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Background and Charges
According to the Bylaws of the American Associa-

tion 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 fac-
ulties in developing students to their maximum poten-
tial. It will also be concernedwith curriculumanalysis,
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 administra-
tive and financial aspects of member institutions. The
Academic Affairs Committee shall extend its attention
beyond intra-institutional matters of colleges of phar-
macy to include interdisciplinary concerns with the
communities of higher education and especially with
those elements concerned with health education.”

Consistent with identifying issues and problems af-
fecting the administrative and financial aspects of mem-
ber institutions, President Patricia Chase charged the
2014-15 Academic Affairs Standing Committee to exam-
ine access, affordability, and accountability in health
professions education, specifically implications and ex-
pected outcomes for academic pharmacy from the per-
spective of the learner and faculty.

Onemust takeon a systems approachwhendiscussing
the three pressures on college education: affordability;
access and accountability. Coined the “Iron Triangle” by
John Immerwahr et al., these pressures must be kept in
balance as an intervention in one area affects one or both

of the other areas.1 For example, a drop in the numbers of
applicants and intense competition from increasing num-
bers of pharmacy programs over recent years has forced
collegesof pharmacy to consider a broader andmorevaried
applicant pool. For some colleges, efforts to market to and
recruit this wider audience has resulted in increased costs.
Additional programming is often needed to better prepare
the diverse matriculating student population for the chal-
lenges of professional graduate education. Finally, greater
demands for accountability and assessment of the diverse
student population from Accreditation Council for Phar-
macy Education (ACPE) will also require reallocation of
funds to staff assessment activities. Given all these factors
influencing the “Iron Triangle”, it can be a difficult balance
to achieve in pharmacy education.

The purpose of this report is to examine affordability,
accessibility, and accountability from both higher educa-
tion and pharmacy education perspectives and propose
considerations for the key stakeholders, mainly colleges/
schools, students, and faculty to deliver a pharmacy edu-
cation that is desirable, attainable and of high quality. The
balance between affordability, accessibility, and account-
ability will also be considered alongwith considerations of
what may be perceived as the inevitable arrival of disrup-
tive innovation to higher education that creates a simpler,
more affordable educational product for a new group of
students who, in most cases, were not buying (or succeed-
ing in) the current system of higher education.2

Affordability
Higher education may have become too expensive

and too cumbersome to maintain balance of the “Iron
Triangle” and to successfully achieve its academic
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mission. The increased price of higher education with
a much slower increase in family incomes has led to in-
creased indebtedness; and, for some students, pressures to
work while in school or even to defer school entry.3 Is
higher education unaffordable? Affordability has been
defined as “. . .the degree to which an institution or pro-
gram provides a combination of tuition, fees, grants,
loans, and time-to-completion that make worthwhile
a student’s investment in his/her education.”4 Before
the financial crisis of 2008, enrollments increased rather
than declined despite increases in tuition over the years.
However, 5 forces have impacted the higher education
business model and economic viability after 2008:
1) weaker post-recession personal financial situations;
2) dwindling state funding; 3) diminishing numbers of
full-paying students; 4) unbundled alternatives at a lower
price being made available via online education and non-
credential means of showing learning such as badge sys-
tems; and, 5) a growing value gap, i.e., college graduates
questioning the value of their education given the econ-
omy and student-loan debt burden.5

In examining affordability this section will explore:
1) a model of factors that affect costs of higher (phar-
macy) education; 2) trends in higher education costs in
general and in pharmacy schools specifically; 3) under-
standing the perceived value of pharmacy education; and
4) and evaluation of: “is this where we want to be?”

1) A model of factors that affect costs of higher
(pharmacy) education. Given the complex nature of the
higher education business model, a two-part higher ed-
ucation cost model is used to examine cost associated
with pharmacy education. Themodel was originally cre-
ated to help policy makers understand the cost structure
of public research universities.6 In this model, university
costs are divided into two parts: 1) centers that generate
their own revenue such as research, clinical services,
residence halls, dining facilities, athletics, bookstore
and other retail outlets (these centers are expected to
be self-sustaining or revenue generating), and 2) the cost
centers of student education that is paid for by a combi-
nation of state appropriations, tuition and philanthropy. 6

Both of these areas contribute to the overall cost of run-
ning an institution of higher education, whether or not
they generate revenue.

The two-part model appears to be relevant to phar-
macy education based on financial survey data collected
by AACP.7 Between 1998 and 2013 the average cost (ad-
justed for inflation) per public school increased 71%
while average revenues increased 128%. Increases in op-
erational costs and compensation expenses accounted for
most of the change. This would seem to be a favorable
position, however, tuition increases accounted for 21% of

the increased revenue, and increases in state funding
accounted for 7%. Thus, the remaining bulk of the in-
creased revenues came from enterprises other than tu-
ition, state funds and gifts. After adjusting for inflation,
the average increase in expenses per private school was
12% and the average revenue increase was 15%. In-
creased compensation expenses accounted for most of
the increased expenditures.

2) Trends in higher education costs in general and
in pharmacy schools specifically. In higher education
the relationship between cost and price is not so clear
because the higher education revenue streams can be
comprised of tuition, government support, sales of goods
and services, and indirect research support. The compo-
sition of the revenue stream may vary widely between
public non-profit, private non-profit, and public for-profit
organizations. The average pharmacy tuition for public
institutions has increased.7

Between 1998 and 2013 the proportion of pharmacy
school revenue generated by tuition increased from 4.6%
to 14% at public intuitions and dropped from 72.5% to
67% at private institutions. Assuming that rising tuition is
a result of rising costs is reasonable since the price
charged (i.e. tuition) must cover the cost of production
plus a nominal profit. However, the observed tuition in-
creases may actually result from a change in the compo-
sition of the revenue stream rather than simply increased
costs.6 As an example, state governments have used the
power of the public purse in an attempt to force greater
operational efficiencies in public institutions; however,
tuitions have increased as state appropriations have de-
creased. The contribution of state appropriation as a per-
cent of total revenue for public research institutions
dropped from 54% to 46% between 1987 and 2006. Dur-
ing this same period tuition increased 132%. The tuition
increase generated slightly more revenue than that lost by
state cutbacks.6 In contrast, state allocations comprised
42% of pharmacy school revenue in 1997-98 compared to
22% in 2012-13.

It is plausible that increases in state funding were not
sufficient to offset increases in faculty salary and opera-
tional expenses to support the education mission of phar-
macy schools. Here too, tuition increases made up for the
short-fall. Furthermore, a 2010 report by the Goldwater
Institute found that inflation-adjusted spending on higher
education administration increased 61% over a 14-year
period ending 2007 compared to a 39% increase in in-
structional spending over the same time period.8

3) The perceived value of pharmacy education. A
taxonomy of educational experience, created by Michael
Staton to describe the educational component part of
higher education that shapes students’ education,
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provides a useful framework to examine the implications
of student expectations on process and costs of delivering
a quality education.9 Table 1 highlights the 4 main com-
ponents of themodel. Traditionally,we concern ourselves
only with curricular content and mechanisms of delivery
(further described in the accessibility section), but stu-
dents see the whole package.

Cain et al. have suggested students have certain ex-
pectations in exchange for the tuition paid, namely 1) the
opportunity to learn; 2) access to dedicated, expert fac-
ulty; 3) a curriculum designed to prepare them for prac-
tice; and 4) access to the necessary human and physical
resources to succeed.10 The extent to which a school can
effectively craft and deliver the four components of the
educational experience is the extent to which graduates
will perceive value for their tuition dollars. Data from the
AACP Graduating Student Survey indicate an increasing
trend in the percent of pharmacy graduates who do not
value their pharmacy education experience.7,11 The pro-
portion of pharmacy graduates who indicate that they
would not study pharmacy if they were to choose a career
again has increased from 8.0 % in 2008 to 14% in 2014
(p,0.05). While this clearly represents a minority of stu-
dents, the trend is worth investigating and alleviating.

4) Is this where we want to be? In 1997 the AACP
Janus Commission believed that a production model
(consistent with the two-part model described above)
was necessary for successful pharmacy education institu-
tions. Using this model, the Commission recommended
that schools “secure and expand pharmacy schools’ finan-
cial base beyond student tuition and state support” and
identified “restructuring education to make use of the re-
sources that are allocated” to be a challenge for the future.
Furthermore, they correlated the success of the profession
with the success of the pharmacy education enterprise, yet
recognized that pharmacy education does little in the area
of marketing and sales of its product, the pharmacist.

Basedon this, theCommissionurged schools/colleges
of pharmacy to transform“the product and process of phar-
maceutical education NOW, not eventually”.12 Looking

back over the 17 intervening years since the Janus Com-
mission report, what have we achieved? According to
those data presented above, tuition dollars have funded
increases in hierarchical hiring (sometimes called ad-
ministrative bloat) until funds had to be diverted to cover
falling state support for compensating those that are do-
ing the teaching. There is little evidence that institutions
have taken on the challenge to restructure educationwith
bold changes to how pharmacy education is presented.
At this point it seems reasonable to declare the current
model of pharmacy education to be financially unsus-
tainable and increasingly not meeting the needs of our
students.

Suggestion: Colleges and schools of pharmacy must
look at costs, revenue, and output from a production
framework in order to be able to assess efficiencies and
identify strategies for achieving economies of scope and
scale to address the call of the Janus Commission to move
beyond tuition or state dependence.

The healthcare environment continues to change,
and curricular models that meet the dual success of the
product and education process is as important today as it
was in 1997. The subsequent sections of this report will
address changes to the accessibility and accountability
sides of the “Iron Triangle” as well as the student perspec-
tive on affordability.

Accessibility
The types of higher education institutions and

the delivery mechanisms have changed over the past
50 years. Community colleges (i.e. 2-year institutions)
accounted for 24% of higher education enrollment in
1963 and 48% in 2009.13With the current proposal of free
community college for everyone proposed by President
Obama during the January 2015 State of the Union ad-
dress, one can envision these enrollment figures to soar.
Historically higher education was provided by public
non-profit or private non-profit institutions. By 2001 pri-
vate for-profit organizations had entered the market, ac-
counting for 6% of the enrollment. Their market share

Table 1. The Educational Component from the Learner’s Perspective*

Content loop Access to opportunities
Meta-content & skills

development
Transformative
experiences

-Planning and sequencing
content

-Developing an affiliate
network

-Developing new models of
thinking and doing

-Participating in necessary
rites of passage

-Authoring and producing
content

-Obtaining credential of
their value via networking

-Practicing performances with
feedback leading to mastery

-Creating a personal
platform

-Content transfer -Enduring monitoring, coaching,
apprenticeship and supervision

-Providing a culture of
personal exploration

*Adapted from Staton 2013 reference9
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increased to 12%by2011.While only accounting for 12%
of enrollment, for-profit institutions account for 21% of
Pell Grants.14

Yet, the typical pharmacy school experience appears
to remain unchanged with the Accreditation Standards
focusing on curriculum length and structure with 2 years
foundational, pre-pharmacy-type coursework, followed
by 2 or 3 years didactic professional coursework followed
by one year of experiential education. And, as with most
traditional classroom education, seat time and examina-
tions determine progress towards achievement of the pro-
gram credential, ie, the Pharm.D. degree. Students who
are not successful in a prerequisite course in the sequence
are held back from continuing onwith the original cohort.
Students must attend full-time to remain on track rather
than progress at their own pace as when instruction is
individualized.

Tangentially but related, no matter what the level of
experience with which an incoming student arrives, all in
the cohort must take the same courses at the same rate of
completion allowing for little-to-no flexibility. A number
of pharmacy schools have tried tomake degree attainment
more efficient and adding to perceived value by combin-
ing degrees. The joint degree options decrease the amount
of time required to obtain the two degrees individually.
This may save actual tuition and fees and certainly de-
creases the opportunity costs of being in school. What is
unknown and undocumented is the costs associated with
administering these programs and whether these pro-
grams are attractive to optimistic applicants and affect
program selection.

As stated in the previous section, colleges and
schools of pharmacy often spend their time trying to con-
trol costs rather than rethinking the transfer of content via
new curricular models. However, affordability is a key
component of the business models of competency based
education programs, which often aim to reduce students’
costs through a variety of delivery models.”4 Further-
more, accessibility can also be enhanced by adopting cur-
riculum models that provide individualized, flexible,
competency-based programs consistent with develop-
ment of professional values.

Competency based education
Porter and Reilly discuss three competency-based

curricular models that have the potential to maximize re-
sources for student success: 1) traditional course- credit-
based with alternative assessments, eg, portfolios, instead
of exams, 2) prior learning assessment (PLA): recognition
that advances students towards degree completion
(course credits or competencies), and 3) progress through
mastery of competencies, taking as little or as much time

as needed tomaster the competency. These 3 competency
based curricular models center around the idea that there
are multiple ways to achieve competence and honors that
one size does not fit all when it comes to education.15

Competency-based education also can “make better
use of technology, support new staffing patterns that uti-
lize teacher skills and interests differently, take advantage
of learning opportunities outside of school hours and
walls, and help identify opportunities to target interven-
tions to meet the specific learning needs of students. Each
of these presents an opportunity to achieve greater
efficiency and increase productivity.”16 Online and
computer-assisted instruction, as well as, interactive in-
ternet based connections such as Skype expand access to
education—no doubt making the transfer of content more
efficient. With the use of technology, data are more
quickly and readily available to monitor student progress.
Imagine if curricula used student performance data much
like the computerized adaptive testing format of many
licensing examinations (testing that adapts to the ability
level of the examinee, often resulting in fewer questions
needing to be used to determine level of competency).
This would require the development and use of a specific
learning management system, such as the College for
America’s CfA Learning Environment, to monitor prog-
ress and intervene as needed.17 This is not far-fetched as
some school districts are already doing this with the com-
mon core curriculum.

Pharmacy education has been spurred toward com-
petency based education with the new ACPE Standards
2016.18 These standards were developed with input from
various professional sources, including the AACP CAPE
Outcomes,19 the Institute of Medicine (IOM) description
of competencies that all healthcare professionals should
attain during their education,20 the Joint Commission of
Pharmacy Practitioners’ (JCPP) Vision of Pharmacy
Practice released in 2013, and “Pharmacists’ Patient Care
Process”, developed by a work group from 11 national
pharmacy organizations and endorsed by the Joint Com-
mission of Pharmacy Practitioners in 2014.21

The 2011-12 Argus Commission acknowledged
disruptive innovation’s potential impact on pharmacy
education by recommending that technology be used
“liberally” in giving credit for prerequisite and profes-
sional school requirements by “permitting amore flexible
acquisition of knowledge and skills, both in the pre-
pharmacy period and in the professional program” but
only if individualized, technology-based assessment tools
were available and used.22 The report of the 2013-2014
Academic Affairs Committee had stated that with learn-
ing analytics “the potential exists for students to move
through the curriculum autonomously, self-paced, with
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the goal ofmastery, andwith faculty roles revolvingmore
into learning facilitator rather than content provider”.23

Though disruptive to the traditional lock-step curriculum,
it would promote “creativity, life-long learning and on-
going self-assessment of knowledge and skills.” “An em-
bracing of innovation by faculty and accreditors alike, as
well as students, would be essential to the implementation
of such a disruptive innovation, but the benefits could be
very large.”22

Flexibility in Course and Curricular Models.
There has been awelcome transition in theAcademy from
the historical model of the lecture focusing primarily on
content delivery and exams on regurgitation of that con-
tent, to a model of active engagement during the valuable
time when faculty and students are together. “Flipped”
models are designed to have students acquire the neces-
sary content before class, holding students accountable
for that pre-work (through “readiness assessment), using
class time for immersion in application and higher
order learning, and examinations focusing on a demon-
stration of the enhanced cognitive abilities the model
promulgates.

Not all courses are amenable to a “full flip”, and
faculty experimentation has led to modifications includ-
ing ‘just-in-time mini-lectures’ (eg, to address concerns
that arise from the readiness assessment or during the
active learning exercises), having student teams address
additional background material during class time (as
a form of sequential disclosure during active engage-
ment), and alternating between primarily lecture/primarily
problem solving class sessions. While these are welcome
advances in teaching and learning, there is still the reality
that these synchronous models (e.g., lectures, flipped
models) are restricted to a certain time in a certain place,
limiting flexibility for students taking the course, and
contributing to curriculum rigidity when juxtaposed to
other, similarly confined coursework.

The more fully hybrid and online courses introduce
asynchronous possibilities that can allow students to take
courses they may not otherwise be able to take, progress
more quickly, and/or allow for individualized progres-
sion. With properly-designed coursework, this also in-
creases the possibilities for individualized approaches
based on learning preferences (in contrast to content-
delivery lecture-based models). CAPE outcomes 4.1.1,
4.1.2, and 4.1.3 call for the student to develop a personal-
ized understanding of their own learning (metacognition)
as an important component for growth and professional
development.19

There is also a need for increased flexibility as stu-
dent demographics continue to change over time. Col-
leges of pharmacy traditionally have relied on and

recruited from the immediate post-undergraduate cohort
which is diminishing in many parts of the country result-
ing in a need and efforts to accommodate diversemarkets/
populations, e.g., recruiting fromworking adultswith pre-
vious degrees who wish a career change. Typically, there
are four barriers to further education for working adults:
the lack of time to pursue education; family responsibil-
ities; scheduling of course time and place; and the cost of
educational courses.24

Flexible learning can be defined in terms of offering
students choice in the pace, place and mode of learning.25

“Pace” includes accelerated and decelerated programs,
part-time learning, recognition of prior learning, and the
associated use of credit frameworks. “Place” is the pri-
mary domain of learning which is Colleges/schools of
pharmacy but can include work-based learning and private
or consortium-basedproviders of coursework.Technology-
enhanced learning enables flexibility of learning across
geographical boundaries. Finally, “mode” focuses on the
role of learning technologies in enhancing flexibility, e.g.,
distance learning, blended learning, synchronous and
a-synchronous modes of learning.

Programs that can easily address some of these issues
will open up opportunities to this group, thus promoting
some level of access and affordability. New curricular/
programmodels are evolving to becomemore accessible,
cost-efficient, and for some, accountable. Recent micro-
disruptions to the traditional process in pharmacy educa-
tion include the use of accelerated and distance, i.e.,
online, programs. To date, there are 14 accelerated pro-
grams in theUnited States, meaning professional students
attend school year-round to complete the 4-year curricu-
lum in three, comprising a burden of carrying heavier
course loads with minimal breaks.7 In addition, several
post-baccalaureate non-traditional Pharm.D. programs
provide students with flexible online curricula.

With too little flexibility, programs may lack the
capacities to adequately respond to a changing enrollment
market environment and market make up. Programs with
too much flexibility may run the risk of increasing costs,
lacking integrity and a lowering of standards. The inclu-
sion of competency-based education would provide
some assurance of integrity with the use of common com-
petencies advocated by ACPE. Accreditation goals are to
assure minimum competencies and some level of stan-
dardization among schools/colleges of pharmacy.

Considerations before committing: Faculty De-
velopment and Support. Faculty quickly learn that cre-
ating an online course is considerably more challenging
than a standard course, in terms of initial design, inter-
action during the course, and course upkeep. While the
same fundamental elements of good course design apply
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(defining outcomes, defining assessment, and identifying
the learning activities), one must also carefully consider
the elements of delivery and engagement as well. For
example, an asynchronous course expecting collabora-
tion among teams will need to define technologies
available (and expected) for all students, levels of ac-
countability including peer assessment of contributions,
and assessment of both collaborative and individual out-
comes. As another example, students in a self-paced
asynchronous course frequently benefit from thoughtfully
identified time-dependent milestones (i.e., structured
self-paced) rather than an open-ended “move at your
own pace” which frequently leads to procrastination.

Since it is not intuitive for a faculty member to know
how to move from a classically trained lecturer to teach-
ing online and related coursework, faculty must be pro-
vided the appropriate academic development for teaching
in these alternate educational modalities. Faculty must
also have the appropriate resources (fiscal, physical, fi-
nancial) to support these efforts aswell.While these trans-
formations don’t necessarily need to be expensive, the
support needs to be there to provide the components and
approaches that the faculty member has deemed essential
for the course. Most universities will have a centralized
teaching center (or equivalent) that is well-equipped to
support faculty in learning new teachingmethods, includ-
ing these.

Many colleges/schools of pharmacy have internal
programs of technical support to facilitate faculty efforts
in terms of the technology to be employed and the appro-
priate utilization of course management systems (eg,
Canvas�, BlackBoard�), freeing the faculty member to
focus on the essential educational aspect of the course.
Course transformation provides an excellent opportunity
for faculty to develop scholarship of teaching and learning
in the development, execution, and assessment of these
newer course approaches. The 2011-12AcademicAffairs
Report provided an excellent overview of the necessity
for scholarly teaching in the Academy, and details on the
essential components that define scholarly teaching.26

Whereas the 2013-14 Academic Affairs Committee
Report addressed scholarship issues pertaining to emerg-
ing technologies, and called for a broader dialog across
the academy and sharing of educational resources in in-
novative education.23 We applaud the recommendation
relating to educational (course) materials and extend it to
include enhanced dialog on the experimentation in
hybrid/online course design to facilitate student access,
flexibility, and personalized learning.

Lastly, it is also essential to gauge the culture of the
school/college as to whether this type of transformation
will truly be supported. Faculty become frustrated with

a bait-and-switchmodel when they are led to believe their
efforts will recognized and rewarded, only to find that is
not the case. The college/school administration, as well as
(if notmore importantly) the executive committee/budget
council making raise and promotion decisions, need to
provide a consistent message of recognition for the con-
siderable efforts required in course redesign.

Suggestion: Colleges/schools of pharmacy should
engage in thinking about new ways to manage curricula
to provide increased flexibility tomeet the changing needs
of leaners.

Demonstration Projects
For competency based education to be effective and

transparent, programsmust articulatewhat constitutes the
Pharm.D. credential and explore the curricular architec-
ture frameworks that communicates what graduates will
be able to do upon graduationwith the degree. In 2015, the
American Medical Association (AMA) started an $11
million grant program titled “Accelerating Change in
Medical Education” that is aimed at closing the gap be-
tween how physicians are educated and future health care
needs.27

One area of funding examined the development of
new methods for teaching and assessing competencies to
create more flexible and individualized learning plans.
Through these demonstration projects, colleges/schools
of medicine are being allowed to explore flexible curric-
ular delivery. Currently in pharmacy education we do not
have the ability to engage in these types of demonstration
projects not only due to funding issues butmainly because
of the accreditation standards. For example, the curricu-
lum must be 4 years long or equivalent which is not true
competency based education where achievement of com-
petence is not tied to a specific amount of time.

The issue of meeting accreditation standards is not
new to the Academy. In 2012, Svensson, et al, stated:
“Colleges and schools of pharmacy seem to be encouraged
to concentrate onmeeting a prescribed list of competencies
and not continuing our past practices of experimentingwith
novel ways to educate our students”.28

Recommendation: AACP shouldworkwith ACPE to
advocate for more flexibility in how curricular are struc-
tured and allow for demonstration projects in this area to
make curricula competency versus hours based.

Accountability
Role of Accreditation. Self-regulation through the

process and outcomes involved in accreditation are im-
portant in demonstrating accountability to stakeholders.29

Accreditation supports accountability to students, fami-
lies, government agencies, and the public. The process of
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Self-Study and accreditation in pharmacy education is
a single measure of accountability. Individual colleges/
schools expend great effort in a 12-18 month time period
of Self-Study, evaluating how their programmeasures up
against the standards for the professional degree program.
Peer review teams assess and validate the self-study, de-
termining to what degree the program is compliant with
the standards and extensive monitoring and follow-up is
typically required.

So, is this enough to demonstrate accountability?
How much is enough? When do we stop and say “it’s
good enough”? Is the Self-Study process, associated with
such a visit, embarked upon to ensure the necessary
changes are being made to meet accreditation standards
(perhaps, one could argue, for the sake of change) or is it
done to ensure that the best pharmacy graduate who can
meet the needs of a changing healthcare environment is
being produced? Extensive resources are expended in the
process of Self-Study, onsite accreditation visit, andmon-
itoring. As an additional measure of accountability ACPE
recently established a policy requiring colleges/school
make specific outcomes of their program (e.g. on-time
graduation rate, NAPLEX results) publicly available.30

Historically, the accreditation cycle for pharmacy
education was 6 years and institutions could approach it
as “one and done” endeavor. Although full accreditation
has been extended to 8 years, the standards now require an
ongoing, systematic approach to self-assessment with
continuous program improvement at the forefront; this
has yielded a marathon versus sprint approach to self-
evaluation and enhancement. If colleges/schools of phar-
macy are not being held accountable through a broad,
all-encompassing, continuous accreditation process, then
the question should be asked,why arewe doing it?Arewe
not measuring the quality of education Vis a Vis our ac-
creditation process?

Accountability beyond accreditation. Alterna-
tively, or perhaps in addition to the above, one could pro-
pose that the ultimate measure of quality pharmacy
education would occur when evaluating the impact of
future pharmacists on healthcare inclusive of the savings
in healthcare dollars and impact on improving the health-
care quality. For example, SB493 in California very
specifically authorizes the pharmacist to take on an
expanding role in healthcare; one that includes, among
other things, ordering and interpreting tests for the pur-
poses of managing efficacy and toxicity of drugs.31

How is it ensured that pharmacists are, indeed, be-
ing trained to meet these needs? Is it the Academy that
should be held accountable for such outcomes? Or are
there organizations beyond ACPE that should also be
employed in this measure of accountability? Per the

letter written to the people of Purdue University by its
President, Mitchell E. Daniels Jr., in January of 2014, it
is suggested that “higher education has been immune
from close examination of its results, as reflected in
value compared with price”. In other words, does the
price of a pharmacy education “pay off” in its subsequent
impact on society?32

Accountability to the Healthcare Environment.
The Institute of Medicine report, Health Professions
Education: A Bridge to Quality, highlighted that the ed-
ucation of health professionals including pharmacists was
not adequately preparing clinicians to provide high qual-
ity care.20 The IOM challenged colleges and accreditors
to develop healthcare professionals who were able to:
provide patient-centered care, work as part of an interpro-
fessional team, practice evidence-based medicine, focus
on quality improvement, and use information technology.
While advances in some of these areas may have been
made, it’s been a decade since this report and, one could
argue, substantial progress in linking educationwith prac-
tice and developing all graduates who are competent in
these areas has not been realized.

Pharmacy education in the United States is regulated
by the Accreditation Council for Pharmacy Education and
ultimately, the U.S. Department of Education. In most
countries, governments are responsible for the quality of
health professions education either through adepartment or
ministry of education or health. Infrequently, responsibility
for the quality of education for health professionals lies
with a national pharmacy organization.33

For example, in 2009 the Ministry of Health and
Social Welfare (MOHSW) in Tanzania identified the
pharmacy workforce was insufficient to provide care to
the country’s population. The MOHSW recommended
changes in how pharmacists were trained so they could
expand their scope of practice and provide services be-
yond drug distribution.Moreover, they recommended ad-
ditional training for pharmacy faculty and development of
additional pharmacy schools to increase capacity.34

In a commissioned report regarding educating health
professionals for the 21st century, it was identified that
education is crucial to transforming the healthcare sys-
tem.35 Certainly, the healthcare system has become
increasingly costly and complex. Accordingly, the pro-
fessional education system must keep pace by offering
instructional approaches that adequately prepare each of
our graduates to not only function in this environment but
to transform it through continuous quality improvement.

Although pharmacy education has been attempting
to address the 5 core areas outlined in the IOM report from
a decade ago, and the standards for pharmacy accredita-
tion have become increasingly complex and rigid, the
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question becomes,Arewewherewewant to be in terms of
preparing our graduates to work in and transform the cur-
rent health care system? Do our students see the connec-
tion between their education and practice? Do they feel
accountable to their patients and understand the respon-
sibility of being a pharmacist?

A strong connection between pharmacy education
and patient care is critical for students to see the connec-
tion and feel accountable to their patients, their families,
and their healthcare colleagues. We want to educate and
train individuals who are able to maximize the healthcare
of their patients as pharmacists. In order to practice at the
top of their license and transform practice, we need to
leverage pharmacy education to do so.

Would a better connection between education and
practice facilitate this? The Department of Health and
Human Services has no responsibility or impact on health
professions education. Similar to the relationship between
the Ministry of Health and the Department of Education,
Training and Employment in some countries, collabora-
tion between the DHHS and the Department of Education
conceivably could better support the vision of connecting
students with practice in an education system that is fo-
cused on clinical practice and the service of patients.

It is recognized that a strong relationship between the
health and science sectors of society and the government
and pharmacy education is of extreme importance in
maximizing pharmacy’s contributions to the delivery of
quality, cost-effective healthcare.33 And it has been de-
termined that improved healthcare (quality and cost)must
include a focus on individuals and families; a redesign of
primary care services and structures; population health
management; a cost control platform; and system integra-
tion and execution.36 Preparedness of this through phar-
macy education cannot be understated.

Recommendation: AACP should work with ACPE,
the Department of Education, and the Department of
Health and Human Services to explore a collaborative
approach to measures of accountability for pharmacy
education to the healthcare environment and improve-
ment of patient care.

Affordability and accountability from the student
perspective

The preceding sections have reviewed the three sides
of the “Iron Triangle” from the institutions perspective.
Since it was discovered in the previous affordability sec-
tion that the students were bearing the brunt of the in-
creases in higher education cost through tuition and
finding decreasing value for their money, we revisit the
affordability and accountability but this time from the
student perspective.

Affordability for students.Making education more
affordable to students in these modern times is a dynamic
challenge. Students have a number of aid options includ-
ing federal, state and institutional grants; guaranteed and
non-guaranteed student loan programs; and work-study
programs.37 States have also increased their need-based
and non-need-based grant programs. Roughly 30% of all
state grants and 55% of institutional grants are not based
on need. Students in middle upper and upper income
groups often take on non-secured debt from private
lenders.37 While the average Pell Grant award increased
to $4,500 in 2011, the actual purchasing power of the
award decreased to 32% from33%of public 4 year tuition
in 1976-77 (adjusted for inflation).38

Between 1979-80 and 2008-09 total federal grant
expenditures increased 28% (to $24.8 billion) while stu-
dent loan borrowing increased 577% (to $84.0 billion/
year) adjusted to 2008 dollars.37 The total student loan
debt crossed the $800 billion mark in 2010.39 Forty-one
percent of students in private 4-year universities and 54%
of students in private nonprofit 4-year universities accu-
mulated student debt in 2007-08.

While the average debt load for undergraduates is
about $25,000, students in private schools, graduate
school and professional programs accumulate more
debt.38 Some have questioned if students are taking
loans to finance a life-style rather than financing their
education. The three potential problems with large stu-
dent debt load are that 1) it may direct students to
high-paying jobs at the expense of lower-paying
career-development opportunities; 2) if students don’t
understand the loan repayment terms it can compromise
the financial solvency of graduates and impede future
investments and economic growth; 3) the value of the
college education may not be worth the long-term
cost.39

Research on student aid programs over the past
59 years has revealed the following: that aid programs
increase access to education; the complexity of the appli-
cation process can be a deterrent for some to access aid;
adding academic incentives to aid, increases average
GPAs andmay improve persistence; and, students/families
may not understand the long-term implications of loan
repayment when they take out the loans.38 Therefore,
a current trend in higher education is to help students learn
how to handle money and debt. The Apollo Research In-
stitute conducted a study and discovered the top psycho-
social issue most frequently experienced by college
students was anxiety and stress over college-related ex-
penses.40 Recent graduates feeling overwhelmed by their
student loans may benefit from taking a look at a compre-
hensive guide to state and federal pharmacy student loan
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forgiveness programs. Pharmacists currently qualify for
three federal loan repayment programs.

The National Health Service Corps (NHSC) Loan
Repayment Program offers up to $50,000 for providers
working for 2 years in a qualified site in a health profes-
sions shortage area. Eligible sites include (Federally-
Qualified Health Centers (FQHCs); and Rural Health
Clinics. Qualified sites exist in all 50 states. The Faculty
LoanRepayment Programoffers up to $40,000 for trained
health professionals from disadvantaged backgrounds
who serve on faculty for two years.While theNHSCLoan
Repayment program and the Faculty Loan Repayment
program support individuals, the State Loan Repayment
Program (SLRP) is a federally funded program that offers
matching dollars for states to operate their own loan re-
payment programs. Roughly 30 states obtain matching
funds through this program. Eligible participants must
work in Health Professional Shortage Areas (HPSAs)
within their state.9

Accountability to students The cohorts of students
admitted to pharmacy schools today a have a diverse mix-
ture educational and work experiences. In the digital age
we have digital natives (students who have grown upwith
technology) and digital immigrants (studentswho are pre-
digital age) and include our faculty. The amount of ma-
terial that students need to be familiar with is growing
exponentially, therefore there are too many facts for any
individual to commit tomemory. Competency-based cur-
riculum requires students to have clinical knowledge,
skills, and attitudes required to deliver patient care and
perhaps skills that can be used in other healthcare settings
such as industry, public health, drug information, and
academia. Students want to use their time efficiently
and have more hands on experiences to learn material.
Students also value engaging with faculty in meaningful
ways. Faculty are facilitators of student learning and de-
velopers of cutting edge curriculum.

Other ways to increase the perceived value of the
education received by students is once enrolled, programs
should encourage students to become immersed in the
organizational and professional culture of the pharmacy
field and learn to appreciate varying opportunities for
their careers and what services the school/program pro-
vides thatmay facilitate their performancewhile in school
and their preparation for life after graduation, e.g., ser-
vices or programs such as opportunities to develop leader-
ship capabilities or to prepare for next-level training/
education (residencies, fellowships, MS/PhD graduate
programs). The breadth of elective course and non-
traditional experiential offerings, as well as, formal
mentoring/advising programs and career counseling,
development and placement opportunities can provide

individualized assistance and result in satisfaction with
the program and the choice of the pharmacy profession.
Availability of honors programs and opportunities to
conduct research open up students’ skill development
beyond typical pharmacy education content and career
opportunities.

Suggestion: Schools or Colleges of Pharmacy
should 1) continue to help students navigate the financial
aid process and utilize a variety of aid other than loans;
2) provide student access to financial management pro-
grams to enable them to manage debt and newly earned
salaries; and 3) consider all educational components
from the student’s perspective in order to enhance the
value of pharmacy education.

CONCLUSION
The academic affairs committee set out to address

the affordability, accessibility and accountability of
a pharmacy education. But it became quickly apparent
that the rising costs of higher education was the burning
platform that demanded immediate attention. So the ques-
tion then became, with the “Iron Triangle”, is there a way
to make education more affordable and at the same time
increase access and maintain accountability? We believe
that there is.

Educational models that move from the rigid lecture
model to more hybrid or fully flexible coursework intro-
duce asynchronous possibilities that expand student ac-
cess while at the same time reduce cost of delivery. But
this type of curricular model does demand a change in the
manner inwhichwe hold ourselves accountable. Depend-
ing on design, these approaches could allow students to
take courses theymay not otherwise be able to take, prog-
ress more quickly, increases the possibilities for individ-
ualized approaches based on learning, and allows for
individualized costs to the institution and student based
on progression. In order for faculty to move course design
in this direction, the appropriate faculty development and
resources need to be identified, and the rewards structure
needs to recognize the considerable effort that is needed to
develop and sustain new models.

Furthermore, since the reduced costs are associated
with reduced faculty teaching time, faculty need assur-
ances that their time can be used for creating new revenue
streams. Although there has been a contraction in NIH
funding for science faculty to obtain, we are encouraged
by the recent expanding of fundable practice opportuni-
ties and provider status initiatives for pharmacy practice
faculty. Lastly, in order for this type of innovation to
occur in our programs, we need to rethink to whom we
are accountable. As stated by the 1997 AACP Janus
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Commission, the success of the pharmacy education en-
terprise is dependent on the success of the profession.

We need to move beyond ACPE educational stan-
dards and create measures of accountability for pharmacy
education to the healthcare environment.
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