation 

Partners in D 
program; 
Immunizations 
by student 
pharmacists; 
Youth Friendly 
Pharmacy 
Initiative; 
Operation 
Immunization, 
Operation 

Partners in D 
program; 
Immunizations 
by student 
pharmacists; 
Youth Friendly 
Pharmacy 
Initiative; 
Operation 
Immunization, 
Operation 
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Diabetes, 
Heartburn 
Awareness in 
public health 
fairs; Campus 
certification in 
diabetes, BP, 
cholesterol, and 
bone density 
screening and 
smoking 
cessation and 
pulmonary 
device training; 
Pharmaceutical 
Care Clinics; 
Medication 
Use Safety 
Training for 
Seniors 
(MUST™); 
Osteoporosis 
and Fall 
Prevention 
Screening, 
Education, and 
Intervention for 
Seniors; 
Asthma Clinic; 
multi-
disciplinary 
clinic for MTM 

Diabetes, 
Heartburn 
Awareness in 
public health 
fairs Campus 
certification in 
diabetes, BP, 
cholesterol, and 
bone density 
screening and 
smoking 
cessation and 
pulmonary 
device training; 
Pharmaceutical 
Care Clinics; 
Medication 
Use Safety 
Training for 
Seniors 
(MUST™); 
Osteoporosis 
and Fall 
Prevention 
Screening, 
Education, and 
Intervention for 
Seniors; 
Asthma Clinic; 
multi-
disciplinary 
clinic for MTM 

Diabetes, 
Heartburn 
Awareness in 
public health 
fairs; Campus 
certification in 
diabetes, BP, 
cholesterol, and 
bone density 
screening and 
smoking 
cessation and 
pulmonary 
device training; 
Pharmaceutical 
Care Clinics; 
Medication 
Use Safety 
Training for 
Seniors 
(MUST™); 
Osteoporosis 
and Fall 
Prevention 
Screening, 
Education, and 
Intervention for 
Seniors; 
Asthma Clinic; 
multi-
disciplinary 
clinic for MTM 

Diabetes, 
Heartburn 
Awareness in 
public health 
fairs; Campus 
certification in 
diabetes, BP, 
cholesterol, and 
bone density 
screening and 
smoking 
cessation and 
pulmonary 
device training; 
Pharmaceutical 
Care Clinics; 
Medication 
Use Safety 
Training for 
Seniors 
(MUST™); 
Osteoporosis 
and Fall 
Prevention 
Screening, 
Education, and 
Intervention for 
Seniors; 
Asthma Clinic; 
multi-
disciplinary 
clinic for MTM 

Diabetes, 
Heartburn 
Awareness; 
Campus 
certification in 
diabetes, BP, 
cholesterol, and 
bone density 
screening and 
smoking 
cessation and 
pulmonary 
device training; 
Pharmaceutical 
Care Clinics; 
Medication 
Use Safety 
Training for 
Seniors 
(MUST™); 
Osteoporosis 
and Fall 
Prevention 
Screening, 
Education, and 
Intervention for 
Seniors; 
Asthma Clinic; 
multi-
disciplinary 
clinic for MTM 

Diabetes, 
Heartburn 
Awareness in 
public health 
fairs; Campus 
certification in 
diabetes, BP, 
cholesterol, and 
bone density 
screening and 
smoking 
cessation and 
pulmonary 
device training; 
Pharmaceutical 
Care Clinics; 
Medication Use 
Safety Training 
for Seniors 
(MUST™); 
Osteoporosis 
and Fall 
Prevention 
Screening, 
Education, and 
Intervention for 
Seniors; 
Asthma Clinic; 
multi-
disciplinary 
clinic for MTM 

The 
University 
of Utah 

Rural/under-
served 
clerkships at 
Assoc. of Utah 
Clinics; 
Faculty 
provides CPS 
in a CHC; 
Published 
activities and 
findings; 
HRSA 
PSCPCS 
expansion 
grant recipient 

Pharmacy 
student groups 
offer outreach 
screenings 
(diabetes, 
heartburn 
awareness) and 
flu clinics; 
Pharmacy 
students hold a 
fundraiser for 
the Maliheh 
Clinic; Study 
funded by the 
Mariner S. 
Eccles 
Foundation – 
on pharmacists 
providing 
asthma 
education 

Several 
elective APPEs 
on quality and 
safety; 
Pharmacothera
py Outcomes 
Research 
Center; Several 
publications; 
Medicaid 
Transformation 
Grant; Study 
funded by the 
Mariner S. 
Eccles 
Foundation – 
on pharmacists 
providing 
asthma 
education 

Faculty 
member 
provides CPS 
full-time in a 
CHC focused 
on the Hispanic 
population and 
diabetes; 
Published 
activities 
findings; 
Medicaid 
Transformation 
Grant 

Required 
interdisciplin-
ary course on 
cultural 
competency 
and mutual 
respect for all 
health sciences 
students; 
Pharmaco-
therapy 
Outcomes 
Research 
Center; Several 
publications; 
HRSA grant to 
develop a PCC 
Collaborative 
Communi-
cation Training 
Program 

HRSA grant: 
Poison Control 
Enhancement 
and 
Stabilization; 
Poison Control 
Center is a 
member of the 
Clinical 
Stockpile 
Emergency 
Preparedness 
Team; Practice 
emergency 
preparedness; 
Student 
pharmacists 
trained to give 
immunizations 
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University 
of 
Washing-
ton 

Student 
pharmacists 
provide MTM 
and smoking 
cessation 
education to 
patients; 
Translation of 
health 
literature; 
Pharmacy 
Access 
Partnership; 
Pharmacy 
Forward 
fellows at 
Reproductive 
Health 2009; 
Pacific Institute 
for Women’s 
Health (part of 
Pharmacy 
Access 
Partnership) 

Student 
pharmacists 
provide MTM 
and smoking 
cessation 
education to 
patients; 
Translation of 
health 
literature; 
Pharmacy 
Access 
Partnership; 
Pharmacy 
Forward 
fellows at 
Reproductive 
Health 2009; 
Pacific Institute 
for Women’s 
Health (part of 
Pharmacy 
Access 
Partnership) 
clinical 
conference; 
Pacific Institute 
for Women’s 
Health  

Student 
pharmacists 
provide MTM 
and smoking 
cessation 
education to 
patients; 
Translation of 
health 
literature; 
Pharmacy 
Access 
Partnership; 
Pharmacy 
Forward 
fellows at 
Reproductive 
Health 2009; 
Pacific Institute 
for Women’s 
Health (part of 
Pharmacy 
Access 
Partnership) 
clinical 
conference; 
Pacific Institute 
for Women’s 
Health  

Student 
pharmacists 
provide MTM 
and smoking 
cessation 
education to 
patients; 
Translation of 
health 
literature; 
Pharmacy 
Access 
Partnership; 
Pharmacy 
Forward 
fellows at 
Reproductive 
Health 2009; 
Pacific Institute 
for Women’s 
Health (part of 
Pharmacy 
Access 
Partnership) 
clinical 
conference; 
Pacific Institute 
for Women’s 
Health  

Washington 
Pharmacy 
Access 
Partnership; 
Pacific Institute 
for Women’s 
Health (part of 
Pharmacy 
Access 
Partnership); 
Student 
Theresa 
Valluzzi, USPS 
award for 
advancing the 
Healthy People 
2010 goals by 
participating in 
a number of 
initiatives that 
increased 
awareness of 
disease 
prevention 
activities in 
medically-
underserved 
communities 

Immunization 
clinics; UW’s 
Center for 
Public Health 
Preparedness 
(CPHP); 
Recipient of 
one of 13 
curriculum 
development 
grants by 
HRSA’s 
Bioterrorism 
Training and 
Curriculum 
Development 
Program 
(BTCDP) 

Washing-
ton State 
University   

Washington 
State Drug 
Information 
Center serves 
health care 
professionals in 
the state with 
over 2000 calls 
per year. 

 

Student 
Christina 
Yoshihara - 
2009 USPS 
award for 
pharmacist’s 
role in the 
management of 
diabetes in the 
pediatric 
population 

Immunization 
clinics; 
Partnership 
with UW for a 
multi-
disciplinary 
curriculum in 
bioterrorism 
and public 
health 
emergency 
preparedness; 
WSU student 
pharmacists 
volunteer on 
the emergency 
response team 
for Spokane’s 
Public Health 
District 

West 
Virginia 
University    

WV's only 
federally 
designated 
Center for 
Excellence in 
Disabilities; 
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WVU School 
of Pharmacy is 
affiliated with 
the Geriatric 
Center of 
Excellence 

Western 
University 
of Health 
Sciences 

  

Faculty 
research on 
cultural 
competency of 
health care 
providers, 
ethnic 
disparities in 
access and 
utilization of 
health services, 
ethnic 
disparities in 
health literacy 

Faculty 
research on 
cultural 
competency of 
health care 
providers, 
ethnic 
disparities in 
access and 
utilization of 
health services, 
ethnic 
disparities in 
health literacy 

Faculty 
research on 
comparative 
pharmaco-
economics of 
psychopharmac
ological 
medications 

Immunization 
clinics 
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f American Association of Colleges of Pharmacy 
 
 
INTRODUCTION 
 
The AACP Argus Commission is comprised of the five immediate past AACP presidents and is 
annually charged by the AACP President to examine one or more strategic questions related to 
pharmacy education often in the context of environmental scanning. Depending upon the specific 
charge, the President may appoint additional individuals to the Commission.  
 
The 2009-10 Argus Commission was charged to examine the topic of the pharmacist’s 
contribution to primary healthcare delivery in the context of national healthcare reform and 
identify the resources of the Academy and the profession needed to engage in the national 
conversation. The charge further requested the Argus Commission to scan the environment to 
determine the opportunities for expansion of primary healthcare capacity to include pharmacists’ 
unique contributions to quality, cost, and access as medication use specialists on the team. 
 
President Baldwin invited representatives from education associations of various disciplines 
recognized as primary healthcare providers to meet with the Argus Commission. This included 
the following individuals: Sandra Carlin Andrieu, Ph.D., President-elect of the American Dental 
Education Association and ADEA Executive Director Richard W. Valachovic, D.M.D., M.P.H.; 
Carol A. Aschenbrener, M.D., Executive Vice President, Association of American Medical 
Colleges; Timi Agar Barwick, Executive Director, Physician Assistant Education Association and 
Dana Sayre-Stanhope, Ed.D., PA-C, Physicians Assistants Program Director, Emory University 
School of Medicine; Jean E. Johnson, Ph.D. (representing American Association of Colleges of  
Nursing), Senior Associate Dean for Health Sciences Programs, School of Medicine and Health 
Sciences, The George Washington University; and Harrison Spencer, M.D., M.P.H., President 
and CEO, Association of Schools of Public Health, Stephen Shannon, D.O., M.P.H., President 
and CEO, Association of American Colleges of Osteopathic Medicine provided input for the 
meeting but was unable to attend.  
 
The Argus Commission drew upon the issue brief prepared by Manolakis and Skelton and a copy 
of the paper was also distributed for review by the invited guests prior to the meeting. Argus 
Commission members recommend that all individuals who have interest in the pharmacist’s role 
in primary care should review this document.1 Participants discussed a variety of issues related to 
meeting the demand for primary care services, reasons why those traditionally prepared for 
primary care roles were moving toward more specialized patient care services (e.g., emergency 
medicine, surgery), and the problems of compensation for primary care services and the 
challenging lifestyle issues faced by these providers. All participants agreed that medication use 
factors were an important element of quality primary care, including patient education, 
monitoring and safety considerations. The conversation also included discussion of 
communications/health information technology, collaboration, scope of practice/regulatory 
issues, and accountability/legal considerations.  
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The conversation turned quickly to the imperative of equipping current and future clinicians to 
function as members of interprofessional teams. All of the disciplines represented at the meeting 
embraced interprofessional education (IPE) and practice, and specifically recognized the 
importance of IPE in addressing deficiencies in the chronic care patient management model. 
 
A REFORMING HEALTHCARE SYSTEM? 
 
At the time the Argus Commission met, reform legislation had passed the U.S. House of 
Representatives and was pending in the Senate. Since January 2010, the dynamics that made 
passage of health insurance reform a strong possibility in late 2009 have changed substantially, 
however, in late March the House passed the Senate health insurance reform bill and the 
President signed it into law on March 23rd. While there are miles of regulations to be written and 
other legal challenges to navigate, without a doubt the actions of the 111th Congress to pass health 
legislation will increase access to health insurance coverage for millions of Americans.  
 
The pressure to ensure access to quality primary care services at an affordable cost will mount as 
a result of this legislation. Many studies and articles have articulated that current and future 
shortages of those classically recognized as primary care providers, notably allopathic and 
osteopathic physicians, will derail access provisions in healthcare reform efforts as demand for 
primary care services soars. Certainly, nurse practitioners and physicians assistants are 
increasingly recognized as qualified practitioners to fill some of the gap between demand for 
primary care and the supply of such services. In January 2010, the Josiah Macy, Jr. Foundation 
convened a conference to examine the complex issues concerning who will provide primary care 
and how they will be trained.2 As was true for the conversation the Argus Commission enjoyed 
with representatives of other health professions education associations, those participating in the 
Macy Foundation conference quickly concluded that all health professions students must be 
prepared to provide care as members of teams and that all students should have meaningful 
exposure to team-based primary care service delivery as part of their degree program and post-
graduate training. 
 
The Argus Commission also became aware of the writings of Christensen, Grossman, and 
Hwang, authors of The Innovator’s Prescription: A Disruptive Solution for Health Care.3 The 
authors apply concepts to healthcare that have worked to bring transformation to many other 
industries with the goal of making healthcare affordable and conveniently accessible to most 
people. Disruptions have three enablers, according to the authors: a simplifying technology, a 
business model innovation, and a disruptive value network. They cite the ability to apply 
diagnostic technology to both acute and chronic health conditions in innovative businesses (e.g., 
retail clinics and workplaces) by other healthcare providers as core to the disruptive solution in 
our healthcare delivery models. While not cited, certainly the chronic disease management model 
that initially developed in Asheville, NC has many of the qualities of disruptive innovation 
described in Christensen’s work. The Asheville model was initiated because one self-insured 
employer sought relief from out-of-control healthcare costs and the initial model has both been 
expanded in Asheville and replicated nationally. 
 
As the Argus Commission analyzed the potential implications for pharmacy in a reformed health 
system, several observations were made, including: 1) pharmacy can ill afford to stand outside 
efforts for reform and not contribute value to improving access, quality and cost of healthcare; 2) 
better coverage of the American public will markedly increase demand for primary care and also 
for prescription medications and their proactive management; 3) team-based patient care must 
become the standard of practice and be supported by regulation and payment reforms; 4) 
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pharmacists must be included in the architecture of health information technology and have 
read/write access to patients’ electronic health records; 5) models of pharmacy service delivery 
should expand to improve access to the primary care services best offered by pharmacists.  
 
CALL TO ACTION BY THE ACADEMY 
 
The Argus Commission identified areas within the mission of pharmacy education that must be 
critically examined as well as targets for AACP program development and advocacy that would 
advance pharmacy’s position in the primary care service arena. These included:  

• Curricular  Topics 
• Aggressive Practice Model Development 
• A Research Agenda 
• Advocacy and Leadership Efforts 
• Collaborations 

 
Curricular  Topics 
The Argus Commission identified several curricular areas relevant to pharmacists’ preparation as 
part of primary care service delivery. Each has been the focus of curricular analysis or a previous 
AACP committee report, including: physical assessment4, diagnosis and triage skills5,6, 
interprofessional education and team-based care7,8, wellness4, patient behavior modification9, 
identity formation/professionalism10, health informatics11, personalized medicine 10, the science 
of safety12, and leadership/change agency13. They also noted that components of essential 
education should be provided in didactic courses, laboratories and simulations, and in c
experiential education and in all cases should be competency driven.   

linical or 

 
It is obvious that essential competencies for the provision of primary care services are embedded 
in the Pharm.D. curriculum to some degree across many schools. Relevant competencies are 
included in the 2004 AACP CAPE competency framework, current accreditation standards from 
the Accreditation Council for Pharmacy Education (ACPE) and the blueprint released in early 
2010 for the national licensure examination. Questions remain regarding the depth of coverage of 
germane knowledge, skills and abilities within the core PharmD.. curriculum and what might 
constitute an adequate preparation for some or all pharmacy graduates to assume primary care 
service roles. Postgraduate training in ambulatory and primary care certainly advances 
pharmacists’ abilities and provides a credential affirming completion of additional training. 
Mentored professional experience in a supportive patient-care service environment also serves to 
mature pharmacists’ primary care competencies.  
 
It was clear from the discussions with and input from the other health professions educators that 
there is a lack of appreciation or clarity of coverage of these competencies in the Pharm.D. 
curricula and postgraduate training programs. Specific concerns about patient assessment skills 
and diagnostic abilities were articulated.  
 
Recommendation 1: 
AACP should communicate with other health professions educators regarding the inclusion of 
relevant primary care competencies in the curricula of colleges and schools of pharmacy, 
accreditation standards and the national licensure examination. 
 
Recommendation 2: 
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AACP should convene a group of stakeholder representatives to achieve clarity and consensus on 
the core competencies for pharmacist-delivered primary care services and an analysis of their 
depth of coverage in PharmD programs. 
 
Recommendation 3: 
AACP and its partners in health professions education associations should jointly offer an 
academic institute on interprofessional education attended by teams of faculty from different 
disciplines. 
 
Practice Model Development 
 
The Argus Commission recognized that a variety of primary care practice models have been 
developed and sustained, in many cases with the leadership of faculty and funding from colleges 
and schools of pharmacy. Academic health centers (AHC) have been a primary platform for 
practice model development and this has extended beyond acute care in these settings. AAMC 
President Darrell Kirch has articulated a new vision for AHCs in a reformed healthcare setting 
using the term “health innovation zone”14 (HIZ). “The goal of the HIZ,” according to Kirch, “is 
to demonstrate that coordination of the full spectrum of care for a defined geographic populatio
under multiple payment systems would improve quality while controlling costs.” While not 
explicitly addressed in the JAMA commentary, in personal communications with AACP Dr. Kirch 
has been clear that the HIZ model only works with a strong commitment to interprofessional 
teamwork involving, among others, pharmacists. 

n 

 
Commission members felt strongly that additional primary care practices across the full spectrum 
of practice settings should be developed as a priority of the Academy and profession. Several 
opportunities seem ripe with potential for future aggressive primary care practice model 
development. This includes building upon the momentum of the last several years in expanding 
community pharmacy and other primary care residency programs; seeking a national relationship 
between AACP and the Veterans Administration (VA) for faculty positions, advanced practice 
experiential rotations and residency positions with emphasis on primary care; the further 
development of practices for pharmacy faculty in family practice and other relevant medical 
practices, and dissemination of the accumulating evidence that these physician/pharmacist 
collaborative practices improve patient outcomes and work financially; and, development of 
partnerships between AACP and committed practice partners for practice expansion, faculty 
development and teaching in primary care. In addition to family medicine clinics and the VA, 
organizations such as Kerr Drug, Kroger, Supervalu/Albertsons, Ukrops, Walgreens, and others 
were noted as potential partners.  
 
The 2009-2010 AACP Professional Affairs Committee chaired by Seena Haines rigorously 
reviewed the literature for publications describing pharmacists’ primary care practices. They also 
issued a call for successful practices which yielded over 20 responses from colleges and schools 
of pharmacy. This report15 is a valuable resource to the schools and practice partners and should 
stimulate aggressive practice model, faculty/preceptor and residency program development over 
these next several critically important years of primary care role expansion in pharmacy and 
healthcare. 
 
Recommendation 4: 
AACP should initiate strategic partnership discussions with those regional and national 
organizations with strong primary care pharmacy practices and seek to expand opportunities for 
member institutions to engage with these organizations for practice opportunities for faculty 
members, preceptors, professional students, and residents.  

4 
 



 
 
 
Recommendation 5: 
AACP should lead efforts to demonstrate the value of pharmacist involvement in patient-centered 
primary care medical homes as well as in health innovation zones developed as a component of 
health system reform. 
 
Suggestion 1: 
Colleges and schools of pharmacy should consider reallocating resources to strategically expand 
primary care practice and teaching capacity at their institutions. 
 
Suggestion 2: 
Colleges and schools of pharmacy should consider consortial approaches to expand primary care 
practice models on a regional basis. 
 
 
Fully Utilizing Our Research and Building on the Agenda 
 
The Argus Commission recognized that there is a growing body of literature demonstrating the 
positive impact of pharmacists serving in primary care practice roles, which address medication 
management and related patient care issues. Increasingly, this research is being published in 
respected medical journals whereas historically such work more typically appeared only in 
pharmacy-related publications. Two recent examples of such research include the reports of 
Carter and Smith. Barry Carter and his collaborators demonstrated in a randomized control trial 
that a physician/pharmacist collaborative intervention achieved significantly better mean blood 
pressure control rates compared to a control group16. An article by Smith, Bates et al was 
included in a special themed issue on re-inventing primary care in Health Affairs and supports the 
inclusion of pharmacists in patient-centered health homes.17 This evidence supports the 
profession’s efforts to build new business models, communicate with public and private payers 
and advance the policy agenda. 
 
In response to a request from a Hill staff person during the early debate on healthcare reform, 
AACP advocacy staff issued a call to identify faculty working in primary care practices and 
clinics. Respondents were asked to share citations from literature published with evidence of the 
impact of the services offered. This repository of evidence is accessible via the AACP Web site.18 
The Argus Commission believes that such evidence has not yet been fully deployed in the 
profession’s advocacy efforts. Evidence-based policy development in both the public and private 
sectors is essential to changing the perspectives of physicians and other healthcare professionals, 
policymakers and, ultimately, the American public that pharmacists have much to contribute to 
quality patient care beyond management of a safe, accurate, and efficient drug distribution system.  
 
Faculty should be further developed and supported in the conduct of more of this type of research, 
especially in the era of expanded funding of comparative effectiveness research. Those interested 
in an analysis of how the Academy is positioned to contribute to such translational research 
should reference the second task force on preparing clinical scientists for translational research 
chaired by Barry Carter in 2007-08.19 It is important to pair clinical faculty with scientists who 
are skilled in measuring outcomes in order to ensure sound evaluation of clinically relevant 
questions. 
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With funding expanding in the competitive effectiveness research and patient safety portfolios, 
the time is ideal for pharmacy faculty to seek support for conducting practice model 
demonstrations on topics including but not limited to: 
 

• Comparative effectiveness research on patient outcomes from care provided in various 
settings (e.g., retail clinics and integration of pharmacists into such clinics) 

• Care coordination, team-building, and transition of care issues 
• Interventions that improve patient safety and medication use outcomes 
• Building and management of novel primary care practice models and economics analysis 

of return on investment from new models of care 
• Health informatics and the value of pharmacist-generated information for the team 
• Key questions on diagnoses best suited to pharmacists’ involvement in primary care 

service delivery 
. 
Recommendation 6: 
AACP should continuously incorporate the most recent and best evidence of pharmacists’ 
contributions to more effective and affordable care in its advocacy work in both the public and 
private sectors and seek additional resources for comparative effectiveness, patient safety, and 
related fields relevant to team-delivered primary care. 
 
Recommendation 7: 
AACP and member institutions should place a high priority on development of training programs 
to expand the number of graduate students and faculty who are prepared to seek competitive 
funding and conduct comparative effectiveness research. 
 
Advocacy and Leadership 
 
The Argus Commission sees a greater role for AACP and member faculty in advocacy aimed at 
expanding practice opportunities in primary care for pharmacists. Important examples of practice 
expansion include the authority to immunize in all states and territories, as well as the nearly 
universal collaborative practice authority at the state level. Reform must be driven to the state and 
local levels of advocacy, however, recognizing that such authority (immunization and 
collaborative practice) is not uniform across each jurisdiction.  
 
One opportunity that was included in federal health reform legislation is the establishment of a 
Center for Medicare and Medicaid Innovation (CMI), which is intended to facilitate beneficial 
delivery-system changes.20 The CMI “would be charged with testing innovative payment and 
service-delivery models designed to reduce Medicare and Medicaid expenditures while 
preserving or enhancing the quality of care.” Related closely to the previous recommendations on 
strengthening our practice models and practice-relevant research capability, academic pharmacy 
must be ready to submit competitive proposals to the CMI. Pharmacists’ contribution to team-
delivered primary care services is one essential focus for such a proposal. 
 
There has been significant attention to developing leadership and advocacy in our student 
pharmacists over the past several years, including the 2008-09 AACP Argus Commission 
report.13 Two other recent publications by Boyle, Beardsley and Hayes,21 and Traynor, Janke and 
Sorensen22 emphasize curricular approaches to developing leadership and advocacy skills in 
students, residents, and practitioners.  
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A number of barriers persist in effectively engaging faculty and students in advocacy on behalf of 
the profession and they are not all well understood. Issues such as personality (introversion), 
time, experience and confidence interfere with activating advocacy and outreach, not just to 
legislators but to colleague health professionals as well. Helping students and faculty appreciate 
that the stories they are able to tell non-pharmacy audiences about the impact of the care they 
currently provide or will offer upon graduation is grassroots advocacy. Since state legislators, 
U.S. Congress members, or congressional staff may have not experienced the level of care that 
pharmacy graduates are now equipped to provide, it can be very helpful to invite them to visit an 
advanced practice site so they can observe the role of the pharmacist in providing primary care.   
Committees of the Council of Faculties and Section of Teachers of Pharmacy Practice, as well as 
a group of Academic Leadership Fellows worked to examine faculty engagement in advocacy 
during 2009-10. Their reports will provide additional guidance and recommendations for 
advancing the development of advocacy skills in students, faculty and others. 
 
Expanding Strategic Collaborations 
 
As the practice of pharmacy has slowly evolved into new roles delivering patient-centered care 
and a diverse array of medication therapy management (MTM) services, its leaders have 
appreciated that collaboration is essential to forward progress. Collaboration across the profession 
has taken many forms, beginning with the formation of the Joint Commission of Pharmacy 
Practitioners over 30 years ago. The eleven organizations around the JCPP table, including 
AACP, find many opportunities to forge alliances to advocate at state and national levels for 
broadened understanding of pharmacists’ capabilities. A strong health reform alliance was 
essential to communicating to the five committees of jurisdiction pharmacy’s list of priorities for 
medication use in a reformed health system.  
 
The most recent alliance currently in early formation focuses on health information technology 
and intends to accelerate the development of standards for pharmacists’ access to and ability to 
contribute to patient health records of all kinds. AACP will participate as a full stakeholder in the 
Pharmacy e-Health Information Technology Collaborative.  
 
Equally important are collaborations across the health professions. The Argus Commission 
emphasized the importance of continuing the collaboration with those disciplines who 
participated in the Commission’s meeting. A joint expert panel has been appointed to develop 
competencies for interprofessional collaborative practice with representatives from allopathic and 
osteopathic medicine, dentistry, nursing, public health, and pharmacy. Drs. Susan M. Meyer and 
Daniel C. Robinson represent AACP on this expert panel. It is anticipated that a draft set of 
essential competencies will be disseminated later in 2010. This panel will also begin identifying 
models where interprofessional collaborative practice is working and collect resources for use by 
faculty in accelerating their own IPE work on campus. It is essential that the disciplines work 
together to make interprofessional education and team practice a reality in a wide range of 
settings. In addition, we must be working together to ensure that reimbursement systems and 
other policies support team practice. 
 
Other collaborations and opportunities identified as timely and important by the Argus 
Commission included: 

• State boards of pharmacy and state associations to advance in a uniform manner the 
advanced practice roles for pharmacists and eliminate barriers to delivery of primary 
care services 
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• State and local health information technology coalitions to assure that pharmacists 
have read/write access to electronic patient records and can provide leadership on the 
effective use of protected patient information 

• Public and private sector leaders to increase their appreciation of new practice 
models and their benefits, and to promote practice development in or by: 
o State agencies, including Medicaid, public employees, and retirees 
o University-wide care delivery programs for MTM services and disease 

management 
o Outreach to local employers and insurers 

• Consumer-oriented coalitions to build allies and expand appreciation of pharmacists’ 
roles 

 
Recommendation 8: 
AACP should engage the National Association of Boards of Pharmacy and other stakeholders on 
the development of a plan to achieve uniform national regulation for pharmacists’ patient care 
practice.  
 
CONCLUSION 
 
The Argus Commission found substantial evidence to support the continued expansion of 
pharmacy practice models which allow pharmacists to help meet the primary care needs of 
patients. This is especially true in those areas where effective medication management is an 
essential component of the care model. Naturally, such services are often delivered in 
interprofessional care models. These serve as stellar platforms for experiential education and for 
research.  
 
While the Commission found much evidence that essential competencies for primary care are 
embedded in the Pharm.D. curriculum, a more systematic assessment of the adequacy of current 
coverage is recommended. This, coupled with the identification and expansion of several 
postgraduate training pathways to expand primary care competencies, would allow the Academy 
to guide interested students and pharmacists in their preparation to assume such roles. However, 
primary care is not just for those with postgraduate training. The Asheville project demonstrated 
clearly that pharmacists with B.S. education can develop primary care practices and meet the 
public’s need in multiple categories of disease. Certification courses and exams, including those 
offered in some states and under development by the Board of Pharmacy Specialties (e.g. BPS 
Ambulatory Care Pharmacy Specialty), may be useful to determine which pharmacists, regardless 
of degree, have acquired the competencies to participate in primary care. Such recognition will 
advance the collaboration with other primary care provider communities as well. 
 
The Argus Commission issues a “call to action” for AACP, member schools and partners across 
the profession. We must use our growing body of evidence that pharmacists can expand access 
and improve the quality of health services by practicing in these primary care roles. We must 
build effective coalitions at local, state, and national levels, and seek allies from outside of 
pharmacy to help us advance such that patient-centered, team-delivered care becomes the 
standard of practice in a reformed healthcare system, supported by appropriate regulatory 
frameworks and payment systems, and appreciated for its value by consumers and other 
stakeholders.  
 
PROPOSED POLICY RELATED TO PRIMARY CARE 
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The AACP House of Delegates adopted policy on pharmacy and primary care in 1994, which was 
proposed by the Professional Affairs Committee chaired by Dr. Metta Lou Henderson. The 2009-
2010 Argus Commission examined those statements for their currency and proposes several 
simple wording changes to three existing policies as set forth below. These policy statements 
have been forwarded to the Bylaws and Policy Development Committee and are included in the 
preliminary report of that committee.  
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Proposed Changes in Primary Care Policy Statements 
 
AACP supports the teaching and clinical application of core competencies in primary care health 
services delivery that are community-based and fully interdisciplinary interprofessional. 
 
AACP believes that pharmacy faculty have a responsibility to use their experience to examine 
and document the effectiveness of pharmacist-provided pharmaceutical care medication therapy 
management as an essential element of primary care.  
 
AACP supports the position that pharmaceutical care medication therapy management is 
pharmacy's most essential and integral contribution to the provision of primary care.  
 
Additional Statements of Policy with No Proposed Changes 
 
AACP encourages its member colleges and schools to develop or enhance relationships with 
other primary care professions and educational institutions in the areas of practice, professional 
education, research, and information sharing.  
 
AACP supports the elimination of legal, structural, social, and economic barriers to the delivery 
of primary care health services that prevent competent health professionals from providing 
necessary healthcare services.  
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*Chair 
 
According to the Bylaws of the AACP, the Professional Affairs Committee is to study:  

issues associated with professional practice as they relate to pharmaceutical education, and to 
establish and improve working relationships with all other organizations in the field of health 
affairs. The Committee is also encouraged to address related agenda items relevant to its Bylaws 
charge and to identify issues for consideration by subsequent committees, task forces, 
commissions, or other groups. 

 
COMMITTEE CHARGE 
President Jeffrey Baldwin charged the 2009-10 American Association of Colleges of Pharmacy (AACP) 
Standing Committees to consider the role of the pharmacist in primary healthcare and identify the public 
policy, workforce, education and advocacy issues associated with advancing pharmacists’ contributions 
to systems of primary care. The Argus Commission, Advocacy and Professional Affairs standing 
committees focused on the pharmacist’s role in primary care. How will/do pharmacists integrate their 
unique expertise as medication use specialists into primary care delivery to improve patients’ lives? 
Their work is grounded in the Institute of Medicine definition for primary care and the Joint 
Commission of Pharmacy Practitioners (JCPP) Vision Statement for Pharmacy Practice 2015: 

• “Primary care is the provision of integrated, accessible healthcare services by clinicians who are 
accountable for addressing a large majority of personal healthcare needs, developing a sustained 
partnership with patients, and practicing in the context of family and community;”1  

• “Pharmacists will be the healthcare professionals responsible for providing patient care that 
ensures optimal medication therapy outcomes,”2 

 
Specifically, the 2009-10 Professional Affairs Committee is charged to: 
 

• Examine the evidence for pharmacists’ integration in primary care practice in the community in 
the context of partnership with patients and healthcare service providers.  

• Provide analysis of current and potential care delivery models. 
 
BACKGROUND 



Report of the 2009-2010 Professional Affairs Committee as presented to the AACP Board of Directors July 2010 
 

2 
 

Healthcare reform is a topic at the forefront of concern for Congress, the public and healthcare 
professionals. The primary care workforce is comprised of a diverse complement of health professionals 
with direct patient care provided by allopathic and osteopathic physicians, nurse practitioners, physician 
assistants, and registered nurses. Pharmacists are among the health professionals with growing 
responsibilities in the provision of patient care services within the primary care environment.3 Others 
include social workers, medical assistants, and nutritionists. An adequate supply of all healthcare 
professionals will be required to meet the future demand for services and many recent publications 
reflect a growing concern for the workforce supply fulfilling this demand.4 It is important that 
pharmacists are considered in legislation related to the future of the health professions workforce and 
future healthcare policy. To determine how pharmacists may influence healthcare reform, a critical 
review of the evidence of pharmacists’ involvement in primary care service delivery is necessary.  
 
In the early 1990s, the concept of pharmaceutical care emerged and took hold.5 Healthcare reform, as 
pressing then as it is now, embraced pharmacists offering pharmaceutical care as the most vital 
contribution pharmacists could make in primary care to produce positive patient outcomes. Providing 
pharmaceutical care meant that pharmacists should enter into a partnership with patients, be accountable 
for drug therapy outcomes along with other healthcare providers, manage drug therapy, and coordinate 
the “continuum of drug therapy.”6 Several barriers to providing pharmaceutical care were identified, 
including lack of continuity between institutional and community pharmacy practice settings, lack of 
technology allowing pharmacists to take a greater responsibility for drug therapy outcomes and the lack 
of reimbursement for provision of pharmaceutical care.6 AACP previously investigated the role of 
pharmacists in primary care in 1994.7 Following the outcomes of the committee’s research, the 
following policies8 were adopted by the Association at that time, in addition to two previous related 
policies concerning ambulatory care: 
 

AACP believes that pharmacy faculty have a responsibility to use their experience to examine and 
document the effectiveness of pharmacist-provided pharmaceutical care as an essential element of 
primary care. (Source: Professional Affairs Committee, 1994) 
 
AACP supports the position that pharmaceutical care is pharmacy's most essential and integral 
contribution to the provision of primary care. (Source: Professional Affairs Committee, 1994) 
 
AACP encourages its member colleges and schools to develop or enhance relationships with other 
primary care professions and educational institutions in the areas of practice, professional education, 
research, and information sharing. (Source: Professional Affairs Committee, 1994) 
 
AACP supports the teaching and clinical application of core competencies in primary care health 
services delivery which are community-based and fully interdisciplinary. (Source: Professional 
Affairs Committee, 1994) 
 
Pharmacy education has the major responsibility to assist the profession to accomplish its mission 
for society. In keeping with the transition of healthcare from the acute care to the ambulatory care 
environment, pharmacy education must continue its efforts to encourage and assist the profession to 
provide clinical pharmacy services in the ambulatory environment. (Source: Professional Affairs 
Committee, 1990) 
 
AACP supports residencies and certificate programs that develop advanced clinical and 
administrative knowledge and skills in the delivery of comprehensive pharmacy services in the 
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ambulatory care setting. (Source: Professional Affairs Committee, 1989) 
 

To foster the growth of pharmacists in primary care, AACP developed a number of policy statements 
supporting pharmaceutical care, recommending adaptation of curricula and instructional approaches for 
primary care, encouraging interdisciplinary education among colleges and schools of pharmacy, calling 
for more research documenting the effectiveness of pharmaceutical care and eliminating barriers in 
providing primary healthcare through the previously mentioned, Association-adopted policy statements.8  
 
Pharmacists have a significant role in the delivery of primary care services. In 1996, the Institute of 
Medicine (IOM) defined primary care as the “provision of integrated, accessible healthcare services by 
clinicians who are accountable for addressing a large majority of personal healthcare needs, developing 
a sustained partnership with patients, and practicing in the context of family and community.”9 Essential 
elements of this definition relate to the function of patient care, not necessarily who is the provider of 
such care. Pharmacists are trained to provide personalized patient-centered care for an array of patient-
specific needs. Likewise, pharmacists may pursue credentialing to specialize in therapy for specific 
disease states, attain an advanced level of practice or participate in state-specific expansion of their 
scope of practice. Examples include recognition as a Certified Diabetes Educator (CDE),10 attainment of 
Board of Pharmacy Specialties (BPS) post-licensure certifications,11 completion of the American 
Pharmacists Association (APhA) Pharmacy-Based Immunization Delivery certificate training program12 
and recognition as a Clinical Pharmacist Practitioner in North Carolina13 or as a Pharmacist Clinician in 
New Mexico.14 The scope of patient care services provided by pharmacists includes preventive care 
(e.g., immunizations), self-care, disease-state management, and medication therapy management 
(MTM).15 All of these services require some degree of sustained partnerships with patients. Arguably, 
community pharmacists are the most accessible healthcare professionals to the general public. 
Considering the core functions needed in primary care, pharmacists provide unique and complementary 
aspects related to the optimal use of medications. Though not universally recognized formally as 
primary care providers for reimbursement purposes, the number of pharmacists interested in and actively 
pursuing a future as a pharmacist offering primary care services is increasing.16 
 
A team of interdisciplinary health professionals, including pharmacists, is essential for the appropriate 
provision of primary care services. The IOM Committee on the Future of Primary Care recommended 
the use of interdisciplinary teams in an effort to enhance the quality, efficiency, and responsiveness of 
primary care.9 The Patient Centered Primary Care Collaborative (PCPCC) embraces this model of the 
Patient Centered Medical Home (PCMH) concept, where a physician-led team of patient care providers 
collaborate to utilize specialized knowledge and skills of each unique provider to provide optimal patient 
care. The PCPCC funds pilot programs to further demonstrate innovation in primary care and many 
programs integrate pharmacists and MTM in primary care practice.17  
 
The targeted patient populations for the PCMH model are patients with chronic diseases. As expected, 
pharmacotherapy is a key treatment strategy for chronic diseases in primary care with 28% of patients 
age 65 years or older being prescribed five or more chronic medications.1 Patient-specific medication 
burden, including number of medications per patient and cost of medications, for Americans is likely to 
continue to increase due to many factors (e.g., innovations in treatment, aging of the “Baby Boomer” 
population, increased life expectancy). Moreover, this increasing medication burden escalates the 
complexity of pharmacotherapy regimens, resulting in a greater potential for misuse of medications, 
adverse drug events (ADE), and medication-related problems (MRP).18 The ideal approach to patient 
care is an interdisciplinary model that includes a pharmacist who assures that patient-specific medication 
therapy-related needs are safely, efficiently, and accurately met in a cost-effective manner.  
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METHODOLOGY 
In response to its charge, the Committee employed a three-pronged strategy to identify evidence 
regarding pharmacists’ integration in primary care practice: (1) conducting a PubMed® search of the 
published literature, (2) issuing a Call for Successful Practices to the AACP membership,19 and (3) 
reviewing an American Society of Health-System Pharmacists (ASHP) resource20 addressing the value 
of pharmacists in ambulatory patient care settings. Once identified, the committee conducted an analysis 
of the literature to identify current models for primary care service delivery and the potential models for 
pharmacists’ integration in primary care in the future. 
 
To begin the investigation, the Committee members conducted a PubMed® search, using MeSH® terms, 
and identified 275 articles related to pharmacists in primary care practice. The MeSH® strategy had four 
core components: “pharmacists,” “primary care practice in the community,” “examining evidence,” and 
“analyzing care delivery models.” “Pharmacists” is a MeSH® term, so including it in the search was 
straightforward. It was necessary, however, to identify MeSH® terms that captured the other 
components. For each, the Committee listed words/phrases that were relevant to it and then identified 
which were MeSH® terms, which map to other MeSH® terms, and which do not map. Through this 
process, the Committee developed a list of MeSH® terms that were used in the PubMed® search 
(Appendix A). Committee members acknowledged that many examples of pharmacists in primary care 
may not be published in the literature, thus hindering discovery of the complete body of evidence. To 
address this gap and capture models specifically including academic pharmacy involvement that might 
otherwise have been missed, a Call for Successful Practices was released to the AACP membership. A 
total of 28 academic pharmacy-affiliated practices responded to the Call and submitted detailed practice 
reports. While the Committee’s work was underway, ASHP released a document20 as part of its 
Pharmacy Practice Model Initiative. This document includes references that augmented results of the 
PubMed® search. In total, the three-pronged search strategy identified 368 reports (Table 1). Of these, 
217 reports were excluded because they a) did not describe a model or present outcomes of pharmacist 
integration in primary care practice (n=115); b) were reports from a practice outside of the United States 
or Canada (n=64); c) predated 1993, the date of the 1994 Professional Affairs Committee work7 which 
included a literature search on this topic (n=20); or d) were not accessible to the Committee members in 
the time allocated for the study (n=18). In summation, 151 reports were included for the Committee’s 
consideration. 
 
To analyze relevant reports and identify current practice models, criteria were developed to 
systematically code information presented in each report. A template was provided for committee 
members to standardize the coding practices and each article was coded by Committee members to 
tabulate key aspects of the practice environment, types of clinicians involved in the practice, academic 
partnerships, healthcare service(s) provided, evaluation methodology, and outcomes of the service(s). 
An abbreviated version of these findings is presented in Appendix B. 
 
TABLE 1: Search Results 
 

Source 
Number of Reports 

Identified Excluded Included 
PubMed® Search 275 199 76 
AACP Call for Successful Practices 28 0 28 
ASHP Value of Pharmacy in Patient Care 65* 18 47 



Report of the 2009-2010 Professional Affairs Committee as presented to the AACP Board of Directors July 2010 
 

5 
 

Document 
Total 368 217 151 

*22 articles that were also identified in the PubMed® search are not included in this count. 
Limitations 
Several limitations affect the evidence presented in this report. First, multiple investigators conducted 
the coding of the reports, therefore, inter-rater reliability, inter-rater agreement, or concordance among 
raters could affect the findings. Second, any search strategy, particularly a complex one such as this, is 
difficult and likely to produce irregularities in replicability. To combat this, the committee established a 
glossary (Appendix A) to define terms used in this report as well as those used in the MeSH® strategy, 
identifying leading resources or the PubMed® definitions for each term. In this same vein, PubMed® 
MeSH® term searches are exploding searches, meaning the established hierarchy of terms and the 
subgroups for those terms are all scanned for related material.21 The hierarchy of these terms and 
subgroups is constantly evolving and can generate or eliminate different articles based on the order of 
the MeSH® terms and the date of the search. This may have excluded articles that should be included 
and included some articles that were not appropriate matches (these were eliminated during the review 
of the search strategy findings before coding). Third, articles were coded to identify whether the report 
included collaborative drug therapy management (CDTM) only if the authors explicitly stated such in 
the article. Fourth, unless explicitly stated in the article, an academic partnership may not be recognized 
in the coding of the reports. Fifth, additional registries of pharmacists in related practice settings were 
identified but were not included in the coding due to the project timeline and resources. Among those 
excluded from this study are: MTM Central through APhA,22 the National Association of Chain Drug 
Stores (NACDS) Foundation Patient Care Database23 and the Patient Safety and Clinical Pharmacy 
Services Collaborative (PSPC).24 Finally, the Committee members limited the search strategy to those 
articles published after the last AACP Professional Affairs Committee-led literature search on this topic 
in 1994.7 The majority of coded articles reflect published reports from 2000-2009 with a marginal 
number prior (2 in 1996 and 4 from 1999) and the Call for Successful Practices19 reflects information 
from 2009.  
  
CURRENT MODELS 
Evidence of the pharmacist’s role in primary care services are summarized in Appendix B of this report. 
A total of 151 unique reports were identified and are summarized in this Appendix. The majority include 
patient-centered care related to management of prevalent chronic primary care diseases (e.g., diabetes, 
hypertension, dyslipidemia). However, many involved patient-centered care related to other subspecialty 
areas of ambulatory care (e.g., oncology, hepatitis, tuberculosis). All reports were categorized by the 
practice environment in which the care occurred. These four categories are: ambulatory care/clinics, 
community pharmacy, integrated, and other models (e.g., long-term care setting, managed care, etc).  
 
Defining Current Models 
While dispensing functions were a common feature of community pharmacy sites, other patient care 
services consisted of MTM services, disease state management services (DSMS) and educational 
programs. Ambulatory care/clinics were predominantly multidisciplinary in nature. These clinics were 
affiliated with institutional health-systems, university-affiliated systems, integrated health-systems, the 
U.S. Department of Veterans Affairs system, community health centers, and also private outpatient 
clinics. Patient care activities included provision of direct patient care, DSMS, MTM services, and 
educational programs. Other sites included patient care models that were based out of managed care 
organizations, pharmacy benefits managers, long-term care settings, and home care settings. The patient 
care services provided at these sites were consistent with services already described.  
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Model frequency. In total, 81 models (~54%) were categorized as ambulatory care/clinic, 29 models 
(~19%) were categorized as community pharmacy, 33 models (~22%) were categorized as integrated 
and 8 (~5%) models were categorized as other. The majority of reports described varying degrees of 
collaboration between pharmacists and physicians and/or other healthcare professionals, while others 
alluded to utilizing standards of care, study protocols or other guidelines to guide clinical decisions. 
Models that provided clinical services under a CDTM protocol were located in urban, rural and 
suburban areas. 
 
Study quality. The reports described in the literature that were evaluated have varying degrees of 
scientific rigor. Publications were primarily descriptive reports of a practice model involving 
pharmacists providing patient-centered care. A total of 63 of the reports in Appendix B used an 
experimental design. Of the 63 that used an experimental design, 34 were quasi-experimental and used a 
variety of study methodologies (i.e., retrospective pre- and post-comparisons, not randomized, no 
control group). 
 
Academic contributions. Significant relationships between academia and the various models of patient-
centered care were described. A total of 105 of the 151 reports identified had a college/school of 
pharmacy faculty member as an investigator. Likewise, a pharmacy faculty member was the provider of 
patient-centered care in 69 of these 151 reports. As would be expected, the majority of these models 
were sites for experiential training of student pharmacists. A total of 46 reports noted use as residency 
training or experiential education site with another 5 reporting connections to another health professions 
education school. Additionally, a minority of models described how student pharmacists are integrated 
into the provision of patient care.  
 
Study outcomes. Clinical, humanistic, and economic outcomes were described within these practice 
models. Nearly every model described clinical outcomes as the key component of their results. 
Collectively, these reports strongly demonstrated that practice models of pharmacists providing patient 
care provided clinical benefits. Of the 137 reports evaluating clinical outcomes, over 60% of the reports 
demonstrated improved outcomes, either related to baseline parameters or when compared to a control 
group. A total of 66 reports evaluated humanistic outcomes and in general demonstrated improvements 
in patient satisfaction, quality of life and/or improved patient knowledge. Of the 33 reports evaluating 
economic outcomes, over 50% demonstrated reductions in medication costs, medical costs, or visits to 
the emergency department. Overall, evidence demonstrates that these models of patient care are 
beneficial through improving control of chronic diseases, appropriate use of pharmacotherapy, or 
promotion of health and wellness.  
 
Study highlights. Systematic reviews of pharmacist involvement in diabetes care found a significant 
improvement in overall patient care in adults with type 1 or 2 diabetes mellitus.25,26 In the majority of 
studies, A1c decreased by at least 0.5% in the pharmacist intervention groups. Likewise, greater 
improvements were seen when pharmacists had broader authority to manage drug therapy as compared 
to providing drug regimen reviews and education alone. It was also noted that pharmacists with 
additional training were more likely to have the authority to manage medications. Patient knowledge and 
adherence to medication therapy improved as a result of the intervention in some studies.25 Cost savings 
were also projected relative to delaying or preventing diabetes complications by improving glycemic 
control.26 
 
Evaluations of pharmacist involvement in the care of patients with hypertension found a positive effect 
on patient care.25,27 Overall blood pressure was lower and more patients achieved blood pressure targets 
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as determined by national guidelines when pharmacists were involved in the management of 
hypertension.25,27 Other interventions that were found to significantly decrease blood pressure include 
patient education and drug regimen review.27 A significant increase in patient knowledge of their disease 
was also observed.25 
 
FUTURE MODELS 
Benefits of Pharmacists in Primary Care 
When clinical pharmacists perform medication review and intervene to improve drug therapy, patient 
care improves. Altavela and colleagues found a significant improvement in several medication-related 
problems, including adherence, indication for which no drug therapy was being prescribed, sub-optimal 
medication choice and lack of cost-effective medication through medication therapy reviews by the 
clinical pharmacist in a capitated system. There were net cost savings in patient care for the group as a 
result of these interventions.28 
 
Pharmacists have demonstrated clinical, humanistic and economic benefits in improving patient care for 
a number of chronic diseases. Pharmacists receive extensive education in identifying medication-related 
problems and therapeutic appropriateness (ensuring safety and efficacy) of medications. When 
pharmacists are a part of the healthcare team, more patients achieve treatment goals and adhere to 
prescribed medication regimens.27,29 Additionally, fewer ADEs and medication errors occur when 
pharmacists are involved in the treatment decision-making process.30,31,32 
 
Drivers for a New Model of Patient Care  
In transitioning to a new model of patient care, several factors should be considered to help redesign the 
current system into one that is more efficient and that can better meet the needs of our patients. These 
factors are highlighted below.  
 
Access. Accessing healthcare is challenging for some patients because of barriers that currently exist, 
preventing or limiting patient access to providers. Common barriers to care may include: limited 
appointment availability or difficulty in navigating office telephone recordings to schedule 
appointments, escalating insurance premiums, high deductibles, and the shortage of primary care 
providers. Furthermore, these barriers may be amplified if the patient trying to access care belongs to a 
minority group such as being mentally or physically disabled or non-English speaking, or if the patient 
is in need but has limited or no health insurance coverage. Grumbach has argued that ideally, in order to 
improve patient access to the healthcare system, providers and services should come directly to the 
patient in a manner that is “convenient, timely, reliable, and culturally appropriate.” This may include 
moving clinics closer to where patients reside or offering telephone or email visits (telemedicine) in 
place of face-to-face office appointments.33 
 
Aging population. As the “Baby Boomer” population ages, the need for patient care services will 
increase. Pharmacists need to be prepared to meet these demands. Colleges and schools of pharmacy 
must also structure their curricula to effectively educate and train graduates for the growing practice 
demands and provide leadership to advance our profession. As the practice of pharmacy advances and 
evolves, the profession must be unified with a strategic vision.34,35 In 2005, JCPP adopted a vision for 
the profession of pharmacy to engage stakeholders in pharmacy and focus efforts around a shared vision 
for pharmacist accountability for optimized medication use. This vision for practice is incorporated into 
the most recent revision of the AACP CAPE Educational Outcomes and the Accreditation Standards and 
Guidelines for Professional Programs in Pharmacy Leading to the Doctor of Pharmacy Degree, thereby 
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influencing curricula. The individual member organizations of JCPP, including AACP, are working to 
implement that vision so that it becomes daily practice in service to patients.2  
 
Healthcare reform. Our current healthcare system is one that mainly provides acute or episodic care to 
millions of Americans but fails to sufficiently address the needs of patients with chronic medical 
conditions who are in need of preventative services. Urgent care and emergency rooms also fail to 
provide adequate care to patients in need as these settings are often overcrowded and expensive. Medical 
care should be organized, integrated, and delivered by a multidisciplinary team of professionals 
including physicians, nurses, pharmacists, and medical assistants such as in a PCMH.36  
 
In a recent editorial, Lipton presented evidence from three studies to illustrate that interprofessional 
team-based care can enhance the quality of care and improve patient outcomes. However, whether 
interprofessional team-based care can reduce healthcare utilization and cost remains to be seen.37 The 
PCMH, therefore, represents an extension of interprofessional care and the concept has been endorsed 
by 18 physician organizations including the American Medical Association, the American College of 
Cardiology and the American College of Chest Physicians. Furthermore, legislation passed by Congress 
aimed at overhauling the country’s healthcare system incorporates the medical home concept and would 
allow for increased utilization of the service basing the PCMH on tested examples for patient self-
management and pharmacists integration in primary care such as the Asheville Project,38 the Diabetes 10 
City Challenge39 and the Veterans Administration models for patient care delivery.  
 
Workforce capacity. The need for pharmacists providing primary care services will continue to grow 
particularly due to the aging of the population and the need for multiple medication therapy regimens to 
manage chronic medical conditions as previously discussed. Furthermore, the need for pharmacists 
providing direct dispensing activities has declined as the use of pharmacy technicians, automation, and 
information technology becomes more widely implemented and efficient over time thus allowing the 
pharmacist to transition away from this task while retaining the oversight responsibility.  
 
In 2001, a workforce study estimated that approximately 30,000 full-time pharmacists were providing 
primary care services (defined as managing simple and complex medicine use in ambulatory patients) 
but that approximately 165,000 full-time pharmacists would be needed by the year 2020 to provide these 
services to roughly 325 million Americans.40 Primary care services may be defined as providing patient 
assessment, patient and provider consultations regarding medication use, and therapeutic drug 
monitoring. While not all patients require primary care pharmacy services, those that require more 
intensive drug therapy management due to either multiple medications or more complex medication 
regimens will be in need of a pharmacist to provide such services as part of the care provided in a 
PCMH.  
 
Experiential education. In order to help advance pharmacy practice and operate within a PCMH model, 
colleges and schools of pharmacy may need to incorporate modifications to their existing curricula that 
demonstrate how pharmacists can integrate themselves into this new healthcare setting and how to 
function within an interdisciplinary team of physicians, nurses, and other healthcare practitioners. 
Furthermore, experiential education coordinators and directors may need to identify and/or develop new 
practice sites and models for introductory and advanced pharmacy practice experiences that incorporate 
the pharmacist as a member of the PCMH or similar primary care setting. Participation from national 
associations and organizations will be necessary to address the training needs of the pharmacy 
profession.35,41  
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Graduates from accredited colleges or schools of pharmacy must perform at their highest level of 
training to help ensure optimal patient care within this evolving model. Our graduates are able to 
provide patient-centered care, work in interdisciplinary teams, and employ evidenced-based practice, 
medical informatics, and quality improvement measures. This effort is strengthened by AACP through 
the adopted policy statement from the work of the 2007 Academic Affairs Committee: 8  
 

The mission of pharmacy education is to prepare graduates who provide patient-centered care 
that ensures optimal medication therapy outcomes and provides a foundation for specialization in 
specific areas of pharmacy practice; participation in the education of patients, other healthcare 
providers, and future pharmacists; conduct of research and other scholarly activity; and provision 
of service and leadership to the community.  
 

According to Grumbach, pharmacists should therefore not focus solely on dispensing but, instead, they 
should be counseling patients on their medication regimens and leading initiatives to reduce medication 
errors.33 The expansion of postgraduate year 1 and year 2 residency programs will also need to continue 
to increase to meet the expected demands for direct patient care.35 Pharmacy graduates that elect to 
pursue postgraduate residency programs should train as members of an interprofessional, 
interdisciplinary team if not already doing so.   
 
Quality measures. In order to achieve optimal outcomes, patients and their families/caregivers must 
become integral members and advocates for their own healthcare. In addition, having advanced access to 
health information and support will encourage effective participation in care and decision making.42 
Patients should become involved in the planning, design, and the improvement of operations and their 
families/caregivers should be encouraged to participate at a level that they are comfortable with.33,42 As 
a new model of pharmacy develops in the future, continuous quality improvement and evaluation of that 
new model must occur so that refinements can be made and the model can be improved upon.43  
 
Visualizing the Future Model of Patient Care 
There is a multitude of stakeholders in the advancement of the profession of pharmacy including 
patients, other health professionals, the federal government, private insurance plans, health maintenance 
organizations, and pharmacy benefit managers. Many factors appear likely to encourage an expanded 
professional role for pharmacists in primary care including: effecting drug therapy outcomes through 
collaborative practice disease state management programs, expanding use of technology and technicians 
in the dispensing process, increasing demand for drug information from other healthcare providers and 
patients, creating pharmacogenomic designed drug regimens, and expanding practice roles and 
responsibilities in the community, ambulatory, long-term care, and home care settings.15,35 According to 
Erstad in a recently published opinion piece, “pharmacists must define their own destiny rather than wait 
for others to define it for them.”43 Therefore, it is imperative that pharmacists take an active role in 
driving and shaping the envisioned future of the profession.2  
 
With the passage of the recent health reform legislation, many of these variables come together in the 
prescribed PCMH model for patient care. One PCMH model that has gained widespread attention is the 
Bauhaus “Form Follows Function” Approach, so named from the guiding principle of the German 
Bauhaus school of crafts and architecture. 33 The guiding tenant of this model is that the structure of a 
program would follow logically from its intended purpose. The idea, as applied to healthcare, is that 
healthcare delivery would be designed around basic societal needs with several key principles in mind: 
(1) healthcare professionals would utilize their training and skill to the fullest extent, (2) each healthcare 
delivery system would be focused on its epidemiological makeup, (3) healthcare facilities would be 
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designed to optimize efficiency and flow, (4) money would be spent to maximize the delivery of quality 
healthcare, (5) patients are active participants in their own healthcare, and (6) PCMHs serve as the 
foundation for this delivery model. This approach calls for pharmacists as an important component of 
PCMHs, engaging in direct patient care to utilize their skill and knowledge in educating patients and 
improving patient safety.33 
 
The future model of pharmacy practice is not likely to become one standard satisfying all areas of 
practice given the diversity within the profession (e.g. critical care, oncology, transplantation, 
community, etc). However, there should be several standardized core components within these 
individual practice models that are consistent with positive outcomes in the larger model of pharmacy 
practice. These core components should include: a focus on accountability, the medication use process, 
patient-centered outcomes and quality of life.43 In addition to these core components, Davis and 
colleagues have proposed 7 characteristics to benefit the future of patient-centered primary care practice: 
1) access to care, 2) patient engagement in care, 3) information systems that support high quality care, 
practice based learning, and quality improvement, 4) coordination of care, 5) integrated and 
comprehensive care, 6) routine patient feedback, and 7) publically available information on practices. 
While some of these components may be costly to implement for a given practice, a majority 
incorporate some of these components already while approximately 20% of practices incorporate most 
of these components.44 Regardless of the model of pharmacy practice of the future, the pharmacist is still 
a key provider for delivering patient-centered care as the medication expert.  
 
Challenges and Barriers  
Looking ahead, the largest challenges affecting pharmacists’ integration in primary care practice center 
on a lack of payment for pharmacist-provided care and a lack of patient awareness of the benefit 
pharmacist-provided care can provide. Experience in the primary care setting has shown that pharmacist 
provision of patient care services may be underutilized unless the payment structure encourages 
collaboration.45 Other providers, such as physicians, should not perceive a decline in reimbursement 
when referring patients to pharmacists. Literature also cites lost opportunities to improve patient care 
when there is a lack of compensation for pharmacist services or when providers and patients do not have 
a full understanding of the services pharmacists can provide.45,46,47 Additionally, not every state offers 
patients and pharmacists the benefits of CDTM agreements; 46 states currently have CDTM,48 and, at 
this time, most pharmacists do not have access to patient medical records when providing a new 
medication to a patient. 
 
One example of overcoming these barriers is demonstrated by the advancement of pharmacists and 
primary care providers for patients with diabetes. Though not accepted in all states, integrating 
pharmacists in diabetes management programs and clinics, using CDTM and allowing pharmacists to 
have access to patient medical records, is observed over and over again as providing a greater patient 
care experience and improving key health indicators and quality of life for the patient. Pharmacists with 
advanced practice training and education, like a CDE, are equipped to practice in this disease and drug 
therapy management role and received payment for providing patient care services. Pharmacists 
working directly with ambulatory clinics or in community pharmacies affiliated with, or in close 
proximity to, a physician office have greater success in patient recruitment and achieving positive 
clinical outcomes by practicing through CDTM agreements, accessing patient records and performing as 
an accountable member of an interprofessional, interdisciplinary patient care team.  
 
Role for Pharmacists  
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In any future model of healthcare, pharmacist roles should include patient evaluation for identification 
and resolution of medication-related problems and working one-on-one with the patients to achieve 
guideline-driven goals of therapy. The benefits of pharmacist involvement in disease state management 
and improvement in patient care outcomes are established in the literature as documented in this report. 
Pharmacists are vital members of the PCMH team managing medication therapy related to primary care. 
Academic pharmacy should continue to support and encourage student development and research in 
advancing pharmacists’ role in primary care.  
 
 
 
 
CONCLUSION 
In consideration of the charge to the 2010 Professional Affairs Committee, the enacted AACP policy 
statements8 and the JCPP 2015 Vision Statement,2 the Committee extends the following 
recommendations and suggestions in an effort to build upon the work from 19947 and have the Academy 
serve as the leader for the research agenda for pharmacists in primary care. With the burgeoning effort in 
Congress to support healthcare professionals and drive the United States healthcare system toward one 
of improved access to quality and affordable patient care with improved health outcomes, pharmacists 
stand poised to expand their role in primary care and assist with these new efforts. 
 

RECOMMENDATIONS OF THE COMMITTEE 

Recommendation 1. AACP should collaborate with health professions associations and other key 
stakeholders to facilitate and influence the expansion of pharmacists’ contributions in primary care 
service delivery. 
 
Recommendation 2. AACP membership should assume leadership for articulating the research agenda 
for documenting and analyzing the integration of pharmacists in primary care practice. 
 
Recommendation 3. AACP should collaborate with pharmacy associations to adopt a common language 
used to describe pharmacists’ involvement in primary care service delivery for documentation and 
analysis in reporting. 
 
Recommendation 4. AACP should partner to facilitate or support the development and maintenance of a 
registry that documents the clinical, humanistic, and economic outcomes of pharmacists practicing in 
primary care.  
 
Recommendation 5. AACP should advocate for the engagement and enhanced visibility of members and 
member institutions in primary care practice and showcase models through appropriate programming, 
products and services. 
 
Suggestion 1. Colleges and schools should design or expand experiential education in such a way as to 
permit students to train in practice environments consistent with a future model of interprofessional, 
interdisciplinary, patient-centered care.  
 
Suggestion 2. Colleges and schools should promote and support postgraduate residency training to 
further advance pharmacists in primary care practice. 
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APPENDIX A 
 

While crafting this report, it was determined that several terms needed a base definition for both the discussion in 
the report and the search strategy parameters as the vocabulary surrounding these terms, some new and some 
established, varied between sources. Definitions for the terms pertaining to the report language and the search 
strategy are detailed below. 
 
Glossary of Report Terms 

 
Term Definition Reference 

Clinical 
Pharmacy  

Health science discipline in which pharmacists provide 
patient care that optimizes medication therapy and 
promotes health, wellness, and disease prevention  

American College of Clinical Pharmacy. 
The definition of clinical pharmacy. 
Pharmacotherapy 2008;28:816–817. 

Medication 
Therapy 
Management 

Medication therapy management is a distinct service or 
group of services that optimize therapeutic outcomes for 
individual patients 

Bluml BM. Definition of medication 
therapy management: development of 
professionwide consensus. J Am Pharm 
Assoc. 2005;45:566-572. 

Patient Centered 
Medical Home 

Physician-led team of patient care providers collaborate 
to utilize specialized knowledge and skills of each unique 
provider to provide optimal patient care  

Patient-Centered Primary Care 
Collaborative. Available at: 
http://www.pcpcc.net. Accessed November 
22, 2009.  

Pharmacist A person licensed to engage in the practice of pharmacy. 

Council on Credentialing in Pharmacy. 
Scope of Contemporary Pharmacy 
Practice: Roles, Responsibilities, and 
Functions of Pharmacists and Pharmacy 
Technicians. Available at: 
http://www.pharmacycredentialing.org/ccp
/Contemporary_Pharmacy_Practice.pdf. 
Accessed April 20, 2010.  

Preventive Care  Avoidance of disease in asymptomatic adults  

Hayward RSA, Steinberg EP et al. 
Preventive care guidelines: 1991. Ann 
Intern Med. 1991;114:758-783.  
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Primary Care  

Primary care is the provision of integrated, accessible 
health care services by clinicians who are accountable for 
addressing a large majority of patients, and practicing in 
the context of family and community 

Donaldson MS, Yordt KD, Lohr KN, 
Vanselow NA, eds. Primary care: 
America’s Health in a New Era. 
Washington, D.C., National Academy of 
Science. 1996:1-12. 

Self-care  

People being responsible for their own health and well-
being through staying fit and healthy, physically, 
mentally and where desired, spiritually  

Wilkinson A, Whitehead L. Evolution of 
the concept of self-care and implications 
for nurses: a literature review. Int J Nurs 
Stud. 2009;46:1143-1147.  

 
 

PubMed® Search Strategy Terminology (MeSH® Terms) 
 

Term Definition  

Ambulatory Care 

Health care services provided to patients on an ambulatory basis, rather than by admission to a hospital 
or other health care facility. The services may be a part of a hospital, augmenting its inpatient services, 
or may be provided at a free-standing facility 

Ambulatory Care 
Facilities 

Those facilities which administer health services to individuals who do not require hospitalization or 
institutionalization 

Community 
Health Centers 

Facilities which administer the delivery of health care services to people living in a community or 
neighborhood 

Community 
Mental Health 
Centers 

Facilities which administer the delivery of psychologic and psychiatric services to people living in a 
neighborhood or community 

Community 
Pharmacy 
Services Total pharmaceutical services provided to the public through community pharmacies 
Continuity of 
Patient Care 

Health care provided on a continuing basis from the initial contact, following the patient through all 
phases of medical care 

Disease 
Management 

A broad approach to appropriate coordination of the entire disease treatment process that often involves 
shifting away from more expensive inpatient and acute care to areas such as preventive medicine, 
patient counseling and education, and outpatient care. This concept includes implications of appropriate 
versus inappropriate therapy on the overall cost and clinical outcome of a particular disease 

Evaluation 
Studies 
(Publication 
Type) 

Works consisting of studies determining the effectiveness or utility of processes, personnel, and 
equipment 

Medication 
Therapy 
Management 

Assistance in managing and monitoring drug therapy for patients receiving treatment for cancer or 
chronic conditions such as asthma and diabetes, consulting with patients and their families on the 
proper use of medication; conducting wellness and disease prevention programs to improve public 
health; overseeing medication use in a variety of settings 

Models, 
Organizational 

Theoretical representations and constructs that describe or explain the structure and hierarchy of 
relationships and interactions within or between formal organizational entities or informal social groups 

Outcome and 
Process 
Assessment 

Evaluation procedures that focus on both the outcome or status (OUTCOMES ASSESSMENT) of the 
patient at the end of an episode of care - presence of symptoms, level of activity, and mortality; and the 
process (ASSESSMENT, PROCESS) - what is done for the patient diagnostically and therapeutically 

Outpatient 
Clinics, Hospital Organized services in a hospital which provide medical care on an outpatient basis 
Patient-Centered 
Care 

Design of patient care wherein institutional resources and personnel are organized around patients 
rather than around specialized departments 

Pharmaceutical 
Services 

Total pharmaceutical services provided by qualified pharmacists. In addition to the preparation and 
distribution of medical products, they may include consultative services provided to agencies and 
institutions which do not have a qualified pharmacist 

Pharmacists Those persons legally qualified by education and training to engage in the practice of pharmacy 
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Primary Health 
Care 

Care which provides integrated, accessible health care services by clinicians who are accountable for 
addressing a large majority of personal health care needs, developing a sustained partnership with 
patients, and practicing in the context of family and community 

Professional 
Practice 

The use of one's knowledge in a particular profession. It includes, in the case of the field of 
biomedicine, professional activities related to health care and the actual performance of the duties 
related to the provision of health care 

Program 
Development 

The process of formulating, improving, and expanding educational, managerial, or service-oriented 
work plans (excluding computer program development) 

Program 
Evaluation 

Studies designed to assess the efficacy of programs. They may include the evaluation of cost-
effectiveness, the extent to which objectives are met, or impact 

 
 
 
 
 
 
 
 
 
 
 

APPENDIX B 
 
To access the full codebook regarding the classification and coding of articles identified in this search strategy please visit, 
http://www.aacp.org/governance/COMMITTEES/professionalaffairs/Pages/ProfessionalAffairsCommitteeReports.aspx.  
 
To access the full compendium of responses to the 2010 Call for Successful Practices: College/School Involvement with 
Pharmacists Integration in Primary Care Practice please visit, http://www.aacp.org/resources/education/Pages/ 
SuccessfulPracticesinPharmaceuticalEducation.aspx  
 

Year Report Brief Description of Report 

Academic 
Pharmacy 
Connection 

Outcomes 
Studied 

Ambulatory Care/Clinic Models 
2009 Choe HM, Bernstein SJ, Mueller BA, 

Walker PC, Stevenson JG, Standiford CJ. 
Pharmacist leads primary care team to 
improve diabetes care. Am J Health Syst 
Pharm. 2009;66:622-4. 

Randomized study conducted in a general medicine 
clinic that included 80 patients with diabetes in 
collaboration with PCPs (internal medicine) 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site 

Clinical 

2009 Ferris State University, Cognitive Disorders 
Clinic. Call for Successful Practices. 
Available at: http://www.aacp.org/ 
resources/education/Pages/SuccessfulPracti
cesinPharmaceuticalEducation.aspx. 
Accessed May 1, 2010. 

*Description of a practice model in a cognitive 
disorder clinic that serves 150 patients/year in 
collaboration with a neurologist, 
neuropsychologist, care coordinator, and social 
worker 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical; 
humanistic 

2009 Ferris State University, Internal Medicine 
Clinic. Call for Successful Practices. 
Available at: http://www.aacp.org/ 
resources/education/Pages/SuccessfulPracti
cesinPharmaceuticalEducation.aspx. 
Accessed May 1, 2010. 

Description of a practice model in an internal 
medicine clinic that provides MTM for patients in 
collaboration with PCPs (internal medicine/ 
pediatrics), nurses (RN, LPN), a social worker, 
diabetic educator and referral coordinator 

Faculty as service 
provider; 
experiential 
education site 

Clinical; 
humanistic 
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2009 Hogg W, Lemelin J, Dahrouge S, Liddy C, 

et al. Randomized controlled trial of 
anticipatory and preventive 
multidisciplinary team care for complex 
patients in a community-based primary care 
setting. Can Fam Physician 2009;55:e76-
85. 

Outcomes evaluation conducted in a community 
practice that included 240 patients with 4 disease 
states and collaboration of a multidisciplinary team 

Academic 
connection to 
nursing school 
and medical 
school  

Clinical; 
humanistic 

2009 Last JP, Kozakiewicz JM. Development of 
a pharmacist-managed latent tuberculosis 
clinic. Am J Health Syst Pharm. 
2009;66:1522-3. 

Descriptive study conducted in a hospital-affiliated 
ambulatory care clinic that included 80 patients 
with tuberculosis and collaboration of PCPs, 
pulmonologists and infectious disease specialty 
physicians 

Residency 
training site 

Clinical 

2009 Palm Beach Atlantic University. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in an ambulatory 
care clinic that serves patients at its 4 sites in 
collaboration with a full interdisciplinary, 
interprofessional health care team 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 Pottie K, Haydt S, Farrell B, Kennie N, et 
al. Pharmacist's identity development within 
multidisciplinary primary health care teams 
in Ontario; qualitative results from the 
IMPACT project. Res Social Adm Pharm. 
2009;5:319-26. 

Description of pharmacist integration into 7 
different family practices, where the pharmacists 
wrote narrative reports describing their experiences 
and commented on their identity, influence, value 
and professionalism 

Academic 
connection to 
medical school  

Humanistic 

2009 Touro University. Call for Successful 
Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in a university-
based clinic that serves patients at its 2 sites in 
collaboration with physicians (family, internal 
medicine, pediatrics) and nurse (NP) 

Faculty as service 
provider; 
experiential 
education site 

Clinical; 
humanistic 

2009 The University of Arizona. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in a community 
health center that, since its inception, has served the 
needs of 2,000 patients, providing MTM for 
patients at 3 sites in collaboration with 
internist/family physicians 

Residency 
training site; 
experiential 
education site 

Clinical; 
humanistic 

2009 University of Arkansas for Medical 
Sciences, AHEC. Call for Successful 
Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

Description of a practice model in a community 
health center that serves 12,000 patients with 
multiple chronic care needs at its 2 sites in 
collaboration with a full interdisciplinary, 
interprofessional health care team 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 University of Arkansas for Medical 
Sciences, Women’s Clinic. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

Description of a practice model in a university-
based clinic that serves patients with diabetes in 
collaboration with physicians (Ob/GYN), a nurse 
(NP), dietician, social worker, lactation specialist, 
and radiology technician 

Faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 University of Charleston. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

Description of a substance abuse and chemical 
dependency free clinic treating 15-30 addiction and 
psychiatric disorder patients a in collaboration with 
primary care doctors 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 University of Colorado Denver. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in a university-
based clinic that serves patients in collaboration 
with a large, diverse interdisciplinary, 
interprofessional health care team 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 
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2009 The University of Georgia. Call for 

Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

Description of a practice model in an ambulatory 
care clinic that serves patients with multiple 
chronic care needs at its multiple sites in 
collaboration with physicians, nurses and residents 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 University of Minnesota, Duluth. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in an ambulatory 
care clinic that serves patients in collaboration with 
a PCP (family physician, internal medicine), PA, 
and nurse (NP) 

Faculty as service 
provider; 
experiential 
education site 

Clinical; 
humanistic 

2009 University of Minnesota, Minneapolis. Call 
for Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in an ambulatory 
care clinic that serves 600 patients/week with 
multiple chronic care needs in collaboration with a 
PCP (family physician), nurse (RN, NP), social 
worker and psychiatrist 

Faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 University of North Carolina at Chapel Hill. 
Call for Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in a university-
based clinic that serves 14,600 patients with 
multiple chronic care needs in collaboration with 
23 attending physicians, 70 resident physicians, 3 
clinical faculty pharmacists, an ambulatory care 
pharmacy resident, 2 PAs, a NP, 13 nurses, 5 care 
assistants, a social worker and a nutritionist 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 The University of Oklahoma. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in a university-
based clinic that serves 500 patients/month in 
collaboration with a family physician and dietician 

Faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 University of Southern California, 
International Travel Clinic. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in a university-
based clinic that serves 342 patients/year, as the 
patients prepare for international travel, in 
collaboration with physicians 

Faculty as service 
provider; 
experiential 
education site 

Clinical; 
humanistic 

2009 University of Southern California, 
Rheumatology Clinic. Call for Successful 
Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

Description of a practice model in an ambulatory 
care clinic that serves 50 patients/day with 
depression in collaboration with a rheumatologist 

Faculty as service 
provider; 
experiential 
education site 

Clinical; 
humanistic 

2009 University of Southern California, Senior 
Health Clinic. Call for Successful Practices. 
Available at: http://www.aacp.org/ 
resources/education/Pages/SuccessfulPracti
cesinPharmaceuticalEducation.aspx. 
Accessed May 1, 2010.  

Description of a practice model in a university-
based clinic that serves patients with geriatric care 
needs in collaboration with 5 geriatricians, a fellow 
in geriatric medicine, a geriatrics PA, 2 
neuropsychologists, 2 geriatrics clinical 
pharmacists, a geriatrics social worker, a 
neurologist, a rheumatologist and a rehabilitation 
specialist 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 The University of Tennessee, Pharmacy and 
Medical Schools Clinic. Call for Successful 
Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in a university-
based clinic that serves patients with multiple 
chronic care needs in collaboration with a medical 
director, 5 attending physicians, 27 internal 
medicine residents, 3 faculty pharmacists, a nursing 
director, and 2 nurses 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 
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2009 The University of Tennessee, Pharmacy 

Clinic. Call for Successful Practices. 
Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in a university-
based clinic that serves patients with diabetes and 
other chronic conditions in collaboration with 
physicians (family, internal medicine) 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 University of Toronto, Antimicrobial. Call 
for Successful Practices.Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

Description of a practice model in a university-
based clinic that serves patients in collaboration 
with physicians (family, internal medicine), nurses 
(NP) and blood technicians 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical; 
humanistic 

2009 University of Toronto, Geriatric. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

Description of a practice model in an ambulatory 
care clinic that serves patients in collaboration with 
a physician, nurses and a psychogeriatrician 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical; 
humanistic 

2009 University of Toronto, Hamilton. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

Description of a practice model at a community 
health center that serves 30,000 patients/year at its 
2 sites in collaboration with a full interdisciplinary, 
interprofessional health care team 

Faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 University of Toronto, Taddle Creek. Call 
for Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

Description of a practice model in a community 
health center that serves patients in collaboration 
with a full interdisciplinary, interprofessional 
health care team 

Residency 
training site; 
experiential 
education site 

Clinical; 
humanistic 

2009 University of Toronto, University Health 
Network. Call for Successful Practices. 
Available at: http://www.aacp.org/ 
resources/education/Pages/SuccessfulPracti
cesinPharmaceuticalEducation.aspx. 
Accessed May 1, 2010. 

Description of a practice model in a community 
health center that serves 12,000 patients in 
collaboration with a full interdisciplinary, 
interprofessional health care team 

Faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2009 University of Washington. Call for 
Successful Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in a university-
based clinic that serves patients with multiple 
chronic care needs at 7 sites in collaboration with 
physicians (family, internal medicine), nurses (NP) 
and medical residents 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site  

Clinical; 
humanistic 

2009 Vazquez SR, Campbell J, Hamann G, 
George C, Sprabery L. Anticoagulation 
clinic workflow analysis. J Am Pharm 
Assoc. 2009;49:78-85. 

Process assessment conducted in a hospital 
outpatient clinic that included 250 patients on 
anticoagulation therapy and collaboration with 
physicians, medical assistants, and lab staff 

Faculty as 
investigator; 
residency training 
site; experiential 
education site 

Economic 

2009 Wayne State University. Call for Successful 
Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model in an ambulatory 
care clinic that serves patients with diabetes at 3 
sites in collaboration with 12 physicians, 8 medical 
assistants, and 2 pharmacists 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2008 Altavela JL, Jones MK, Ritter M. A 
prospective trial of a clinical pharmacy 
intervention in a primary care practice in a 
capitated payment system. J Manag Care 
Pharm. 2008;14:831-43. 

Quasi-experimental study conducted in an internal 
medicine practice that included 343 patients and 
pharmacist provision of medication 
recommendations to physicians 

Cannot determine 
or not reported 

Clinical; 
economic 
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2008 Anaya JP, Rivera JO, Lawson K, Garcia J, 

Luna J Jr, Ortiz M. Evaluation of 
pharmacist-managed diabetes mellitus 
under a collaborative drug therapy 
agreement. Am J Health Syst Pharm. 
2008;65:1841-5. 

*Quasi-experimental study conducted in a hospital-
affiliated ambulatory care clinic that included 110 
patients with diabetes and PCP collaboration 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical; 
economic 

2008 Carver M, Carder J, Hartwell L, Arjomand 
M. Management of mineral and bone 
disorders in patients on dialysis: a team 
approach to improving outcomes. Nephrol 
Nurs J. 2008;35:265-70. 

Description of a team approach in a dialysis center 
that included patients with chronic kidney disease 
and mineral and bone disorders and collaboration 
of an interdisciplinary, interprofessional health care 
team 

Cannot determine 
or not reported 

 Clinical  

2008 Divine H, Nicholas A, Johnson CL, Perrier 
DG, Steinke DT, Blumenschein K. 
PharmacistCARE: description of a 
pharmacist care service and lessons learned 
along the way. J Am Pharm Assoc. 
2008;48:793-802. 

Description of a pharmacist practice model 
conducted in an ambulatory care clinic that 
included 322 total patients with diabetes and other 
cardiovascular diseases 

Faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2008 Irons BK, Seifert CF, Horton NA. Quality 
of care of a pharmacist-managed diabetes 
service compared to usual care in an 
indigent clinic. Diabetes Technol Ther. 
2008;10:220-6. 

*Quasi-experimental study conducted in a 
community health center that included 92 patients 
with diabetes 

Faculty as 
investigator; 
faculty who 
directs services; 
faculty as service 
provider 

Clinical 

2008 Isetts BJ, Schondelmeyer SW, Artz MB, 
Lenarz LA, Heaton AH, Wadd WB, Brown 
LM, Cipolle RJ. Clinical and economic 
outcomes of medication therapy 
management services: the Minnesota 
experience. J Am Pharm Assoc. 
2008;48:203-11. 

Quasi-experimental study that included 285 
patients receiving MTM services in 6 clinics in 
collaboration with an interprofessional team 

Faculty as 
investigator 

Clinical; 
economic 

2008 Johnson CL, Nicholas A, Divine H, Perrier 
DG, Blumenschein K, Steinke DT. 
Outcomes from DiabetesCARE: a 
pharmacist-provided diabetes management 
service. J Am Pharm Assoc. 2008;48:722-
30. 

Non-experimental observational study conducted at 
a university-based clinic that included 101 self-
insured patients with diabetes and risk for CVD 

Faculty as 
investigator; 
faculty who 
directs services; 
faculty as service 
provider 

Clinical; 
humanistic 

2008 Leal S, Soto M. Chronic kidney disease risk 
reduction in a Hispanic population through 
pharmacist-based disease-state 
management. Adv Chronic Kidney Dis. 
2008;15:162-7. 

*Description of a community health center 
ambulatory care clinic that included 601 Hispanic 
patients with diabetes that were referred for 
pharmacist care in collaboration with PCPs 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical 

2008 Mehos BM, Saseen JJ, MacLaughlin EJ. 
Effect of pharmacist intervention and 
initiation of home blood pressure 
monitoring in patients with uncontrolled 
hypertension. Pharmacotherapy. 2000; 
20:1384-1389. 

Randomized controlled study conducted in a 
university-affiliated ambulatory care clinic that 
included 36 patients with uncontrolled 
hypertension and physician collaboration 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical, 
humanistic 

2007 Brooks AD, Rihani RS, Derus CL. 
Pharmacist membership in a medical 
group's diabetes health management 
program. Am J Health Syst Pharm. 
2007;64:617-21. 

Outcome evaluation in an ambulatory care clinic 
that included 707 patients with diabetes in 12 sites 
and collaboration with a physician, nurses, and 
dietician 

Faculty as 
investigator; 
faculty as service 
provider; 
experiential 
education site 

Clinical 

2007 Chisholm MA, Spivey CA, Mulloy LL. 
Effects of a medication assistance program 
with medication therapy management on the 
health of renal transplant recipients. Am J 
Health Syst Pharm. 2007;64:1506-1512. 

Outcome evaluation conducted in a university-
based hospital that included 36 renal transplant 
patients and physician collaboration 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical; 
humanistic 
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2007 Horberg MA, Hurley LB, Silverberg MJ, et 

al. Effect of clinical pharmacists on 
utilization of and clinical response to 
antiretroviral therapy. J Acquir Immune 
Defic Syndr. 2007;44:531-539. 

Observational study of 1,571 HIV-infected patients 
in primary care clinics with and without a clinical 
pharmacist and other health professionals 

Faculty as 
investigator 

Clinical; 
economic 

2007 Joy MS, Candiani C, Vaillancourt BA, Chin 
H, Hogan SL, Falk RJ. Reengineering 
clinical operations in a medical practice to 
optimize the management of anemia of 
chronic kidney disease. Pharmacotherapy. 
2007;27(5):734-44. 

Description of a clinical pharmacy service focused 
on anemia management, conducted in a university-
affiliated ambulatory care clinic, that included 128 
patients with chronic kidney disease and 
collaboration of nephrologists and PCPs 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical 

2007 Lloyd KB, Thrower MR, Walters NB, et al. 
Implementation of a weight management 
pharmaceutical care service. Ann 
Pharmacotherapy. 2007:41(2):185-192. 

Outcome evaluation conducted in a campus-based 
pharmaceutical care clinic that included 289 
patients enrolled in a weight management program 

Faculty as 
investigator 

Clinical 

2007 Loughlin SM, Mortazavi A, Garey KW, 
Rice GK, Birtcher KK. Pharmacist-
managed vaccination program increased 
influenza vaccination rates in 
cardiovascular patients enrolled in a 
secondary prevention lipid clinic. 
Pharmacotherapy. 2007;27(5):729-33. 

Outcome evaluation conducted in an ambulatory 
care clinic that included 742 secondary prevention 
patients and physician collaboration 

Faculty as 
investigator; 
residency training 
site; experiential 
education site 

Clinical 

2007 March K, Mak M, Louie SG. Effects of 
pharmacists' interventions on patient 
outcomes in an HIV primary care clinic. Am 
J Health Syst Pharm. 2007;64(24):2574-8. 

Description of a clinical practice in a community 
health clinic that provides care to 34 patients with 
HIV who are referred for pharmacist care in 
collaboration with PCPs 

Faculty as 
investigator; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2007 Murray MD, Young J, Hoke S, et al. 
Pharmacist intervention to improve 
medication adherence in heart failure: a 
randomized trial. Ann Intern Med. 
2007;146(10):714-725. 

Randomized controlled evaluation conducted in 
314 patients with heart failure in a pharmacist- or 
other provider-managed group  

Faculty as 
investigator 

Clinical; 
economic 

2007 Stroup JS, Rivers SM, Abu‐Baker AM, 
Kane MP. Two-year changes in bone 
mineral density and T scores in patients 
treated at a pharmacist-run teriparatide 
clinic. Pharmacotherapy. 2007;27(6):779-
788. 

Description of a pharmacist-managed teriparatide 
clinic in a private endocrinology office that 
included 60 patients with osteoporosis and 
collaboration of an endocrinologist 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical 

2006 Chisholm MA, Mulloy LL, Jagadeesan M, 
DiPiro JT. Impact of clinical pharmacy 
services on renal transplant patients' 
compliance with immunosuppressive 
medications. Clin Transplant. 
2006;15(5):330‐336. 

Randomized study conducted at a university 
hospital that included 24 renal transplant patients 
and collaboration of a multidisciplinary team 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical 

2006 Isetts BJ, Schondelmeyer SW, Heaton AH, 
Wadd WB, Hardie NA, Artz MB. Effects of 
collaborative drug therapy management on 
patients' perceptions of care and health-
related quality of life. Res Social Adm 
Pharm. 2006;2:129-42. 

*Randomized trial conducted at a 6 primary care 
clinics that included 570 patients and physician 
collaboration 

Faculty as 
investigator; 
faculty as service 
provider 

Humanistic 

2006 Morello CM, Zadvorny EB, Cording MA, 
Suemoto RT, Skog J, Harari A. 
Development and clinical outcomes of 
pharmacist-managed diabetes care clinics. 
Am J Health Syst Pharm. 2006;63:1325-31. 

Outcome evaluation in an ambulatory care clinic 
that included 113 patients with diabetes at 2 sites 
and physician collaboration 

Faculty as 
investigator 

Clinical 

2006 Scott DM, Boyd ST, Stephan M, Augustine 
SC, Reardon TP. Outcomes of pharmacist-
managed diabetes care services in a 
community health center. Am J Health Syst 
Pharm. 2006;63:2116-22. 

Randomized trial conducted at a community health 
center that included 150 patients with hypertension, 
diabetes, lipids and collaboration of a 
multidisciplinary team 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical; 
humanistic 
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2006 Smith SR, Catellier DJ, Conlisk EA, 

Upchurch GA. Effect on health outcomes of 
a community-based medication therapy 
management program for seniors with 
limited incomes. Am J Health Syst Pharm. 
2006;63:372-379. 

Outcome evaluation of MTM services provided to 
506 seniors 

Faculty as 
investigator 

Clinical; 
economic 

2005 Kiel PJ, McCord AD. Pharmacist impact on 
clinical outcomes in a diabetes disease 
management program via collaborative 
practice. Ann Pharmacother. 2005;39:1828-
1832. 

Outcome evaluation of a pharmacist-coordinated 
diabetes management program that included 157 
patients 

Faculty as 
investigator 

Clinical 

2005 Malone M, Alger‐Mayer SA, Anderson DA. 
The lifestyle challenge program: a 
multidisciplinary approach to weight 
management. Ann Pharmacother. 
2005;39:2015-2020. 

Analysis of an interprofessional weight loss 
program conducted in a outpatient clinic that 
included 90 patients managed by a physician, 
behavioral psychologist, and pharmacist  

Faculty as 
investigator 

Clinical; 
humanistic  

2005 Odegard PS, Goo A, Hummel J, Williams 
KL, Gray SL. Caring for poorly controlled 
diabetes mellitus: a randomized pharmacist 
intervention. Ann Pharmacother. 
2005;39:433-440. 

Randomized study conducted in 8 university-based 
clinics that included 77 patients with diabetes 
comparing pharmacist intervention with usual care 
in collaboration with health care providers 

Faculty as service 
provider; faculty 
as investigator 

Clinical 

2005 Rathbun RC, Farmer KC, Stephens JR, 
Lockhart SM. Impact of an adherence clinic 
on behavioral outcomes and virologic 
response in treatment of HIV infection: a 
prospective, randomized, controlled pilot 
study. Clin Ther. 2005;27:199-209. 

Prospective, randomized evaluation of adherence 
that included 33 patients with HIV in pharmacist-
managed or other provider-managed group 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical 

2005 Shane-McWhorter L, Oderda GM. 
Providing diabetes education and care to 
underserved patients in a collaborative 
practice at a Utah community health center. 
Pharmacotherapy. 2005;25:96-109. 

*Retrospective comparison of pharmacist-provided 
diabetes care in an ambulatory care clinic versus a  
control clinic that included 352 patients with 
diabetes and collaboration with physicians and 
other physician extenders 

Faculty as service 
provider; faculty 
as investigator 

Clinical 

2005 Stebbins MR, Kaufman DJ, Lipton HL. The 
PRICE clinic for low-income elderly: a 
managed care model for implementing 
pharmacist-directed services. J Manag Care 
Pharm. 2005;11:333-341. 

Outcome evaluation of a pharmacist-led database 
review of 520 low-income, elderly patients 

Faculty as 
investigator 

Economic 

2004 Adler DA, Bungay KM, Wilson IB, Pei Y, 
Supran S, Peckham E, Cynn DJ, Rogers 
WH. The impact of a pharmacist 
intervention on 6-month outcomes in 
depressed primary care patients. Gen Hosp 
Psychiatry. 2004;26:199-209. 

Randomized trial conducted in primary care 
practices that included 533 patients with depression 
in 9 sites and pharmacist-physician collaboration 

Academic 
connection to 
medical school 

Clinical 

2004 Bungay KM, Adler DA, Rogers WH, 
McCoy C, Kaszuba M, Supran S, Pei Y, 
Cynn DJ, Wilson IB. Description of a 
clinical pharmacist intervention 
administered to primary care patients with 
depression. Gen Hosp Psychiatry. 
2004;26:210-8. 

Description of the pharmacist intervention in a 
randomized trial (see Adler 2004) conducted in 
primary care practices that included patients with 
depression in 9 sites and pharmacist-physician 
collaboration 

Academic 
connection to 
medical school 

Clinical 

2004 Capoccia KL, Boudreau DM, Blough DK, 
Ellsworth AJ, Clark DR, Stevens NG, 
Katon WJ, Sullivan SD. Randomized trial 
of pharmacist interventions to improve 
depression care and outcomes in primary 
care. Am J Health Syst Pharm. 
2004;61:364-72. 

*Randomized trial conducted in a university-based 
family practice that included 74 patients with 
depression and collaboration of a large 
multidisciplinary mental health care team 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 
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2004 Farris KB, Côté I, Feeny D, Johnson JA, 

Tsuyuki RT, Brilliant S, Dieleman S. 
Enhancing primary care for complex 
patients. Demonstration project using 
multidisciplinary teams. Can Fam 
Physician. 2004;50:998-1003. 

Description of a community-based primary health 
care team model that included 6 teams, 199 
patients, and collaboration of a family physician, 
pharmacist, nurses, and a home care case manager 

Faculty as 
investigator 

Clinical 

2004 Hilleman DE, Faulkner MA, Monaghan 
MS. Cost of a pharmacist-directed 
intervention to increase treatment of 
hypercholesterolemia. Pharmacotherapy. 
2003;24:1077-1083. 

Outcomes study of a pharmacist-led 
hypercholesterolemia intervention at primary care 
clinics that included 612 patients and physician 
collaboration 

Faculty as 
investigator 

Clinical; 
economic 

2004 Leal S, Glover JJ, Herrier RN, Felix A. 
Improving quality of care in diabetes 
through a comprehensive pharmacist-based 
disease management program. Diabetes 
Care. 2004;27:2983-2984. 

*Outcome study conducted in a community health 
center that included 199 patients with diabetes and 
collaboration of physicians and other health care 
providers 

Faculty as service 
provider; faculty 
as investigator 

Clinical 

2004 Murray MD, Young JM, Morrow DG, et al. 
Methodology of an ongoing, randomized, 
controlled trial to improve drug use for 
elderly patients with chronic heart failure. 
Am J Geriatr Pharmacother. 2004;2:53-65. 

Description of the methodology of a randomized 
trial (see Murray 2007) conducted in an academic 
medical center that included patients with heart 
failure and low health literacy 

Faculty as 
investigator 

Clinical; 
humanistic 

2004 Odegard PS, Lam A, Chun A, et al. 
Pharmacist provision of language-
appropriate education for Asian patients 
with asthma. J Am Pharm Assoc. 
2004;44:472-477. 

Retrospective evaluation of language appropriate 
asthma education for Asian patients at a community 
health center that included 32 patients with asthma 
and physician collaboration 

Faculty as service 
provider; faculty 
as investigator 

Clinical 

2003 Borenstein JE, Graber G, Saltiel E, et al. 
Physician-pharmacist comanagement of 
hypertension: a randomized, comparative 
trial. Pharmacotherapy. 2003;23:209-216. 

Outcomes study conducted an outpatient group 
practice that included 197 patients with 
hypertension 

Faculty as 
investigator 

Clinical; 
humanistic 

2003 Ernst ME, Brandt KB. Evaluation of 4 years 
of clinical pharmacist anticoagulation case 
management in a rural, private physician 
office. J Am Pharm Assoc. 2003;43:630‐ 
636. 

Outcome evaluation conducted at a primary care 
clinic that included 80 anticoagulation therapy 
patients and physician collaboration 

Faculty as 
investigator 

Clinical; 
humanistic 

2003 Grant RW, Devita NG, Singer DE, Meigs 
JB. Improving adherence and reducing 
medication discrepancies in patients with 
diabetes. Ann Pharmacother. 
2003;37:962‐969. 

Experimental study in an academically-affiliated 
community health center that included 462 patients 
with diabetes 

Faculty as 
investigator; 
residency training 
site; Experiential 
education site 

Clinical 

2003 Rothman R, Malone R, Bryant B, Horlen C, 
Pignone M. Pharmacist-led, primary care-
based disease management improves 
hemoglobin A1c in high-risk patients with 
diabetes. Am J Med Qual. 2003;18:51-8. 

Non-experimental study conducted in an academic 
internal medicine practice that included 138 
patients with diabetes 

Faculty as service 
provider; Faculty 
as investigator 

Clinical 

2003 Sellors J, Kaczorowski J, Sellors C, 
Dolovich L, Woodward C, Willan A, 
Goeree R, Cosby R, Trim K, Sebaldt R, 
Howard M, Hardcastle L, Poston J. A 
randomized controlled trial of a pharmacist 
consultation program for family physicians 
and their elderly patients. CMAJ. 
2003;169:17-22. 

Randomized trial that involved 24 community 
pharmacists providing consultations on 889 elderly 
patients at 48 family physician offices 

Faculty as 
investigator 

Clinical; 
economic; 
humanistic 

2003 Taylor CT, Byrd DC, Krueger K. 
Improving primary care in rural Alabama 
with a pharmacy initiative. Am J Health 
Syst Pharm. 2003;60:1123‐1129. 

Quasi-experimental study conducted in a 
community based clinic that included 69 patients 
receiving pharmacist-provided chronic care 
management services 

Faculty as 
investigator 

Clinical; 
economic 
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2002 Boudreau DM, Capoccia KL, Sullivan SD, 

Blough DK, Ellsworth AJ, Clark DL, Katon 
WJ, Walker EA, Stevens NG. Collaborative 
care model to improve outcomes in major 
depression. Ann Pharmacother. 
2002;36:585-91. 

*Description of the practice model used in a 
randomized trial (see Capoccia 2004) in a 
university-based family practice that included 
patients with depression and collaboration of a 
large multidisciplinary mental health care team  

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical; 
humanistic 

2000 Bozovich M, Rubino CM, Edmunds J. 
Effect of a clinical pharmacist‐managed 
lipid clinic on achieving National 
Cholesterol Education Program low‐density 
lipoprotein goals. Pharmacotherapy. 
2000;20:1375‐1383 

Analysis of a pharmacist-managed lipid clinic that 
included 104 patients and collaboration with a 
cardiologist 

Faculty as 
investigator 

Clinical, 
humanistic 

2000 Davidson MB, Karlan VJ, Hair TL. Effect 
of a pharmacist-managed diabetes care 
program in a free medical clinic. Am J Med 
Qual. 2000;15:137-42. 

*Quasi-experimental study conducted in a free 
medical clinic that included 181 patients with 
diabetes and collaboration with a diabetologist 

Cannot determine 
or not reported 

Clinical 

2000 Faulkner MA, Wadibia EC, Lucas BD, 
Hilleman DE. Impact of pharmacy 
counseling on compliance and effectiveness 
of combination lipid‐lowering therapy in 
patients undergoing coronary artery 
revascularization: a randomized, controlled 
trial. Pharmacotherapy. 2000;20:410‐416. 

Analysis of 30 patients recruited for lipid 
management care following hospitalization in a u-
university-affiliated tertiary care hospital and 
university cardiac center 

Faculty as 
investigator 

Clinical; 
humanistic 

2000 Gammaitoni AR, Gallagher RM, Welz M,et 
al. Palliative pharmaceutical care: A 
randomized, prospective study of 
telephone‐based prescription and 
medication and counseling services for 
treating chronic pain. Pain Med. 
2000;1:317‐331. 

Outcomes study conducted in a university pain 
clinic that included 74 patients with pain  

Cannot determine 
or not reported 

Humanistic  

1999 Gattis WA, Hasselblad V, Whellan DJ, 
O'Connor CM. Reduction in heart failure 
events by the addition of a clinical 
pharmacist to the heart failure management 
team: results of the Pharmacist in Heart 
Failure Assessment Recommendation and 
Monitoring (PHARM) Study. Arch Intern 
Med. 1999;159:1939‐1945. 

Randomized study conducted at a university 
medical center that included 181 patients with heart 
failure and physician collaboration 

Cannot determine 
or not reported 

Clinical 

1996 Lamsam GD, Stone BA, Rumsey T, Shevlin 
JM, Scott BE, Reif CJ. Pharmaceutical 
services for a homeless population. Am J 
Health Syst Pharm. 1996;53:1426-30. 

Description of a medication program for homeless 
persons conducted in 12 shelters and 2 drop-in 
centers and included collaboration of a physician, 
pharmaceutical representative, nurses, and 
pharmacists 

Cannot determine 
or not reported 

Clinical; 
economic 

Community Pharmacy Models 

2009 Fera T, Bluml BM, Ellis WM. Diabetes Ten 
City Challenge: final economic and clinical 
results. J Am Pharm Assoc. 2009;49:383-
91. 

*Quasi-experimental study conducted at 10 
community pharmacy sites that included 573 
patients for diabetes, lipids, BP, immunizations, 
and screenings in collaboration with physicians 

Faculty as service 
provider  

Clinical; 
economic 

2009 Hirsch JD, Rosenquist A, Best BM, Miller 
TA, Gilmer TP. Evaluation of the first year 
of a pilot program in community pharmacy: 
HIV/AIDS medication therapy management 
for Medi-Cal beneficiaries. J Manag Care 
Pharm. 2009;15:32-41. 

*Non-experimental observational study conducted 
in 10 community pharmacies that included 1353 
patients with HIV and physician collaboration 

Faculty as 
investigator 

Clinical; 
economic 
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2009 Western University. Call for Successful 

Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

Description of a practice model in a community 
pharmacy that serves patients’ travel health needs 

Faculty as service 
provider 

Clinical; 
humanistic 

2008 APhA, NACDS Foundation, et al. 
Medication therapy management in 
pharmacy practice: core elements of an 
MTM service model (version 2.0). J Am 
Pharm Assoc. 2008;48:341-53. 

APhA/NACDS Foundation description of core 
elements in a MTM service model 

Faculty on 
advisory board 

 N/A 

2008 Bunting BA, Smith BH, Sutherland SE. The 
Asheville Project: clinical and economic 
outcomes of a community-based long-term 
medication therapy management program 
for hypertension and dyslipidemia. J Am 
Pharm Assoc. 2008;48:23-31. 

Quasi-experimental study conducted in 12 
community pharmacies and ambulatory care clinics 
that included 620 patients receiving MTM services 
for hypertension and dyslipidemia and PCP 
collaboration 

Cannot determine 
or not reported 

Clinical; 
economic 

2008 Fera T, Bluml BM, Ellis WM, Schaller CW, 
Garrett DG. The Diabetes Ten City 
Challenge: interim clinical and humanistic 
outcomes of a multisite community 
pharmacy diabetes care program. J Am 
Pharm Assoc. 2008;48:181-90. 

Outcome evaluation conducted in community 
pharmacy that included 914 patients with diabetes 
at 10 sites and physician collaboration 

Cannot determine 
or not reported 

Clinical 

2008 Hare SK, Kraenow K. Depression 
screenings: developing a model for use in a 
community pharmacy. J Am Pharm Assoc. 
2008;48:46-51. 

Description of the development and testing of a 
depression screening tool that was conducted at 4 
community pharmacy sites and included 18 patients 

Residency 
training site; 
faculty as 
investigator 

Clinical 

2008 Johnson JF, Koenigsfeld C, Hughell L, 
Parsa RA, Bravard S. Bone health 
screening, education, and referral project in 
northwest Iowa: creating a model for 
community pharmacies. J Am Pharm Assoc. 
2008;48:379-87. 

Outcome evaluation conducted in community 
pharmacy that included 159 patients at 5 sites 

Faculty as 
investigator; 
faculty as service 
provider; 
fellowship 
training site; 
experiential 
education site 

Clinical 

2007 Goode JV, Mott DA, Stanley DD. 
Assessment of an immunization program in 
a supermarket chain pharmacy. J Am Pharm 
Assoc. 2007;47:495-8. 

*Description of a community pharmacy-based 
immunization service over 8 years at 11 sites where 
pharmacists provided over 150,000 immunizations 

Faculty as service 
provider; faculty 
who directs 
services  

Clinical; 
economic; 
humanistic 

2007 Nau DP, Pacholski AM. Impact of 
pharmacy care services on patients' 
perceptions of health care quality for 
diabetes. J Am Pharm Assoc. 
2007;47:358‐365. 

Description of a pharmacist implemented self-care 
program for diabetes based out of multiple 
community pharmacies in 4 states that included 
218 patients covered by a self-insured employer 
based health plan, in collaboration with physicians 

Faculty as service 
provider; faculty 
as investigator 

Humanistic 

2006 Bunting BA, Cranor CW. The Asheville 
Project: long--term clinical, humanistic, and 
economic outcomes of a community-based 
medication therapy management program 
for asthma. J Am Pharm Assoc. 
2006;46:133‐147. 

Outcome evaluation conducted in community 
pharmacies and hospital that included 13 sites and 
207 patients with asthma 

Faculty as service 
provider; faculty 
who directs 
services; faculty 
as investigator 

Clinical; 
economic; 
humanistic 

2006 Hansen RA, Roth MT, Brouwer ES, 
Herndon S, Christensen DB. Medication 
therapy management services in North 
Carolina community pharmacies: current 
practice patterns and projected demand. J 
Am Pharm Assoc. 2006;46:700-6. 

Cross-sectional study of 1,593 community 
pharmacy managers detailing provision of MTM 
services in North Carolina community pharmacies 

Faculty as 
investigator 

Clinical; 
economic 

2005 Garrett DG, Bluml BM. Patient 
self‐management program for diabetes: 
first‐year clinical, humanistic, and economic 
outcomes. J Am Pharm Assoc. 
2005;45:130‐137. 

Quasi-experimental study conducted at 80 
community pharmacy locations that included 256 
patients with diabetes 

Cannot determine 
or not reported 

Clinical; 
economic 
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2005 Law AV, Shapiro K. Impact of a 

community pharmacist-directed clinic in 
improving screening and awareness of 
osteoporosis. J Eval Clin Pract. 
2005;11:247‐255. 

Outcomes study conducted in an independent 
community pharmacy that included 111 patients 
that assessed patient awareness of osteoporosis and 
intention to follow up with a PCP  

Faculty as 
investigator 

Humanistic 

2005 Yamada C, Johnson JA, Robertson P, 
Pearson G, Tsuyuki RT. Long-term impact 
of a community pharmacist intervention on 
cholesterol levels in patients at high risk for 
cardiovascular events: extended follow-up 
of the second study of cardiovascular risk 
intervention by pharmacists (SCRIP-plus). 
Pharmacotherapy. 2005;25:110-5. 

Outcome evaluation in an ambulatory care clinic 
that included 162 patients with lipid disorders at 26 
sites and physician collaboration 

Academic 
connection to 
medical school 

Clinical 

2004 Tsuyuki RT, Olson KL, Dubyk AM, 
Schindel TJ, Johnson JA. Effect of 
community pharmacist intervention on 
cholesterol levels in patients at high risk of 
cardiovascular events: the Second Study of 
Cardiovascular Risk Intervention by 
Pharmacists (SCRIP-plus). Am J Med. 
2004;116:130-3. 

Non-experimental study conducted in 42 
community pharmacies that included 419 patients 
at very high risk of cardiovascular events 

Faculty as 
investigator 

Clinical 

2004 Zeolla MM, Cerulli J. Assessment of the 
effects of a community pharmacy women's 
health education program on management 
of menopause survey scores. J Manag Care 
Pharm. 2004:10:442‐448. 

Quasi-experimental study conducted in community 
pharmacy that included 31 menopausal women 

Faculty as service 
provider; faculty 
as investigator 

Clinical; 
humanistic 

2003 Ahrens RA, Hower M, Best AM. Effects of 
weight reduction interventions by 
community pharmacists. J Am Pharm 
Assoc. 2003;43:583‐589. 

Outcomes study of weight management program 
conducted in community pharmacy that included 
95 obese patients 

Faculty as 
investigator 

Clinical; 
humanistic 

2003 Chrischilles EA, Carter BL, Lund BC, et al. 
Evaluation of the Iowa Medicaid 
pharmaceutical case management program. 
J Am Pharm Assoc. 2004;44:337‐349. 

Prospective cohort study conducted at 114 
community pharmacies that provided a 
pharmaceutical case management service to 2,211 
Medicaid eligible patients 

Faculty as 
investigator 

Clinical; 
economic 

2003 Cranor CW, Bunting BA, Christensen DB. 
The Asheville Project: long-term clinical 
and economic outcomes of a community 
pharmacy diabetes care program. J Am 
Pharm Assoc. 2003;43:173-84. 

Quasi-experimental study conducted in 12 
community pharmacies that included 194 patients 
with diabetes 

Faculty as 
investigator 

Clinical; 
economic; 
humanistic 

2003 Cranor CW, Christensen DB. The Asheville 
Project: short-term outcomes of a 
community pharmacy diabetes care 
program. J Am Pharm Assoc. 2003;43:149-
59. 

Quasi-experimental study conducted in 12 
community pharmacies that included 85 patients 
with diabetes 

Faculty as 
investigator 

Clinical; 
economic; 
humanistic 

2003 Garrett DG, Martin LA. The Asheville 
Project: participants' perceptions of factors 
contributing to the success of a patient self-
management diabetes program. J Am Pharm 
Assoc. 2003;43:185-90. 

Focus groups conducted of participants in the 
Asheville Project, a quasi-experimental study 
conducted in 12 community pharmacies that 
included patients with diabetes 

Cannot determine 
or not reported 

Humanistic 

2003 Malone M, Alger-Mayer SA. Pharmacist 
intervention enhances adherence to orlistat 
therapy. Ann Pharmacother. 
2003;37:1598‐1602. 

Analysis of patient persistence to orlistat therapy 
conducted in community pharmacies that included 
30 patients 

Faculty as 
investigator; 
faculty who 
directs services; 
faculty as service 
provider 

Clinical 

2003 McLean W, Gillis J, Waller R. The BC 
Community Pharmacy Asthma Study: A 
study of clinical, economic and holistic 
outcomes influenced by an asthma care 
protocol provided by specially trained 
community pharmacists in British 
Columbia. Can Respir J. 2003;10:195-202. 

Study conducted in 18 community pharmacies that 
included 242 patients with asthma 

Cannot determine 
or not reported 

Clinical; 
economic; 
humanistic 
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2003 West D, Blevins MA, Brech D, Stotts F, 

Gardner S. A multidisciplinary approach in 
a community pharmacy can improve 
outcomes for diabetes patients. Diabetes 
Educ. 2003;29:962‐968. 

Outcome evaluation of a pharmacist-coordinated 
diabetes management program that included 30 
patients and collaboration of a full 
multidisciplinary team 

Faculty as 
investigator 

Clinical 

2002 Osterhaus JT, Dedhiya SD, Ernst ME, 
Osterhaus M, Mehta SS, Townsend RJ. 
Health outcomes assessment in community 
pharmacy practices: a feasibility project. 
Arthritis Rheum. 2002;47:124-31. 

Non-experimental study conducted in 12 
community pharmacies that included 461 patients 
with musculoskeletal disorders 

Faculty as 
investigator 

Clinical; 
humanistic 

2002 Weinberger M, Murray MD, Marrero DG, 
Brewer N, Lykens M, Harris LE, Seshadri 
R, Caffrey H, Roesner JF, Smith F, Newell 
AJ, Collins JC, McDonald CJ, Tierney 
WM. Effectiveness of pharmacist care for 
patients with reactive airways disease: a 
randomized controlled trial. JAMA. 
2002;288:1594-602. 

Randomized trial conducted in 36 community 
pharmacies that included 1,113 patients with 
asthma or COPD 

Faculty as 
investigator 

Clinical; 
humanistic 

2002 Zillich AJ, Ryan M, Adam A, et al. 
Effectiveness of a pharmacist-based 
smoking-cessation program and its impact 
on quality of life. Pharmacotherapy. 
2002;22:759‐765. 

Descriptive study of a smoking cessation program 
provided in a university hospital outpatient 
pharmacy that included 31 patients  

Faculty as service 
provider; faculty 
as investigator; 
residency training 
site 

Clinical; 
humanistic 

2001 Giles JT, Kennedy DT, Dunn EC, et al. 
Results of a community pharmacy-based 
breast cancer risk-assessment and education 
program. Pharmacotherapy. 
2001;21:243‐253. 

Analysis conducted in 6 community pharmacies 
that included 137 patients who were educated on 
breast self-examination and other breast health care 
indicators 

Faculty as 
investigator 

Humanistic 

Integrated Models 
2010 Roberts S, Gainsbrugh R. Medication 

therapy management and collaborative drug 
therapy management. J Manag Care 
Pharm. 2010;16:67-69. 

*Description of a MTM practice model at Kaiser 
Permanente that included 330 patients and 
physician collaboration 

Cannot determine 
or not reported 

 Clinical; 
humanistic 

2009 Indian Health Service. Call for Successful 
Practices. Available at: 
http://www.aacp.org/resources/education/Pa
ges/SuccessfulPracticesinPharmaceuticalEd
ucation.aspx. Accessed May 1, 2010. 

*Description of a practice model that serves 
patients with diabetes and hypertension at 8 sites in 
collaboration with a full interdisciplinary, 
interprofessional health care team 

Residency 
training site; 
experiential 
education site 

Clinical; 
humanistic 

2008 Green BB, Cook AJ, Ralston JD, et al. 
Effectiveness of home blood pressure 
monitoring, web communication, and 
pharmacist care on hypertension control: a 
randomized controlled trial. JAMA, 
2008;299:2857‐2867. 

Randomized controlled study conducted in a large 
managed care organization that included 10 clinics 
and 778 patients with hypertension and compared 
pharmacist intervention with web assistance and 
home BP monitoring with 2 other groups (web 
assistance only and usual care) 

Faculty as 
investigator 

Clinical 

2008 Nadrash TA, Plushner SL, Delate T. 
Clinical pharmacists' role in improving 
osteoporosis treatment rates among elderly 
patients with untreated atraumatic fractures. 
Ann Pharmacother. 2008;42:334-40. 

Outcome evaluation in a managed care 
organization that included 137 patients with 
fractures and physician collaboration 

Faculty as 
investigator 

Clinical 

2007 Dole EJ, Murawski MM, Adolphe AB, 
Aragon FD, Hochstadt B. Provision of pain 
management by a pharmacist with 
prescribing authority. Am J Health Syst 
Pharm. 2007;64:85-9. 

*Description of a chronic pain service conducted in 
an integrated health-system that included 564 
patients and collaboration with PCPs 

Faculty as service 
provider; faculty 
as investigator 

Clinical; 
economic 

2007 Smith JP, Dong MH and Kaunitz JD. 
Evaluation of a pharmacist-managed 
hepatitis C care clinic. Am J Health Syst 
Pharm. 2007;64:632-6. 

*Description of a practice model in a VAMC 
(gastroenterology) that included 27 patients with 
hepatitis C and collaboration with a 
gastroenterology physician 

Cannot determine 
or not reported 

Clinical  
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2006 Collins C, Kramer A, O'Day ME and Low 

MB. Evaluation of patient and provider 
satisfaction with a pharmacist-managed 
lipid clinic in a Veterans Affairs medical 
center. Am J Health Syst Pharm. 
2006;63:1723-7. 

Outcomes study conducted in a VA ambulatory 
care clinic that included 105 patients with lipid 
disorders and collaboration with 49 referring 
healthcare providers 

Residency 
training site 

Clinical; 
humanistic 

2006 Kicklighter CE, Nelson KM, Humphries TL 
and Delate T. An evaluation of a clinical 
pharmacy-directed intervention on blood 
pressure control. Pharmacy Pract. 
2006;4:110‐116. 

Analysis conducted in a managed care clinic that 
compared pharmacist collaboration with physicians 
versus usual care and included 224 patients with 
hypertension 

Residency 
training site 

Clinical 

2006 Lee JK, Grace KA, Taylor AJ. Effect of a 
pharmacy care program on medication 
adherence and persistence, blood pressure, 
and low-density lipoprotein cholesterol: a 
randomized controlled trial. JAMA, 
2006;296:2563‐2571. 

Outcomes study conducted in a VAMC-based 
MTM clinic that included 200 elderly patients with 
coronary risk factors 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical; 
economic 

2006 McCord AD. Clinical impact of a 
pharmacist-managed diabetes mellitus drug 
therapy management service. 
Pharmacotherapy. 2006;26:248-53. 

Quasi-experimental study conducted in a managed 
care physician group that evaluated pharmacy 
impact on 316 patients with diabetes 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical 

2006 Shah S, Dowell J, Greene S. Evaluation of 
clinical pharmacy services in a 
hematology/oncology outpatient setting. 
Ann Pharmacother. 2006;40:1527-33. 

Description of clinical pharmacy services in a VA 
ambulatory care hematology/oncology clinic that 
included 423 patients and collaboration with 
oncologists and hematologists 

Faculty as 
investigator; 
faculty as service 
provider; 
residency training 
site; experiential 
education site 

Clinical 

2006 Taveira TH, Wu WC, Martin OJ, Schleinitz 
MD, Friedmann P, Sharma SC. Pharmacist-
led cardiac risk reduction model. Prev 
Cardiol. 2006;9:202-8. 

Description of a practice model in a VAMC 
cardiology clinic that included 375 patients and 
collaboration of a large multidisciplinary team 

Faculty as service 
provider; faculty 
as investigator 

Clinical  

2006 Winterbottom LM, Fong AM, Benkstein 
KL, et al. Impact of a clinical pharmacy 
consult service on guideline adherence and 
management of gabapentin for neuropathic 
pain. J Manag Care Pharm. 2005;12:61‐69. 

Quasi-experimental study conducted in the VA that 
included 124 patients and documented clinical 
pharmacy service impact on gabapentin guideline 
adherence for neuropathic pain 

Cannot determine 
or not reported 

Clinical 

2005 Mazzolini TA, Irons BK, Schell EC, Seifert 
CF. Lipid levels and use of lipid-lowering 
drugs for patients in pharmacist-managed 
lipid clinics versus usual care in 2 VA 
Medical Centers. J Manag Care Pharm. 
2005;11:763-71. 

Quasi-experimental study conducted at 2 VAMC 
lipid clinics that included 115 patients with lipid 
abnormalities and collaboration of a 
multidisciplinary team 

Faculty as service 
provider; faculty 
as investigator 

Clinical 

2005 Olson KL, Rasmussen J, Sandhoff BG, 
Merenich JA; Clinical Pharmacy Cardiac 
Risk Service Study Group. Lipid 
management in patients with coronary 
artery disease by a clinical pharmacy 
service in a group model health 
maintenance organization. Arch Intern Med. 
2005;165:49-54. 

Non-experimental observational study conducted in 
a Kaiser Permanente group that included 8014 
patients with lipid abnormalities and collaboration 
of a multidisciplinary team 

Faculty as service 
provider; faculty 
as investigator 

Clinical 

2005 Straka RJ, Taheri R, Cooper SL, Smith JC. 
Achieving cholesterol target in a managed 
care organization (ACTION) trial. 
Pharmacotherapy. 2005;25:360‐371. 

*Controlled trial conducted in 4 managed care 
clinics that compared pharmacist collaboration with 
physicians versus usual care to control 
dyslipidemia and included 481 patients with CHD 

Faculty as service 
provider; faculty 
as investigator 

Clinical  

2005 Zarowitz BJ, Stebelsky LA, Muma BK, et 
al. Reduction of high-risk polypharmacy 
drug combinations in patients in a managed 
care setting. Pharmacotherapy. 
2005;25:1636‐1645. 

Time-series cohort outcome evaluation of 
polypharmacy awareness and detection in over 
100,000 patients enrolled in a managed care plan in 
collaboration with physician specialty clinic 

Cannot determine 
or not reported 

Clinical; 
economic 
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2004 Cioffi ST, Caron MF, Kalus JS, et al. 

Glycosylated hemoglobin, cardiovascular, 
and renal outcomes in a pharmacist-
managed clinic. Ann Pharmacother. 
2004;38:771‐775. 

Outcome evaluation conducted in a VA that 
included 70 patients with diabetes and 
collaboration of a multidisciplinary, 
multiprofessional care team 

Faculty as 
investigator 

Clinical 

2004 Pineros SL, Sales AE, Li YF, Sharp ND. 
Improving care to patients with ischemic 
heart disease: experiences in a single 
network of the Veterans Health 
Administration. Worldviews Evid Based 
Nurs. 2004;1:33‐40. 

Description of 3 different interventions to improve 
LDL in 2,467 ischemic heart disease patients 
conducted within a VA regional network that 
included collaboration of a multidisciplinary care 
team 

Cannot determine 
or not reported 

Clinical 

2003 Finley PR, Rens HR, Pont JT, Gess SL, 
Louie C, Bull SA, Lee JY, Bero LA. Impact 
of a collaborative care model on depression 
in a primary care setting: a randomized 
controlled trial. Pharmacotherapy. 
2003;23:1175-85. 

*Randomized study conducted in a Kaiser 
Permanente Medical Center that included 125 
patients with depression 

Faculty as 
investigator 

Clinical; 
economic; 
humanistic 

2003 Till LT, Voris JC, Horst JB. Assessment of 
clinical pharmacist management of lipid-
lowering therapy in a primary care setting. J 
Manag Care Pharm. 2003;9:269-73. 

*Quasi-experimental study conducted in a VAMC 
that included 88 patients on lipid medications 

Faculty as 
investigator 

Clinical 

2003 Yuan Y, Hay JW, McCombs JS. Effects of 
ambulatory-care pharmacist consultation on 
mortality and hospitalization. Am J Manag 
Care. 2003;9:45‐56. 

Study conducted at a Kaiser Permanente clinic that 
included 5,499 patients in a multidisciplinary clinic 

Faculty as 
investigator 

Clinical; 
economic 

2002 Cording MA, Engelbrecht-Zadvorny EB, 
Pettit BJ, Eastham JH, Sandoval R. 
Development of a pharmacist-managed 
lipid clinic. Ann Pharmacother. 
2002;36:892-904. 

*Description of a pharmacist-managed lipid clinic 
conducted in a military-based teaching hospital that 
also reports outcomes for 115 patients 

Faculty as service 
provider; faculty 
as investigator 

Clinical 

2002 Finley PR, Rens HR, Pont JT, Gess SL, 
Louie C, Bull SA, Bero LA. Impact of a 
collaborative pharmacy practice model on 
the treatment of depression in primary care. 
Am J Health Syst Pharm. 2002;59:1518-26. 

*Quasi-experimental study conducted in Kaiser 
Permanente that included 220 patients with 
depression 

Faculty as 
investigator 

Clinical; 
humanistic 

2002 Irons BK, Lenz RJ, Anderson SL, Wharton 
BL, Habeger B, Anderson HG Jr. A 
retrospective cohort analysis of the clinical 
effectiveness of a physician-pharmacist 
collaborative drug therapy management 
diabetes clinic. Pharmacotherapy. 
2002;22:1294-300. 

*Quasi-experimental study conducted in a primary 
care clinic in a prison facility that included 172 
patients with diabetes and physician-pharmacist 
collaboration 

Faculty as service 
provider; faculty 
as investigator 

Clinical 

2001 Malone DC, Carter BL, Billups SJ, Valuck 
RJ, Barnette DJ, Sintek CD, Okano GJ, 
Ellis S, Covey D, Mason B, Jue S, 
Carmichael J, Guthrie K, Sloboda L, 
Dombrowski R, Geraets DR, Amato MG. 
Can clinical pharmacists affect SF-36 scores 
in veterans at high risk for medication-
related problems? Med Care. 2001;39:113-
22. 

*Experimental study conducted in VAMC that 
included 1,054 patients in 9 sites 

Faculty as 
investigator 

Humanistic 

2001 Okamoto MP, Nakahiro RK. Pharmaco-
economic evaluation of a pharmacist-
managed hypertension clinic. 
Pharmacotherapy. 2001;21:1337-44. 

Experimental study conducted in Kaiser 
Permanente that included 330 patients with 
hypertension 

Faculty as 
investigator 

Clinical; 
economic; 
humanistic 

2001 Roth MT, Westman EC. Use of bupropion 
SR in a pharmacist-managed outpatient 
smoking-cessation program. 
Pharmacotherapy. 2001;21:636-41. 

*Non-experimental study conducted in a VAMC 
that included 71 patients who were tobacco users 

Faculty as service 
provider; faculty 
as investigator 

Clinical 
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2001 To LL, Stoner CP, Stolley SN, et al. 

Effectiveness of a pharmacist‐implemented 
anemia management protocol in an 
outpatient hemodialysis unit. Am J Health 
Syst Pharm. 2001;58:2061‐2065. 

Retrospective study of anemia protocol in 49 VA 
dialysis patients 

Residency 
training site 

Clinical 

2000 Dunham DM, Stewart RD, Laucka PV. 
Low-density-lipoprotein cholesterol in 
patients treated by a lipid clinic versus a 
primary care clinic. Am J Health Syst 
Pharm. 2000;57:2285-6. 

*Quasi-experimental study conducted in a VAMC 
that included 120 patients who received care in 
either a pharmacist-managed or PCP-managed lipid 
clinic 

Residency 
training site 

Clinical; 
economic 

2000 Yanchick JK. Implementation of a drug 
therapy monitoring clinic in a primary-care 
setting. Am J Health Syst Pharm. 
2000;57:S30-4. 

Non-experimental study conducted in a primary 
care clinic in a military hospital that included an 
average of 104 patients/month with a variety of 
chronic medical conditions 

Residency 
training site; 
Experiential 
education site 

Clinical; 
economic 

1999 Coast-Senior EA, Kroner BA, Kelley CL, 
Trilli LE. Management of patients with type 
2 diabetes by pharmacists in primary care 
clinics. Ann Pharmacother. 1998;32:636-
41. 

*Non-experimental study conducted in a VAMC 
that included 23 patients with diabetes 

Faculty as service 
provider; faculty 
as investigator 

Clinical 

1999 Foss MT, Schoch PH, Sintek CD. Efficient 
operation of a high-volume anticoagulation 
clinic. Am J Health Syst Pharm. 
1999;56:443-9. 

*Description of an anticoagulation clinic conducted 
in a VAMC that included 600 patients 

Residency 
training site; 
experiential 
education site  

 Clinical 

Other Models 
2009 Carter BL, Rogers M, Daly J, Zheng S, 

James PA. The potency of team-based care 
interventions for hypertension: a meta-
analysis. Arch Intern Med. 2009;169:1748-
55. 

Systematic review of studies evaluating nurse or 
pharmacist intervention to improve BP control 

Faculty as 
investigator 

Clinical  

2008 American College of Clinical Pharmacy, 
Harris IM, Baker E, Berry TM, Halloran 
MA, Lindauer K, Ragucci KR, McGivney 
MS, Taylor AT, Haines ST. Developing a 
business-practice model for pharmacy 
services in ambulatory settings. 
Pharmacotherapy. 2008;28:285. 

ACCP White Paper on developing a pharmacy 
business-practice model in ambulatory care 

Faculty as 
investigator 

Clinical; 
economic; 
humanistic 

2008 Kliethermes MA, Schullo-Feulner AM, 
Tilton J, Kim S, Pellegrino AN. Model for 
medication therapy management in a 
university clinic. Am J Health Syst Pharm. 
2008;65:844-56. 

Description of an MTM clinic that operates as a 
subunit of a university medical center-based 
community pharmacy 

Faculty as 
investigator; 
faculty as service 
provider; 
experiential 
education site 

Clinical 

2007 Christensen DB, Roth M, Trygstad T, Byrd 
J. Evaluation of a pilot medication therapy 
management project within the North 
Carolina State Health Plan. J Am Pharm 
Assoc. 2007;47:471‐483. 

Description of a community-based MTM self-
insured model that included 67 patients 

Faculty as 
investigator; 
faculty as service 
provider 

Clinical; 
economic; 
humanistic 

2006 Lapane KL, Hughes CM. Pharmacotherapy 
interventions undertaken by pharmacists in 
the Fleetwood phase III study: the role of 
process control. Ann Pharmacother. 
2006;40:1522-6. 

Process assessment of the intervention arm of The 
Fleetwood Phase III study that included 4,272 
patients in 12 nursing homes and provision of 
recommendations by dispensing and consultant 
pharmacists to physicians 

Faculty as 
investigator 

Clinical 

2002 Schommer JC, Byers SR, Pape LL, Cable 
GL, Worley MM, Sherrin T. 
Interdisciplinary medication education in a 
church environment. Am J Health Syst 
Pharm. 2002;59:423-8. 

Non-experimental study conducted in 20 churches 
that included 187 patients and pharmacist-nurse 
collaboration to provide medication education 

Faculty as 
investigator; 
experiential 
education site 

Clinical 
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1999 Baran RW, Crumlish K, Patterson H, Shaw 

J, Erwin WG, Wylie JD, Duong P. 
Improving outcomes of community-
dwelling older patients with diabetes 
through pharmacist counseling. Am J 
Health Syst Pharm. 1999;56:1535-9. 

Non-experimental study conducted in 10 different 
settings that included 88 patients with diabetes 

Faculty as 
investigator 

Clinical; 
humanistic 

1996 Slack MK, McEwen MM, Carter JT, 
Brueckner RL. Case management delivery 
model for pharmacy. Am J Health Syst 
Pharm. 1996;53:2860-7. 

Description of the case management delivery 
model and the implications for pharmacists 

Faculty as 
investigator  

 N/A 

KEY: ACCP = American College of Clinical Pharmacy, AHEC = Area Health Education Center, APhA = American Pharmacists Association, 
BP = blood pressure, CHD = coronary heart disease, COPD = chronic obstructive pulmonary disease, CVD = cardiovascular disease, HIV = 
human immunodeficiency virus, LDL = low density lipoprotein, LPN = licensed practical nurse, MTM = medication therapy management, N/A 
= not applicable, NACDS = National Association of Chain Drug Stores, NP = nurse practitioner, Ob/GYN = obstetrics/gynecology; PA = 
physician assistant, PCP = primary care provider, RN = registered nurse, VA = Veterans Affairs, VAMC = Veterans Affairs Medical Center 
 

* = the model involves the pharmacist(s) working under a protocol, collaborative practice agreement or similar 
 
 



Going Global: The Report of the 2009-2010 Research and Graduate Affairs Committee 

Kenneth L. Audusa*, J. Edward Moretonb, Sven A. Normannc, Charles D. Sands IIId, Hazel H. Seabae,

Michael Z. Wincorf, Rosalie Sagravesg, Kenneth W. Millerh

aThe University of Kansas, Chair* 

bUniversity of Maryland 

cUniversity of Florida 

dSamford University 

eThe University of Iowa 

fUniversity of Southern California 

gUniversity of Illinois at Chicago 

hAmerican Association of Colleges of Pharmacy 

According to the Bylaws of the American Association of Colleges of Pharmacy (AACP), the Research and 
Graduate Affairs Committee shall provide assistance to the Association in developing its research, 
graduate education, and scholarship agenda. This assistance may include facilitating colleges and schools 
in formulating and advancing legislative and regulatory initiatives, and nurturing collaborative activities 
with organizations sharing an interest in issues related to the pharmaceutical sciences. 

AACP President Jeffrey N. Baldwin charged the committee to examine the roles that AACP and its 
member institutions currently perform or should play in the future in the development of pharmaceutical 
sciences and pharmacy practice educators and scientists in developing and developed countries. 
Specifically, the committee will address the following: 

• Review the present roles US colleges/schools of pharmacy play in working with developing and 
developed countries to initiate, change, and improve their education and training of pharmacists 
and/or pharmaceutical scientists. 

• Examine and determine whether there is a role for AACP to develop a coordinated plan for working 
with countries that need and request the cooperation of US college/school of pharmacy faculty and 
students in improving the development, manufacture and/or distribution and use of medications, 
including vaccinations and nutritional agents, and/or initiating or improving the education of 
personnel to carry out these activities. 

• Determine the potential scope of programs for which AACP could obtain funding from federal 
agencies and/or philanthropic organizations to support the expanded efforts of US colleges/schools of 
pharmacy to jointly work with countries that need and request help in the areas such as faculty 
development, curriculum change, pharmaceutical care and research expansion.      

Background: The issues addressed by the committee are activities, which could be subsumed under the 
more general topic of global health either by individual AACP member institutions or the Association.  
The primary objectives of the charges are to examine whether AACP and its member institutions can 
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improve a non-US country’s healthcare infrastructure through pharmacy education and the resulting 
change in pharmacy services (individual and population-based medication management), including the 
discovery, development and manufacture of needed medications.  

What is global health? Given that this term is used in a number of different contexts, the Consortium of 
Universities for Global Health (CUGH) developed the following definition.1

Global health is an area for study, research, and practice that places a priority on 
improving health and achieving equity in health for all people worldwide. Global health 
emphasizes transnational health issues, determinants and solutions; involves many 
disciplines within and beyond the health sciences and promotes interdisciplinary 
collaboration; and is a synthesis of population-based prevention with individual-level 
clinical care.2

The CUGH held its first annual meeting at the National Institutes of Health (NIH) in Bethesda, MD in 
September 2009. At that meeting the results of a survey of 55 universities that could be identified as 
having formal programs or initiatives in global health were presented. Thirty-seven responding 
institutions reported a rapid growth in global health programs, significant increases in 
enrollment/participation of undergraduate and graduate students in global health programs in the past 
three years, and a large increase in the number of student organizations focused on global health. The 
respondent institutions also reported “formal significant” relationships with 97 countries on five 
continents and Oceania supporting 302 student training programs, with Africa the most heavily 
represented.3

Global health has also been the topic of two Institute of Medicine reports, one issued in 1997 and one 
released in December 2008 containing specific recommendations for the US government and other 
nonprofits, including universities.4,5 Chapter 4 of the 2008 report, “Invest in People, Institutions, and 
Capacity Building with Global Partners” is particularly germane for universities and their colleges, which 
are considering relationships with non-US institutional partners to specifically build the research 
infrastructure of the partner institution and health workforce of the developing country in which it is 
located. Based on lessons learned from existing partnerships in health and other fields, the report suggests 
institutional partnerships should: 

1. Be a long-term financial commitment (5-10 years or more) with a focus on sustainability and creating 
self-reliance. 

2. Be based on trust, ethical principles, transparency and equity in exchange and ownership, where all 
partners find the relationship mutually advantageous and respect and understand differences in 
cultures and perspectives. 

3. Have leadership commitment from the Ministries of Health and Higher Education. 
4. Focus on strengthening the institution and not a particular individual. 
5. Incorporate an interdisciplinary approach that goes beyond the medical (pharmacy) school. 
6. Define goals and metrics of success at the beginning of the partnership. 
7. Reach agreement at the start regarding the ownership of data, specimens, and intellectual property, as 

well as how information should be shared, given the existing information-sharing infrastructure. 

What is driving this expansion in interest and support of global health programs and experiences, 
particularly in developing and underdeveloped countries? The Center for Strategic & International Studies 
(CSIS) explored this question and has identified three root causes.6 They are: 

1. significant changes in American higher education that places greater emphasis on and resources for 
internationalization, in response to students’ greater awareness of the world starting at an earlier age 
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and facilitated by the global media, and 

2. heightened public visibility of the global health agenda, both as a matter of US foreign policy 
and a part of a larger movement for greater global equity, and 

3. expansion of resource flows: US government, foundations, corporate and private 
philanthropy have generated new opportunities for universities, and potential career paths for 
students.

In the health sciences and in pharmacy specifically, a majority of entering students already have a B.S. 
degree or three or more years of preprofessional study.7 Some of these entering pharmacy students may 
already have had a “study abroad” experience as part of their undergraduate degree program. Others have 
traveled outside the US with family or on high school-sponsored trips. Most have had service experiences 
either in high school or during college prior to entering pharmacy. It is not surprising that students are 
expecting or even demanding the opportunity to obtain some of their education and practice experience 
“abroad” while concurrently providing healthcare service to populations in need. At colleges/schools of 
pharmacy, which are part of higher education institutions with a religious affiliation, students may also 
desire to serve a mission experience in a foreign country utilizing their pharmacy knowledge and skills. 

University administrators, faculty, and students may view global health initiatives as opportunities for 
expanded research, education, and service, but US involvement in global health is also a strategic global 
foreign policy initiative. Preventing the spread of diseases through vaccinations and medications, or 
improving the health of newborns and children through preventative therapies or supplements, while 
altruistic, is also in the best interests of the US, specific countries, and the world. The CSIS paper states 
that US global health initiatives can be viewed through four lenses, global health as foreign policy, as 
charity, as investment, and as public health. It is the combination of these outcomes that garners support 
from the American public to contribute to or their representatives in Congress to allocate financial 
resources to support global health. 

Another important reason for the dramatic expansion of university-driven global health initiatives is 
financial. Funding for global health initiatives has dramatically increased over the past two decades, 
increasing from $5.6 billion in 1990 to $21.8 billion in 2007, with increases accelerating since 2000.8 This 
growth has primarily been driven by the US government, private foundations, and US-based non-
governmental organizations (NGOs). The Bill & Melinda Gates Foundation exceeds all private 
foundation giving, making up nearly 4 percent of all global health assistance in 2007. NGOs contribute 
substantially to the overall spending, although much of their expenditure is in the form of drugs donated 
by pharmaceutical companies which value their donations at market prices, so the magnitude of some 
NGO expenditures may be exaggerated. 

The US federal government’s “United States Global Leadership against HIV/AIDs, Tuberculosis, and 
Malaria Reauthorization Act of 2008” was signed into law and provides five additional years (2009-2013) 
of funding ($48 billion), with the President’s Emergency Plan for AIDS Relief (PEPFAR) the major 
beneficiary of the legislation. The NIH, through its Fogarty International Center for Advanced Study in 
the Health Sciences supports clinical training for qualified health professionals in developing countries.9
The Fogarty Center’s Pathways to Global Health Research Strategic Plan: 2008-2012 focuses on non-
communicable diseases and continues to address the unfinished infectious disease agenda. As stated in the 
plan, the “Center seeks to capitalize on the rising tide of private and public funding devoted to health by 
building new strategic alliances and partnerships.”10 

Given this rapid increase in interest by the US government and US Higher Education in improving 
education, research, and service to improve global health, what has and should be the role of US academic 
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pharmacy in working with developing and developed countries to initiate, change, and improve their 
education and training of pharmacists and/or pharmaceutical scientists? 

Pharmacy and Global Health: While much attention on the increase in interest in global health has been 
focused at the larger public and private universities, and in particular at their schools of medicine and 
public health, pharmacy colleges/schools in all university settings have been quite active for a number of 
years in global pharmacy research, education, and service activities. A survey of global involvement by 
AACP member colleges/schools was initially conducted in 2001 by Dr. Joseph Dean, (then dean of the 
Samford University McWorter School of Pharmacy), and more recently by Dr. Rosalie Sagraves of the 
University of Illinois at Chicago in 2007 and 2010.11,12  The 2007 survey revealed that of the 63 
colleges/schools of pharmacy that responded, 39 had active global/international programs and of these, 29 
respondents had formal agreements with foreign institutions to facilitate activities such as faculty and 
student exchanges, research, graduate and postdoctoral education and training, clerkships/experiential 
rotations and clinical practice. The remainder of the responding colleges/schools had various informal 
agreements with international institutions and agencies. The respondents to the 2007 survey requested that 
AACP establish a Special Interest Group (SIG) in the area of global pharmacy education, and during their 
February 2008 business meeting, the AACP Board of Directors approved the establishment of the Global 
Pharmacy Education SIG. Thereafter, the SIG had programming at the 2008 and 2009 AACP Annual 
Meetings and has a program planned for the 2010 Annual Meeting in Seattle.   

In the 2007 survey, an overwhelming majority of respondents indicated that US colleges/schools of 
pharmacy would increase their level of global/international involvement. The 2010 survey results bear 
that out. Although the results are preliminary, there has been an increase in the number of colleges/schools 
with formal affiliations agreements with foreign institutions. The most frequent topics of these 
agreements involved experiential rotations, research collaborations, and faculty and student exchanges. A 
majority of the respondents indicated an increase or no change in their level of global/international 
affiliations over the past year. Only one institution indicated a decrease in this area. Of the 38 respondents 
who indicated that they had student participation in elective experiential rotations in other countries, 35 
reported approximately 300 student participants, while another 230 students were unable to participate 
because of limited space or funding. A significant majority of the respondents indicated that they 
anticipated more student participation in the future.   

Another measure of academic pharmacy’s involvement in global health has been the significant number 
of international students who have come to US colleges/schools of pharmacy for graduate study leading 
to the Ph.D. degree in the pharmaceutical sciences. In the 1970s, approximately one out of four Ph.D. 
degrees granted by a college/school of pharmacy went to a non-US resident. During the past decade, 
approximately one out of every two Ph.D. students was a non-US resident. Many of these Ph.D. graduates 
have obtained US citizenship and remained in the US to work in the pharmacy Academy or 
pharmaceutical industry, while others have gone back to their home country, retaining their connections to 
their major professors often through collaborative research. Additionally, thousands of Ph.D. 
pharmaceutical scientists educated outside the US have served in postdoctoral positions or as visiting 
scientists in the laboratories of US colleges/schools of pharmacy pharmaceutical sciences faculty over the 
past five decades. These close and extensive relationships formed through graduate and postdoctoral 
study by non-US students and scientists with faculty in US colleges/schools of pharmacy, combined with 
the extensive globalization of research, manufacture, and distribution of medications by the 
pharmaceutical industry, places most pharmaceutical scientists into the larger global health community. A 
contemporary measure of the “globalization” of the pharmaceutical sciences will be displayed in 
November 2010 at the combined meeting of the International Pharmaceutical Federation’s (FIP) 
Pharmaceutical Sciences World Congress and the American Association of Pharmaceutical Scientists 
(AAPS) under the theme “Improving Global Health through Advances in the Pharmaceutical Sciences.”13    
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Another academic pharmacy response to the increasing globalization of the pharmaceutical sciences was 
the creation of the Globalization of Pharmaceutics Education Network (GPEN), Inc. in 1996 by the 
Department of Pharmaceutical Chemistry at The University of Kansas School of Pharmacy along with 
several cooperating international institutions.14 The founders of GPEN believed that graduate students and 
postdoctoral fellows needed increased exposure to science and culture at a global level. The GPEN 
biannual meetings, which rotate between an US and a non-US higher education site, are forums for 
graduate students and postdoctoral fellows from over 40 US and international higher education GPEN 
member institutions to present their work and interact with their colleagues from across the globe.  

US academic pharmacy was also an early participant in the international spread of clinical pharmacy 
practice. The First International Congress on Clinical Pharmacy Education was held in July 1976 in 
Minneapolis, MN prior to the 1976 AACP Teacher’s Seminar in the same city.15 There were participants 
from 20 different countries at that first international conference. The American College of Clinical 
Pharmacy has continued international or global outreach by sponsoring an International Congress on 
Clinical Pharmacy every five years along with the European Society of Clinical Pharmacy.16 In 1997, Dr. 
Joseph Dean played a significant role in initiating the Asian Conference on Clinical Pharmacy. The 10th

anniversary of the Asian Conference will be held in July 2010 in Singapore.17

The US-Thai Consortium: The best example of US academic pharmacy’s cooperative involvement in 
global education and health is The US Consortium for the Development of Pharmacy Education in 
Thailand (The US-Thai Consortium). The US-Thai Consortium was founded in May 1994 when 9 US 
colleges/schools of pharmacy and AACP signed a Memorandum of Agreement (MOA) with eight Thai 
faculties of pharmacy and the Committee for Pharmacy Manpower Development of the Thailand Ministry 
of University Affairs. 

The mission of the consortium was to foster a formal link, on an institutional basis, in recognition of the 
long-term development plan of the Ministry of University Affairs to enhance the academic, research, and 
clinical programs of their Faculties of Pharmacy and Pharmaceutical Sciences, both in existence at the 
time and planned for the future. The long-term goal of the program was the expansion of the number of 
pharmacy schools and pharmacy faculty members in Thailand, and the subsequent training of additional 
pharmacists for practice, thereby strengthening both pharmacy education and practice to improve the 
health and welfare of the Thai people. 

The Thai Ministry of University Affairs funds the program via Royal Thai Fellowships and travel grants 
to competing Thai faculty. United States faculty and students, supported jointly by their respective 
schools and Thai host schools, travel to Thailand to teach, participate in seminars and workshops, and to 
learn firsthand about pharmacy education and practice in Thailand. 

Since its inception, three new Faculties of Pharmacy have been established in Thailand and approximately 
200 Thai faculty members have received either the Ph.D. and/or Pharm.D. degree from US-Thai 
Consortium members. Many short-term exchanges of Thai and US faculty, graduate students, 
practitioners, and student pharmacists have taken place and faculty-to-faculty basic research and clinical 
practice collaborations have been established.18

In July 2008, the MOA was renewed for an additional fourteen years with consideration in 2022 to extend 
it again to 2037. The new MOA includes thirteen US colleges/schools of pharmacy, the AACP and 12 
Thai faculties of pharmacy. A Consortium Conference is ordinarily held every one to two years with 
alternating venues in the US and Thailand to offer educational seminars and workshops, highlight 
student/faculty research, foster student/faculty exchanges and collaborations, and address business affairs 
of the Consortium. In the interim, business affairs are addressed via a steering committee comprised of 
elected delegates from US and Thai schools. The US-Thai Consortium is an excellent example of a 
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coordinated plan for working with countries that need and request the cooperation of US colleges/schools 
of pharmacy to improve their educational system and subsequently, their healthcare system. AACP played 
an initial role in convening the Consortium and was and remains a full member, but the education of Thai 
faculty and the subsequent relationships developed between US and Thai colleges/schools and faculty 
have not involved AACP staff or fiscal resources except for attending US-Thai Consortium meetings held 
in the US.  

Future Roles for AACP in Global/International Education: Given the considerable and successful 
involvement of many colleges/schools of pharmacy in global/international education, is there a need or 
role for AACP beyond the activities of providing a forum for Global Pharmacy Education through the 
SIG? The best answer at this time is that “it depends” on the activity. The committee examined the three 
separate areas where AACP might play a role. They are: 
• Student international or global experiences 
• Development of professional degree curriculum and teaching methodologies at non-US 

colleges/schools of pharmacy 
• Cooperative faculty/faculty relationships for the coordination and/or development of research 

between US and non-US pharmacy faculty  

US Student Global Educational Experiences: As indicated in the 2007 Survey of US Colleges/Schools 
of Pharmacy Concerning International Education and Research Relationships and the 2010 Survey of 
Current Global Affiliations of US Colleges and Schools of Pharmacy, an increasing number of 
colleges/schools of pharmacy permit or arrange for students to serve one or more elective international 
experiential rotations. Some colleges/schools sponsor short service or “mission” experiences, which are 
designed to provide medical assistance to underserved individuals in underdeveloped countries. The 
committee did not discuss these latter “mission” experiences nor did they consider them part of a global 
education experience but more of a service experience. There was no disagreement that these mission 
activities can have a very positive impact on students.  

The demand for international or global experiential rotations appears to be primarily driven by student 
interest, which in turn is often driven by a desire to provide pharmaceutical and medical services to the 
underserved. The increase in visibility of global health on the university campus, including the formation 
of global health institutes or centers also contributes to increased awareness of opportunities for 
international healthcare experiences. For those students whose colleges/schools are located within a 
university with a global mission, offices for global education or global health are often available to assist 
and support undergraduate and health professions students to travel abroad to participate in clinics along 
with other health professions students. Other experiential rotation experiences have developed as a result 
of formal and informal relationships developed between the US and foreign institution(s), often initially 
through faculty-faculty relationships. Occasionally, these relationships involve reciprocal exchange of 
students from both countries.  

Experiential rotations of 8 weeks or less duration are termed short-term study abroad experiences. Short-
term global learning experiences for all students are fairly new, increasing from 3.3 percent of all 
undergraduate student study abroad experiences in 1996-97 to 55.4 percent of undergraduate students 
studying abroad in 2006-07.19 This rapid rise in short-term study-abroad experiences has given rise to best 
practice recommendations for these experiences.20 These Standards of Good Practice for Short-term 
Education Abroad Programs (the Standards) developed by The Forum on Education Abroad, while 
primarily focused on undergraduate students, contain a number of standards that are germane to any 
college/school of pharmacy that sponsors a study abroad program or permits its students to fulfill part of 
their educational requirements abroad. The Standards are divided into 9 major categories and each of 
these into subcategories. A selected list of recommendations from the Standards that are applicable to 
pharmacy educational experiences follows: 
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• The program has a clearly-defined purpose and clearly-defined academic and/or experiential goals. 
• The program fosters discipline-specific and/or interdisciplinary learning outcomes appropriate to the 

curriculum, site, and program goals. 
• The student learning outcomes and overall student experience are assessed at the program’s 

conclusion so that subsequent programs are improved based on assessment. 
• When offered for credit, internships and field research have appropriate academic and field 

supervision. 
• The program provides orientation for students prior to departure and upon arrival includes discussion 

of the academic program, health and safety issues, adjustment to the host culture, and information 
about the host location and society. 

• The program informs students of its student code of conduct, disciplinary processes and consequences 
of violations prior to the beginning of the program, and consistently applies them during the program. 

• The sponsoring institution provides adequate administrative support for the program and its students. 
• Students are housed in safe, clean, and culturally-appropriate lodgings, and are provided with 

appropriate orientation to their housing situation. 
• The organization considers and responds to local environmental, economic, and cultural 

consequences of its presence (or disappearance) in the design and management of its programs. 
• The program has contact information at the location to assist with emergencies and health and safety 

issues, including the police, US overseas representative, physicians, hospitals, and mental health 
professionals.

Colleges/schools of pharmacy, which offer or allow international rotations, could probably meet most of 
the Standards, but others could use assistance from peer institutions through a mechanism coordinated by 
AACP. One major concern expressed by the committee members was the supervision of students at sites 
that are only used occasionally during an academic year. Occasional experiential site utilization results in 
a lack of continuity of learning and supervision and a potential lack of continuity of healthcare service 
provided at the site. More importantly, the probability of student rotations having a positive impact on the 
“host” country’s pharmaceutical and healthcare services is lessened if only a few students fill that site 
each year. If international sites were utilized by students either from one or multiple institutions with 
more continuity throughout the year, it would be feasible to have the site visited by US faculty to assist in 
the development of the local preceptor(s) and site, and having a continual presence of US students having 
a positive impact on pharmaceutical and healthcare services is much greater. There are examples of 
several colleges/schools of pharmacy that send students to the same international site which results in 
year round staffing of the site with an agreed upon syllabus and assessment tools for the students.  

Placing all US student pharmacists who desire an international experience in fewer selected sites around 
the world would facilitate the development of country/culture specific orientation course materials, syllabi 
and assessment tools for the clinical rotation, along with the development of continuous clinical service at 
these sites. AACP, through an ad hoc committee or committees of the Global Pharmacy Education SIG, 
could serve an important role in developing a model for global practice experience sites, develop 
orientation materials specific for participating host countries, and develop a standard assessment template 
for foreign preceptors. As more and more students express interest in an international experience, new 
global sites could be developed using some of the best practices learned at the initial group of selected 
sites. AACP could also act as a contact point for countries that would be interested in having US students 
serve an experiential rotation, or alternatively, AACP could serve to proactively contact appropriate 
Ministries of Health and/or Education to determine if there is an interest in having US students assist in 
providing pharmaceutical services to their citizens as part of their educational experience.  

Recommendation 1: AACP should develop a clearinghouse, which would facilitate qualified experiential 
education global sites developed by one or collaborative of US colleges/schools of pharmacy, to offer 
experiential education opportunities to student pharmacists from other US colleges/schools of pharmacy.  
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Recommendation 2: The AACP Global Pharmacy Education SIG should coordinate the development of 
a best practices model for Advanced Pharmacy Practice Experience global/international experiential 
rotations, coordinate the development and distribution of orientation materials for specific countries, and 
develop a standard assessment tool for foreign-located preceptors.   

Recommendation 3: The AACP office should act as a contact point for countries that are interested in 
hosting US student pharmacists to serve experiential rotations within their healthcare system and as an 
active facilitator in opening up new opportunities for students to participate in educational experiences in 
underdeveloped countries.  

International Students in the US: A small number of US colleges/schools of pharmacy currently host 
international student pharmacists on short experiential rotations. In some cases, these are the result of US 
students completing experiential rotations in other countries and then having US institutions reciprocate 
by hosting students from those countries. Other international students may wish to come to the US to 
experience our form of healthcare, pharmacy services, and patient care. However, the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA) regulations prohibit non-US students from direct 
patient care and only allow them to observe or be involved in simulation exercises. While some reciprocal 
programs have a long history, there may be other non-US students who wish to experience US pharmacy 
education and practice on a short-term basis and US colleges/schools of pharmacy who would be willing 
and able to host these students.

In addition to the educational programs sponsored by US colleges/schools of pharmacy for international  
pharmacy students and pharmacists, the International Pharmaceutical Student’s Federation (IPSF)  
coordinates a Student Exchange Program with the American Pharmacists Association-Academy of 
Students of Pharmacy (APhA-ASP), which is a member organization of IPSF.21 Twenty-two 
colleges/schools that responded to the 2010 Global Pharmacy Survey indicated APhA-ASP/IPSF activity 
at their institution. Forty-one colleges/schools responded to the question concerning the hosting of 
international professional degree pharmacy and Ph.D. students, faculty members and practitioners. While 
41 respondent institutions hosted a total of 119 foreign student pharmacists, two of these schools were 
responsible for 64 students and 20 indicated they had hosted no professional degree pharmacy students. 
This may be reflective of the current difficulties in placing international students in direct patient care 
environments.  

The APhA-ASP/ISPF Student Exchange Program has prepared a “How to Create a Host Site” document 
for sites interested in hosting foreign students. The APhA-ASP/ISPF has put some effort into promoting 
student exchanges, but increasing the number of international students taking part in these 4-12 week 
exchange programs must more actively involve appropriate faculty and staff at the student’s host 
institution for it to be successful. The ISPF program assumes international students can pay all their 
expenses for the experience, which usually takes place during the summer recess when most students are 
no longer on campus. If that is the case, few students from underdeveloped countries will be able to take 
part in the IPSF program. It also asks the APhA-ASP/IPSF Student Exchange Program Committee to 
make the arrangements in finding one or more work sites for the exchange student and finding free 
rooming accommodations. This requires quite a lot of effort from students who will also be working 
during the summer. If the APhA-ASP/IPSF student exchange program is to play a larger role in promoting 
US/non-US student exchanges, it needs to work closely with experiential education programs at 
colleges/schools of pharmacy.  

Recommendation 4: Colleges/schools of pharmacy that encourage their students to participate in 
international educational experiences should host students from countries that accept their students. A 
committee of AACP Global Pharmacy Education SIG members, students active in APhA-ASP/IPSF, and 

8



representatives from the National Association of Boards of Pharmacy should produce a set of guidelines 
and best practices for hosting foreign students to ensure they receive an optimal educational experience 
during their rotation in the US while complying with all the laws and regulations governing pharmacy 
practice.

Professional Degree Development and Teaching Methodologies: The US-Thai Consortium is an 
outstanding example of how US colleges/schools of pharmacy partner with academic colleagues from 
Thailand and the Ministry of University Affairs and the Ministry of Public Health to assist in preparing 
over 200 new Thai pharmacy faculty and participate in ongoing faculty and practitioner development 
programs in Thailand. The success of the US-Thai Consortium is also due in great part to the cooperation 
of the Thai Government through the Ministry of University Affairs and the funding it provides to Thai 
faculty and students who wish to pursue Ph.D. and/or Pharm.D. degrees at US Consortium member 
institutions. It is apparent the expanded role of the pharmacist in direct patient care and medication 
therapy management are roles that other non-US countries would like to emulate, but some of those 
countries will not have financial resources to support the education of their present or potential faculty at 
US colleges/schools of pharmacy. Would there be a role for AACP to play in these situations in 
attempting to procure funding from US government and/or non-governmental agencies?  

Other countries may have the financial resources and the desire to educate a larger cadre of Pharm.D. and 
PhD faculty in the US, but are only interested in obtaining assistance in developing a US-type curriculum 
for their individual private institution or multiple government-sponsored institutions within their country. 
Presently, US colleges/schools of pharmacy are providing assistance through faculty exchanges, 
professional development activities either in the US or abroad, or by providing course syllabi and 
teaching materials (notes, slides, examinations) to non-US pharmacy programs. While many pharmacy 
faculty members are interested in assisting their non-US colleagues in producing a rigorous educational 
experience, they are reluctant to “give away” their syllabi or course materials that they have produced for 
their own students. Viewing syllabi and teaching materials as intellectual property is understandable, but 
much curricular material is not unique nor does it have any inherent monetary value, unless it is part of a 
publication (i.e., textbook) for purchase. Selling syllabi or teaching materials could produce some income 
for an individual faculty member or college, but selling curricular materials to a foreign pharmacy school 
may inhibit growing collegial relationships with the purchaser that could have an even greater value in 
areas such as future research collaborations.  

A growing practice in higher education is the concept of open courseware, where faculty members make 
their course syllabi, teaching materials, and in some cases their examinations, publicly available. The 
Open Courseware Consortium, which has university membership from all over the world, grants 
membership to those institutions that publish at least 10 courses under the institution’s name in an open 
courseware format.22 The most extensive use of open courseware by a US institution is the Massachusetts 
Institute of Technology. Using open courseware cannot result in the user being granted a degree from the 
institution nor a course grade, but what it can do for faculty members who make it available is peer 
recognition, and the potential to be approached by foreign institutions who might use them as consultants. 
Pharmacy faculty members presently describe their courses and their educational methodologies in the 
open-access American Journal of Pharmaceutical Education although they presently do not provide 
enough information for someone to use their courses. By placing course syllabi and course materials on 
an open courseware site, non-US pharmacy schools, particularly those in developing or non-developed 
countries would have access to up-to-date information and have as a contact a faculty member who could 
serve as an educational consultant. Recognizing that it would be very difficult to have all faculty from one 
institution commit to placing their course syllabi and teaching materials in an open courseware format, it 
might be worthwhile to provide a site on the AACP Web site that would link interested foreign faculty to 
course syllabi and courseware made available by interested individual faculty from multiple 
colleges/schools of pharmacy.  
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For faculty who wish to restrict sharing of their curricular materials to underdeveloped or transitional 
economy countries, there is Pharmabridge, a voluntary initiative supported by the FIP.23 Pharmabridge 
was founded in 1999 and much of its activity has been in the transfer of donated books and written 
materials to underdeveloped countries. Pharmabridge also identifies training sites for pharmacists from 
underdeveloped countries to learn about pharmacy practice in developed countries. Registration as a 
Pharmabridge participant is free.  

Suggestion: The AACP Council of Faculties should discuss the interest of US pharmacy faculty members 
in providing a single point of Internet contact for international faculty and students to access course 
syllabi and courseware made available in an open courseware format.  

International Faculty Research Activities: Many US academic pharmacy’s international activities are 
associated with faculty-faculty research. Many of these research collaborations are between US faculty 
and their former Ph.D. students, or between US and non-US pharmacy faculty who have developed 
research relationships through interests in common research problems. Several close US-Thai faculty 
research relationships have developed over the years of extensive faculty-student and faculty-faculty 
interactions. Given that research collaborations are often individual faculty driven, there does not appear 
to be a major role for AACP to play in this area.  

Increasing the Visibility of Pharmacy and the Pharmaceutical Sciences in Global Health: Committee
members believed that despite academic pharmacy’s long-term and significant involvement in global 
pharmacy education and research, and the globalization of the pharmaceutical industry, the profession of 
pharmacy and the pharmaceutical sciences appear to have a relatively low profile amongst US 
government agencies that fund global healthcare education and research, or provide assistance to 
developing countries to improve their healthcare infrastructure. A partial explanation for this lack of 
awareness might be that many of the early pharmacy global relationships have been with economically 
developed countries. More recently, many countries looking for US pharmacy assistance have come from 
the economically developing sector such as Southeast Asia or countries from the oil-producing Middle 
East, which have been able to fund to a significant degree their involvement with US colleges/schools of 
pharmacy and therefore have not approached US government agencies for financial support. That is no 
longer the situation, with increasing numbers of US colleges/schools of pharmacy reaching out to 
countries in areas of the world such as Central America and Sub-Saharan Africa.  

As important as increasing visibility with US governmental agencies is that of increasing visibility of 
academic pharmacy with non-governmental organizations (NGOs). NGOs provide considerable aid to 
developing countries, but a significant part of that aid is in the form of donated services or donated drugs 
and medical supplies. Of the top 20 NGOs with the highest cumulative overseas health expenditures from 
2002-2006, nine received over 80 percent of their revenue from in-kind contributions. Given the large 
contribution of drugs to NGOs for their overseas health expenditures, these NGOs could certainly use 
assistance in assuring that drugs are shipped, stored, and used appropriately. Some NGOs act as 
subcontractors for the US government’s investment in development assistance for global health. For 
example, Management Sciences for Health (MSH), which has a significant pharmaceutical management 
component, receives considerable support for their work on behalf of the United States Agency for 
International Development (USAID). Whether colleges/schools of pharmacy could obtain funding for the 
support of the work that NGOs do needs to be explored.  

Recommendation 5: AACP and its members, both institutional and individual faculty members, need to 
develop a coordinated strategy to promote the potential contributions of academic pharmacy, pharmacy 
practice, and the pharmaceutical sciences in enhancing global health to appropriate governmental and 
non-governmental organizations. 
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Suggestion 1: It would be worthwhile approaching some of the major NGOs to determine if they have a 
need for pharmacy services that could be provided by pharmacy faculty and/or student pharmacists, 
including those student pharmacists enrolled in Pharm.D./M.P.H. dual degree programs 

Conclusion: Interest and involvement of US Higher Education in global learning and global health 
continues to grow. The same can be said for academic pharmacy, which has been significantly involved in 
graduate education of non-US citizens for decades. Additionally, pharmacy faculty members have been 
engaged in research projects with their international colleagues for as long. Despite the significant 
involvement of AACP member institutions, individual faculty members and student pharmacists in global 
pharmacy education and research, there does not appear to be a concomitant recognition of these activities 
by agencies, both governmental and non-governmental that financially support the expansion of these 
activities. AACP can play a role in expanding the involvement of student pharmacists in global 
healthcare, but it also needs to concurrently expand its efforts in publicizing the important work that it is 
already being done with the express purpose of identifying financial support for expanding that work. 
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President-Elect Jeffrey N. Baldwin created the AACP Special Committee on Substance Abuse 
and Pharmacy Education as a special committee to serve during his term of office in 2009-2010.
The Committee met in Alexandria, Virginia on October 4-5, 2009 and conducted the remainder 
of its business via electronic media. 

CHARGE TO THE COMMITTEE

The Committee was specifically charged to examine and recommend how pharmacy colleges 
and schools should prepare all student pharmacists to appropriately assist those who are addicted 
or affected by others' addiction, and help support addiction recovery with an emphasis on public 
safety.  The Committee was also directed to include recommendations on core curricular content 
and delivery, both for student pharmacists and continuing education for pharmacists, and on 
prevention and assistance processes within our colleges and schools. 

BACKGROUND

Substance abuse and addiction continues to be a significant public health problem in the United 
States.  Data for the year 2008 indicate that 8 percent of the population aged 12 or greater 
reported current illicit drug use and 6.9 percent met the criteria for heavy alcohol use.1 The
incidence of such disorders in health professionals is believed to be higher than that of the 
general population; this may be related to the access that health professionals have to abusable 
and addictive substances. Health professionals in training, including student pharmacists are 
impacted as well. 

Pharmacists are educated and trained to fulfill the societal role of being drug experts and to use 
this expertise in the care of patients, including the prevention and management of drug related 
problems.   Given that substance abuse and addiction are obviously disorders that are related to 



the inappropriate use of drugs, pharmacists clearly have a responsibility to provide appropriate 
care for patients so afflicted.  Pharmacy colleges and schools are the educational entities that 
bear the primary responsibility to prepare pharmacists for their roles as health professionals that 
provide patient care.  Given the prevalence of drug misuse in our society, it is important for 
colleges and schools of pharmacy to address addiction and substance abuse as components of 
professional curricula as well as in the continuing education of pharmacists.  Furthermore, 
colleges and schools of pharmacy also have a responsibility to provide assistance to members of 
their organizations (student pharmacists, graduate students, faculty, and other employees) that 
may develop addiction and other substance abuse disorders. 

The American Association of Colleges of Pharmacy (AACP) has in the past been significantly 
engaged in addressing the issue of substance abuse and addiction, both within schools and 
colleges of pharmacy as well as the society at large.  In 1988, the House of Delegates adopted a 
resolution that stated individual colleges and schools of pharmacy utilize the "Guidelines for the 
Development of Chemical Impairment Policies for Colleges of Pharmacy" that had previously 
been adopted by the AACP Board of Directors, and that "individual colleges and schools of 
pharmacy actively participate in programs as suggested by the guidelines."2 The 1990-91 
Academic Affairs Committee, in response to a charge presented by president John Biles, 
developed the following policy statement that was adopted by the House of Delegates:
"Pharmaceutical education has the responsibility to prepare students to address the problems of 
substance abuse and chemical dependency in society."3

AACP's Special Interest Group (SIG) on Substance Abuse Education and Assistance has been 
very active in shaping academic pharmacy's response to these problems.  The work of this SIG 
led to the publication of "Curricular Guidelines for Pharmacy Education: Substance Abuse and 
Addictive Disease.”4 In 1999, the work of this SIG resulted in the publication of AACP's 
"Guidelines for the Development of Psychoactive Substance Use Disorder Policies for Colleges 
of Pharmacy," which updated the aforementioned 1988 document.5

Members of the academic pharmacy community have conducted and published a variety of 
studies that have provided to some extent a scholarly basis to assist pharmacy colleges and 
schools in addressing substance abuse issues.  These studies have: 

� assessed the use of alcohol and illicit drug use in student pharmacists, as compared to 
general college and other health professions students,6-9

� measured student pharmacist attitudes regarding the need for university policies directed 
at raising awareness on alcohol and drug abuse, and university programs to identify 
impaired students and provide assistance,10

� assessed substance abuse course content in colleges and schools of pharmacy,11

� described substance abuse courses and educational programs and their impact on student 
pharmacists' knowledge,12,13

� evaluated alcohol and nonmedicinal drug use in pharmacy college faculty members,14 and 
� evaluated pharmacy college faculty members' attitudes concerning chemical dependency 

and substance abuse, as well as pharmacy college substance abuse education and 
assistance programs.15



While the aforementioned body of work has contributed significantly in helping academic 
pharmacy address issues of addiction and substance abuse, recent work has been more limited.  
The last set of guidelines was published in 1999.5  Since that time, there have been significant 
changes in pharmacy education that support the need for academic pharmacy to focus greater 
attention on substance abuse and addiction.  In the first decade of the 21st century, pharmacy 
education has changed in a variety of ways, which result in new implications for pharmacy's 
academic enterprise.  The profession has adopted the Doctor of Pharmacy entry-level degree, 
resulting in longer and more rigorous educational programs, which often follow increased 
duration of pre-pharmacy work.  In addition, new Accreditation Council for Pharmacy Education 
(ACPE) standards require practice experiences be interspersed throughout all professional years 
of the curriculum.16  Finally, another dramatic change in pharmacy education is the opening of 
numerous new pharmacy colleges and schools that are often located on university campuses with 
few other health professions programs.  These and other factors impact pharmacy schools in their 
need to address chemical dependency and substance abuse issues. 

Thus, the Committee's work was focused on the directions that academic pharmacy needs to 
move in order to address the needs of the profession, its academic institutions, and society in 
general.  Primary foci that are addressed in this report include: 

1. better preparation of pharmacists and pharmacy faculty to facilitate improved care of 
patients with addiction and substance abuse disorders,  

2. assisting pharmacy colleges and schools with the development of programs to help 
prevent addiction and substance abuse among students, faculty members, and other 
employees, and providing assistance to those individuals suffering from these disorders, 
and

3. recommending policies and procedures that will facilitate recovery of addicted students, 
faculty members, and other employees while limiting pharmacy school liability by 
preventing impaired students and faculty members from participating in practice 
activities. 

SUMMARY OF THE COMMITTEE'S WORK

The committee used a variety of approaches to address the various issues it identified and 
provides the following descriptions of actions taken, as well as the products of its work. 

Assisting Individuals with Addiction and Other Substance Use Disorders 

Pharmacy colleges and schools need to be able to appropriately address substance abuse and 
addiction when these disorders occur in students, faculty and other employees.  It is important 
that colleges/schools of pharmacy be able to assist impaired individuals, and the committee 
strongly encourages colleges and schools of pharmacy to develop appropriate policies and 
procedures for assisting their students, faculty members, and other employees.   Programs must 
be designed to assure appropriate treatment as well as accountability for those individuals who 
are in recovery and monitoring.  It is important to assure that students and pharmacist faculty 
members are not allowed to participate in practice settings until released to do so by their 
monitoring programs.   



Significant changes in pharmacy education (particularly the inclusion of practice experiences 
throughout all years of pharmacy school curricula) have occurred since 1999, when the AACP 
issued “Guidelines for the Development of Psychoactive Substance Use Disorder Policies for 
Colleges of Pharmacy.”5  The Committee recognized that these Guidelines were in need of 
updating and has produced a draft of updated Guidelines, which accompany the Committee’s 
report.  These Guidelines should be disseminated to AACP’s membership as well as to other 
stakeholders in the profession. 

Administrative leadership is essential to assure appropriate development and implementation of 
policies for Addiction and Related Disorders in colleges and schools of pharmacy.  The dean and 
other appropriate administrators must assure adherence to such polices, once they are developed.
Preventing impaired individuals from participating in practice settings will limit the potential for 
patient harm and accompanying liability for pharmacy colleges. 

Best Practices

The Committee submitted a call to colleges and schools of pharmacy to provide descriptions of 
their best practices related to various issues concerning substance abuse and addiction.  Faculty 
members from 5 colleges of pharmacy provided 4 descriptions related to curricular content, 
policies and procedures, and communication of policies to students. These documents have been 
posted on AACP’s Web site as resources for members. The Committee encourages AACP to 
solicit additional best practices descriptions from its member institutions. 

Substance Abuse and Addiction Curricular Guidelines for Pharmacy Schools 

The Committee has updated the “Curricular Guidelines for Pharmacy Education: Substance 
Abuse and Addictive Disease,” which were previously published in 1991.4 These Guidelines 
provide ten educational goals, while describing four major content areas including: psychosocial 
aspects of alcohol and other drug use; pharmacology and toxicology of abused substances; 
identification, intervention, and treatment of people with addictive diseases; and legal/ethical 
issues. The required curriculum suggested by these Guidelines addresses the anticipated and 
unanticipated effects of both nonprescription and legally prescribed drugs, alcohol, and other 
substances of abuse.  Identifying characteristics of addiction and related disorders, and patterns 
of abuse and dependence, are also included to allow pharmacists to assist in early identification 
and assistance where appropriate. Issues concerning addicted pharmacists, student pharmacists, 
and other health care practitioners are discussed.  Methods of prevention, intervention, referral, 
withdrawal, treatment, and recovery support are also presented. 

These Guidelines highlight the need for pharmacy colleges and schools to assure that their 
curricula adequately prepare pharmacists to appropriately manage addiction and related disorders 
that occur in patients in their practices.  This extends to the context of pharmacists intervening 
and assisting in cases where professional colleagues become impaired and pose a danger to 
patients if they are allowed to practice without successful treatment and monitoring. 
Furthermore, as leaders and drug therapy experts, pharmacists have a responsibility to provide 



education and support to community and professional organizations concerned with addiction 
and substance abuse. 

The Committee strongly recommends that all colleges and schools of pharmacy assure that their 
curricular outcomes and content are sufficient to prepare pharmacists to deal with addiction and 
substance use disorders in the course of their professional activities.  Addiction and other 
substance abuse disorders also need to be appropriately addressed in the ACPE Accreditation 
Standards and the North American Pharmacy Licensure Examination (NAPLEX) competencies 
and examination.  Various pharmacy organizations need to address these disorders in their 
practice standards. 

Addiction and Substance Abuse Continuing Education 

Professional competence is not fully developed at the conclusion of pharmacy school and it is 
important that ongoing education and development of practice skills occur throughout one’s 
professional career.  Continuing education providers (colleges and schools of pharmacy, 
professional organizations, and other entities) should address the needs of their constituents and 
assure that their continuing education offerings in the area of addiction and substance abuse are 
sufficient to meet practitioner needs.  The AACP Section on Continuing Professional Education 
could promote this educational need to AACP’s member institutions, to other accredited 
continuing education providers, and to ACPE. Continuing education providers can utilize the 
“Curricular Guidelines for Pharmacy Education: Substance Abuse and Addictive Disease” as a 
resource for designing programs appropriate for the needs of practitioners. 

Faculty and Staff Development 

Colleges and schools of pharmacy will only be able to address addiction and substance abuse 
disorders among students, faculty and staff, if all of their members are sufficiently 
knowledgeable in this area.  As previously mentioned, the Guidelines for content of entry-level 
curricula have been revised and accompany the Committee’s report.  It is also important for 
colleges and schools of pharmacy to provide faculty and staff members opportunities to develop 
expertise related to addiction and other substance abuse disorders.  These opportunities should be 
provided during initial orientation and on an ongoing basis.  A primary goal should be to prepare 
faculty and staff members to be able to identify and assist students, as well as fellow faculty and 
staff members, who need help related to addiction and substance abuse. 

RECOMMENDATIONS 

Based on its findings and work, the Committee makes the following recommendations: 

Recommendation 1.  The Committee recommends that all colleges and schools of pharmacy 
develop and implement policies and procedures to assist student pharmacists, graduate 
students, faculty members and other employees with addiction and related disorders.  
These programs should be patterned after the Guidelines as updated by the Committee and 
adapted based on resources available to each college or school.  Such programs must assure 



appropriate treatment as well as accountability to assure patient safety is not 
compromised.  Impaired students and faculty members must not have access to practice 
sites until they have demonstrated initial success in a recovery and monitoring program. 

Recommendation 2.  The Committee recommends that all pharmacy colleges and schools 
appropriately address substance abuse and addiction in their curricula, utilizing the 
“Curricular Guidelines for Pharmacy: Substance Abuse and Addictive Disease” to guide 
their curricular development. 

Recommendation 3.  The Committee recommends that substance abuse and addiction 
issues be sufficiently addressed in the ACPE Accreditation Standards, the NAPLEX 
competencies and examination, and the practice standards of professional organizations.  
The Committee further recommends that AACP communicate these concerns to the 
leadership of these professional bodies.  AACP should consider the development of policy 
statements regarding the above issues. 

Recommendation 4.  The Committee recommends that AACP communicate to member 
colleges and schools of pharmacy, to other accredited continuing education providers, and 
to ACPE, the need for increased continuing education programs that address practitioner 
needs in the area of addiction and substance abuse. 

Recommendation 5.  The Committee recommends that AACP member institutions 
consistently address the area of substance abuse and addiction in programs for faculty and 
staff development.  Such programming should result in faculty and staff members having 
an understanding of addiction and other substance abuse disorders, as well as the ability to 
assist student pharmacists and colleagues with potential problems. 
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Curricular Guidelines for Pharmacy:  

Substance Abuse and Addictive Disease1,2

BACKGROUND OF THE CURRICULUM DEVELOPMENT PROJECT

 In 1988, the AACP Special Interest Group (SIG) on Pharmacy Student and Faculty 

Impairment (renamed Substance Abuse Education and Assistance) undertook the development of 

curricular guidelines for colleges/schools of pharmacy to facilitate the growth of educational 

opportunities for student pharmacists. These Curricular Guidelines for Pharmacy Education: 

Substance Abuse and Addictive Disease were published in 1991 (AJPE. 55:311-16. Winter 

1991.)  

 One of the charges of the Special Committee on Substance Abuse and Pharmacy 

Education was to review and revise the 1991 curricular guidelines. Overall, the didactic and 

experiential components in the suggested curriculum should prepare the student pharmacist to 

competently problem-solve issues concerning alcohol and other drug abuse and addictive diseases 

affecting patients, families, colleagues, themselves, and society. 

 The guidelines provide ten educational goals, while describing four major content areas 

including: psychosocial aspects of alcohol and other drug use; pharmacology and toxicology of 

abused substances; identification, intervention, and treatment of people with addictive diseases; 

and legal/ethical issues. The required curriculum suggested by these guidelines addresses the 
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1 These guidelines were revised by the AACP Special Committee on Substance Abuse and Pharmacy Education.  
Members drafting the revised guidelines were Edward M. DeSimone (Creighton University), Julie C. Kissack 
(Harding University), David M. Scott (North Dakota State University), and Brandon J. Patterson (University of 
Iowa).  Other Committee members were Paul W. Jungnickel, Chair (Auburn University), Lisa A. Lawson 
(University of the Sciences in Philadelphia), Matthew M. Murawski (Purdue University), Raylene M. Rospond 
(Drake University), and Jennifer Athay (AACP). 

2  Addiction and Related Disorders is the terminology that has been proposed for use in the Diagnostic and 
Statistical Manual of Mental Disorders, proposed 5th edition., American Psychiatric Association, Washington DC 
(scheduled for release May 2013) (commonly, “DSM-V”).  



anticipated and unanticipated effects of both nonprescription and legally prescribed drugs, 

alcohol, and other substances of abuse.  Identifying characteristics of addiction and related 

disorders and patterns of abuse and dependence, are also included to allow pharmacists to assist 

in early identification and assistance where appropriate. Issues concerning addicted pharmacists, 

student pharmacists, and other health care practitioners are discussed.  Methods of prevention, 

intervention, referral, withdrawal, treatment, and recovery support are also presented. 

 Ideally, all of the proposed curricular content should be incorporated into the educational 

experiences of all student pharmacists. Components of the suggested curriculum should be 

integrated throughout existing coursework, but beginning as early as possible after students enter 

pharmacy studies.  Thus the coursework should span didactic classes and experiential work, both 

Introductory Pharmacy Practice Experiences and Advanced Pharmacy Practice Experiences.  As 

each pharmacy curriculum is unique, information provided in classes such as anatomy, 

physiology, biochemistry, pharmacology, and toxicology will dictate positioning of some of the 

suggested didactic material and experiential components.  

 Students should also be provided with elective opportunities for those wishing to obtain 

additional specialized knowledge and skills concerning addiction and related disorders. These 

include elective didactic coursework concerning addiction, wellness, and prevention, as well as 

elective Advanced Pharmacy Practice Experiences (APPE) utilizing community addictive disease 

resources such as information services, treatment providers (e.g., methadone clinics, and 

addiction treatment centers), drug courts, and community prevention programs.

CURRICULUM GUIDELINES

 Educational goals. Upon graduation from the college/school of pharmacy, students should be 

able to: 



1. Describe the extent and patterns of addiction related to alcohol and other drug (AOD) 

abuse in society and in the health professions, especially pharmacy. 

2. Explain how addiction and related disorders impact the professional role(s) of a 

pharmacist. 

3. Describe risk factors, abuse potential, and abuse patterns for psychoactive drugs 

(prescribed, nonprescription, and illegal drugs) and the laws which regulate their use. 

4. Describe the major pharmacological and toxicological properties of alcohol and 

commonly abused drugs and related substances. 

5. Describe addiction as a disease, its etiology, and its effects on families and society, as 

well as other psychosocial issues that may affect prognosis and therapeutic response. 

6. Recognize impairment, describe intervention actions, and identify assistance resources 

for individuals affected by addiction and related disorders. 

7. Utilize resources within the profession to obtain assistance for addicted colleagues and 

student pharmacists. 

8. Describe the major modalities of addiction treatment and discuss and utilize methods of 

providing support for the ongoing recovery of addicted individuals, family members, and 

other persons involved. 

9. Counsel individuals who are recovering from addictive diseases concerning appropriate 

use of herbal/supplement, nonprescription and prescription drugs. 

10. Advocate for pharmacist involvement in community substance abuse addiction education 

and prevention.

Suggested guidelines by area. The guidelines that follow suggest the ideal positioning of certain 

material, the nature of required and elective experiences, and other recommendations for 

implementation within the curriculum. Specific objectives for each identified area are included in 

Appendix A.  Many relevant texts are available in bookstores as well as community and 

university libraries. Numerous on-line and other resources are also available. 



  Teaching approaches could include lecture format, reading assignments, or group 

discussions.  Potential elective experiences could include visits to substance abuse resource 

centers, treatment agencies, and self-help groups (especially those based on the 12 steps of 

Alcoholics Anonymous).  Term papers, recorded movie media (e.g., DVDs, Web site resources, 

brief video-clips) and printed materials from information services may also be utilized as part of 

elective experiences. 

 Attendance at The University of Utah School on Alcoholism and Other Drug 

Dependencies is strongly encouraged for both students and faculty. Colleges/schools should grant 

elective credit for attendance at the Utah school. 

Psychosocial Aspects of Alcohol and Other Drug Use

   It is recommended that material on psychosocial aspects of use be initiated within 

the first 3 semesters of the pharmacy curriculum within required courses.  Lecturers 

should preferably have social-behavioral science backgrounds or related work 

experience. Elective courses designed to prepare student pharmacists to provide 

community drug abuse education could also be placed early in the curriculum. Course 

topics could include a basic introduction to alcohol and other drug abuse patterns, the 

impact of addiction on public health, basic treatment methods, assistance resources, and 

how to provide community education programs at an appropriate level and answer 

questions (e.g., why drugs are used and consequences of use, definition of abuse vs. 

addiction, avoidance as the most effective prevention method, coping with peer pressure 

and advertising, and getting help in the community). Kindergarten through 12th (K-12) 

grade curriculum guides concerning substance abuse prevention are often available from 

schools, as well as governmental (i.e., NIDA.gov),or community organizations dedicated 

to drug abuse education.  It is desirable to have the student pharmacists participate in the 

presentation of a program suitable for community drug education, with supervision by an 



individual experienced in such education.  If it is not feasible to present this to the target 

audience, an audience of other students in the class or college could be asked to assume 

the attitude of the target population.  Students should be encouraged to attend community 

drug presentations, open 12-step meetings (such as Alcoholics Anonymous, Narcotics 

Anonymous, Al-Anon, and Nar-Anon), or substance abuse education seminars as a 

component of the course. Participation in healthy lifestyle and stress management 

elective courses and/or clinical rotation experiences is encouraged. Special activities such 

as having students “give up something of importance to them” such as fast food, candy, 

ice cream, alcohol, or social networking sites for a set period of time while journaling and 

reflecting on their experiences is also encouraged. 

Pharmacology/Toxicology and Therapeutic Aspects of Alcohol and Other 

Psychoactive Drugs

   It is recommended that this material be covered primarily within the 

pharmacology and toxicology course sequence(s).  Information regarding drug testing, 

recognition of addiction, treating withdrawal, and recovery maintenance therapy may be 

included in other coursework such as applied pharmacotherapeutics. 

   Lectures should normally be given by pharmacology or clinical practice faculty 

as appropriate. Lectures by local experts from poison control centers, toxicology/forensic 

laboratories, other campus health professions disciplines, campus, community, or 

governmental drug abuse resources or treatment facilities, may be included, if these 

individuals are willing to present within content needs. Additional teaching aids such as 

videos, term papers, computer-assisted learning modules, and focused discussion groups 

may be utilized to augment lecture material. 

Addictive Disease: Identification, Intervention, and Treatment



   It is suggested that at least four hours be devoted to the identification, 

intervention, and treatment of addiction and related disorders, possibly during a 

pharmacotherapeutics course sequence. Basics of student or professional peer assistance 

programs should be introduced during or within a month after new student orientation. 

Instructors for this content should have a working knowledge of addictive disease 

assessment, treatment, and recovery, as well as student and professional assistance 

resources.  Involvement of treatment center or employee assistance program 

professionals may be valuable, but student- and pharmacist-specific professional issues 

must be addressed.  Professionals, who are recovering from addiction, returning to "tell 

their stories" are very effective and can have a strong impact on student perception of 

addiction and the problems it brings to everyone involved.  Student attendance at an 

"open" 12-step meeting helps to break through the social "stigma" associated with these 

diseases. Faculty who have utilized 12-step meeting attendance as part of the learning 

process have found this to be a valuable and highly educational experience. Student 

reflection papers written about the 12-step experience help students to evaluate their 

feelings or biases about individuals who suffer from addictive disease. 

   Local 12-step programs, alcohol and drug information services, community 

education programs, and state and federal resources can provide highly educational 

information.  A directory of area treatment programs and state impaired pharmacist 

programs is suggested handout material.  The www.usaprn.org Web site lists pharmacist 

recovery assistance programs by state. 

   Potential elective experiences could include: 1) didactic coursework available 

through local colleges, especially those providing addiction education (it is recommended 

that the college/school accept these as pharmacy curricular electives), and 2) advanced 

pharmacy practice experiences (APPE) in detoxification units or addictive disease 

treatment centers, drug courts, or even addiction research centers such as the National 



Institute on Drug Abuse (NIDA) and National Institute on Alcohol Abuse and 

Alcoholism (NIAAA).  Other recommended non-didactic activities include: 

1. Within the first month of school, an orientation to college/school policies on 

student addiction and related disorders, impairment, treatment, and recovery.  

2. A similar orientation for faculty members concerning both student and faculty 

issues (when major new programs are implemented and during new faculty 

orientation).

3. The development and promotion of a student addictive disease prevention, 

assistance, and support committee whose primary activities would include 

primary prevention efforts within the school/college, identification of students 

with addiction or related disorders, encouraging students with these problems to 

obtain assistance, referral to assistance resources, and recovery support following 

treatment. Where feasible, assistance programs should coordinate their activities 

with the state's pharmacist recovery program. 

4. Additional advanced training in addiction and related disorders, if available. 

5. Inclusion of addiction and related disorders topics in student organization 

programming and in college/school seminar programs. 

Legal and Ethical Issues

   Core legal content should normally be contained within a pharmacy law course.  

Campus substance abuse and student assistance policies and procedures, and established 

rules concerning alcohol use, control, and promotion on campus or at any activity 

sponsored by a campus or college/school representative or organization should be 

presented to the students within student orientation or during the first month after 

matriculation. Legal issues related to identification, intervention, referral, treatment, and 

recovery of addicted students and pharmacists, and issues relating to confidentiality and 



liability, can be placed at any point in the curriculum—as long as they are prior to 

practice experiences. This would include both IPPE and APPE opportunities. 

   Instructors should have a contemporary knowledge of professional, law 

enforcement, and regulatory aspects of addiction and a proven ability to convey such 

information. In some cases, campus, community, or governmental resources such as 

substance abuse counselors or educators; members of the Board of Pharmacy; 

representatives of enforcement agencies, and community prevention and treatment 

organizations; and individuals representing professional addictive disease assistance 

programs may be utilized. Resources for content may include existing federal, state and 

local laws. 

    Substance abuse, sociology, or law enforcement courses offered within the 

college/school, elsewhere on campus, or at other local institutions, are potential elective 

opportunities for students to expand their understanding of impairment and the judicial 

process. 

    Students should be exposed to the ethical and moral issues involved in the area of 

addiction and related disorders. They should be given the opportunity to reflect on their 

perceptions of the addict, and the addict’s impact on society as a whole, and on other 

individuals specifically. Other areas for ethical reflection should include the issue of 

pharmacies selling alcohol and tobacco products.



APPENDIX A.  OBJECTIVES FOR STUDENT PHARMACIST SUBSTANCE ABUSE 

EDUCATION 

 The following are suggested objectives for the education of student pharmacists 

concerning addiction and related disorders, including alcohol and other drugs.  The reader is 

referred to the text for information concerning suggested positioning of this instructional content 

within the curriculum. 

A. Psychosocial Aspects of Alcohol and Other Drug Use

Students should be able to: 

1. Define the following terms as they relate to non-therapeutic psychoactive drug use: 

abstinence, alcohol abuse, alcoholism, blackout, chemical (or drug) dependency, drug 

abuse, binge drinker, heavy drinker, physical dependence, psychological dependence, 

addiction, intervention, detoxification, recovery, relapse, sobriety, substance abuse, 

tolerance, and withdrawal. 

2. Relate a historical perspective of non-therapeutic psychoactive drug use in society and 

how this history provides a perspective for our current drug-related experiences, and 

describe cultural changes that have occurred in American society over the last 100 years 

and how these changes relate to alcohol and psychoactive drug use, abuse, and addiction. 

3. Describe and give examples of how appropriate use of psychoactive drugs helps to shape 

and meet the needs of society. 

4. Summarize current information on the epidemiology of alcohol and other drug abuse, 

including ethnic and other influential factors. 

5. Identify predisposing factors to the development of alcoholism and other addictive 

diseases, as well as relapse to alcohol or other drug use. 

6. Discuss the disease of addiction, including research findings, supporting and utilizing the 

following disease characteristics: denial, primary, progressive, chronic, relapsing, 



treatable (recovery), and family-centered. 

7. Define and describe what is meant by adult children, dysfunctional family roles, and 

codependence.

8. Describe the impact of dysfunctional families on the development of adult children, 

dysfunctional family roles, and codependence 

9. Discuss the relationship between alcohol and other drug use with behavioral problems, 

crime, violence, school/work issues, and chronic medical and mental illnesses. 

10. Discuss student and pharmacist involvement in community drug abuse education and 

prevention, and identify potential educational needs, approaches, and resources 

appropriate to each target population (elementary, middle school, and  high school; adult; 

and geriatric populations). 

B.  Pharmacology/Toxicology and Therapeutic Aspects of Alcohol and Other 

Psychoactive Drugs 

 Students should be able to: 

1. Describe and explain the major pharmacological effects, therapeutic uses, adverse effects, 

overdose effects, addiction potential, and withdrawal syndromes associated with 

psychoactive substances (to include, alcohol, nicotine, caffeine, cocaine, amphetamine 

and other stimulants, opiates and opioids, cannabis, inhalants, entactogens, anabolic 

steroids and other performance enhancing drugs, designer drugs, and street drugs) on 

persons of all ages as well as during pregnancy and breastfeeding.  

2. Describe the various methods of prevention and treatment of overdose and withdrawal 

syndromes associated with agents listed in #1 above. 

3. Describe the contribution of addictive and related disorders to the risk of pregnancy, and 

exposure to and infection with HIV, hepatitis, and other communicable diseases. 

4. Describe the pharmacologic agents utilized in the maintenance of recovery for addicted 

individuals, how they are used, and the limitations of these agents. 



5. Describe how to obtain help for an individual who has overdosed.   

C.  Addictive Disease: Identification, Intervention, and Treatment

 Students should be able to: 

1. Identify and apply the major diagnostic indicators for addictive diseases. 

2. Describe the characteristics of addiction to alcohol and other drugs as well as the general 

course and progressive nature of this disease. 

3. Describe the process involved in a formal intervention (including the role of family 

members, friends, employers, and other significant persons) for addictive diseases and the 

role of this process in getting addicts into treatment and offering them hope for recovery. 

4. Describe the level and cost of treatment services that are covered by student and 

employee health insurance, and other health insurance plans. 

5. Identify addiction and related disorders assistance resources available for all individuals, 

including students at their colleges/schools and how to access pharmacist assistance 

programs throughout the United States. 

6. Discuss the role of employee assistance programs in the workplace. 

7. Describe the value and limitations of contracting for evaluation, treatment, and recovery 

in student and pharmacist assistance programs. 

8. Explain the modalities of treatment for addiction and related disorders as well as 

personality and other characteristics that are predictors of treatment outcome. 

9. Explain the basic principles of 12-step programs [to include Alcoholics Anonymous, Al-

Anon, Alateen, Narcotics Anonymous, Nar-Anon, Nicotine Anonymous, Adult Children 

of Alcoholics (ACoA), and Codependents Anonymous (CoDA)]; their methods of 

operation; their relationship to treatment and recovery; their target populations; and how 

to refer patients to these programs.  (It is recommended that students also receive 

information about other addictive behaviors and treatment options for eating disorders, 

gambling, and sex addictions, as well as support groups such as Overeaters Anonymous 



or Gamblers Anonymous.) 

10. Describe the role and impact of adjunctive measures in treatment and recovery such as: 

stress management, assertiveness, self-talk concepts, job training, wellness, and nutrition. 

11. Describe aftercare approaches in the continuum of treatment/recovery. 

12. Identify indicators of potential relapse and proven prevention strategies, and describe 

contingency plans that may be utilized by recovery assistance programs in the event of a 

relapse. 

13. Discuss the role of urine, hair, saliva, and other types of drug and alcohol testing in 

recovery as well as procedures to reduce the likelihood of false positives, false negatives, 

and sample tampering.  

14. Discuss the goals of treatment and expected outcomes based upon population served 

(such as court-referred, job jeopardy, or organized professional assistance programs). 

15. Identify common issues faced by health care professionals, including pharmacists and 

student pharmacists, re-entering college/school or jobs following addiction and related 

disorders treatment, including such things as narcotic access, participation in social 

activities, and personnel who should and who do have access to confidential information. 

16. Provide counseling for the individual in recovery from addictive and related disorders 

concerning the impact that other health problems or medication use (psychoactive or not) 

have on recovery, and provide information on alternatives to support recovery and 

minimize the risk of relapse. 

17. Explain the role of co-morbid psychiatric disorders as a complicating factor in addiction 

and related disorders’ diagnosis, treatment, and recovery. 

D.  Legal Issues

 Students should be able to:  

1. Discuss existing laws and penalties as they pertain to the abuse of alcohol and the control, 

distribution, and abuse of drugs and other substances. 



2. Relate how campus and college/school policies concerning the abuse of alcohol and other 

drugs reflect current legal constraints, and identify how these policies may be reflected as 

societal trends or norms. 

3. Discuss appropriate pharmacy security considerations to deter and to deal with theft of 

controlled substances. 

4. Discuss the legal implications of forged or altered prescriptions and of dispensing 

prescriptions when there is clear evidence that the patient is obtaining the prescription in 

excess or in the absence of a legitimate medical need. 

5. Describe appropriate action to take when a pharmacist is presented with a forged, altered, 

or obviously non-therapeutic prescription for a controlled substance. 

6. Discuss how impairment, treatment, and recovery might affect a person's ability to obtain 

or retain a license to practice as an intern or pharmacist. 

7. Describe the role of state pharmacist assistance networks (PRNs) and legal procedures 

including contracts in the recovery process for student pharmacists and pharmacists. 

8. Discuss college/school policies concerning impairment and the availability of assistance 

resources. 

9. Discuss the legal requirements for reporting impaired practitioners, especially those who 

refuse to obtain assistance. 

10. Discuss liability issues concerning the employment of impaired pharmacists/student 

pharmacists, reporting vs. failure to report impairment, and employment of 

pharmacists/student pharmacists in recovery. 

11. Explain the nature and intent of federal laws governing confidentiality, especially 

regarding treatment records, and observe these regulations in dealing with patient care 

and professional assistance issues. 
�

�

�



American�Association�of�Colleges�of�Pharmacy�Guidelines�for�the�Development�of�Addiction�and�
Related�Disorders�Policies�for�Colleges�and�Schools�of�Pharmacy3�

�

POSITION�STATEMENT�

�

The�American�Association�of�Colleges�of�Pharmacy�(AACP)�and�member�colleges�and�schools:�

� recognize�that�addiction�and�related�disorders4�(AARDs)�(including�alcoholism)�are�diseases�that�
affect�all�of�society;�

� accept�a�responsibility�to�assist�student�pharmacists,�faculty�and�other�employees�with�AARDs,�and�
their�families,�toward�recovery;�

� accept�a�responsibility�to�support�student�pharmacists,�faculty�and�other�employees�in�their�recovery�
from�co�dependent�relationships�with�individuals�with�AARDs;�

� advocate�referral�of�student�pharmacists�and�pharmacist�faculty�with�AARDs�to�pharmacist�recovery�
programs�in�the�state�when�needed,�and�possible�referral�of�non�pharmacist�faculty�and�other�
employees�to�employee�assistance�or�other�support�programs�for�appropriate�evaluation�and�referral�
for�treatment�and�recovery�support;�

� accept�the�need�for�cooperation�with�state�boards�of�pharmacy�wherever�public�safety�may�be�
endangered�by�student�pharmacists�or�pharmacist�faculty�with�AARDs,�and�where�required�by�law;�

� accept�responsibility�for�providing�professional�education�concerning�AARDs�in�entry�level�programs�
at�each�college/school;�

� encourage�research�and�continuing�education�programs�about�AARDs�to�be�conducted�in�pharmacy�
colleges�and�schools,�and�elsewhere�throughout�the�profession;�

� encourage�college/school�participation�in�public�education�and�prevention�programs�concerning�
AARDs;�

� accept�responsibility�for�restricting�alcohol�use�promotions�on�campus�and�at�other�college/school�
events;��

� accept�responsibility�for�reducing�the�risk�of�alcohol�related�problems�at�social�events�sanctioned�or�
sponsored�by�colleges/schools�or�their�affiliated�organizations�or�classes;�

� accept�responsibility�for�the�development�and�dissemination�of�policies�which�prohibit�illicit�drug�use�
by�student�pharmacists,�faculty�and�staff�of�the�college/school;�and�

������������������������������������������������������������
3These guidelines were revised by the AACP Special�Committee�on�Substance�Abuse�and�Pharmacy�Education:�Paul�W.�Jungnickel�(Chair�–�
Auburn�University),�Edward�M.�DeSimone�(Creighton�University),�Julie�C.�Kissack�(Harding�University),�Lisa�A.�Lawson�(University�of�the�Sciences�
in�Philadelphia),�Matthew�M.�Murawski�(Purdue�University),�Brandon�J.�Patterson�(University�of�Iowa),�Raylene�M.�Rospond�(Drake�University),�
David�M.�Scott�(North�Dakota�State�University),�Jennifer�Athay�(AACP).��The�citation�for�the�previous�guidelines�is:�Am�J�Pharm�Educ.�
1999;62(Winter�Suppl):28S�34S.�

4�Addiction�and�Related�Disorders�is�the�terminology�that�has�been�proposed�for�use�in�the Diagnostic and Statistical Manual of Mental 
Disorders, proposed 5th edition., American Psychiatric Association, Washington DC (scheduled for release May 2013) (commonly, “DSM-V”). 



� accept�responsibility�for�the�development�and�promotion�of�student�wellness�programs�as�a�
component�of�the�student�orientation�process�and�entry�level�curriculum,�and�for�wellness�program�
promotion�for�employees�of�the�college/school.�

�

�

�

�

GENERAL�GOALS�FOR�PROGRAMS�FOR�AARDs�IN�COLLEGES�AND�SCHOOLS�OF�PHARMACY�

�

1. Protect�society�from�harm�that�student�pharmacists,�faculty�and�other�employees�with�AARDs�may�
cause.�

2. Provide�compassionate�assistance�for�student�pharmacists,�faculty�and�other�employees,�and�their�
immediate�families,�with�AARDs�or�with�related�co�dependencies.�

3. Provide�assistance�in�a�way�that�protects�the�rights�of�individuals�with�AARDs�to�receive�treatment�
in�compliance�with�statutes�and�policies�concerning�confidentiality.�

4. Afford�recovering�student�pharmacists�who�are�not�legally�restricted,�and�are�no�longer�impaired,�
the�opportunity�to�continue�their�pharmacy�education�without�stigma�or�penalty.�

5. Afford�recovering�faculty�and�other�employees�who�are�not�legally�restricted,�and�are�no�longer�
impaired,�the�opportunity�to�continue�their�careers�without�stigma�or�penalty.�

6. Provide�leadership�in�a)�the�development�of�curricular�content�which�addresses�the�societal�impact�
of�AARDs�as�disease�states,�both�for�entry�level�curricula�and�continuing�professional�education,�b)�
the�public�education�efforts�of�the�colleges�and�schools�concerning�AARDs,�c)�addressing�the�
campus�issues�concerning�responsible�use�of�potentially�addicting�or�harmful�substances,�and�d)�
the�development�of�wellness�programs�intended�to�promote�healthy�lifestyles�in�student�
pharmacists,�faculty�and�other�employees�and�their�families.�

�

�

�

GENERAL�GUIDELINES�FOR�THE�DEVELOPMENT�OF�ARD�PROGRAMS�IN�COLLEGES�AND�SCHOOLS�OF�
PHARMACY�

�

The�following�are�general�guidelines�that�are�suggested�for�use�in�the�drafting�of�specific�policies�and�
procedures�for�AARDs�issues�at�each�college/school�of�pharmacy.�

�

I.�ASSISTING�INDIVIDUALS�WITH�AARDs�



�

A.�Statistics�

AARDs�in�the�United�States�due�to�tobacco,�alcohol�and�other�drugs,�contribute�significantly�to�
morbidity�and�premature�mortality,�as�well�as�to�rising�health�care�costs.�It�is�estimated�that�30�
percent�of�adult�inpatient�hospital�admissions�may�be�related�to�alcohol�use.�In�2008,�20.1�million�
Americans�(8.0�%)�reported�current�illicit�drug�use�and�17.3�million�(6.9%)�met�the�criteria�for�heavy�
alcohol�use.�A�lifetime�prevalence�of�about�16%�for�any�addiction�or�related�disorder�(AORD),�13%�
for�alcohol�related�AARDs,�and�6%�for�other�drug�AARDs�(excluding�alcohol�and�tobacco)�is�
suggested�in�the�psychiatric�literature.�About�1/3�of�the�population,�including�health�professionals,�
comes�from�families�with�histories�of�alcohol�problems.�Well�structured,�formal�AARD�recovery�
assistance�programs�report�long�term�recovery�rates�of�about�85%.�Completion�of�AARD�recovery�
programs�has�become�an�asset�to�pharmacists�as�employers�realize�that�these�employees�are�more�
reliable�and�less�frequently�ill�than�most�employees.�

�

�

B.�Student�pharmacists�with�AARDs�(SPwAARDs)�

1. Colleges/schools�should�develop�a�group�of�student�pharmacists�(student�pharmacist�assistance�
committee,�SPAC)�who�are�knowledgeable�about�AARDs�recognition�and�referral�(i.e.,�have�
taken�related�coursework�or�other�related�training�or�attended�the�Pharmacist�Section�at�the�
University�of�Utah�School�on�Alcoholism�and�Other�Drug�Dependencies)�who�can�be�identified�
within�the�college/school�as�the�resource�for�referring�concerns�about�SPwAARDs�as�well�as�the�
provision�of�education�and�support�concerning�AARDs.��

2. Pharmacy�colleges/schools�need�to�develop�policies�and�procedures�for�the�referral�of�student�
pharmacists�with�suspected�AORDs.��Policies�and�procedures�will�vary�based�on�board�of�
pharmacy�regulations�and�the�availability�of�pharmacist�recovery�programs�(PRP).��It�should�be�
noted�that�the�introduction�of�required�introductory�pharmacy�practice�experiences�(IPPE),�that�
occur�throughout�pharmacy�curricula,�will�in�most�states�require�student�pharmacists�to�be�
licensed�as�interns/externs�by�their�respective�state�boards�of�pharmacy.��As�a�result,�depending�
on�the�state,�boards�of�pharmacy�will�have�varying�degrees�of�jurisdiction�over�SPwAARDs.��Since�
student�pharmacists�are�members�of�the�pharmacy�profession�who�are�in�training,�it�is�
recommended�that�pharmacy�colleges/schools�design�their�assistance�programs�to�parallel�as�
much�as�possible�the�pharmacist�assistance�programs�within�their�respective�states.��Thus,�
depending�on�the�state�in�which�a�pharmacy�college/school�is�located,�the�preferred�policies�and�
procedures�would�include�referral�to�a�PRP�or,�a�board�of�pharmacy�authorized�program.��It�is�
recommended�that�college��and�school�based�assistance�programs�(CSBAPs)�only�be�used�in�
those�locales�where�the�aforementioned�programs�are�not�available.��All�colleges/schools�of�
pharmacy�must�have�mechanisms�in�place�to�ensure�that�impaired�students�are�not�placed�in�
practice�experiences�until�they�are�at�least�in�the�initial�stages�of�recovery�and�monitoring.��

3. Pharmacy�colleges/schools�should�routinely�publicize�their�policies�and�procedures�concerning�
AARDs.�The�SPAC�should�play�an�active�role�in�publicizing�these�policies�and�procedures.��The�
policies�and�procedures�should�clearly�delineate�the�contact�persons�to�whom�students�



suspected�of�having�AORDs�should�be�reported.��Policies�and�procedures�should�maintain�
confidentiality�of�student�pharmacists�suspected�of�having�AORDs.�However,�involvement�in�a�
PRP�or�board�of�pharmacy�program�may�require�student�pharmacists�to�sign�a�release�form�to�
allow�colleges/schools�to�release�confidential�student�information.�

4. The�identity�of�individuals�reporting�others�with�possible�AORDs�must�be�treated�in�confidence,�
as�must�be�the�identities�of�reported�or�self�reported�SPwAARDs.�Only�authorized�individuals�
should�be�made�aware�of�the�specific�identity�of�any�reported�student�pharmacist,�and�these�
individuals�should�carry�out�the�investigation�and�referral�process,�if�required.�All�cases�must�
have�specific�documentation�of�a�suspected�AORD�(such�as�witnessed�diversion�or�use,�positive�
drug�screen,�changes�in�behavior�consistent�with�impairment,�or�arrests,�rather�than�hearsay)�
before�an�intervention�should�be�considered.�An�investigation�to�obtain�needed�information�
must�be�conducted�confidentially�by�the�authorized�individuals.�If�a�PRP�exists�within�the�state,�
college/school�policies�and�procedures�should�be�designed�so�that�SPwAARDs�participate�in�
these�assistance�programs�when�possible.�

5. Prior�to�intervention,�a�plan�for�referral�of�the�student�pharmacist�with�addiction�or�a�related�
disorder�(SPwAORD)�should�be�generally�agreed�upon.�Normally�this�will�entail�a�formal�AARD�
evaluation�and�treatment�planning,�which�could�include�immediate�treatment.�Interventions�
should�occur�once�adequate�documentation�suggesting�an�AORD�is�obtained.�Only�those�
authorized�individuals�directly�involved�in�the�case�(see�above)�and�other�appropriate�individuals�
who�can�significantly�contribute�to�the�intervention�(e.g.,�family�members,�employer,�
roommates,�spouse/significant�other,�physician,�and�representatives�from�state�PRP)�should�be�
involved.�If�the�investigation�fails�to�provide�adequate�support�for�an�intervention,�the�case�may�
be�continued�until�sufficient�information�is�obtained.�If�the�investigation�does�not�document�an�
AORD,�the�case�is�closed�and�records�are�confidentially�maintained.�

6. Professional,�family,�and�financial�considerations�are�often�excuses�used�by�SPwAARDs�during�
the�intervention�process�to�avoid�going�for�evaluation�and/or�treatment.�These�issues�should�be�
addressed�by�the�monitoring�program�(e.g.,�PRP,�board�of�pharmacy�program,�or�CSBAP)�prior�to�
the�intervention,�if�possible.��

7. Adequate�precautions�should�be�taken�to�assure�that�the�SPwAORD�who�admits�to�or�is�shown�
to�have�a�problem�while�being�confronted�is�prevented�from�harming�himself/herself,�or�others;�
agitated�student�pharmacists�cannot�be�released�to�their�own�recognizance.��

8. Student�pharmacists�must�be�informed�that�refusal�to�cooperate�with�the�recommendations�of�
the�monitoring�program�will�normally�necessitate�termination�of�that�program’s�advocacy�on�
the�part�of�the�student�and�require�reporting�the�individual�to�the�administration�of�the�college.��

9. If�the�student’s�AORD�appears�to�immediately�endanger�self�or�others,�he/she�should�be�
referred�for�evaluation�and/or�treatment�as�soon�as�possible.�When�this�is�necessary,�there�
should�be�a�procedure�approved�by�the�college/school�and�other�necessary�university�officials,�
which�allows�the�authorized�individuals�to�obtain�a�leave�of�absence�from�administration�
(college/school,�university�or�any�other�body�with�the�authority�to�grant�such�leave)�for�the�
SPwAORD�for�an�unspecified�period�of�time,�with�guaranteed�reentry�into�the�college/school�
(assuming�academic�eligibility�is�intact�at�the�end�of�the�most�recently�completed�semester�or�
quarter�and�that�all�other�administrative�obligations�due�the�college/school�have�been�met)�at�a�
level�appropriate�to�his/her�previous�academic�progress.��

10. Often�student�pharmacists�do�not�have�the�resources�to�pay�for�treatment.�Colleges/schools�
should�require�that�all�student�pharmacists�carry�medical�insurance�with�coverage�for�AARDs�
and�are�encouraged�to�ensure�that�university�sponsored�student�health�policies�include�AARDs�
treatment.��



11. Monitoring�groups�should�compile�a�list�of�acceptable�treatment�centers�that�offer�services�
appropriate�to�the�recovery�of�SPwAARDs,�based�upon�cost,�program,�usual�duration�and�type�of�
treatment,�and�willingness�to�cooperate�with�the�reporting�needs�of�the�monitoring�group.�
While�costs�of�treatment�programs�are�of�concern,�it�is�appropriate�that�monitoring�groups�
approve�only�those�programs�that�are�equipped�to�provide�for�the�specific�needs�of�health�
professionals.���

12. Whenever�possible,�support�systems�should�be�in�place�to�help�the�families�of�SPwAARDs.�
Colleges/schools,�PRPs,�or�pharmacy�organizations�could�establish�revolving�loan�funds�to�assist�
student�pharmacists�and�their�families�during�the�treatment�process.��Monitoring�programs�
should�attempt�to�assure�that�the�families�of�SPwAARDs�receive�assistance�if�needed�during�the�
recovery�process.�Often�parents�of�students,�other�family�members,�or�friends�may�be�willing�to�
help.�If�employed,�the�employer�should�be�contacted�to�arrange�a�leave�from�the�job�and,�if�
possible,�assurance�that�the�job�will�be�available�once�treatment�is�completed.�

13. There�are�many�available�types�of�treatment.�As�a�general�rule,�inpatient�treatment�programs,�
which�usually�last�about�one�month,�are�more�successful�than�outpatient�programs�but�are�
significantly�more�expensive.�Participation�of�SPwAARDs�in�formal�treatment�programs�
appropriate�to�the�severity�of�their�AARDs�is�advocated,�rather�than�only�unstructured�
participation�in�12�step�programs�such�as�Alcoholics�Anonymous�(AA)�or�Narcotics�Anonymous�
(NA).�

14. Student�pharmacists�suspected�with�AORDs�should�be�asked�to�sign�agreements�that�are�
developed�based�on�their�colleges’/schools’�approved�policies�and�procedures.�These�will�
generally�include�an�assessment�agreement�prior�to�entering�an�assessment�program�and�a�
recovery�contract�if�treatment�is�recommended.��Recovery�contracts�normally�stipulate�the�
terms�of�treatment,�conditions�of�reentry�to�pharmacy�school,�maintenance�program�following�
treatment,�consequences�of�noncompliance�with�the�contract,�financial�obligations,�
authorization�for�reporting�of�information�pertinent�to�treatment�progress�to�authorized�
individuals,�assurance�of�confidentiality�of�records�(including�the�maintenance�of�confidentiality�
of�student�pharmacists�on�rotations),�and�disposition�of�records�upon�completion�of�contract.�
Noncompliance�normally�will�result�in�reporting�of�the�case�to�the�Dean�(or�other�authorized�
administrator)�of�the�college/school�for�disposition�once�the�individual�has�been�warned�of�the�
noncompliance�and�fails�to�return�to�compliance�with�contractual�terms.�When�the�individuals�
hold�intern/extern�licenses�or�certificates�issued�by�a�board�of�pharmacy,�the�board�will�also�be�
notified.�Based�on�experience�from�health�professional�recovery�programs,�the�recommended�
duration�of�recovery�contracts�is�five�years.�The�student�who�graduates�from�the�college/school�
of�pharmacy�during�that�period�of�time�represents�a�problem�when�only�a�CSBAP�is�involved.�In�
such�cases,�the�contract�should�stipulate�to�whom�the�records�will�be�transferred�for�monitoring�
after�the�individual�graduates�and/or�moves�from�the�state.�It�must�be�stated�that�the�
monitoring�program�or�Board�in�another�state�may�not�accept�the�terms�of�the�contract�and�
may�choose�to�alter�it�or�impose�additional�conditions.�Utilization�of�a�PRP�or�board�controlled�
program�as�the�monitoring�program�for�SPwAORDs�simplifies�this�because�they�can�continue�to�
monitor�the�pharmacy�graduate�if�he/she�stays�in�that�state.�

15. Maintenance�programs�are�usually�detailed�in�the�contract�or�developed�in�the�latter�part�of�the�
treatment�process�and�agreed�to�as�a�signed�addendum�to�the�contract.�These�commonly�
stipulate�the�number�of�12�step�(AA,�NA)�meetings�and�the�number�of�health�professional�
support�groups�that�must�be�attended.�The�SPwAARDs�agrees�to�abstain�from�use�of�all�mind�
altering�drugs�except�as�prescribed�or,�in�the�case�of�over�the�counter�drugs,�recommended,�in�
defined�circumstances�and�to�provide�scheduled�and/or�random�urine�and/or�blood�samples�for�
testing�as�requested�by�the�monitoring�program.��Testing�costs�are�generally�the�participant’s�



expense�or�could�be�a�covered�service�provided�through�medical�insurance.�Authorization�for�
obtaining�both�job�performance�reports�from�employers�and�reports�from�others�as�needed�and�
a�definition�of�the�duration�of�the�contract�are�included.�Some�programs�require�the�completion�
of�a�listing�of�12�step�meetings�attended�with�dates.�

16. Changes�in�pharmacy�curricula�now�include�practice�experiences�that�are�required�throughout�
all�years�of�the�curriculum�and�are�often�integrated�with�other�course�work.�Thus,�purely�
academic�work�may�seldom�be�taken�in�isolation�from�practice�experiences.��This�may�
frequently�create�a�scenario�where�student�pharmacists�cannot�be�enrolled�if�they�are�not�at�a�
point�in�recovery�and�monitoring�that�allows�them�to�participate�in�practice�experiences.��
Reentry�into�pharmacy�school�(if�progress�is�interrupted�by�treatment)�should�depend�on�
compliance�with�contract�terms�and�authorization�to�return�from�the�monitoring�program.�
Decisions�regarding�return�to�pharmacy�school�must�include�considerations�of�the�SPwAORDs’�
progress�in�treatment�and�recovery,�along�with�patient�safety�concerns;�premature�return�to�
pharmacy�school�may�jeopardize�the�student�pharmacist’s�recovery�and�patient�safety.�

17. Pharmacy�college/school�policies�and�procedures�must�carefully�stipulate�the�individual(s)�
responsible�for�the�collection,�maintenance�and�disposition�of�records�in�a�confidential�and�
secure�manner.�Access�to�these�records�must�be�restricted�to�only�those�individuals�authorized�
to�review�them�on�a�need�to�know�basis.�Pharmacy�college/school�personnel�who�are�
responsible�for�placement�of�students�in�practice�experience�rotations�must�be�notified�of�any�
student�pharmacists�whose�current�impairment/treatment/recovery�status�precludes�
participation�in�practice�experiences.�All�records�may�be�released�to�the�Dean�(or�other�
authorized�administrator)�if�noncompliance�with�contractual�terms�necessitates�termination�of�
the�advocacy�for�the�student�by�the�monitoring�program.�

�

C.�Assisting�Pharmacist�Faculty�with�AARDs�

1. Faculty�members�with�AARDs�(FwAARDs)�who�are�registered�pharmacists,�once�identified,�
should�participate�in�a�program�similar�to�that�for�SPwARDs�as�outlined�above,�based�on�the�
programs�available�for�pharmacists�in�the�particular�state�(e.g.,�PRP�or�board�programs).��This�is�
particularly�the�case�for�faculty�members�who�are�actively�practicing�pharmacists.�In�the�
absence�of�such�programs,�a�college/school�or�campus�program�could�be�formed�to�assist�
faculty�members�and�report�them�based�on�college/school�or�campus�policies,�which�could�
include�college/school�administration�(who�would�usually�refer�the�individual�for�evaluation�
and/or�treatment),�faculty�and/or�employee�assistance�programs�or�employee�health�services.�
The�reporting�system�for�a�suspected�FwAARDs�should�identify�a�contact�person�within�the�
college/school�who�represents�the�recognized�monitoring�program.�

2. The�employer�should�be�an�active�participant�in�the�recovery�program.�Identification�of�
FwAARDs�to�administration�(the�Dean�in�most�cases)�will�therefore�be�required;�confidentiality�
of�information�should�be�preserved�at�that�level.�Status�on�the�faculty�should�reflect�other�sick�
leave�policies,�criminal�charges�notwithstanding.�

3. Employee�health�insurance�policies�should�cover�treatment�for�AARDs;�faculty�members�should�
be�given�sick�leave�to�participate�in�treatment,�whenever�possible.�

4. A�contract�for�recovery�should�be�required.�Reentry�into�the�workplace�should�occur�once�
approved�by�the�treatment�counselor�and/or�monitoring�bodies.�

5. Support�systems�for�families�should�be�considered�by�each�college/school.�
�



�

D.�Assisting�Other�Employees�of�the�College,�Including�Faculty�Members�who�are�not�Registered�
Pharmacists.�

Normally�assistance�for�these�individuals�should�be�coordinated�through�employee�assistance�or�
employee�health�programs�on�campus.�If�these�are�not�available�or�are�unable�to�assist,�the�
college/school�should�identify�several�appropriate�treatment�centers�in�the�area�and�obtain�
information�similar�to�that�outlined�for�student�pharmacists.�Employees�with�AARDs�should�be�given�
sick�leave�to�complete�treatment�and�may�be�asked�to�contractually�agree�to�a�recovery�program�if�
consistent�with�university�policies�and�employee�rights.�Employee�insurance�should�cover�AARDs�
treatment.�A�representative�from�the�program�for�FwAARDs�might�serve�as�a�contact�person.�It�
should�be�noted�that�loss�of�student�and/or�intern�status�and�loss�of�pharmacy�licensure�are�very�
strong�compliance�incentives�for�student�pharmacists�and�pharmacist�faculty�(estimated�to�be�85�
90%).�While�this�incentive�does�not�exist�for�non�licensed�employees,�their�chances�of�compliance�
may�be�improved�by�the�development�of�a�contingency�contract�with�an�employee�assistance�
program.�

�

AARDs�in�a�family�member�will�often�impede�a�student’s�academic�progress�or�an�employee’s�job�
performance;�for�this�reason,�colleges/schools�should�consider�offering�the�recovery�or�assistance�
services�available�for�student�pharmacists,�faculty�and�other�employees�with�AARDs�to�the�
immediate�families�of�such�individuals�[employee�assistance�programs�(EAPs)�often�are�made�
available�to�family�members].�The�student,�faculty�or�other�employee�should�then�be�involved�in�the�
monitoring�program’s�support�program�for�co�dependants.�

�

II.�RELATED�ISSUES�

�

A.�Legal�

If�patients�or�other�individuals�are�harmed�through�the�negligence�of�students�or�faculty�members�
with�AARDs,�preceptors�and/or�colleges/schools�may�be�held�vicariously�liable,�even�if�they�had�no�
prior�knowledge�of�the�individual’s�AORDs.�Preceptors�and/or�colleges/schools�are�especially�liable�if�
students�or�faculty�members�are�known�to�be�impaired�and�are�allowed�to�participate�in�patient�
contact�experiences�with�resultant�patient�injury.�Students�or�faculty�members�who�are�participating�
in�college/school�approved�recovery�programs,�and�who�have�approval�to�return�to�school/work�
from�a�treatment�counselor�and/or�monitoring�program,�represent�a�much�reduced�liability�risk�for�
the�preceptors�and/or�colleges/schools.�Programs,�which�encourage�early�reporting�of�impairment�
before�the�disease�progresses�to�the�point�of�harming�others,�are�therefore�in�the�best�interest�of�
colleges/schools,�preceptors,�and�the�public.�



�

Incorporation�of�practice�experiences�throughout�curricula�increases�liability�for�pharmacy�
colleges/schools�should�impaired�students�be�placed�in�practice�experiences�and�their�negligent�
actions�result�in�patient�harm.��College/schools�policies�must�assure�that�student�pharmacists�who�
are�known�to�be�impaired�not�be�placed�in�practice�experiences�until�such�time�as�they�are�approved�
by�their�monitoring�program.��Colleges/schools�of�pharmacy�should�consider�requiring�background�
checks�as�a�means�to�identify�admitted�students�whose�criminal�records,�including�diversion�of�
controlled�substances,�may�result�in�them�not�being�eligible�for�licensure�as�an�intern/extern�or�as�a�
pharmacist�upon�graduation.�

�

University�attorneys�should�review�all�procedural�documents�and�contracts�to�assure�legal�validity�
and�protection�of�participants�and�the�university.�Issues�of�student,�faculty�and�employee�rights�
must�be�addressed�with�university�attorneys�in�the�design�of�any�program,�and�state�and�federal�
laws�must�be�considered,�especially�those�pertaining�to�confidentiality.�Procedures�used�must�
clearly�indicate�to�potential�program�participants�that�confidentiality,�in�all�situations,�including�
student�rotations,�will�be�preserved�and�that�compliance�with�the�program�will�normally�ensure�
continued�student�status�or�employment�without�prejudice.��Procedures�should�clearly�indicate�that�
failure�to�comply�with�the�monitoring�program’s�recommendation�for�evaluation�and/or�treatment�
will�result�in�reporting�the�case�details�to�the�responsible�reporting�body�(Dean,�Board�of�Pharmacy,�
and/or�employer)�and�the�termination�of�the�monitoring�program’s�advocacy�for�the�individual.�

�

Participation�in�these�programs�does�not�confer�immunity�for�the�individual�from�legal�prosecution�
for�criminal�acts,�although�information�given�in�confidence�to�counselors�or�physicians�should�be�
legally�protected�from�disclosure.�It�should�be�noted�that�peer�assistance�may�not�be�so�protected�
from�disclosure.�Legal�review�and�interpretation�of�local�law�is�mandatory�in�program�design�to�
avoid�jeopardizing�the�integrity�and�credibility�of�the�assistance�process.�

�

Whenever�possible,�there�should�be�a�legally�valid�non�liability�clause�included�in�state�professional�
practice�statutes�for�pharmacists�and�in�university�policies�for�student�pharmacists,�faculty�and�
other�employees,�for�individuals�functioning�as�members�of�such�monitoring�bodies�and�EAPs.�The�
following�is�an�example�of�possible�language:�“No�member�of�a�peer�review�committee�or�employee�
assistance�program�functioning�in�an�advocacy�role�for�the�recovery�of�student�pharmacists,�faculty�
and�other�employees�with�AARDs�can�be�held�liable�for�damages�resulting�from�action�or�
recommendations�made�within�the�scope�of�that�committee’s/program’s�function�if�such�member�
acts�without�malice�and�in�the�reasonable�belief�that�such�action�or�recommendation�is�warranted�
by�the�facts�known�to�him�after�reasonable�effort�is�made�to�obtain�the�facts�on�which�such�action�is�
taken�or�recommendation�is�made.”�There�should�also�be�a�statement�indicating�that�no�person�who�



in�good�faith�and�without�malice�makes�a�report�to�a�monitoring�program�or�EAP�shall�be�liable�for�
such�reporting.�

�

B.�Academic�

Student�academic�standing�at�the�end�of�the�most�recently�completed�semester�or�quarter�before�
entering�treatment�should�be�preserved�while�the�student�is�on�a�leave�of�absence�for�such�therapy.�
If�the�student�pharmacist�is�academically�ineligible�to�continue�in�the�pharmacy�curriculum,�
participation�in�the�program�should�not�preclude�administrative�action�for�dismissal.��College/school�
academic�progression�committees�should�consider�the�impact�of�impairment�on�a�student�
pharmacist’s�academic�performance�and�consider�reinstatement�in�pharmacy�school�in�those�cases�
where�treatment�and�recovery�could�reasonably�be�expected�to�facilitate�academic�and�professional�
success.�

�

�

�

C.�Relationships�with�Boards�of�Pharmacy�

Many�student�pharmacists�are�licensed�as�interns/externs�by�state�boards�of�pharmacy,�and�these�
entities�should�be�contacted�when�designing�and�implementing�programs�for�SPwAARDs.���Programs�
must�adhere�to�state�laws�and�board�of�pharmacy�regulations�and�colleges/schools�must�follow�such�
policies�in�their�management�of�SPwAARDs.��Policies�and�procedures�for�SPwAARDs,�as�well�as�
monitoring�programs�and�procedures,�should�as�much�as�possible�be�the�same�as�those�used�for�
pharmacists�within�a�given�state.��

�

D.�Financial�

It�must�be�made�clear�that�the�participant�is�responsible�for�the�costs�of�treatment�and�recovery,�
including�urine�or�blood�drug�testing.�Colleges/schools�should�consider�or�encourage�the�
establishment�of�a�loan�fund�to�assist�student�pharmacists,�faculty�and�employees�unable�to�afford�
the�cost�of�the�recovery�programs.�Colleges/schools�should�attempt�to�ensure�that�AARDs�are�
covered�in�student,�faculty�and�other�employee�health�policies,�and�should�encourage�those�who�do�
not�carry�these�policies�to�be�certain�that�their�own�coverage�includes�these�diseases.�Student�
pharmacists�should�also�contact�their�financial�aid�office�to�determine�if�there�are�student�aid�
programs�available�to�assist�in�payment�of�medical�expenses�not�covered�by�insurance.�

�



E.�Financial�Aid�

The�Drug�Free�Schools�and�Campuses�Regulations�(34�CFR�Part�86)�require�as�a�condition�of�
receiving�federal�funds�or�financial�assistance�that�an�institution�of�higher�education�must�certify�
that�it�has�a�program�to�prevent�unlawful�possession,�use,�or�distribution�of�alcohol�or�illicit�drugs�by�
student�pharmacists�and�employees.�

�

Student�pharmacists�who�enter�treatment�while�enrolled�in�school,�and�therefore�may�not�complete�
coursework�during�that�semester/quarter,�may�have�difficulty�with�financial�aid�programs.�A�“no�
questions�asked”�leave�of�absence�notification�procedure�from�the�CSBAP�or�PRP�to�the�financial�aid�
office�would�be�optimal�and�would�minimize�the�risk�of�breach�of�confidentiality.�However,�leaves�of�
absence�for�medical�reasons�will�usually�require�some�specific�documentation�to�comply�with�
Federal�rules�and�regulations.��In�addition,�it�may�be�necessary�for�student�pharmacists�to�begin�
repaying�loans�after�a�period�of�not�being�enrolled.�

�

It�is�recommended�that�the�campus�financial�aid�officer�be�involved�in�the�planning�of�the�program�
for�assistance�of�SPwAARDs�and�that�policies�reflect�the�necessity�for�reporting�the�nature�of�the�
illness�to�that�officer�in�confidence.�The�financial�aid�officer�may�be�required�to�report�this�
information,�in�confidence,�to�the�agencies�providing�financial�assistance�to�the�student.�

�

F.�Drug�Testing�

The�issue�of�drug�testing�in�the�workplace�is�controversial.�When�individuals�contractually�agree�to�
such�testing�as�a�component�of�the�recovery�process,�there�is�no�conflict�with�employee�or�student�
rights;�this�is�generally�a�routine�aspect�of�the�recovery�program�and�serves�as�positive�proof�of�
continuing�compliance.�Any�program,�or�its�specified�treatment�agency�or�laboratory,�using�
scheduled�and/or�random�drug�testing�for�monitoring�of�compliance�with�AARDs�recovery�programs�
must�insist�on�direct�observation�of�specimen�collection�and�have�a�carefully�controlled�system�of�
specimen�processing�(similar�to�NCAA�procedures�for�student�athletes;�i.e.�retention�of�a�portion�of�
the�specimen�in�locked�storage�for�subsequent�testing�if�required;�observation�of�a�specific�chain�of�
custody�for�sample�handling;�and�use�of�reputable,�consistent�laboratory�with�assurance�of�
confidentiality�of�reports).�Confirmation�of�screened�positives�should�use�gas�chromatography/mass�
spectrometry�(GC/MS)�or,�in�the�case�of�blood�alcohol�analysis,�headspace�gas�chromatography�to�
verify�positive�results�before�presence�of�prohibited�substances�is�reported�to�the�monitoring�
program.�

�



Drug�screening�is�increasingly�being�required�by�affiliated�institutions�prior�to�the�placement�of�
student�pharmacists�in�practice�experiences,�and�colleges/schools�of�pharmacy�are�increasingly�
asked�to�facilitate�the�drug�screening�process.��Pharmacy�colleges/school�policies�and�procedures�
must�clearly�state�actions�that�will�be�taken�in�the�case�of�student�pharmacists�identified�with�
positive�drug�screens.��Student�pharmacists�must�be�notified�of�college/school�policies�related�to�
drug�screening�prior�to�matriculation.�

�

G.�Noncompliance/Relapse�

A�total�relapse�does�not�necessarily�follow�a�brief�experience�of�noncompliance�with�therapy.�These�
“slips”�may�serve�as�a�valuable�lesson�in�the�recovery�process�and,�if�properly�and�aggressively�
confronted,�may�strengthen�the�recovering�individual’s�resolve�to�recover.�The�monitoring�program�
working�with�the�recovering�individual�must�be�allowed�to�vigorously�confront�noncompliance.��
Reporting�to�the�Dean�(or�other�college�administrator),�Board�of�Pharmacy�or�employer�should�be�
limited�to�the�level�necessary�to�assure�that�impaired�individuals�are�not�allowed�in�practice�settings,�
or�as�required�by�law.�Return�to�treatment�may�be�necessary�in�some�cases.�If�the�individual�then�
fails�to�comply,�or�is�recurrently�non�compliant,�the�advocacy�relationship�is�terminated�and�a�
comprehensive�report�is�made�to�the�Dean,�Board�of�Pharmacy�and/or�employer.�

�

H.�Families�

Programs�supporting�family�members�of�individuals�with�AARDs�should�be�developed.�Family�
members�living�with�individuals�with�AARDs�often�have�strong�co�dependency�relationships�with�the�
disease�and�are�often�nearly�as�dysfunctional�as�the�individual�with�the�disease.�Such�individuals�are�
encouraged�to�participate�in�family�programs�at�treatment�centers,�and�in�Al�Anon,�Alateen�and�
similar�12�step�programs�for�recovering�co�dependents.�The�monitoring�program�and�college/school�
should�assume�an�advocacy�role�in�encouraging�and,�where�necessary�facilitating,�participation�in�
such�programs.�They�should�also�assist�as�necessary�in�assuring�that�the�family�will�not�be�placed�in�
jeopardy�by�the�removal�of�the�impaired�individual�for�treatment.�If�confidentiality�can�be�assured,�
or�the�individual�waives�the�right�and�allows�disclosure,�student�groups�as�well�as�faculty�or�
professional�organizations,�or�auxiliaries,�may�be�willing�to�lend�support�to�the�family.�Friends�or�
other�family�members�may�also�be�willing�to�help.�

�

It�must�also�be�anticipated�that�some�student�pharmacists,�faculty�and�other�employees�will�
themselves�be�rendered�dysfunctional�because�of�codependency�relationships�with�family�members�
or�significant�others�with�AARDs.�College/school�AARDs�policies�should�allow�and�encourage�
participation�of�such�members�in�recovery�programs�and,�where�necessary,�allow�leaves�of�absence�
to�accomplish�this.�



�

I.�Participation�in�12�step�and�Other�Support�Programs�

Recovering�from�AARDs�is�a�lifelong�process.�The�cornerstone�to�this�process�is�ongoing�participation�
in�12�step�and�other�support�program�meetings.�Student�pharmacists,�faculty�and�employees�should�
be�encouraged�to�attend�such�meetings�and�be�given�necessary�time�to�do�so�when�possible.�

�

III.�RELATED�COLLEGE�RESPONSIBILITIES�

�

A.�Curriculum�

AARDs�are�major�diseases�that�are�often�neglected�in�the�professional�curriculum�at�most�
colleges/schools�of�pharmacy.�Most�curricular�content,�at�present,�deals�with�pharmacological�and�
toxicological�aspects�of�drugs�of�abuse.�Colleges/schools�must�revise�core�curricula�to�include�
appropriate�emphasis�upon�the�psychosocial�aspects�of�AARDs�and�treatment.�This�may�be�
accomplished�through�the�addition�of�specific�required�courses�or�the�revision�of�existing�courses�
(with�consideration�of�the�appropriate�aspects�of�the�disease�as�it�relates�to�each�particular�course),�
and�consideration�of�provision�of�elective�coursework�and�experiential�activities.��Experiential�
curricular�components�may�be�particularly�powerful�in�promoting�understanding�of�AARDs.��

�

B.�Continuing�Education�

Pharmacists�encounter�individuals�with�AARDs�in�the�context�of�normal�patient�care�responsibilities,�
and�may�encounter�impaired�colleagues.��Ongoing�education�of�pharmacists�regarding�AARDs�is�
important�in�developing�pharmacists’�abilities�to�address�these�issues�in�the�context�of�their�
practices�and�workplaces.��Pharmacy�continuing�education�providers�should�include�programming�
related�to�AARDs�as�part�of�their�normal�continuing�education�programming.�

�

C.�Research�

Because�AARDs�may�affect�many�student�pharmacists,�faculty�and�other�employees,�and�there�has�
been�little�research�on�this�subject,�this�represents�a�potential�area�for�research�emphasis�in�
colleges/schools�of�pharmacy.�

�

D.�Communication�and�Education�



Colleges/schools�should�design,�and�present�on�an�ongoing�basis,�programs�to�educate�student�
pharmacists,�faculty�and�other�employees�about�AARDs.�Topics�should�include�the�incidence�and�
progression�of�AARDs,�available�treatment�and�recovery�programs,�and�the�college’s�policies�and�
procedures�related�to�individuals�with�AARDs.�Emphasis�should�be�placed�upon�strict�assurance�of�
confidentiality�and�the�non�punitive�nature�and�intent�of�the�college’s/school’s�programs.�
Administrative�support�for�the�programs�should�be�evident.�The�administration�should�provide�
assurance�that�communication�with�monitoring�programs�will�be�considered�confidential�and�
disclosed�only�to�authorized�individuals�who�have�legitimate�need�for�such�information.�Emphasis�
should�also�be�placed�on�the�program’s�intent�to�preserve�student�or�employee�status�without�
prejudice.�Contact�people�should�be�identified,�and�they�should�be�involved�in�the�presentations.�
Listings�of�these�contact�people�should�be�prominently�communicated�throughout�the�college.�
Participation�in�these�educational�programs�should�be�strongly�encouraged�or�mandatory,�and�they�
should�be�included�in�the�orientation�programs�for�new�student�pharmacists,�as�well�as�for�new�
faculty�and�staff�members.�It�is�vitally�important�that�faculty�attend�since�there�may�be�a�negative�
bias�among�some�faculty�members�toward�the�disease�concept�of�AARDs�and�the�recovery�process.�
They�also�need�to�know�how�to�interface�with�monitoring�programs�when�dealing�with�students�or�
colleagues�with�possible�AORDs,�or�if�dealing�with�related�personal�issues.�Information�should�also�
be�readily�available�to�families�of�student�pharmacists,�faculty�and�employees.��

�

E.�Wellness�

Colleges/schools�are�encouraged�to�include�a�wellness�program�in�their�curriculum�and�in�programs�
for�faculty�and�other�employees.�Such�programs�should�provide�information�and,�where�possible,�
experiences�on�positive�lifestyle�and�coping�techniques,�and�should�be�presented�during�orientation�
programs�for�all�new�student�pharmacists,�faculty�and�other�employees.�As�health�care�
professionals,�the�development�of�healthy�lifestyles�should�be�encouraged;�administration�should�
support�student�and�employee�exercise�and�sport�programs�as�well�as�other�self�help�programs�and�
activities.�

�

F.�Public�Education�

The�pharmacist�is�considered�the�“drug�expert”�in�the�community.�Presentations�on�drug�abuse�are�
often�requested�by�civic�organizations.�Student�pharmacists�in�colleges�of�pharmacy�should�receive�
the�training�necessary�to�permit�them�to�adequately�address�this�topic.�The�addition�of�psychosocial�
AARDs�information�in�the�curriculum�will�accomplish�much�of�this�task.�Student�pharmacists�should�
also�be�experienced�in�public�speaking�and�have�some�experience�in�giving�such�presentations�while�
enrolled�in�the�college/school.�Colleges/schools�of�pharmacy�are�encouraged�to�increase�public�drug�
awareness�activities�through�this�means�and�through�participation�in�media�presentations,�
publications,�and�awareness�campaigns.�Participation�in�organizations�involved�in�community�drug�
awareness�is�encouraged.�Local�and�state�councils�on�alcoholism�represent�both�an�excellent�



resource�for�information�and�materials�and�also�an�opportunity�to�get�further�involved�in�the�drug�
awareness�process.�

�

F.�Practice�

Pharmacy�schools�and�colleges�need�to�be�actively�involved�in�efforts�to�improve�the�care�of�patients�
with�substance�abuse�disorders.��Curricula�should�focus�on�AARDs�as�disease�entities�that�are�
commonly�encountered�in�the�course�of�pharmacy�practice,�and�pharmacists�need�to�be�able�to�
address�AARDs�in�the�course�of�daily�practice�activities.��Pharmacy�colleges/schools�should�address�
improvements�in�practice�related�to�the�care�for�patients�with�AARDs.��They�should�also�condemn�
the�sales�of�potentially�addictive�products�(e.g.,�tobacco�products�and�alcoholic�beverages)�in�
pharmacies�as�unprofessional.�

�

G.�Campus�Promotion�of�Abuse�Prone�Substances�

Use�of�alcoholic�beverages�and�binge�drinking�are�woven�into�the�fabric�of�“college�life.”��Pharmacy�
colleges/schools�should�partner�with�other�entities�on�campus�to�advocate�and�promote�low�risk�
use�of�alcohol�or�any�other�abuse�prone�substances.�Some�student�pharmacists�in�colleges/schools�
of�pharmacy�are�under�legal�drinking�age.�Advertising�or�promotion�of�any�abuse�prone�substance�
(alcohol,�tobacco,�and�drugs)�should�be�considered�inappropriate�within�a�college/school�of�
pharmacy�and�should�be�discouraged�on�the�campus�as�a�whole.�For�example,�a�policy�could�indicate�
that�alcoholic�beverages�will�not�be�served�at�any�college/school�sanctioned/supported�party,�and�
that�any�party�sanctioned�by�any�student�or�other�college/school�organization�must�serve�food�and�
have�equal�amounts�of�nonalcoholic�beverages�if�alcohol�is�served.�Non�drinking�designated�drivers�
should�be�identified�in�advance�and�be�available�to�provide�rides,�if�needed,�or�rides�could�be�
arranged�using�busses�or�taxis.�Student�pharmacists�on�experiential�rotations�or�other�intern/extern�
experiences�should�not�be�permitted�to�sell�or�promote�tobacco�products�or�alcoholic�beverages�as�
a�component�of�that�experience.�Rotation�sites�that�sell�neither�of�these�should�be�considered�
preferred�sites.�

�

�

�
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The 2009-10 AACP Committee on Nominations has reviewed the qualifications of 
candidates for the office of AACP President-elect and recommends the following slate 
for the Fall 2010 election: 
 
 

J. Lyle Bootman, Ph.D. 
 Dean, University of Arizona 
 
 
 William Riffee, Ph.D. 
 Dean, University of Florida  
 
 
Respectfully submitted: 
 
Victor A. Yanchick, chair (Virginia Commonwealth) 
Robert L. McCarthy (University of Connecticut) 
Craig K. Svensson (Purdue) 
Abby A. Kahaleh (LECOM) 
Kimberly Broedel-Zaugg (Ohio Northern) 
 




