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EXECUTIVE SUMMARY

The widespread and generally accepted assessmemaiohacy is that there has been a
longstanding and nationwide shortage of practitistieat started in earnest during the 1960s and

continues today, although not as intense as dtinmegarly years of the §!Dentury. The shortage
has been caused in large part by an annual gratghir the number of prescriptions that require
processing, which has consistently outpaced thetgroate of the pharmacist workforce.
However, other factors are also driving the phasnmmectitioner shortage and these factors are

expected to accelerate the demands placed up@ndfession well into the §¢entury. These
factors include:

A rapid and steady increase in the percentageeddtB. population above 60 years of
age, which is the largest group of medication ysers

Continued growth of the Children’s Health InsuraRcegram (perhaps a comprehensive
national health insurance benefit) and the Medi€ame¢ D Outpatient Prescription
program, which will provide even greater accesméalications to the youngest and the
most elderly segments of the U.S. population;

New and expanded direct patient care servicesatliately seek to identify potential
medication related problems and monitor and maagugient’s medication therapy,
which may include intervening and consulting wilbge who prescribe medications,
ordering laboratory tests, and prescribing medstunder protocol with the patient’s
primary physician; and

New payment mechanisms that will more adequatatypemsate pharmacists, which will
increasingly motivate these professionals to seekagcept a greater role in resolving
and preventing medication issues for patients wikigssases are more complex.

There are also several conflicting factors thatliedy to impact the future supply and demand
for pharmacy practitioners within the state andabentry:

The number of pharmacy graduates from new schoatsHram the expanded class sizes
at existing schools—will increase the available kfamrce within the country and quite
possibly within Alaska. However, this increase rbayoffset by the significant number of
“baby boomer” pharmacists who will retire, die,bmcome disabled each year at about
the same time the new graduates establish thaitiges;

New practitioners will continue to decrease therage age of pharmacists; however,
roughly 65 percent of these new pharmacists wifielbeale. This is an important factor
when one considers that the historical female vavdd has been less productive in their
pharmacy practice lifetimes than the historicalenabrkforce; and

Greater use of technology, particularly in maivesx pharmacy, will certainly increase
the efficiency and production of prescription flitfient. However, new roles in direct
patient care will require a larger and more clifiicprepared pharmacist workforce in the
future.



With these factors in mind, this report seeks twjale insight into whether the need exists for a
pharmacy education program focused on servingtétte of Alaska. Drawing from published
data, the report sought to answer six questions:

1. What, if any, is theurrent shortageof practitioners in Alaska and what steps may be
required to bring the market into balance both imithe state and the Nation?

2. What is theanticipated future growtk—and how many practitioners will be required to
meet this anticipated growth—in Alaska and the di&i

3. What are some of the anticipated changes in then@wy profession scope of practice
and how will these changes increase or decreasmther options and demand for
practitioner services in the foreseeable future?

4. |Is there a particular skill set that is not curkgbting met by the existing pharmacy
programs that presently serve students from Alaska?

5. Whatchanges in technologwgre likely to influence the productivity of pharaya
practitioners in Alaska and the Nation?

6. Will the anticipated growth in the net number of practitioreekeep pace with future
demand for practitioners?

Nationally, it appears the shortage peaked dur@@)2001 when there was a 10 percent
vacancy rate. Since that time the shortage hasdadygshough the approximate 3-5 percent
vacancy rate that still exists represents a comgnand critical shortage. The shortage is most
acute in hospitals and ambulatory care clinics wjtlcialty practices. In many cases the
shortage is regionalized, though it also variestlyeavithin individual states and regions.

In Alaska, pharmacists comprise the third largeshary health profession behind nurses and
physicians. Alaska trails the nation in the numifepracticing pharmacists for every 100,000 in
population; the state has 75 percent as many plstaas the national level and 72 percent as
many practicing pharmacists as in Washington (Wagsed on population. Relatively speaking,
Alaska is more in-balance with U.S. data for pi@acg registered nurses, physicians, and
physician assistants than pharmacists. Alaskargsanore than twice the number of nurse
practitioners and ranks first nationally on a resitdpopulation basis. These data are compared to
that of WA, which geographically speaking, is th@sest major population state to Alaska.

The relative salary of health workers is often ohthe best surrogate measures for contrasting
practitioner supply versus demand. As of May 2@bB8 ,mean annual salaries for Alaska health
providers, with the exception of family and gengxiaysicians (as reported by the Bureau of
Labor Statistics), are higher than both the natiamarages and the averages in WA. The large
number of nurse practitioners in the state whoyeajoindependent scope of practice may
account for the relatively low salary averagesféonily and general physicians.

The state has been a net importer of pharmacistsgh reciprocity of licensed pharmacists
from other states. Some data suggest that Alaskehenge the largest or second largest
population-based number of vacant positions.

The number of patients served per pharmacist raingesa low of 1,444 in Anchorage/Mat SU,
to a high of 7,890 in the Northern region. Evergioa of the state has more residents per
pharmacist than the national average. However, kigptihe number (supply) of licensed
pharmacists in Alaska relative to the state’s path base (demand) gives one only a general
idea of the surplus or shortage of practitioneup@By data must be balanced with demand data.



There is some data that offers a glimpse into #mahd for pharmacists. Fir3the 2007 Alaska
Health Workforce Vacancy Studgported 98 vacant pharmacists positions in the,sta one
vacancy for every five positions. Recent, prelimyndata, collected in 2009, coupled with a
significant increase in annual reciprocity datdlect a decrease in available positions. Second,
the same study found that the average length @& tequired to fill a vacant pharmacy position in
Alaska was more than 12 months. A 2008 survey byAflaska Pharmacy Association confirmed
these data by reporting most sites require six hstd two years to secure a replacement for a
vacant position. The most recent data collected0@9 suggests that the vacancy rate may be
decreasing as positions are being closed, perhagdalthe inability to recruit to and retain
pharmacists to Alaska. Third, the Alaska Departmaintabor and Workforce Development
projects the state will require an additional 26%rease in pharmacists during the 2004-2014
time period.

Using vacant positions, average national pharmstispopulation ratios, the documented
difficulty for Alaska employers in hiring replacents, and state workforce projections regarding
the increase in new and replacement positionsnaetoative estimate of the current demand for
pharmacists is 500-550 practitioners, or 20-30%thaf current pharmacist workforce. This
estimate does not consider practice needs beyastngstion order filling, and it also does not
factor in the supply problems created by nlqanag'mg staffing a workforce where a significant

number of positions are filled by non-residents.

Certain segments of the Alaska health care systath ragions within the state may be
experiencing significantly greater problems in nmegthe demand for practitioners. For the U.S.,
the general consensus is rural and socioeconomidefiressed communities in all states have a
greater problem in securing all health professignaharmacy reflects these manpower problems
as well. In addition, specialized practices (eaglyanced clinical practice in institutions and
clinics, critical care in hospitals, and manageaiatl supervisory positions) are also difficult to
fill. Does that also mean there are specializednggdgs of pharmacy practice in Alaska that suffer
greater shortages than overall state data mayctefl&vhile supply of chain drug store
pharmacists may not be great due to the nation-piesence and recruitment, clinical specialists
providing direct patient care in the Alaska Natideath System without a significant out-of-
Alaska recruitment, except for the U.S. Public lte&ervice, has significant difficulty meeting
its pharmacists’ needs.

Alaska is clearly experiencing a more severe pheishahortage than the rest of the U.S. and
there are structural issues that likely explain safithe workforce shortages in this region, issues
that may be similar to those in many rural areathefU.S. Regardless of these issues, however,
the pharmacist shortage is as real in Alaska as ih most of rural America, and most
demographers believe the professional workforcerural America will continue to incur
shortages without some significant incentives. Stnectural problems are simply too great.

1
Alaska Health Care Databook, 2007, reports nordezss fill 26% of pharmacists’ positions.



There is a generally identified responsibility &ostate to provide its citizens with the opportynit
to access careers of their own choosing. Theretis & humanistic and an economic benefit for
Alaska residents to be able to study pharmacy mskd. Being able to remain in-state helps
maintain family support units, reduces the cosplahining education, and provides a productive
worker for the state in a highly beneficial, ess#nand high paying profession. The human and
economic cost of relocating out-of-state can baiigant and beyond the resources of many
residents. Alaska has not made significant progireseducing its shortage of practitioners due
primarily to the fact that there is no in-state ioptfor Alaska students who wish to become
pharmacists and fewer opportunities for these siisdéo compete at public schools in the
Northwest U.S. that have the pharmacy programsaaagbrimarily attended by students who are
residents of those states.

The partnership model for pharmacy education is wabéle option for University; it would
provide the opportunity for Alaska residents toeiee a pharmacy degree and generate a
meaningful increase in pharmacy manpower for tagesilthough there are no sources of data to
determine the number of residents who studied bstade and then returned to practice in
Alaska, the general consensus is that studentsttefwtate close to where they complete their
education and thus don’t return to Alaska. If tieiset is true, then it is logical that conducting—
at a minimum—the last year of full-time experiehteducation in Alaska will increase the
likelihood that Alaska residents who study pharmadi/be more likely to remain in the state to
practice.

Alaska institutions are familiar with the model imedical education operated by the University
of Washington College of Medicine in partnershiphathe states of Wyoming, Alaska, Montana,
and Idaho (the WWAMI model). It requires studemsdttend classes and laboratories and
complete introductory experiential education praggain state during the first year, and then
complete the second year of classes, laborat@rekjntroductory experiential education on the
main campus in Seattle. Students may choose to letanpears three and four in one of the
WWANMI states, including Alaska, but most remainSeattle for a majority of their Advanced
Professional Practice Experiences (APPES).

While there is not a multi-state, WWAMI-type prografor pharmacy education, distributed
satellite campus pharmacy education is prevalenbngmhe nation’s existing schools. All
programs, except for Creighton University, use kycbased at satellite campuses to work with
the students as they navigate a rigorous curricullimey also coordinate experiential education
and provide the quality assurance programs to enstwdents achieve a quality program even
though they are in a distant location. Accreditatstandards require distant delivery strategies to
achieve equivalent curricular outcomasd all delivery models require students to coneptee
same curriculum and learning strategies - labaegpsmall group discussions, and experiential
education programs - regardless of their physicehtion. The major differences between the
three models are the degree to which studentseapgred to be independent learners and the
amount of direct engagement between faculty antksits.

If UA were to partner with an existing accreditedapmacy program experienced in satellite
program delivery, a satellite campus delivery mddelocal access to pharmacy education could
provide Alaska residents with an opportunity to a#min Alaska to complete their entire
pharmacy degree.



The costs for the Alaska student to complete astate satellite program would likely be
significantly less expensive as compared to relngadut-of-state to study pharmacy. Students
would save travel costs and perhaps some livinggrsgs, depending upon where they live in
Alaska and where they may relocate.

The Creighton University School of Pharmacy and ItheRrofessions could provide another
option for a UA pharmacy program, but this modellgdaminimally involve the UA in pharmacy
education. Moreover, it would be significantly maepensive for the student than an in-Alaska
partnership program in which the partnering insittu assists the UA in operating the satellite
program. Securing Legislative support for a UA-deded In-Alaska program, even as a partner
with an existing out-of-state school, may be masitipally feasible.

The UA is also considering the establishment obws accredited, entry-professional pharmacy
degree program whose outcome would be a DoctohafrRacy (Pharm.D.) degree, which is the
only recognized degree for state licensure in th®. @&nd is classified as fast-professional
degreeby the U.S. Department of Education.

The Accrediting Council for Pharmaceutical Education (ACPE) is the lone federally
recognized accrediting agency for the Pharm.D. eegrogram, and all state and territorial
licensing agencies require applicants to completharm.D. degree program from an ACPE
accredited prograno be eligible for licensure. However, ACPE accra&tithtn does not supersede
the regional accreditation for the hosting instdnt In fact, the institution must have achieved
accreditation status from its regional accreditagency to offer doctorate programs prior to
receiving consideration by ACPE for Pharm.D. progmatic accreditation. The Northwest
Commission on Colleges and Universities (NWCCUhis relevant regional body for granting
UA the authority to offer professional doctoral edtion.

The Pharm.D. degree program requires at least doademic years of professional education
preceded by at least two years of defined pre-psid@al courses. The pre-professional
curriculum may be completed at any regionally aditeel college or university. The course of
study required to award the Pharm.D. (pre-professiand professional program) must be—at
minimum—six academic years; however many instindiohave revised their admission
requirements and now require at least three yehqmesprofessional coursework, essentially
making the Pharm.D. degree a seven-year post-sagoaducation program.

Under its current standardStandards 2007) ACPE requires a thregtep process for a new
Pharm.D. program to attain full accreditation. Tyele for accredited programs can range from
being non-accredited to six years. Typically, thiéal term for a newly forming program is two
years, which is followed by a four-year extensibté program develops as planned.

2
Foreign graduates who have graduated from intemnaltipharmacy schools meeting certain criteria owayplete an

“equivalency” examination to demonstrate that tkeiowledge and abilities achieve the minimum stadsiaf ACPE
accredited programs.



The first step in the accreditation process bewitis the appointment of a Founding Dean, under
whose leadership the institution files a comprelvendevelopment plan, a six-year pro forma

budget, and otherwise designs the program apmitat meet the current accreditation standards
and guidelines.

Once the College has recruited its senior leadetsiaim—typically composed of the dean, one or
more assistant/associate deans and usually twatdepd or division chairs—the ACPE will
evaluate the application. If the paper review appéa meet the basic requirements, ACPE will
schedule an ogampus visit by a site-team typically comprisedié or more Council members;
a Dean from another pharmacy program at an institusimilar to that of the applicant
institution; a faculty member from another pharmachool; and one or more ACPE staff
members. The licensing board in the state wherén8igution is located is also invited to send a
member to participate in the siteam’s review. A major focus of the visit is to ke the
institution's ability to successfully execute itarqp Based upon the evaluation, ACPE may either
award Pre candidate Statusto the institution, indicating that the Council hascepted the
institution's plan, or it may refer the applicatiback to the institution with specific issues that
must be resolved.

After it achieves preeandidate status, the institution may admit itsfing class, although it is
not yet considered officially "accredited.” Gradesafrom a program having onBre-candidate
Statusare not eligible to apply for licensure in any stat territory that requires graduation from
an ACPE accredited program.

After the first class is enrolled, the Council ggily sends a second site-team to the campus near
the end of the first year to evaluate how well thstitution is implementing its plan for its
founding class during the initial stages of matation. The Council once again reviews the site-
team report and considers whether or not to a®artidate Statuso the program. Graduates of

a program that has achiev&ndidate Statusre recognized as having received their degrees
from an "accredited” program and are thereforeitdégto apply for licensure in any state or
territory that requires graduation from an ACPEredited prograrﬁ.

The Council will require the institution to presemiritten reports throughout its early
developmental years and will often request annuekentations by the dean and institution
officials. If necessary, the Council may schedulielitional focused, orsite visits during the
three- to five-year period in which the progranurglerCandidate StatufRegular onsite visits
occur approximately 18 months apart, assumingrisigtution is proceeding according to its plan.
In the spring semester prior to the graduationhef founding class, the Council will authorize
another major orsite review to evaluate whether the institution hdly implemented its plan
Following the graduation of the first class, theu@al will consider awarding full accreditation,
which designates the programAsscredited

An analysis of institutional readiness criteria fdeveloping an accredited and fully in-state
pharmacy program at the UA concluded that the UAhsmage (UAA) and UA Fairbanks

3

According to United States Department of Educatégulations, a program can beGandidate Statufr up to five
years. If full accreditation has not been achiewgthin the designated time-period, the program mhegin the
development cycle again.
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(UAF) are at different stages when it comes tofdfasibility of initiating a pharmacy program. In
short, both have deficiencies to overcome befodertaking a professional pharmacy school. A
combination joint UAA and UAF delivery would be miisle, but only one university can be
accredited to offer the degree.

In this report, the Consultant developed a plahabdines the major decisions that must be made
as part of the UA’s planning process, assumingilit witimately decide to move forward with
preparations for the new program and will hire Hzainding Dean to be on-site in 2011. Other
planning assumptions the Consultant used in dewejdpe plan:

1.

No ok~

The pharmacy program will be organized as a sepacdemic unit of UA with a Dean,
an Associate Dean for Curriculum and Outcomes, ssistant Dean for Students, an
Assistant Dean for Experiential Education, and tl@gpartment chairs (pharmacy practice
and pharmaceutical sciences). There will also Ipeaggpiate professional and clerical
staff to support program development and operations

The program will be configured primarily using & 3tructure whereby students
complete three or more years of pre-professionalias and then apply for admission to
the final four years of professional education;

The program will admit 30 students per entry class the final four years.

Tuition for the pharmacy student will be equalie WWAMI medical student tuition.
Tuition will be inflated by 5% annually.

The program will include a set-aside for scholgrsli{tuition discounts) of 5%.

The University will construct a new building or mmte an existing and structurally
sound building to house the new pharmacy progracyrding to the program design
presented in this plan.

Additional and pharmacy-specific library resouraes support fees to meet the
pharmacy curriculum will be allocated to the statenAlaska Medical Library.

The Pharmaceutical thiences faculty will be employe a 12-month contract basis at a
rate comparable to the f&ercentile of public pharmacy schools. The Pharnfraegtice

faculty will be employed on a 12-month contractibasat a rate comparable to the 75
percentile of public pharmacy schools—to teach egp#al education year-round in the
fourth professional year.

10. Pharmacy staff salaries will be paid according/pdal UA staff salaries.

In reviewing the thirty ACPE accreditation standarthat must be fully met to achieve an
accredited program, the Consultant provided 19megendations to assist the UA in addressing
the needs for a new pharmacy program should thiséeption exercised.

Vi



The focus of a Pharm.D. program should be on pregp@harmacists to primarily practice as
providers of direct patient care to individualsiwitomplex, medication controlled diseases (most
chronic diseases). This is the one area of healththat is poorly served by the current, fee-for-
service health care system. Knowledge and skilleedication distribution and control would

also be a core knowledge and experience, but theefdemand will be greatest in the care of
patient with a greater potential for medicatioratetl problems in complex diseases. Such a
focus will require a greater scientific preparatiorthe biomedical sciences and understanding of
disease processes with a greater number of hodrstamsity of the experiential component of
the curriculum. Strong partners with the Alaskaltieeare community to provide the clinical
education should be a major component in plandiegstrriculum

The 5-year planning analysis suggests that ther@noduition and fee revenue would be $7.5M,
but operating costs would be $18.5M, resultindmteed for the Legislature to appropriate
$11M over five years for the UA to offer the prograAnnual appropriations of $1.9M to $2.7M
(FY13-FY17) will be required in addition to a $1&ilities capital appropriation.

Assuming there are no unexpected delays in theidagdrocess, construction of facilities,
recruitment of a Founding Dean, and accreditatamews—and assuming favorable votes are
secured from the NWCCU and ACPE—the program caallgts founding class (P1 year) of
pharmacy students (3-4 program) in fall 2013. Trstgdents would comprise the program’s first
graduating class in May 2017.

viii
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NEEDS ASSESSMENT AND ANALYSIS OF POTENTIAL STRATAGI ES
FOR A PHARMACY EDUCATIONAL PROGRAM FOR ALASKA

INTRODUCTION
When assessing the future need for a particulaltrh@aofession in any given geographical
region, it is important to consider five distinctdavariable elements:

1. Is there currently ahortageof practitioners within the region? If so, whatpsenay be
required to balance the market?

2. What is the region’s anticipated future growth &g many practitioners will be
required to meet this anticipated growth?

3. What are some of the anticipated changes in theegsin’s scope of practice and new
career options and how will these changes increadecrease the future demand for
practitioner services within the region being ewasda? Will future practitioners require
new or different skill-sets than those of currergqgtitioners, and if so, how will these
requirements affect the available workforce witthia region?

4. What changes in technology will likely influencesthroductivity of pharmacy
practitioners?

5. Will the anticipated growth in the net number cdgitioners keep pace with future needs
for practitioners when one considers other grovethiables? (e.g., future graduation,
retirement, and death rates; reciprocity into andyafrom the state and region; and
practitioners leaving the profession).

If a detailed evaluation of these elements indate anticipated available workforce that does
not balance with the region’s anticipated needs, glofession will continue to experience a
shortage until structural changes are implemermtedijust these elements.

The General State of the Pharmacist Workforce Inth e Nation

Pharmacy is generally recognized as a professitim avlong-standing shortage of practitioners.
The evidence of the shortage has been well docwderdpidly increasing practitioner salaries,
increased job vacancy rates, aggressive recruiyngll segments of employers, and extended
time-lines in filling positioné.Responses to the shortage of pharmacists havedvané have
typically included reducing the number of practigos required within a market by reducing the
number of hours the service is offered; utilizieghnology and hiring technical staff to augment
pharmacy productivity; and increasing the supplyawhilable pharmacists by opening new
pharmacy schools or by expanding entry class sizegisting pharmacy schools.

In addition, pharmacy is rapidly becoming a praf@sswith an increased community focus.
Historically students from across a state have aggh to an existing professional school within
that state—or to a professional school in an adjgistate—to obtain their education, and then
returned to their community to practice. Howeveday’s education consumers demonstrate two
distinct strategies for obtaining their professianatruction. The most predominate of these is
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the trend toward demanding greater local access.i$levidenced by a students’ willingness to
disburse higher tuition, which is facilitated by expanded ability to borrow funds for education.
If their career choice is not available at a schodalose proximity to their home, the student will
then select an alternate career field that is effeat a nearby educational institution, even if tha
career field is ultimately less satisfying. A sedatrategy, which is employed less frequently but
is perhaps more devastating to a community, is whenstudent elects to follow their career
dreams, and if not place-committed, will relocateanother community, often some distance
away, despite greater tuition and living costs. Thpact on the home community is magnified
when these students, on graduating, remain witiéir hew community to train and practice.
When this occurs, the home community experiencésrain drain” that will have long-term
devastating consequences for its economic developme

Assessing the need for pharmacy education callsafsharper focus on regionalization and
requires answers to a somewhat unique set of gussincluding:

Are there uniqu@opulation demographiosithin the state or region that will drive the
future supply and demand for practitioners?

Although a state/region may presently suffer atsiger of pharmacists, what is the
anticipateduture workforce demandithin the specific state/region where a new
pharmacy school would be located?

What is the level o$tudent demantb study pharmacy in the region?

How accessiblés pharmacy education face-committedtudents who desire to become
pharmacists?

The first section of this report will seek to geailbr assess the current and future demand for
pharmacists in Alaska, first by presenting backgbinformation regarding characteristics and
practices within the pharmacist workforce natiopnadind then by focusing more intently upon the
current status and predicted future supply of thermacist workforce within the state and within
the greater Northwest region. The overall objecivedo determine whether the national and
statewide supply and demand for pharmacists wititiooe to produce shortages, surpluses, or
balances through 2030. Addressing these issuesldstadiow policy makers to more ably
determine whether there is a need for some stgigested pharmacy education in Alaska.

The second major section of the report will attetopassist policy makers in determining which
format they should consider in providing pharmadyaation for Alaska citizens (e.g. contracting
with an existing accredited program to deliver alisie education; a regionally delivered in-state
format; or a University of Alaska program). Thetsat will present an overview of accreditation
issues and provide an assessment of Alaska's tgp@ci experiential education, a critical
element in any region’s delivery of pharmacy ediocatMultiple strategies will be analyzed,
including pro forma capital and operations budgets.

Finally, the report will conclude with recommendas and “next step” suggestions to help policy
makers address pharmacy manpower issues withstdke should they decide that pursuing these
issues is best for Alaska. At best, projectingribeds for any profession for more than a decade
into the future is risky. These projections aretipalarly difficult for pharmacy when one
considers: (1) the rapid acceleration of academagrmam enrollments recently seen in the market
and currently under development; (2) the explosaghnology growth increasing the efficiency
of medication distribution and control that hasrbeémulated, at least in part, by the existing
shortages; (3) the changing regulatory climate guwug the accreditation of pharmacy programs
and the practice of pharmacy; and (4) new rolediiact patient care and changing payment
strategies for a pharmacists’ products and services



Charge To The Consultant, Sources Of Data, and Limi  tations

The President’s Office at University of Alaska contracted with the Consultant to produce
a needs assessment for pharmacy education in Alaska. The consultant’s charge was to
consider the intermediate and—to the best extent possible—the longer-term need for
pharmacists in Alaska. The Scope of Work requested a national scan of the demand for
pharmacy education in the United States and recent trends in academia to respond to
these needs. A special focus on the needs of rural states is to be included. Of particular
interest is new pharmacy programs, trends in pharmacy education, and accreditation.

No original data were collected for this study other than general information gleaned
from a non-random interview with University officials, representatives of the Alaska
Pharmacy Association, and selected in-state providers. Instead, published data and
databases from multiple federal and state governmental workforce and regulatory
agencies and professional societies were analyzed to identify employment trends and
projections. Data used to identify pharmacy school enrollment trends and current
applicant pool characteristics was collected from institutional research data collected
annually by the American Association of Colleges of Pharmacy.

The analysis also combines projected workforce data estimated by different state and
federal agencies and at different time periods. Recent actual data (e.g., annual license
reciprocity rates, current school enroliments, etc.) were used to forecast several years
beyond the period for which the data were intended to project. From a research
perspective, these processes and data sources can lead to significant errors in the
analysis. Therefore, one should consider these data to be rough estimates of the future
supply and demand for pharmacists, and thus for the changing needs for pharmacy
education. Many trends and factors can—and will—change the validity of these
estimates.




SECTION 1 — NEEDS ASSESSMENT
BACKGROUND

Demand for Pharmacists Creating A Demand for Pharma  cy Education

Health professions are often classified into twougs: providers and technical assistants.
Providers are the health careers that are dirgethyponsible for the care of patients while

technical assistants are those that provide thengaktechnical expertise and patient care support
required for providers to deliver optimal and gtyadiervices.

Pharmacy is one of the eight primary human healtbfepsions providers. Others include
Audiology, Dentistry, Medicine, Nursing, Occupat@nTherapy, Optometry, and Physical
Therapy. With more than 280,000 licensed practgiennationally, pharmacists are the third
largest health profession, behind nurses and paysic

The demand for pharmacists is drawn directly frdra tevelopment and use of medications
within the United States (U.S.) and the world’s Itteacare systems. Medications include
prescription drugs, non-prescription drugs, biatagiproducts, diagnostic agents, radionuclides,
and food products with intended therapeutic uséter(oherbals). Medical devices are also
considered a focus of pharmacy because state badrpgbarmacy typically have a role in
regulating these instruments.

The demand for all health care services has beeanoexponentially upward trajectory for
decades. Pharmacy has also experienced an incrdasehd because almost every health and
medical treatment or procedure uses medicationsonfe category or form as an adjunct to
prepare the patient for treatment, control the @hygical systems during medical procedures,
control of symptoms or adverse effects, or as tiragry cure. Moreover, while medications are
adjunctive to medical care, they can—when usedpr@gpiately or without careful assessment
and monitoring—create new medical problems for gua. Thus, the pharmacists’ unique
knowledge and skills within the realm of healthecaervices are critical for a health system to
achieve optimal outcomes.

Health care demand, and therefore the demand fonptists, is expected to continue. Demand
for pharmacists is driven by major changes occgrim basic human demographics and the
explosive impact of medical technology, includirgawnand more effective drug therapies. Some
of these demand drivers are recent: the increasgegof the population; growing obesity rates;

and an increased and detailed understanding addeall systems that leads to the development
of new diagnostic and treatment modalities. This, dverall supply and demand for pharmacy
and pharmacists is an important element to planaihduture health professions manpower

models.

Shortage of Pharmacy Practitioners

The nation’s shortage of pharmacists was firstifiy identified in the 1960s when the U.S.
Congress initiated capitation funding to the naiggharmacy schools, which was designed as a
way to increase class sizes to meet an existinggeowiing need for practitioneerhiIe larger

class sizes—and the resulting increase in gradusadites—helped reduce the shortage in the
1980s, the national shortages were not elimin#eshortage of practicing pharmacists was again
documented during the period of 1988-190He shortage gained significant national atteniton
the latter half of the 1990s and into the early@08s the profession’s societies and trade
associations began to complete annual surveysocaintgositions both nationally and in each
state. The shortage of practitioners was reassesgbderified by the U.S. Bureau of Health
Professions in 1999 and then revisited for a third fourth time in late 2003 and 2008.
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The primary driver of demand for pharmacists in2880s—a steady growth rate in the
population’s use of medications—is the same as# iw the 1970s and 1980§. The number of
medications ordered annually has expanded gréstarthe available workforcélowever, the
underlying causes of today’s expansion in medioatieage are different. During the 1970s and
1980s growth was driven by new and more effectmegapeutic agents being introduced into the
marketplace and the growing popularity of thirdtparescription insurance programs that
reduced the economic impact of ordering medicationprescribers (physicians and dentists)
and users (patients). Those factors remain impodiavers today, but growth is also being fueled
by an aging society with a significantly highereraf utilization per persosran increase in the
number of patient visits to multiple new prescrébatho are generating increased prescription
volume (physician assistants, nurse practitiorsard,pharmacists have been given prescriptive
authority in most states, thereby increasing actessedication orcglers), and the greater emphasis

that is placed upon early diagnosis and treatmiectronic diseases.

As we look into the future, a new, perhaps morendtac stimulus to prescription growth is the
rapid increase in the U.S. obesity rawhile obesity rates have increased modestly—frofrb 31
of the U.S. male population in 2003 to 33% in 2084 from 33% to 35% in women—the
prevalence for obesity in children aged 2-5 incedasom 5.0% to 10.4%. For children aged 611,
the rates increased from 6.5% to 17%, and for thgee 12-19 the rates increased from 5.0% to
17.6%. The concern is obese children and adolescentg argherisk for health problems during
their youth, and as adults, and there is a verly bagrelation between childhood obesity and
adult obesity. Linkages between obesity and Typg&Betes, coronary heart disease, cancers,
hypertension, dyslipidemia, stroke, liver and dallilder diseases, sleep apnea and respiratory
problems, osteoarthritis, abnormal menses andtilitieare well documented.
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Today many pharmacists in the U.S. never actualigh medications; instead they dedicate their
knowledge, skills and time to counseling patieqi®nning and managing population-based
medication programs, prescribing medications, addning and interpreting laboratory studies to
monitor a patient’s progress in controlling disedts®ugh optimized drug therapy plans that are
developed in collaborative practice agreements wglttysicians. In short, these expanded
opportunities further reduce the number of pharstacvho are available to meet the traditional
role of order fulfillment. The industry has attemgtto provide a counter balance by introducing
technology and developing high volume mail senpt@rmacies that serve many workers and
retirees with chronic medications. These stratediase certainly reduced the number of
pharmacy providers required to meet the patiend o order fulfilment, but the shortage of
pharmacists continues to outpace the new techrualbegfficiencies.

All these trends should continue well into the setand third decades of theﬁmantury, and
there are new factors on the horizon that will haveeffect—whether positive or negative—
upon the supply and demand for pharmacists andgbeirices. For instance:

The percentage of the population above age 6d4tgest user of medications) will
rapidly increase

The Medicare Part D Outpatient Prescription prog¢aneffect January 2006) and the
likelihood of the continued expansion of the Cheldls Health Insurance Program (CHIP)
will regularly provide greater access to prescoiptmedications for the elderly and
children under the age of 18, the segments of tipailation that have generally purchased
medications out-of-pocket

New payment mechanisms are compensating and emgoogiaharmacists to take a
greater role in helping patients who have compisgakes prevent and/or resolve
medication problems. This Medicare Part D benedis Wweing rolled-out by the benefits
managers in fall 2006, but it has not yet becomestandard of practice nationwide

Establishing new pharmacy schools—and expandingmireg class sizes at existing
pharmacy schools—is increasing the supply of phaistato the workforce

The large number of “baby-boomer” pharmacists wiilbhe retiring in the next 5-20
years will become a major manpower issue

The percentage of females in the pharmacist woekfes growing (females typically
work fewer hours than their male colleagues dutivegearly years of their professional
lives due to their role in starting families. Feeshave also shown a historical tendency
to work fewer hours as they approach retirement age

Technology is reducing the labor intensity requif@dpharmacists to fill orders.

Growth in Student Demand

As expected, the demand for entry into the natipharmacy schools and colleges began to rise
once high school and college students began tgne®that the profession provided excellent
financial benefits and working conditions, enjoyedood reputation, and was cognitively
stimulating.

Today most schools report that they receive mae five qualified applicants for each position.
At somelainstitutions, in fact, those numbers sweethore than eight qualified applicants for each

position.

13
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The applicant pool for the fall 2008 entry class\WBa2% greater than for fall 2007, with 103,747
applicants reported by all U.S. programs.

In response to the increased practitioner stadent demand, higher education institutions have
opened new professional schools and increasedtheaass sizes of existing programs. In 1990
there were 71 accredited pharmacy programs in t8e Oy March152009, the total number of
programs at one of the three stages of accreditaid reached 112n addition, it is generally
understood—though not well documented—that andtBel5 institutions are currently planning
new schools. Moreover, existing schools have gdlgengreased their entry class sizes and every
program that existed in 1995 has expanded theallements, accounting for approximately two-
thirds of the increase in the number of projectedigates for the class of 2010. With the number
of new schools, plus the expanded class sizessitrexprograms, graduation rates that had
averaged roughly 7,000- 8 OOO graduates per yeapijroximately 1520 years prior to 2005
expanded to 10,500 in 2008 the new programs and mcreased class sizesilyre f
implemented, Accrediting Council for Pharmacy Eduma(ACPE) projects that by the 2010-
2011 aclasdemic year, the nations’ pharmacy schodlgnaduate approximately 12,000

students.

Will Supply And Demand Ever Become In-Balance?

Even when the complexities of future demand andjtbeving number of graduates are
considered, there is a serious and continuing caraeto whether or not the pharmacy
profession is training a sufficient number of ftyaractitioners. Indeed, the demand for
pharmacists is likely to grow exponentially whereawonsiders the number of additional
practitioners who will likely be required to handlkee growing demand for the medication-related
and enhanced professional services that pharmacestsiquely prepared to provide.

One attempt has been made to analyze the currektonee’s duties and responsibilities, project
future trends in both medication use, assess thetlyrof technology and its impact on workforce
needs, and factqgr in the evolving responsibilityhaf pharmacist from order fulfillment to direct
patient care rolesA national panel of 24 leading experts represerdihgectors of pharmacy
practice was convened in the fall of 2001 to “dedite and forecast timeedfor pharmacists” in
the U.S. by 2020. It should be noted that the psmadrk wasnot intended to predict supply or
demandfor pharmacists using the same methods demographg®y when they seek to make
projections about a workforce. In this forecastedwas defined as “the number and types of
pharmacists that experts in the field think willlequired to deliver high quality pharmaceutical
care to the population.” The panel’s conclusiorssirown in Table 1.
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Table 1: Current Use and Projected Need for Pharmac

ists in the U.S.

Task Current Use of Projected Need for
Pharmacists in 2001 Pharmacists in 2020
Distribution (order fulfillment) 136,400 100,000
Primary Patient Care Service 30,000 165,000
Secondary/Tertiary Services 18,000 130,000
Indirect/Other Services 12,300 22,000
Total 196,700 417,000
Total Supply 260,000

Shortfall 157,000

‘These figures estimate the need for pharmaci2620 and forecast market
demand (jobs) for pharmacists Source: Knapp, DAfd3sionally
Determined Need for Pharmacy Services in 2@20 pharm Ed 66:421-429

The panel’s analysis and estimate of future woddareeds took into account positive drivers
such as medication use and the changing roleshfmnpacists, and negative drivers such as the
increased use of technology for order fulfilmentldhe increased number of graduates from new
and expanding schools. The numbers still portesidraficant shortfall of practitioners

throughout }ohe U.S. by 2020, especially when omssiciers the diverse and expanding roles for

pharmacists.

DEMOGRAPHIC AND PRACTICE CHARACTERISTICS OF THE PHA RMACIST
WORKFORCE

The pharmacist workforce is somewhat unique whenpawed to that of other larger health
professions such as dentists, nurses, physicapiss, and physicians. The differences are
generally apparent in several key areas:

Gender ratiosthe professional pharmacist workforce has onlgndy shifted away from
being male dominated. This trend will continue dt@matic rate into the future because,
since the 1970s, the percentage of female pharstadgnts has become dominant. In
addition, the pharmacists who will retire during tiext 5-20 years will be almost
exclusively male because males dominated the warifprior to the mid-1970s;

Average age pharmacists today are older as group than phyieeapists, but21younger
than nurses, physicians, and dentists. The me@anahbage is 47 and decreasingnd
Percentage of licensees engaged in active practice percentage of pharmacy licensees
in active practice is higher than that of nursimgt, lower than that of medicine and

dentistry. This fact may be rooted in primary garctearacteristics of each profession and
the earning potential of the service provider.

These characteristics must be considered whentterags to project pharmacist workforce
needs into the future.
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Survey of Pharmacy Practitioners Demographic and Pr  actice Patterns

The American Association of Colleges of PharmacyAQ@R) coordinated the most
comprehensive research document into the basidiggacharacteristics of pharmacists. The
study was completed in 2000 and repeated in 2004 t&am of researchers frcgzm five Big Ten
pharmacy schools under a contract with the PharnMaypower Project (PMP) The study
design centered on a national, representative sagngf licensed pharmacists who completed a
mail survey form that asked questions about theiactre patterns and demographic
characteristics. Some of the important findingsrirthat study that are relevant to projecting

) 23
future workforce needs include

In 2000, 12% of all licensed pharmacists were otvely engaged in pharmacy practice;

in 2004, 14% of all licensed pharmacists were wtivaly engaged in pharmacy practice
—an increase of 2% from 2000 to 2004.

8% of all licensed pharmacists were retired in 2@@mpared to 6% in 2000.

73% of all licensed pharmacists in 2000 were wayKirl time (defined as 30
hours/week) and the average workweek for full-tpnactitioners was 44 hours/week. By
2004, only 68% of all licensed pharmacists werekimgy full time and the average hours
decreased to 42 hours/week.

Employment status differed according to gende2d@0, 76% of licensed female
pharmacists were employed full time in professigaktice, compared to 88% of their
male counterparts. By 2004, only 68% of licenseddie practitioners were employed
full time. The average workweek for full-time feragharmacists was approximately the
same in both years, but was 10% less than thatt# pharmacists. The average
workweek for part-time pharmacists, regardlessewidegr, was 19 hours.

43% of all licensed pharmacists in 2000 were fep@datinuing the trend toward female

practitioners that rapidly increased during the $&veral decades of themZOsntury. This
number rose to 45.9% by 2004.

78% of female pharmacists worked part time whew there 23-45 years old, while
fewer than 20% of male pharmacists worked part tioméng these same years. More
males (62%) tended to work part time past the 4§©,can age by which a majority of
female pharmacists have retired from active practic

22
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On average, the workforce equivalent of 1.0 ferpglarmacist full-time equivalent (FTE)
was equal to 0.8 male pharmacists FTE in both years

In comparing changes in practice patterns of madefamale pharmacists from 1995,
2000, and 2004, male pharmacists worked similardhfull-time, but the trend in
retirement age for male pharmacists was progrdgsyeeinger. This tendency was also
documented for female pharmacists, but just apéheentage of female pharmacists in
the workforce increased over the three periodsred,tthe average number of females
retiring by age 55 also escalated.

The fundamental conclusion drawn from the nationahpower studies is that the hours worked
by a licensed pharmacist professional is decreasueg time. Therefore, simply focusing on a
headcount of licensed pharmacists is not an accunaasure of the professional workforce as it
relates to the professional services availableéedt.S.

Gender Shifts in Pharmacists and Enrollment Trends in Pharmacy Students and Graduates

One national trend that has started long before@@®s is the gender shift within the profession.
As early as 1980, females comprised less than Za¥egrofessional pharmacy workforce. This
began to change as we moved through the 1980s98Y, B2% of the pharmacist workforce was
female, and by 2004, females comprised 46% of toekforce. By 2(2)620, one source has
estimated that females will make up 62% of the pisaist workforce. This trend can be
explained by the changing demographics seen imp@r education.

Chart 1 shows 2gotal enrollmerat pharmacy schools from 2000-2008, separatedniatie and
female students.Four observations are apparefirst, pharmacy school enrollments have
increased 112% from 1985 (25k students) to 200%)(52econd the majority of pharmacy
students are female (ranging from 65-66% each y&hid, the majority of the overall growth in
pharmacy enrollment generally reflects the traositfrom the three-year to the four-year
Pharm.D. program from the late 1990s until 2008dghts attended pharmacy school for 4 years
rather than 3 years, increasing total enroliment1l¥); and Fourth, total enrollment has
increased dramatically since 2005.

24
Computed from the data presented in Pedersen, CA¢éte, WR, Gaither, CA, Mott, DA, Schommer, JC:

National Pharmacist workforce Study 2000, Augus2Qo.
25

Pedersen, CA, Doucette, WR, Gaither, CA, Mott, B&8hommer, JC:
http://www.aacp.org/Docs/MainNavigation/Resourcg9 final-fullworkforcereport.pdf
26

Knapp, K and Cultice, J. New pharmacist supplygetipns: Lower separation rates and increased gtasliboost
supply estimates. J Am Pharm Assé¢:463, 2007
27

Some programs are six years post-high school, soenfour years post pre-professional studies anm soe three
calendar years post pre-professional studies. Tdteseinclude any student enrolled in any of thpsgram
configurations. Considering only the last four psdional academic years, the total number of staden
?Spproximately 41,000. The attrition rate for thetIsix years has averaged 4.7%.

The year 2000 is selected for analysis since frall2D00 to the present, all accredited collegessmools were
required to offer the Pharm.D. as the single psifesl degree. Enrollment numbers through 2004idel
baccalaureate students (three professional ye&us)were admitted prior to 2000 for most programs.
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Chart 1: Total Pharmacy School Enrollment by Gender 1985 — 2008
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Chart 2 shows the annual number of graduates ficdessional degree), separated into male and
female from 1985-2008. During the time period dega¢c female graduates ranged from a low of
60% of the total graduates in 1990 to a high of 66%002.

Chart 2: Total Pharmacy Graduates By Gender: 1985 — 2008
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The Impact of Retirement, Disability, and Death On ~ Pharmacist Workforce

Generally speaking, workforce analyses have natded on the impact that retirement, disability,
and death have made on the pharmacist workforce piéviously discussed National Pharmacist
Workforce Survey of 2004 reported that 14% of tluekfiorce was either retired, disabled, or had
left active full- or part-time practice and thatatle rates have been relatively insignificant. It
could be that significant—or sufficient—attentioashnot been paid to these analyses because the
pharmacist workforce is generally younger. Howewere must wonder whether this factor is
likely to remain the same in the future, or wiltltange?

The data in Chart 3 shows the annual number ofnphey graduates nationwide for the period
1961-2008 and provides some indication of importdr@nges that may occur in the pharmacist
workforce over the next several years and beyond.

Chart 3: Annual Number of Pharmacy Graduates: 1961- 2006
Total Number Graduates
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Source: AACP Institutional Data

Prior to the 1960s, the annual number of pharmaaghuates was generally fewer than 3,000 per
year. During the 1960s, except for 196he annual increase in pharmacy graduates typically
ranged between 7% and 9% more graduates eachtlyeangrease in 2006 from 2005 was
9.3%). This factor, more than any other, explaihy the pharmacist workforce is relatively
younger than many other health professions. Feetlears, beginning in 1974, the annual
increase was dramatic and reached an all timedfi§i011 pharmacy graduates in 1978. The
next several years saw a reduction in the numbgraafuates until about 1988, when the trend
again reversed. There was a 6% increase in the ewoflgraduates each year through 1990, and
since 1991 there have been six years with a redusenber of graduates year over year and nine
years with <5% annual increases. The primary catifee down years during the 1990s through
2003 was likely the transition made by schools fthmfive-year B.S. program to the six-year

29

Graduation rates in 1964 were significantly impeldig the switch from the 4-year B.S. entry degpees( high
school) to the 5-year (2 year pre-professional&gdar professional) program. 1959-1960 was whenetst of the
4-year programs switched to 5 years, therefordhaving a 1964 graduating class.
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Pharm.D. program. Graduation rates in 2006 may haaked a shift in the trend when—uwith a

9.3% increase over 2005—the nation’s new and expgmatograms graduated more than 9,000
pharmacists for the first time. This is approxinhatewice the number of pharmacy school

graduates seen 20 years earlier (1986) and thines the number seen 40 years prior (1966).

The additional workforce generated by new schoolsing on-line recently and the expanding
enrollment in existing schools, a process thag &l wito its second decade, will expand the
number of annual graduates to 12,000 and beydtralso seems clear that—because of the rapid
growth in graduates during the 1960s through thd-18i70s—the annual number of active
pharmacists aging into their 60s and 70s will dyeatcelerate in the coming years. The dramatic
growth of graduation rates in the 1960s and e&K0% is directly linked to the beginning of the
“baby boomer” generation, which is defined as imtirals who were born in the last half of the
1940s and who graduated in the 1960s and into tHel870s. Thus, the number of pharmacists
aging into their 60s and 70s from 2012 to 2032 Wwel significantly greater than in previous
years. This indicates that there is likely to bgreater percentage of the pharmacist workforce
impacted by retirement, death, and disability bemig as early as 2010. Since female
pharmacists historically tend to retire earlienthiaeir male colleagues, the transition to a female
dominated profession will further compound this aop It seems likely, then, that for the period
from 2008-2020, approximately 65-70% of all phargnachool graduates will simply replace the
retiring, dying, and disabled workforce. This wolily leave approximately one-third of the total
number of new graduates to meet the increasinggsainal demands of pharmacy.

Summary of Practice and Education Characteristics o f Pharmacists

Assuming that the professional practice charadiesisidentified by the AACP study will
continue into the future, persons projecting thee f the pharmacist workforce must carefully
consider and include shifts in the gender and dgpharmacists if they wish to accurately
estimate future workforce needs. The professioaimafraphers must also take into account the
large number of licensees (1.4 of every 10 licergleakrmacists in 2004) who will not, at any
given point in time, be actively engaged in prong@patient services due to retirement, disability,
or career change. Death rates will also increaamatically as the number of graduates from the
1960s and early 1970s age. Therefore, while thebeurof new schools and the expanded class
sizes at exiiting programs will significantly inase the number of graduates over the next
several yearsthere will never be a true 1:1 relationship betwpbkarmacy school graduates and
the number of practitioners needed to satisfy tieéegsional workforce.

THE NATIONAL SUPPLY AND DEMAND FOR PHARMACISTS

According to estimates by the U.S. Labor DepartrseBtireau of Labor Statistics, there were
approximately32280,000 licensed pharmacists in th®. ih 2005 and about 230,000 (82%) in
active practice. While this number has increased dramatically stheel960s, the primary factor

driving the need for pharmacists—the number of@ipgons in ambulatory settings and

30
Valasse, P. A Status Report on the Expanding Pr@arBducation Enterprise: Part 2. ACPE Updatel 5, Issue 2,

2007.
31
The projected number of graduates is expectedptatt@approximately 12,000. Peter Valasse, PresidelRE,
July 2006.
32

US Department of Labor, Bureau of Labor Statistiday 2005.
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medication orders in institutions—has increased gteater rate. In the retail sector alone, the
number of prescriptions filled has been increasipgroximately 5% each year since the early
1990s, while the anr;3ua| rate of growth in the numifepharmacists has averaged only 1.6%
during the same yearsAlthough the percentage of prescriptions in 200&dased only 2.7%,
that is likely an anomaly. From 1995 through 20@e, the total number of prescriptions fsiJIed
in the country increased from 2.1B to 3.4B (an allencrease of 67% or 7% annually).
Comparable figures are unavailable for pharmacigt® practice in institutional and other
settings, but this statistic alone suggests thete b& growing pressure on the professional
workforce to meet the expanded demand.

Evidence of a National Shortage of Pharmacists

In 1999, tP315e U.S. Congress directed the U.S. Buoé&lealth Professions to study the pharmacist
workforce. The extensive analysis conducted in 2000 concludedthere has been an
unprecedented demand for pharmacists, and for @tautical services, which has not been met
by the current supply.” According to the analydise factors contributing to the shortage
included:

Increased use of prescription medications;

Market growth and competition among retail pharnesciesulting in increased
pharmacist positions, expanded store hours, andsteve openings;

Expansions in pharmacy practice and pharmacistEs@nd professional opportunities;

Increased access to health care and the increasatbar of health care providers
authorized to prescribe medications;

Changes in the pharmacists workforce, includinggteater number of women
pharmacists and their shorter work patterns; and

The double impact of increased insurance coveragprescription drugs, resulting in an
increase in both prescription volume and the nundfehird-party payment issues that
need to be resolved.

The consequences of the shortage were acknowlddgeave created a negative impact on the
profession and the public. The major problemswee identified:

Reduced time for pharmacist to provide patient seling — a role of increasing
importance in light of the expanded use and conitglex medications;

Job stress, inadequate working conditions, and cedwprofessional satisfaction due to
longer working hours and lesser flexibility in sdiaéng, and introducing fatigue-related
factors that increase the potential for medicatesrors;

Service restrictions particularly affecting undengsd or otherwise vulnerable sectors of
the population such as the elderly, residents cdlrcommunities, individuals with

33
Bureau of Health Professions, Health ResourcesSandces Administration, US Department of Healtd Bluman

ServicesThe Adequacy of Pharmacist Supply: 2004-208&cember 2008.
34
. NACDS Foundation, The Chain Pharmacy Industry Rr@D07.

Bureau of Health Professions, Health ResourcesSandces Administration, US Department of Healtd Bluman
ServicesThe Pharmacist Workforce: A Study of the Supply abémand For Pharmacistd)ecember 2000,
chapter 2.
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mental illness who are on medications, and persiegendent on publicly-supported
services such as Native Americans and veterans; and

Recruitment of pharmacy practice faculty away fswhools and colleges of pharmacy,
hampering schools’ ability to increase class size.

In December 2003the Labor Department’s Bureau of Labor Statistipdated their pharmacist
workforce statistics and projected the need fomplagists in 2010. The Federal agency charged
with monitoring and projecting the national worlderestimated that the U.S. would require an
additional 25,000 pharmacists (approximately 12%hef current workforce) by 2010 to fill the
new positions. These are additional new positi@hbd the number of new prac;teitioners needed
simply to replace pharmacists who retire, are déxhldie, or leave the professionlo achieve
this goal the nation’s pharmacy schools would needncrease their annual production of
pharmacists by 4,166 each yediis represents &7% increaseover the total number of
graduates in 2003 and assumes that 100% of thes#ugtes enter practice each year, which is
an unrealistic assumption.

In December 2008 the Health Resources and Services AdministratBmeau of Health
Professions publisf;ed the most comprehensive asalps projections of pharmacist manpower
needs for the futureUsing current census bureau workforce data frond44091,200 full time
equivalent (FTE) active practitioners), the statbjpcted the future supply of pharmacists from
US programs and foreign graduates, making adjussrienfemale-male practice differences and
estimating the number of retirements and disabilityidents. They modeled various supply
scenarios from 2004-2030, including: no growth du@ational capacity vs. a 10% increase vs. a
20% increase over baseline; retirement two yeatgeesaersus retirement two years later; a 10%
increase in per capita hours worked versus a 10etedse per capita hours worked. These
strategies produced an annual workforce supplynasti on a year-by-year basis. This analysis
projected that by 2030, the 2004 baseline workfaic&91,200 FTEs will grow from a low of
286,900 to a high of 364,200, with a FTE count ®8,800. The former assumed pharmacists
worked 10% fewer hours than today and the lattauraed that the number of graduates
increased 20%.

The baseline projected supply of pharmacists sugdeat future manpower needs will be even
greater than previously estimated, perhaps by as/as 50,000. This revised number is likely a
result of the growing number of pharmacy schootsianreased enrollment discussed previously.

HRSA researchers attempting to estimate the grawttemand from 2004-2030 used the same
manpower projections strategies. They based tresitathd estimates on contemporary practice
models where “demand for pharmacists is derivethftbe demand for pharmaceuticals and the
role of the pharglacist in providing the dispensicmynseling, monitoring and other services that
patients require."They did not attempt to model changes in the scdpeactice for pharmacists
to include Medication Therapy Management for Cheddisease Management, a role for which
most pharmacy schools today are preparing futuaetiioners to assume. Their

36
US Department of Labor, Bureau of Labor Statistids¢cember 2003.
37

38HRSA' Bureau of Health Professiofi$ie Adequacy of Pharmacist Supply: 2004-2030, Deben2008
HSRA, The Adequacy of Pharmacist Supply, 2004-208@cember 2008.
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estimated baseline for demand in 2004 was 201,60 pharmacists, or 5% more than the
available supply of 191,200 FTE practitioners. Ehestimates comported with several other
published surveys conducted at about that same Timguantify the growing demand in the total
number of prescriptions over the same time petiwel yesearcher’s population growth model was
adjusted for age category (aging population); ckarig per capita prescriptions written during
ambulatory visits; projected growth in Medicare tP@r prescription coverage; and trends in
dispensing efficiencies (technology and mail sexyv&o that estimates of pharmacists dispensing
products across multiple patient care environmgntsbulatory and inpatient) were captured. The
resulting total prescription estimates were subgdb alternative demand scenarios, much like
the pharmacists supply analysis, to produce a rafdeture manpower requirements. When
comparing supply and demand across these variersasos, HSRA estimated that the U.S.
could have a surplus of 24,300 pharmacists (asgumidecrease in per capita consumption of
medications across various population categoraesy,shortfall of 100,000 (assuming an increase
in per capita consumption of medications acrosuarpopulation categories). Their overall best
estimate was a shortfall of 37,900 FTE pharmacists.

Chart 4: Projected Pharmacist Requirements Under Al ternate Scenarios
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There is only one source of pharmacist supply agmiahd data that is upd;;:ited monthly: The
Aggregate Demand Index Sponsored by the Pharmacypdeer Project. The index is
computed from data submitted by a “panel of persams participate in the hiring of pharmacists
on a direct and regular basis. It is intended th@afpanel represent the major

39
Pharmacy Manpower Projeétggregate Demand Indewww.pharmacymanpower.com
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geographic and practice sectors of pharmacy peatidche United States. Membership on the
panel is by invitation from PMP members and com@sud. II;ata submitted by panel members are
confidential. Panelists are not compensated faigyaation.” The index ranges from 5 to 1, with

5 = High demand: difficult to fill open positions= Moderate demand: some difficulty filling
open positions 3 = Demand in balance with suppty2emand is less than the pharmacist supply
available 1 = Demand is much less than the phashagpply available. The data for April 2009
is depicted in Chart 5.

Chart 5: Aggregate Demand Index for April 2009

NATIONAL PHARMACIST DEMANID BY STATLE aprin 2009

Wiait us at: http:/fwwwwesternu.eduadis

Alaska was categorized as a state having an indkee\of 4, Moderate demand: some difficulty
filling open positionsThis value was higher than that of the natiora aghole (value 3.8), the
same as WA, and lower than ID (4.32) in the Nortiwe.S. When compared to April 2008, the
national index by April 2009 had decreased fronv4® 3.8, reflecting a continued shortage of
pharmacists, but also a move towards a balance#dlemnéindex of 3). Only one state, HI, has
fewer positions to fill than the number of availpharmacists and the greater Northeast region is
the only area where supply and demand is gendryalgnced.

Summary of a National Shortage of Pharmacists

There appears to be reliable evidence that themectntinuing national shortage of pharmacists,
perhaps in the range of 3-5%, and that this sheti&gly will continue into the foreseeable future
until at least 2030. These national projectionsbased solely on the pharmacists’ traditional role
of dispensing medications (both in health careesystand community pharmacies) and do not
address changes in the scope of practice such ragiatkring immunizations in community
practice, non-medication dispensing and relateditmang and counseling, and direct patient
care in chronic disease management as is commongma@rowing number of health system
practitioners. Moreover, since there are multiglecsalized practice areas within the pharmacy
profession (e.g., clinical specialist, managershff community pharmacists, staff institutional
pharmacists, consultant pharmacists, pharmacy tfacatc.), some specialization areas may
continue to experience shortages while others reap{balance.
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THE SUPPLY AND DEMAND FOR PHARMACISTS IN Alaska

Supply of Alaska Pharmacists

Pharmacists comprise the third largest primary theaitofession in Alaska behind nurses and
physiciansA?As Table 2 shows, Alaska trails the nation in thenber of practicing pharmacists
for every 100,000 in population; Alaska has 75%rmasy pharmacists as the national level and
72% as many practicing pharmacists as in WA forhe&60,000 in population. Relatively
speaking, Alaska is more in-balance with U.S. datgpracticing registered nurses, physicians,
and physician assistants. Alaska also has moretthiae the number of nurse practitioners and
ranks first nationally on a resident populationi®ashese data are compared to WA, the closest
major population state to Alaska geographically.

Table 2: Health Professions Data Per 100,000 Popula tion for Alaska, WA and the U.S.

# Active % Active # Active # Active
Profession Prac/100K Practioners/100K  Prac/100K Prac/100K U.S.
Alaska Pop  Alaska Popto US WA Pop Pop
Pop
Pharmacists 51 75% 71 68
Registered Nurses 783 100% 735 780

Physicians 166 84% 196 198
Nurse Practitioners 67 200% 32 33
Physician Assistants 15 107% 19 14

Source: HSRA, bhpr.hrsa.gov/healthworkforce/repstasesummaries/alaska.htm

One of the best surrogate measures of practitsugply versus demand can be the relative salary
of health workers. Table 3 depicts the estimatéaries for Alaska’'s major health professions in
May 2008. The mean annual salaries for Alaska hgalbviders, except for family and general
physicians, are higher than both WA and the natiavarages. The relatively low salary for
family and general physicians may Be due to thgelamumber of Alaska nurse practitioners who
enjoy an independent scope of practice.

40
US Department of Labor, Bureau of Labor Statistiesw.bls.gov/oes/current/oessrcst.htm
41

Alaska, Arizona, New Hampshire, New Mexico, Oregomd Washington are among states that have endeted t
most expansive NP scopes of practice. In all afeéhstates, the authority of NPs to practice indegetty includes the
authority to prescribe drugs without physician itvemnent.
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Table 3: Health Professions Data for Alaska, WA and

the U.S.: May 2008 Estimate

Profession Mean Salary Alaska Mean Salary WA  Mean Salary U.S.

Pharmacists $110,610 $103,000 $104,260
Dentists, Gen $203,000 178,700 $154,270

Physicians, Family & Gen $138,380 $153,450 $ea,
Physicians, OB/GYN $193,520 $177,470 $192,780
Physicians, Pediatrics $165,570 $158,080 $193,37
Physical Therapist $78,450 $72,550 $74,410
Registered Nurses $72,820 $71,140 $65,130
Physician Assistants $78,450 $72,550 $74,410

Source: Bureau of Labor Statistics, for Alaska: .dus/oes/2008/may/oes_Alaska.htm#b29-0000; For WA:
bls.gov/oes/2008/may/oes_wa.htm#b29-0000; for USgbv/oes/2008/may/oes_nat.htm#b29-0000

The data in Table 4 shows the various ratios ofleyel pharmacists across Alaska’s Regions.
The number of patients served per pharmacist raingesa low of 1,444 in Anchorage/Mat SU,
to a high of 7,890 in the Northern region. Evergioa of the state has more residents per
pharmacist than the national average.

Table 4: Ratio of Residents per Pharmacist in Alask  a Region and Total U.S.

Estimated
Population
(2005)

No. of Residents Per
Pharmacist

Pharmacists

Alaska Region

(2007)

Southeast 70,822 1,445

Anchorage/Mat-SU 244 352,282 1,444
Gulf Coast 47 74,904 1,594
Southwest 18 39,979 2,221
Interior 60 102,005 1,700
Northern 3 23,669 7,890

TOTAL In Alaska
TOTAL In U.S.

239,920 299,398,484
Sources: Alaska Healthcare Data Book; Bureau bbt&tatistics and U.S. Census.

1,248

Demand for Pharmacists In Alaska

Knowing the number (supply) of licensed pharmadistalaska relative to the state’s population
base (demand) gives one only a general idea o$uhgus or shortage of practitioners. Supply
data must be balanced with demand data.

Unfortunately, there are no published data thatuitely estimate (1) the demand for
pharmacists’ patient care services; (2) the nurobprescriptions being written, but not filled; or
(3) the delays in receiving medications on a timadgis, thereby hindering the recovery from
acute illnesses and prolonging the suffering cabrsyachronic conditions.

There is some data that offers a glimpse into #maahd for pharmacists. Fir3the 2007 Alaska
Health Workforce Vacancy Studgported 98 vacant pharmacists positions in the,sta one
vacancy for every four positions. An updated stud2009, yet unpublished, suggests that while
there has been progress in reducing the numberachte positions, a significant shortage
remains. Second, the same 2007 study found thaawbeage length of time required to fill a
vacant pharmacy position in Alaska was more thammbaths. A 2008 survey by the Alaska
Pharmacy Association confirmed these data by reygprhost sites require six months to two
years to secure a replacement for a vacant positiofact, one respondent reported they were
unable to hire a full-time person after more than fears and another respondent reported she
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sought to fill a vacant position for 305 mon%zhﬁhird, the Alaska Department of Labor and
Workforce Development projects the state will reguan additional 26% increase in pharmacists
during the 2004-2014 time period.

Loosely combining data from the published informatior (1) vacant positions (98 of 421 total),

(2) average national pharmacists-to-populatiorosat8/100,000), (3) the documented difficulty

for Alaska employers in hiring replacements (in sooases, up to 6+ months), and (4) state
workforce projections regarding the increase in a&a replacement positions (26% by 2014), a
conservative estimate of the current demand forrphaists is 500-550 practitioners, or 20-30%
of the current pharmacist workforce. This estimdtes not consider practice needs beyond
prescription order filling, and it also does nattta in the supply problems created Qy managing

and staffing a workforce where approximately 1 jpositions are filled by nonresidents.

Areas of Greatest Shortage of Pharmacists For Alask  a

Statewide data depict an overall demand for phastsain Alaska that is greater than the current
supply, and it is likely that certain segmentshef health care system and regions within the state
may be experiencing significantly greater problémsneeting the demand for practitioners. In
the lower 48 states and Hawaii, the general comseissrural and socioeconomically depressed
communities have a greater problem in securingedlth professionals; pharmacy reflects these
manpower problems as well. In addition, specialigegttices (e.g., advanced clinical practice in
institutions and clinics, critical care in hospstahnd managerial and supervisory positions) are
also difficult to fill. Does that also mean theme apecialized segments of pharmacy practice in
Alaska that suffer greater shortages than ovetati slata may reflect?

The 2007 Alaska Health Workforce Vacancy Sﬁqniy)vides data that supports the perception
that certain segments of the Alaska health carasing may be experiencing the same general
problems with workforce shortages as seen in thveld@l8 states and Hawaii. The study focused
on all the major health professions in Alaska, udahg pharmacists, and a sample of state
providers (476 for pharmacists) was used to maktewide estimates. Both pharmacists and
pharmacy technicians were considered; howeverattasysis will focus only on pharmacists.

There were an estimated 413 positions (95% coneleange from 227-759) with 98 unfilled
positions (95% confidence range from 36-159). Daige a vacancy rate of 24% (95% confidence
range of 16%-31%) or 1 out of every 3 to 4 posgioacant. While this is a very large vacancy
rate, the shortage was significantly distorted leetwthe various employer sectors and regions of
the state. Chart 6 shows the distribution of estith@harmacy vacancies by

42

Personal communication, Nancy Davis, Alaska Phaymasociation, June 2009.
43

Alaska Health Care Databook, 2007, reports 26%hafimacists’ positions are filled by non-residents.

Alaska Center for Rural Health-Alaska’'s AHEZDO7 Alaska Health Workforce Vacancy Study,
http://nursing.uaa.alaska.edu/acrh/index_downleeai&force 7-24-07_body-final.pdf.
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employer group and Chart 7 shows the distributidnestimated pharmacy vacancies by
geographic region.

Chart 6: Sample Survey (N=476) Pharmacist Vacancies By Employer Group: 2007

Clinics/
Physician
Offices: 17%

Source: Alaska Center for Rural Health-Alaska’s ABJE2007 Alaska Health Workforce Vacancy Study,
http://nursing.uaa.alaska.edu/acrh/index_downleant$force_7-24-07_body-final.pdf

As seen in Chart 6, Tribal Health Organization€4%2accounted for more than half of the vacant
positions in the survey (estimated state-wide 43Phe other three sectors in the sample were
approximately equally underserved.

Chart 7: Sample Survey (N=476) Pharmacist Vacancies By Geographic Region: 2007

Interior; 13%

Southwest;
15%

Source: Alaska Center for Rural Health-Alaska's AHE2007 Alaska Health Workforce Vacancy Study,
http://nursing.uaa.alaska.edu/acrh/index_downleaat¥force_7-24-07_body-final.pdf
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Chart 7 indicates that the entire state, basedeogrgphic regions, reported significant shortages.
The Northwest, the region of the state with perhédyeslowest density of population, had the
greatest shortage. It didn't appear that the sbestavere specifically confined to urban versus
rural: the shortage in urban communities was eséich&éo be 23%+-9%), while the estimated
rural community shortage was 26%-14%). The only region that was close to achievingra
balance market was Anchorage/Mat-Su. The overaitlosion of the study’s authors was that
available data “clearly indicated that the Pharstaghortage (in Alaska) is a state-wide

45
phenomenon.”

Projecting the Future Supply of Pharmacists for Ala ska

Changes in a state’s pharmacist workforce suppdy iafluenced by four factorsFirst, the
graduation rate of pharmacists from in-state phayrschools whaemain in stateto practice
(residents of the state who complete their pharnegitycation in another state amdurn homeo
practice is currently the primary source of new kimrce members in Alaskafsecond the
gender of graduate pharmacistéiird, the net difference in reciprocity, which is thenmber of
pharmacists moving into Alaska from other statesptactice minusthe number of Alaska
pharmacists moving to other states to practice;ndth, the rate at which pharmacists leave
the workforce due to death, disablement, retirer@ntareer change.

When considering these four factors as componengsawing its pharmacist workforce, Alaska
has no pharmacy program, nor does it support nesdeho attend pharmacy school in other
states. Thus, the primary source of future pharshananpower is not currently operational in
Alaska. As an alternative to an in-state schoolhagprogram whereby the state supports the
placement of its residents into other programsskdaresidents may, on their own, apply to, and
be accepted, to pharmac6 schools in the othersstaith pharmacy schools, the District of
Columbia, and Puerto RicoThe data in Table 5 reports the total number ofskdaresidents
studying pharmacy in the U.S. and the schools wtieg most frequently enroll.

Table 5: Alaska Resident Enrollment in US Pharmacy  Schools 2003-2009

2003/2004 2004/2005 2005/2006 2006/2007 2007/2008 2008/2009

TOTAL Alaska
Residents In Pharmacy
Schools (Any Yr of 4 or

6-Yr Program)

31 27 33 35 25 28

Regional Pharmacy Schools’ Number of Alaska Student

University Montana 5 5 6 6 3 5
University Washington 3 3 2 3 3 2
Washington State Univ 3 3 3 3 1 1
Idaho State University 1 1 1 2 0 0
Oregon State University 4 4 5 4 2 3
University of Hawaii 0 0 0 0 1 1
Univ of New Mexico 1 1 3 2 2 3
Creighton University 2 2 2 1 1 3

Source AACP reports

46
The three states without pharmacy programs arekAJdéew Hampshire and Maine. Maine will be operting
new programs in 2009/2010.
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Several observations are apparent from the databie 5.

Alaska has had relatively few students matriculagito U.S. pharmacy schools and the
total number appears to be slowly declininghe Total Alaska enrollment numbers for
each academic year presented in Table 5 are tientanber of students enrolled in one
year of a 4- or 6-year professional program. Ttustotal enroliment number divided by
four estimates the annual headcount of graduatlagk& residents. If total enroliment
were 28 students, one can assume only 6-7 graduates

There are no data to determine whether these studeaturn to Alaska to practice after
they move to another state to attend pharmacy s¢hébth the demand for pharmacists
on the rise throughout the U.S., it is reasonabkssume some of the graduates do return,
while others remain in the state or region wheey tttended pharmacy school. If Alaska
pharmacy graduates return at a rate of 50% per geastate’s growth in new graduating
practitioners is less than 4 pharmacists/year.

No one school serves a significant portion of thiagka studentsThe University of
Montana, which has the smallest entry class amoagnstitutions listed (historically
approximately 65/year), has been the most freqoieatmacy school attended by Alaska
residents. However, the maximum number of Alaskdestts attending that 4-year
program has been 6, an average of less than 2a\tdskents/class.

These observations indicate that building Alaskatsre pharmacists manpower by adhering to
the existing strategy—where Alaska students comgue¢gisting pharmacy schools across the
U.S.—is a scenario that is unlikely to create arpiaaist workforce to meet the state’s demand
for pharmacists.

Without a state program to produce new practitisnand fewer of its residents attending existing
out-of-state schools, Alaska has historically defeehupon residents from other states to
reciprocate, or move their license to Alaska tafica. The data in Chart 8 depicts the annual

number of pharmacists reciprocaffrigto Alaska compared to the state’s populatiomgea

47
Pharmacists, like all health professionals, mugd hdicense in the state that they practice. Lsesrare obtained in

one of two ways: (1) taking a comprehensive exatiinatypically upon graduation either in the stateere the
graduate completed pharmacy school, or if the gregdplans to practice in another state, in the staere they wish
to initiate practice; or (2) reciprocating theirginal license from their state of licensure toeavrstate. If they
reciprocate, they must maintain their original fise or the reciprocated license becomes null aitd 8ince the
examination is ever evolving, few pharmacists fetthe licensure examination, opting to reciprotgir original
license when they change jurisdictions.

All states, except California, uses the nationsilig service of the National Associations of Beanfl Pharmacy
(NABP), the professional society of state boargliirmacy members. The NABP will verify applicardgsbres on
the nationally administered test to various stapEmn request and payment of a fee to allow theviecestate to
verify applicants have passed the national examoimaln addition to exam scores, the reciprocitiabase provides
states with data on criminal actions and licensi@as across states.
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Chart 8: Pharmacists Reciprocating Into Alaska Comp  ared To Population Growth: 1999-2008

# Pharmacists Recipicating Qut AK
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Source: National Associations of Boards of Pharmaaxy U.S. Census

Three observations are apparent from the data artGhFirst, there does not appear to be a
relationship between the number of pharmacistsprecatinginto or out of Alaska and the
growth of the population. This observation is garrly relevant to the period 2006-2008, when
the rate of population growth diminished while treciprocity rateinto and out of Alaska
increased.

Second few Alaska pharmacists reciprocate their licemsteof Alaska. This trend likely reflects
the fact that most pharmacists in Alaska receiveir tAlaska license by reciprocity rather than
taking their original licensure examination in AtasA pharmacist may only reciprocate a license
out of a state that bestowed the original licensexamination.

Third, the annual number of pharmacists reciprocatirgr thcenseinto Alaska has been
relatively stable from the late 2000 through 20@&eraging 50/year. Then, in 2006, and
dramatically more so in 2007, the annual numbetseased significantly (64 in 2007; 137 in
2008). This substantial change could be due torak¥actors: an increased, new demand for
practitioners brought on by the expanding scoperattice in Alaska; a growth in the Alaska
health care system that outpaced the state’s populgrowth; a greater number of pharmacists
retiring, dying, losing the ability to function, tgaving the profession than in previous years; and
greater recruitment efforts by employers in Aladkas likely that the substantial reciprocity rate
increases into Alaska during 2006 and 2007 arev@owtion of these factors.

If this two-year trend continues, or the numbepbérmacists reciprocating into Alaska at least
stabilizes at approximately 140 per year, this dquioduce a significant growth in the state’s
pharmacist manpower, the result of which would bgharter timeframe whereby equality in
supply and demand is achieved. The costs associaiidd continuing to recruiting these
practitioners versus the costs of developing astate program is an area for further analysis.
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Age Distribution Of Alaska Pharmacists With In-Stat e Address

The data in Chart 9 presents the age distributidklaska pharmacists licensed with the Alaska
Board of Pharmacy with Alaska addresses in 2008.Wdrkforce is younger than the U.S.
overall; the majority of pharmacists are from 35y8ars old, with an average of approximately
45 years. Retaining these pharmacists in Alaskaramdasing the in-state supply will help
relieve the vacancy rate.

Chart 9: Age Distribution of Alaska Pharmacists

Percentage of Total Resident
Pharmacists

: 75+ Yrs; 1%
65-75 Yi“S, 5% < ZSYI'S: 0%

55-65 Yrs; 19%

4555 Yrs; 23%

35-45 Yrs; 24%

Source: Alaska Board of Pharmacy, 2009

A Summary of the Projected Future Supply and Demand for Alaska Pharmacists Workforce -Will

There Continue to Be A Shortage?

Several notes of caution are necessary before amgwthe question posed by this section
heading:combining data from multiple studies that emploifedent methodologies, and make
estimates based upon differing time periods, cad l® inaccuracies in quantifying future
workforce projectionsMoreover, while workforce data generally tendremd upward gradually,
there can be external forces that can, and likell; sause significant variation from period-to-
period, both upward and downward. For example, when reeleral programs are instituted (e.g.,
the Medicare Part D Outpatient Prescription DruggPam that began in January 2006) the
marketplace cannot quickly adjust. Thus, there melistructural changes in the future demand for
pharmacists that can create gaps in future demamctibns. At best, a demographer hopes to
project major trends that will account for futunekaowns and therefore provide policy makers
with some degree of accuracy with which to makéatift decisions.

Before presenting the future workforce projectiahss critical to make note of three important
drivers that will influence the future demand fdmapmacists, but ar®lOT included in most
pharmacist manpower analyses. These factors aedy lio increase the future demand for
pharmacists significantly but—because of the reagoeviously cited—their impact is difficult
to estimate. However, since these factors are ardidered, the projected and future shortage of
pharmacists is likely to be conservative. Thes®fadnclude:

There is no adjustment that accounts for the pot@htmpact of the 2006 Medicare Part
D Outpatient Prescription Drug program and the geamaéincrease in Medicare
recipients who will become eligible in 2012 and bag, or for any other future national
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health insurance program that likely would provideedication coverage and increase
the local demand for order fulfilment by pharmads President Obama and the U.S.

Congress have pledged to provide a greater levelookss to all Americans within the

current administration, which will place an even gater importance on this factor.

The pharmacists’ job will change dramatically, fromrder fulfillment to a practice
increasingly focused upon providing direct patiecare.

Mail service pharmacies will continue to expand theole as the primary distributor of
chronic disease medications and health supplies.

With these cautions and future demand drivers mdirsome of the conclusions about the
available data regarding the future pharmacist maep needs in Alaska are clear:

1. There are geographic areas and certain sectorshaf health care system in Alaska
experiencing a severe pharmacist shortage; the &alge and future licensed
pharmacist workforce appears to be significantly atker than the number of available
jobs and patients’ needs for pharmaceutical sergce

There is no national standard of what constitutesnageable shortage versus a severe
shortage of pharmacists. HRSA believes shortagé®i3-5% range are worthy of concern to

an area meeting its population’s health care ngﬂdﬁeems, given the publicity created in
many regions of the U.S. experiencing a 5% shoytalgeska’s shortage of 20-3066
current jobswould be considered a crisis in most states anedittle hope that the future
situation will rapidly or significantly improve.

2. The data documents (at least for 2007) that botlban and rural areas of Alaska have
dramatic shortages. With the only source of manpovixeing reciprocity into Alaska
(this being individuals who are commuting into thetate, rather than becoming part of
the resident population) it is unclear whether oohthe state has any hope of meeting
the health systems’ need for pharmacists withoutre other intervention to enhance
the supply of pharmacy practitioners.

As pharmacist manpower in the lower 48 states besamore in-balance, it is possible that
Alaska employers will be able to secure the sesvioE non-residents to meet the state’s
pharmacist needs for medication order fulfillmetbwever, it is unlikely that highly skilled
practitioners needed for advanced clinical servigidisbe willing to commute to the state on
a long-term basis. Special needs situations (eligic-based direct patient care and critical
care) are also unlikely to attract non-residenta tomg-term basis.

3. Fewer Alaska residents are attending pharmacy sdsoan the other states and
territories of the U.S.

Pharmacy schools continue to see large applicamis pelative to the number of available
positions. Alaska residents, like students in otates, are opting for local access to higher
education and are more reluctant to move greartiss to obtain their education and return
home to practice.

48
HRSA, Bureau of Health Professiofi$ie Adequacy of Pharmacist Supply: 2004-2030, Debenm2008
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CONCLUSION TO THE NEEDS ASSESSMENT

The U.S. has experienced a long-standing and eéeare shortage of pharmacists, and although
the shortage subsided modestly in the late 1990<arly 2000s, that shortage remains in 2009.
Additionally, the profession has struggled to meeatients’ basic order fulfilment needs while
also developing a new, expanded scope of praaiicectude more direct patient care initiatives
like chronic disease management. The need for pasits who possess enhanced clinical skills
is great and will likely surpass the demand foreorfdlfillment practitioners by 2020.

Responses to the shortage have included: 1) inogeéschnology and employing technicians
trained at higher levels to assume many of therdtd@lment roles; 2) supporting the growth of
mail service pharmacies; 3) decreasing the hourswvailable service in many community
pharmacies by closing nights and weekends, therebycing the number of practitioners
required to staff a pharmacy; and 4) producing ngreeluates by expanding existing programs
and dramatically increasing the number of new @oty, a process that began in the mid-1990s
and has accelerated into the 2000s.

However, the opportunity to achieve a balancedrmphaist workforce in Alaska in the near future
is somewhat uncertain. There is a clear societatl ier more pharmacists to meet the growing
demand created by more prescriptions and by thquenservices that only pharmacists can
effectively provide. Moreover, the profession, fioe first time in its history is facing: 1) a shidt

a workforce dominated by females who historicallgrkvfewer hours and shorter careers than
their male counterparts; 2) a growing population seiior citizens, who historically and
disproportionately have been the country’s largestrs of medications; 3) new prescription
programs for Medicare recipients (and likely veops for children under 18 years of age) that
increases access with its concomitant greaterzatidin rates of medications; and 4) the
retirement, death, and disablement of a signifiaauninber of practitioners in the pharmacist
workforce. On the other hand, the significant iasein the total number of graduates nationwide
that will be entering the workforce over the nexi® years—and beyond—uwill likely help
protract the recent trends that have seen the gwiofe become more in balance when viewed
from a national perspective. What remains uncleavhiether factors that drive the shortage will
overwhelm the strategies that have been establishddmplemented to address the workforce
shortage and have produced the significant grovelnsrecently in the number of new
practitioners.

Alaska is a state that has made some progresdircirg its shortage of practitioners, but a
continued shortage remains, especially in ruraedsud the state. This can be attributed primarily
to the fact that there is no in-state option foagka students who wish to become pharmacists and
fewer opportunities for these students to compefaublic schools that dominate the pharmacy
programs in the Northwest U.S. with students wigorasidents of those states.

Alaska is clearly experiencing a more severe pheishahortage than the rest of the U.S. and
there are certainly structural issues that liketplain some of the workforce shortages in this
region, issues that may be similar to those in mamgl areas of the U.S. Regardless of these
issues, however, the pharmacist shortage is agwéadska as it is in most of rural America, and

27



most demographers believe the professional wor&famcrural America will continue to incur
storages without some significant incentives. Tihecsural problems are simply too great.
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SECTION 2 — PRE-PHARMACY EDUCATION IN ALASKA

BACKGROUND

The three main campuses and community campus rfebffars pre-health professions’ courses that alitbw The
University of Alaska (UA) students to complete tmirse requirements for admission into most hgaitfiessional
schools. The goal is to identify those UA courdest twould meet the requirements for admission adoredited
pharmacy programs in the U.S. The following sediaddresses the relevant issues pertaining to Ahmékting the
needs of students interested in studying pharmacy.

Comparison Between Regional Pharmacy Schools’ Pre-P  harmacy Requirements
and the Equivalent Courses At The UA

Unfortunately for students seeking admission tostaxy pharmacy schools, there is no
standardization among the current pharmacy schessn within the Northwest geographic

region. Table 6 presents the pre-pharmacy requimesmend other basic admission criteria and
program characteristics of the five accredited ptzeny schools in the Northwest (MT, ID, OR,

WY, WA) and Creighton University in Nebraska, a gmdtal partner for UA to secure on-line

pharmacy education.

Bachelor's Degree Most pharmacy schools do not require studentshawe earned a
baccalaureate degree prior to applying to the psié@al school, but most programs give
preference to baccalaureate graduates. The degiee i1 not important, but the applicant must
have completed the specified pre-pharmacy couesgardless of the UA baccalaureate course
requirements for the degree.

Program Structure The structure of pre-pharmacy and professionalicdum will vary from
program to program. The most frequent structur2 @& 3 years of pre-pharmacy studies and 4
years of professional studies. The majority of paogs in the Northwest are structured as 3 years
pre-pharmacy and 4 years professional studies.uhhersities of Montana and Washington are
exceptions.

PharmCAS Application PharmCAS is the national Pharmacy College AppbcaService. Most
programs require students to apply through Pharm@#é$vell as to each school the student is
interesting in attending. ldaho State Universitg @me University of Montana do not participate
with PharmCAS at this time, but may begin partitipa at a future date. More information on
PharmCAS may be found atvw.pharmCAS.org

Application Deadline Pharmacy schools generally admit students ongeanyear for the fall
semester or quarter. Schools have different desgllior applications. Students must be sure to
submit all required information and ensure thattladlir college transcripts are received by the
deadline, along with payment of the application feate or incomplete applications will likely
not be considered for admissions in the followiall $emester.

Expected GPA Most programs have a minimum, cumulative GPA d 8n a 4.0 scale,
including all courses attempted, even if a cousseepeated with a higher grade. The expected
cumulative GPA given in the table is typically tb#ective minimum GPA to be competitive at
that school, typically based on the previous yeaiisimum entry GPA.
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Pharmacy College Admission Test (PCATRCAT is a national, standardized, admission test
required by most pharmacy programs. Only IdahoeSthtiversity and Oregon State University
in the Northwest do not require PCAT. The dayloast is administered three times each year at
multiple sites across the United States. More m#dron on the PCAT, testing sites, and dates
may be found atvww.PCATweb.info

On-Campus Interview Every pharmacy school requires an on-campusvieteras part of the
admission requirements. Schools typically exterfdreffor students to interview once the initial
paper review of applications is completed. The amjous interview provides applicants with the
opportunity to demonstrate their unique skills beyoacademic abilities demonstrated by
individual course grades and GPA.

Historical Data On Applications, Entry Class Sizeand Out-of-State AdmissionsTable 6
presents the number of applications in 2007 (latett available), entry class sizes in 2008, and
percentage of non-residents in the 2008 entry cldksse data should be considered when
applying to programs.

The three major 4-year campuses, and some of thencoity campus, provide almost all of the
pre-pharmacy courses required of these six schbalde 7 presents these courses.

The same basic chemistry and biology courses gréreal for all schools, but required advanced
biology courses vary significantly. Note the Oredgtate University’s pre-pharmacy courses are
listed in quarter hours.

Cautions Pre-pharmacy requirements are generally incrgaaanoss the U.S. to require more
advanced biological sciences and specific humanitiad social sciences. Students should
carefully monitor the pre-pharmacy requirementthatvarious universities under consideration.
Given the competitiveness of pharmacy school adomssation-wide, it is highly recommended
that students apply to multiple schools.

UA Equivalent CoursesTable 7 presents the UA equivalent courses tlmtldvmeet the pre-
pharmacy requirements at the various programs. if8peourses for each major campus are
given. The only course sequence that does not Bebmavailable is an intermediate level human
anatomy and physiology sequence. Pharmacy schead a course that builds on freshman
college biology. The BIOL 111/112 sequence is &isercourse for the nursing and other allied
health programs that does not have college bioksgg pre-requisite. The courses should have an
integrated lab each semester.
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and Course Requirements of Selected

Table 6: Pre-Pharmacy program Structure, Admission

Pharmacy Schools for Fall 2010
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Table 7: Recommended Pre-Pharmacy Program At The Un iversity Of Alaska By Campus

32



Cost of Pre-Pharmacy Education

Pre-pharmacy courses are part of the basic undirgi@ program of a university; therefore the
cost is typically full-time tuition and associatiees.

Table 8 presents the fall 2009 general universstsfor full-time students completing either a 2
or 3 year pre-pharmacy curriculum at the UA andiarg universities that have pharmacy
programs. All campuses of the UA charge the santenu$141 for Lower Level/SCH). Idaho
State and the University of Montana charge the datien for 12 or more credits per semester.
Washington State and University of Washington cadhg same tuition for 10-18 credits.

Assuming the pre-pharmacy program identified inl&abwere required for the UA students, the
total cost for the three years, assuming 18 SCH{és@m for in-state studentds would be
comparable to Idaho State University and OregoteStaiversity, approximately 1/3ess than
either the University of Washington or Washingtdat& University, and about 25%-35% more
than the University of Montana and the University\Myoming.

Table 8: Tuition For Full-Time Pre-Pharmacy Course  Requirements In Regional Universities: Fall
Semester 2009 (Excluding Mandatory Fees)

UA ID State OR State U Mt WA State U WA* U Wy
Fall 2009 $3.562
Tuition $2,538 $2,304 ; $1,692
; ’ $2,484(12 ’ $1,925(12 | $3,800(10- (Quarterly ’
Assuming 18 | (Computed Pe or More Sch | (Computed Per (Computed Per
, ) or More SCH) | 18 SCH) Converted To
Undergracduad - Semesie |

*The University of Washington is on the quarterderaic calendar. Average converted to semester.basis

Recommendations For UA Pre-Pharmacy Curriculum

Recommendation 1 Each 4-year campus should appoint a pre-pharmacy
advisor and publish the contact information on theWEB site and academic
program announcements
The three designated individuals should be chavg#dthe responsibility to remain current on
pre-pharmacy course requirements of the major nagiprograms and any existing program that
may develop a partnership with UA to provide patntUA undergraduates with the best
available information in planning their curriculum.

Recommendation 2The catalogues of each 4-year campus should imgua

section on pre-pharmacy that includes:

- Single, coordinated pre-pharmacy section listingethecommended UA courses on
each campus; and
A statement urging those students interested in phacy to consult with the
designated pre-pharmacy advisor on their campuss(@@sated community campus
students should contact their 4-year campus pre-phacy advisor).
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Recommendation 3The three 4-year campuses should develop an imediate

level human anatomy and physiology course requirifgeshman general

biology.
This course may be team-taught between the threpuses via distance technology. The course
should be recommended to students planning profesisidoctoral health education (Pre-
Pharmacy, Pre-Medicine, Pre-Dentistry, Pre-Physidarapy, and Pre-Occupational Therapy)
rather that recommending BIOL 111/112 that is prilpdocused to meet the needs for nursing,
allied health, and other health students.

Recommendation 4Given the size of the underserved population itagka, the
UA should prepare a HSRA grant proposal to devel@ program for
academically capable Alaska students to enhance irthpreparation for
admission to all doctoral health professions (Phaaoy, Medicine, Dentistry,
Physical Therapy, Occupational Therapy).
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SECTION 3 - POTENTIAL PARTNERSHIPS WITH OTHER
INSTITUTIONS FOR DELIVERY OF PHARMACY EDUCATION
INSIDE ALASKA

BACKGROUND

The Summary from Section 1 of this report idengifiee long-standing—and likely continuing—
pharmacist shortage in Alaska. While the UA cars@ndly assist prospective students interested
in pharmacy to efficiently complete their pre-pg®mnal requirements at the school (Section 2),
it is unlikely that, without some intervention, ade number of Alaska residents will be able to
study pharmacy as a career without relocating ogtaie. Thus, solely providing better
counseling and pre-pharmacy programs at its instits will not help the state resolve the
continuing pharmacy manpower problem.

Alaska institutions are familiar with the model fmedical education operated by the University
of Washington College of Medicine in partnershiphathe states of Wyoming, Alaska, Montana,
and ldaho (the WWAMI model). It permits students attend classes and laboratories and
complete introductory experiential education progsain-state for their first year, and then
complete the second year of classes, laborat@rekjntroductory experiential education on the
main campus in Seattle. Students may choose to letanpears three and four in one of the
WWAMI states, including Alaska, but most remainSeattle for a majority of their Advanced
Professional Practice Experiences (APPES).

While there is not a multi-state, WWAMI-type prografor pharmacy education, distributed
pharmacy education is prevalent among the natiexiging schools. And there is the possibility
of developing such a multi-state consortium if aghie the region have an interest. As depicted in
Figure 1, there are typically three strategies useexisting schools: (1) asynchronous classes
without routine faculty contact; (2) remote classns of recorded live classes with faculty in the
remote classrooms; and (3) streaming video clabséseen distant classrooms with student
access to faculty on both campuses. The accred#@gency requires that all three delivery
strategies besquivalent courseand achieve equivalent curricular outcomeall three course
delivery models also require the students completesame laboratories, small group discussions,
and experiential education programs regardlesbeaf physical location. The major differences
between the three models are the degree to whidtests are required to be independent
learners, and the engagement of the faculty dyeeith the students beyond planning and
delivering content.

Figure 1: Models Of Distance Education In Pharmacy
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The most prevalent model is the live streaming videodel. Using video conferencing
technology, instructors from multiple campuses n@gch to any of the main and satellite
campuses and students participate as they woualdive class. The distant campuses have faculty
members on-site who mentor and counsel studentslucd small groups, provide some of the
experiential education, and manage student serveogseriential program placement, and any
resulting problems. Even though the classes aee the lectures are typically archived and made
available for students to review and study acrdssaanpuses.

The second most prevalent model is the on-linesesumodel in which lectures are pre-recorded
(typically the day before) and then uploaded tovesex for the distant campus students to
download andview togetheras a class at a distant ssi)t&’.iewing the lectures together in a
classroom setting promotes student interactionteatpls students remain on-schedule, a constant
problem with asynchronous courses. The distansetasiave resident faculty to work directly
with the students in support of their educationeSéhprograms are generally transitioning to live
streaming video as the reliability is improving andst of streaming video technology is
decreasing.

The on-line courses delivery model where coursesdativered asynchronously and essentially
on-demand is in the minority. Students may be pajsi located some distance from each other
and set their own schedule for watching the reabtdetures. However, students must return to
campus for laboratories and typically are requtcefind their own suitable experiential education
sites. These sites must meet the basic requireroétite school program and agree to deliver the
structured experiential education. Only Creightamvarsity delivers its entire Pharm.D. degree
using this model; however, a number of universitifer the postbaccalaureate Pharm.D. degree
to practicing pharmacists in this manner. This\@el mode requires extremely mature learners
to be able to succeed in an extremely demandingcalum.

In-State Delivery of Pharmacy Education versus Out-  of-State Pharmacy Education

Historically, Alaska has depended primarily onrésidents applying to out-of-state universities
where pharmacy education is offered—and where tinest compete with in-state and other out-
of-statscle students—and then, if accepted, relocdatnpat state for at least the four professional
years. As depicted in Table 5 (Section 1), there have basy few Alaska residents over the
last five years who have matriculated to an oustafe pharmacy school. More concerning, the
recent trend is a decreasing number year over ateartime that student demand for pharmacy
education has never been higher. In large pag,litely explains why Alaska has experienced a
long-standing shortage of pharmacists. Althoughiethere no sources of data to determine the
number of residents who studied out-of-state ard tieturned to practice in Alaska, the general
consensus is that students tend to locate closenéoe they complete their education and thus
don’t return to Alaska. If this is true, then itlagjical that conducting—at a minimum—the last

49
Some (not all) institutions that use the Live Stneey Video model include Auburn, Idaho State, Nova

Southeastern, Arizona, New Mexico, Minnesota, Terae, Texas, and Texas Tech.
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Some (not all) institutions that use the on-linged class model include the Universities of Flarated Maryland.
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At one time, Alaska participated in the Westerristate Consortium for Higher Education progranistiag
students secure financial assistance for pharn@mos This program (approximately 5 seats fodalkears of
professional education) and is no longer available.
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year of full-time experiential education in Alaskeill increase the likelihood that Alaska
residents who study pharmacy will be more likelygmain in the state to practice.

Beyond the professional workforce needs of Alashkare is a generally identified responsibility
for a state to provide its citizens with the oppoity to access careers of their own choosing.
There is both a humanistic and an economic befmfiiAlaska residents to be able to study
pharmacy in Alaska. Being able to remain in-stap$ maintain family support units, reduces
the cost of obtaining education, and provides ayctve worker for the state in a highly
beneficial, essential, and high paying professidgre human and economic cost of relocating out-
of-state can be significant and beyond the resswtenany residents.

If UA were to partner with an existing accreditedapmacy program experienced in satellite
program delivery, a satellite campus delivery mddelocal access to pharmacy education could
provide Alaska residents with an opportunity to aamin Alaska to complete their entire
pharmacy degree.

The student’s costs for an in-state satellite @ogwversus an relocating out-of-state would likely
be less. Students save travel costs and perhaps Isong expenses, depending on where they
live in Alaska and where they may relocate to stullypartnership program where the student
completes class on-campus out-of-state, but rettwn@\laska for their final year (APPE
experiences) would also be costly for the stud€htis, a partnership program may be a good
alternative compared to requiring the student lmcede out-of-state to complete their degree.

IN-ALASKA RESOURCES TO SUPPORT A PARTNERSHIP PROGRA M

The resources required from the UA to support égnpaship for an Alaska satellite program with
an accredited pharmacy school would depend upordéteils of the program what could be
negotiated with a partner institution. The follogiparagraphs describe the needs and the range
of possibilities.

Alaska Faculty and Preceptors

Pharmacy faculty are typically comprised of fivgpeg: biomedical scientists; pharmaceutical
scientists; administrative, behavioral, and soskkntists; practitioner faculty; and preceptor

faculty.s2

Biomedical sciences faculty typically teach porsionf the pre-pharmacy and professional
curriculum dealing with human body functions, stases, and pathologies. Pharmaceutical
sciences faculty teach the structure, physical/atenproperties, dosage form delivery systems,
mechanisms of action, and toxicology of medicatioAdministrative, behavioral and social
sciences faculty teach the management of healéh £mtems and pharmacy personnel, health
behavior, and patient education. Practitioner tgcidaches the therapeutics, patient monitoring,
and practice skills. Preceptor faculty provide steed learning activities and assessments of
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Preceptors are practitioners employed full or paré by a patient care entity with appropriate ergéls to teach

students the abilities and know to care for pasiamd operate delivery systems. Preceptors areatiyppaid on a
part-time, or volunteer basis if supported by teeiployer.
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students within a patient care delivery proceseeioforce the students’ didactic and laboratory
studies and to help students develop knowledgeanfidence in providing patient care.

The UA system has biomedical sciences faculty mesnte both the Anchorage and Fairbanks
campuses and within the WWAMI program. UA Fairbalid®\F) has been designated as the
doctoral degree granting institution (research $ecu degrees) and is the only regionally
accredited institution at that level. At least tafothe scientists at Fairbanks have had experience
as pharmacy faculty and several others have rdspangrams focused within the pharmaceutical
sciences or related biomedical sciences. In adulittbere are several collaborative Ph.D.
programs between UAF and UA Anchorage (UAA); thestmmtable for pharmacy education is
the Biological Sciences Ph.D. UAA is also the Hostthe WWAMI program and offers the first
year biomedical sciences and other required codose®0 medical students that matriculate to
UAA concurrently with the UWA College of Medicine.

There is only one licensed pharmacy practitioneultg member at UAA—Ms. Debra Cieplak,
R.Ph.—appointed to the UAA faculty, and she coatiis the Pharmacy Technology Program.

There are a relatively large number of Alaska pgrears who are currently providing experiential
education for out-of-state pharmacy programs. Tdtea ¢h Table 9 provides a sampling of these
practitioners (as of early July 2009) at the méjealth systems as reported in on-site interviews
by the Consultant at the largest hospitals anctsleclinics. Three sites have pharmacy students
year-round: Alaska Native Medical Center, Providenglaska Medical Center, and Chief
Andrew Isaac Health Center. Two other institutibwase students typically during the summer
months: Bartlett Regional Hospital and Fairbanksridaal Hospital.

The two Anchorage institutions have extensive plaayreducation programs (Pharm.D. and post
graduate Pharmacy Practice Residencies) and aableapf supporting a comprehensive core and
elective experiential program comparable to margreatited Pharm.D. program. There are also
core hospital pharmacy practice experiences availab Anchorage, Fairbanks, Juneau, and
Soldotna (and perhaps other locations) that wowddilye qualify for the requisite APPE
requirements. Several of the state’s chronic amdgy care clinics, particularly Alaska Native
clinics, are among the most innovative traininggoams in the U.S. and currently serve as sites
for a large number of out-of-state schools. Themmes clinics would be among the sites for
student training in chronic disease managementarillatory care pharmacy services.

In conversations with preceptors, it was clear that support received from their out-of-state
affiliations is minimal. Most of the sites have rual affiliation agreements, which are an

accreditation requirement; however, students’ prymiaterest is the “Alaska Experience,” rather

than selecting Alaska sites to determine the st place they would like to practice after

graduation. While there are certainly some studehts have returned to Alaska after graduation
as a result of their rotation experiences, theofstate programs have done little to support the
pharmacy students’ education or provided trainingwupport to develop the clinical education

skills of Alaska’s preceptors. None of the precepinterviewed reported routine on-site
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Due to time constraints, the Consultant was nat &blvisit any Alaska military or Veterans Affaimsedical

facilities. Typically, these are excellent trainisites for pharmacy students.
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inspections by an out-of-state school, which i a® accrediting agency requirement, nor
interactions with the faculty.

It is difficult to estimate the head count of phagy students who complete one or more rotations
in Alaska. Students are not required to registén Wie Alaska Board of Pharmacy for short, in-

state experiences, and rotations may be only 4r 6 weeks in duration, depending on the

schools’ requirements. From the main instituticavadl clinic sites presented in Table 9, a typical

year has approximately 50 student rotations in Kdadviost sites have the capacity for more

rotations if the rotations were scheduled and stpdoby the pharmacy school. Students who
come to Alaska do so as a matter of preferencer#itlan being assigned by their school and are
often left to rely upon their own initiative to irmdequate clinical experiences.

The question that remains is this: what is the entricapacity to support IPPEs (Introductory
Professional Practice Experiences) and APPEs wilaeska?

IPPEs must total 300 clock hours with approximatelif of those hours spent in community and
hospital pharmacies. The remaining 150 hours ma$service learning” time spent in health-
related organizations or patient care sites withmytharmacy. The in-pharmacy experiences
typically include “shadowing” and related learniagtivities (e.g., answering drug information
guestions, interviewing patients, shadowing othealth care professionals, etc.) that are intended
to build basic skills. These experiences may beaprover the first three professional years,
which means the demands placed upon pharmacy gegaetivironments is not great and the
training can therefore be provided for class sofest least 30 students.

Table 10 estimates the capacity for APPEs in toditias surveyed (see footnote 48). While the
four basic and required rotations—Inpatient Adukditine, Health System Practice, Ambulatory
Care Clinic, and Community Pharmacy Practice—areimon to all accredited pharmacy
schools, there may be other core experiences thaldvhave to be developed, depending on the
partner program’s requirements. Some of the morenoon core experiences are Drug
Information, which requires students to complet® tadult inpatient medicine rotations, and
pediatrics. The total number of hours is 1,400,dmumhe programs may require additional time.

54
For example, the six Texas pharmacy schools requoe 8 rotations of 6 weeks each, or between 1¢38D,920

hours.
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Table 9: Alaska Preceptors And Typical Number of St

udents Served

# of Average # of Type Of Rotations;
Facility/City Size Pharmacists/ Stud_ent Services _O_ffered
Preceptors Rotations For Training
Annually Programs
Alaska Native Medical 151 56 (USPHS)| 2 Students al] Chronic Disease
Center — Anchorage -Acute Beds 2 PGY1 12 Months Mgt Clinics
Care Hospital - Extensive | Pediatrics Critical
Primary/Specialty Clinics - List of Care Telepharmac
Amb Care Pharmacy - Schools | Primary Care Adult
Telepharmacy Center - Pacific Medicine
Southcentral Foundation Northwest Oncology
Clinics -8 Regional Rural Outpatient Rural
Hospital/Clinics Hospital Practice
Anchorage Neighborhood | Clinic | 0 (Like To None Primary Care
Health Clinic — Anchorage Start)
-Community Health Clinic
Alaska Regional Hospital | 250 8 None Now | Hospital Practice
— Anchorage Beds (In Past)
Providence Alaska 361 29 + 2 PGY1| 3-4/Rotation Cardiology
Medical Center-Anchorage| Beds | & 1 PGY2 | Throughout| Oncology Adult
-Acute Care Hospital - (Onc) Year (4-5 Med Pediatrics
Children’s Hospital - Residents Week Hospital Practice
Psychiatric Hospital -2 Rotations)
Retail Pharmacies -Family Extensive of
Medicine Residency Clinic List Schools
-4 Regional Hospitals
Bartlett Regional Hospital | 51 5 2-3/Year Hospital Practice
— Juneau Beds (Summer)
Central Peninsula 49 5+ 1 Part 1-2/Year Hospital Practice
Hospital - Soldotna Beds Time Summers
Fairbanks Memorial 152 15 2-5/Year Hospital Practice
Hospital — Fairbanks Beds Outpatient
-Acute Care Hospital 9-Hospital Typically Pharmacy
-Cardiology Clinic - 88 4-Outpatient| Only 1 At Nursing Home
Outpatient Pharmacy -LongLTC Time Consultation
Term Care
Chief Andrew Isaac Clinic 3 1 Student All Primary Care
Health Center - Fairbanks Year
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Table 10: Current Capacity For APPE’s in Alaska

Core Advance Professional

Practice Experiences

Facilities Capable Of
Currently Providing

Number of Rotation
Annually (Assumes 6 Weel

Rotations)
2 Students/Rotationg¥r4
2 Students/Rotation x 4/Yr

Alaska Native Medical Ctr

Providence Alaska Medical

Center

Alaska Regional Hospital

Alaska Native Medical Ctr

Providence Alaska Medical

Center

Fairbanks Memorial Hosp

Alaska Native Medical Ctr
SouthCentral Foundation

Anchorage VA Clinic

Chief Isaac Health Center

Various Independent &
Chain Pharmacies
Fairbanks Memorial
Providence Alaska Medical
Center

Elective Experiences (2 Rotations/Student) \

Inpatient Adult Medicine

1 Student/Rotation x 5/Yr
1 Student/Rotation x 5/Yr
1 Student/Rotation x 5/Yr

Hospital Practice

1 Student/Rotation x 5/Yr
2 Students/Rotation Xr4/
2 StudBotation x 4/Yr
2 Students/Rotation x 3/Y1
2 Students/Rotationx 5/
1 Student/Rotation x 15-
20/Year
1 Student/Rotation x 6/Yr
1 Student/Rotation x 5/Yr

Ambulatory Care Clinic
(Primary Care)

Community Pharmacy
Practice

Cardiology Providence Alaska Medicgl 1 Student/Rotation x 3/Yr
Center

Oncology Providence Alaska Medicdal 1 Student/Rotation x 6/Yr
Center

Oncology Alaska Native Medical Ctr 1 Student/Riotax 4/Yr

Pediatrics Providence Alaska Medicall Student/Rotation x 4/Yr
Center

Pediatrics Alaska Native Medical Ctr 1 Student&®ion x 4/Yr

1 dnt/Rotation x 3/Yr

r 1 Student/Rotation x 3/Yr
1 Student/Rotation x 5/Yr
Central Peninsula Hospitall Student/Rotation x 6/Yr
Fairbanks Memorial Hos fiStiRotation x 4/Yr
Central Peninsula Hospitall Student/Rotation x 6/Yr
Fairbanks Memorial Hosp Student/Rotation x 4/Yr

Source: On-site Interviews by the Consultant

Adv Chronic Disease Mgt
Adv Chronic Disease Mgt
Rural Hospital Practice
Rural Hospital Practice
Practice Management
Nursing Home Consultant
Nursing Home Consultant

Anchorage VA Clinic
Chief Isaac Health Cente
Bartlett Regional Hospita

From this analysis, it appears that the UA, ushrggAnchorage community primarily as the hub
for experiential education with optional rotatioims Fairbanks and other communities, could
currently provide quality APPEs to at least 30 stid/year. This would require the major
facilities to focus on UA students and limit thenmer of out-of-state students accepted. Each
facility administrator interviewed by the Consult@greed that if there were an Alaska program
(either an accredited school or a partnership progintegrated with the UA), they would give
preference to Alaska students.
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Alaska Facilities

Contemporary pharmacy education typically has fomique educational pedagogies that
determine facility needssirst, every pharmacy program uses the traditional cdass didactic
instruction to deliver the content required of phacy students. In establishing regional or
satellite campuses, many programs use distanceagoludechnology—either synchronous or
asynchronous—Iinking students to receive the did&ettures. A few programs are converting to
learning strategies thdilend asynchronous learning of content with live claserosessions
where students learn and demonstrate basic letédsiming through on-line instructional units
with assessment, then engage with the professortlzeid fellow students in class sessions
designed to dgvelop higher learning levels rathantteach content. The goal is to seek mastery

levels learning.

Second laboratory instruction is used to build basicqiige skills before extensive experiential
courses are undertaken. While fewer in number amgth, most programs have laboratory
sessions that teach basic medication dispensindicateon compounding, sterile techniques for
preparing injectables and ophthalmic medicatiorgiept counseling, and physical assessment
and history taking.

Third, clinical simulation, while not universal, is aogring component of most pharmacy
programs. Simulated real-world environments witheothealth profession students, standardized
patients, and computer-controlled manikins seelleteelop practice skills and interprofessional
teamwork abilities. Many pharmacy educators anditgpthat clinical simulations will become a
more central part of core pharmacy education withan next several years as more institutions
build simulation centers for their health professiprograms.

Fourth, experiential (clinical) education is a centralmgmwonent of pharmacy programs and
extends across multiple years of the program. Timeenmym number of hours currently required
by the accrediting body is divided between IPPEsnduthe first three professional years (300
clock hours) and APPEs during the final profesdigrear (1,400 clock hours). The standards
limit experiential education to 40 hours/week.

Each of these pedagogies requires physical fasldand infrastructure to support the program. If
the UA were to partner with another existing progrtgo deliver their accredited program in
Alaska, the accrediting agency would consider theska program a satellite of the accredited
program and subject it to the same facility requeats as the main program. Depending on the
specifications of the contract, UA could be reqaite provide some or all of the facilities and
infrastructure to deliver the program. Thus, the WAuld need classrooms, one or more
laboratories, simulation facilities, and accesgatient care facilities (hospitals, clinics, nugsin
homes, community pharmacies, etc.).

The infrastructure needs for any pharmacy prograstudes high-speed Internet connectivity and
access to a comprehensive medical library. On-Igpecialized pharmacy drug information
resources are also critical, but are not typic&liynd in a medical library. Both of these resources
are available in Alaska. The Alaska Regional Medidarary, supplemented with
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some pharmacy-specific resources, would be a signif resource for the program. High-speed
Internet connectivity is widely available on theeth main campuses and the community campus.

A special infrastructure resource that may be aaitifor a partnership would be distance
education technology compatible with the UA systeohnology. Courses may simply be online,
but live conferencing access would be extremelyortgmt for faculty collaboration between UA
and the partner institution. It could also be aralnable resource for students because they would
have the ability to obtain tutoring and consulthysartner program instructors in areas where the
student may be experiencing difficulty.

Criteria to Include In A Partnership Negotiation

To achieve the best options for Alaska studentseldping a partnership with an accredited
pharmacy program should be an active negotiatiowected between the UA and an accredited
institution through a Request for Proposal (RFRpdrtant criteria that should be considered:

Recruitment, Admission, Advising, and Student Swi

What will be the role of the UA in student recrugm and at what level will it participate in the
admission process and the on-going advisementeostiidents? An attractive partnership would
be one where the UA actively Qedvertises the prograterviews the applicants and provides
input to the admissions committeend provides advising and student services forAlaska
students during their four years of education. 3se@ce, the UA shouldke ownershipf the
program and provide support to the Alaska studemiigject to the rules and regulations of the
partner’s accredited program.

Faculty Appointments and Support For UA Faculty

The UA should have a sciences faculty member aptiaamacy practitioner faculty member
integrated into the partner program faculty. Tharses in a quality pharmacy program will be
rigorous for even the best students. While thengairtg institution must provide a mechanism
through which students can interact with their faglhaving access to local faculty with subject
matter expertise and intimate knowledge of theiculum would be a significant benefit for
Alaska students and help to ensure their acadamaess.

The partner institution should also be expectedetcelop a relationship with the UA faculty. UA
faculty should receive adjunct appointments to plagtner’s pharmacy school faculty and be
provided reasonable support and resources in arlati the partner’'s other pharmacy faculty.
Reasonable support should include at least onepgipyear to the partner's campus so as to
remain current with the program’s operations andicuium changes. It should also include
reimbursed travel expenses to attend the Americmodation of Colleges of Pharmacy (AACP)
Annual Meeting to allow UA adjunct faculty to stayformed about contemporary pharmacy
education. The strength of the partnership willdeéermined by the support and engagement of
UA faculty as they seek to meet the needs of thim@aschool and the Alaska students.
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Accreditation standards require all students beritéwed prior to admissions. Most programs woelglire the

student to travel to the home campus for an intgrybut having a local interview with input to theémissions
committee who must make the final decision woulddfi the students and the partner institution.
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Appointment of A Partnership Director (Co-coordmatWith At Least Annual In-Alaska Site
Visits

The partner school should have a faculty membgoresble for overseeing the UA partnership.
This person should occupy an appropriate admitigérdevel within the partner school to
address appropriate issues related to the partpeasiministration. The requirements of this
person must include at least one annual visitéolA campus to maintain relationships with the
students, faculty, and UA administration. Resoustesuld be provided for more frequent visits
should problems arise.

Hiring Of Faculty and Staff To Support The SatelRrogram

A faculty member’s engagement with the program khaoot be “professional service,” but rather
a paid responsibility.

When fully functional there should be at least staff members located at the UA to support the
program. One should be responsible for studenicgenand the other should be responsible for
experiential program placement and oversight. Tietg# members must be integrated into the
operations of the partner school so that Alaskalestts receive fair treatment and full
opportunities to succeed.

Facilities and Infrastructure Provided By the UAldhe Partner

Unless the program requires the students to rdturine partner campus for laboratories and
assessment, every effort should be made to prokelentire program in Alaska. This will require
the UA to identify appropriate classrooms, labartia) and administrative and faculty offices and
to provide access to infrastructure.

Students should be treated as other UA studenksagitess to libraries, learning centers, student
facilities, and intramural and intercollegiate atld programs. There should be professional
societies, travel to professional meetings andrqthefessionalization support designed to ensure
a well-rounded professional education for the stigle

Site Selection, Preceptor Training, Quality AssgenProgram, and Student Rotation
Coordination For IPPE’s and APPE’s

Professional practice experiences are a critioaneht within all pharmacy programs. These
experiences should be supported in-Alaska by atafffaculty administrators who are trained and
supported by the partner school to achieve stamddioh among the Alaska sites and the partner
program sites. Alaska preceptors should be supbowiégh structured learning activities,
assessment, and quality assurance programs toeeA$aska students receive a comparable,
quality education and adequate training.

Financial ArrangemenfBhe financial arrangements for the program arecatitlf the partner is a
public institution, would it agree to provide statiewith a reduced tuition equivalent to the level
of financial support the UA provides to the programwould the Alaska students be considered
out-of-state students and charged a typical noidegattuition? If the partner collects full out-of-
state tuition, it should be expected to fund theraponal costs for the UA to make its program
compare favorably to the program made availabteeggartner’'s on-campus student.
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Estimated Budget For A Partnership Program

It is difficult to estimate a budget for a progravithout knowing the instructional costs for the
partner institution. However, the following finaatanalysis assumes:

1. The UA pharmacy program will enroll 20 studentstegear;

2. The UA will provide the in-state facilities, inclundy two classrooms, one laboratory,
faculty and staff offices, technology support, neadliibrary access, and typical campus
student services (e.g. health services, counsading,

3. The program will be based at only one UA campuglyi Anchorage, to reduce the
program’s operating costs and student travel fpegential education, though it could
included state-wide delivery of experiential eduaat

4. UA will assume responsibility for actively adveitig the program, interviewing the
applicants and providing input to the Pharm.D. adions committee, and providing
advising and pharmacy program student servicethéAlaska students during their 4
years of education in accordance with the accrégitgtner’s rules and regulations;

5. The partner program will deliver the courses tollteclassrooms and provide the Alaska
receiving site with required classroom technology;

6. The UA will appoint and pay faculty advisors foicbdJA class, these individuals will be
content experts, capable of assisting learnindibyJA students;

7. UA faculty will be appointed to adjunct status viitlthe partner program institution,
which will include the placement of UA faculty irlevant committees. The partner
program will also provide at least one paid triplegear for faculty members, the student
services staff member, and the experiential progtaii member to the partner’'s main
campus for annual retreats focused on Pharm.Dicalum issues;

8. The relevant department chairs and dean of thagraorogram will make at least one
annual visit to the UA campus at the partner pnoggaexpense to meet with students,
faculty, and staff to facilitate program issued thiél arise;

9. The UA will hire practitioner faculty to conduct maof the core APPE in AK health
facilities. The partner program will be responsitdgrovide preceptor training for Alaska
preceptors equivalent to that provided to the aidron-campus program preceptors;

10. The UA staff will follow the requirements and prdcees of the partner program in
experiential site and preceptor selection, learaictyvities, and assessment;

11. Alaska preceptors and/or sites will be paid byl#e$1,000 per rotation for those
experiences not provided by full or part-time UAdéy; and

12. The UA will enroll the Alaska students in the hogt university and collect the usual
student fees for on-campus services and for th@aeed services provided to the
pharmacy program.

The data in Table 11 summarizes the estimatedaostis partnership program. This analysis
assumes that the student will pay the UA the saitient and fees charged to WWAMI students,
with the UA paying the partner program an annualcapita fee to provide the didactic
instruction, direction, and program accreditatifith 20 students admitted each year to the 4-
year program, the program would have a steady staémue of $2M including tuition and fees,
less need-based scholarships. The start-up ofrtigggm would cost $663,708, with an
approximately $1.3M-$1.8M shortfall of revenue oepenses. Thus, the state would need to
appropriate these funds to make the University ehbhis assumes a total FTE UA faculty of 9
and staff of 4, plus the Regional Dean-UA Programiaistrator. Average direct cost per student
would be approximately $50K/year, including a papita payment to the partner accredited
program of $15,000 per year. Facility costs wowdtilre a factor if the UA could identify two
classrooms, offices and a laboratory within itseng facilities.
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Some of théProsfor developing a partnership with an accrediteajpam include:

With forward planning in FY10, a program could likée open by FY11.

The initial start-up costs for the program would be as great as starting an accredited
program (see later discussion in Section 4).

The partner program would provide Alaska studemtaédiate accreditation.

The entire program could be completed without neqgistudents to spend time out-of-
state.

Alaska residents would be able to study pharmaatate at a lower cost than relocating
out-of-state.

Over several years, the number of students admit&iper class — would have a
significant impact on manpower needs of the state dhey graduated.

Having UA faculty and staff support the studentaildgrovide a comparable education
to other health professions programs; the partigsiogram would be a resource for the
UA and State.

The UA would assist the health care industry inskéadevelop more extensive
pharmacist patient care services by having advatmeewd faculty actively practice in-
Alaska; the program would add to the infrastructfrthe State.

Some of the&Consfor developing a partnership with an accrediteajpsm include:

A partnership program would likely not develop th&'s research expertise in
pharmaceutical sciences.

Being dependent on an out-of-state accredited progthere are potential problems that
could develop for both the UA and the students ¢cbatd make the program untenable. If
this were to happen, the matriculated studentsavoeéd to relocate to the partner’s
campus to complete the program.

The program would require an appropriation of fi®3M-$1.8M each year.

The UA will need to identify two classrooms andabdratory that would need to be
assigned to Pharmacy education.
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Summary of Potential Partnership For In-Alaska Phar  macy Education

A partnership with an accredited pharmacy schooh igiable model for Alaska to provide
pharmacy education to its residents at a reasomaiske It may be an interim step to developing
an accredited UA program, but it could require ppraximate $1.3M-$1.8M appropriations with
an approximately $660,000 start-up cost.

If a partnership program is selected as the destetegy to initiate pharmacy education in
Alaska, it should be carefully planned and the rgartinstitution must be carefully selected to
provide Alaska students and practice sites withuaity, comprehensive program that meets the
needs of the students and the state.

7

Analysis of Partnership Opportunities With Creighto n University |

Of the more than 117 pharmacy schools, Creightoivadsity offers the nation’s only on-line
generally distance-delivered Pharm.D. program payhier the entry-level degree. The program
admitted its first class in 2001 and Creighton @nsity’'s program is fully accredited. Students
located nation-wide may complete the didactic cesifsy viewing recordings of live classes on-
line on their personal schedules, but laboratarescompleted on campus in Omaha during the
P2 and P3 summers. There are three laboratory edwequiring 6 weeks of in Omaha
attendance. All testing is performed at the sammee twith distance and on-campus students.
Distance students use a commercial testing serVibere are live, small group conferencing
sessions for several of the courses. Course intsteuin Omaha are available to students on
request to handle student questions and the Sdtasohrranged for content experts across the
nation (mostly faculty at other pharmacy schoots)assist students with particularly difficult
material. Although the program requires an extrgmmahture and gifted student to handle
rigorous curricular content on their own study, dhgrition rate for the distance program is
comparable to the on-campus students, probably tduelder, more mature student that is
admitted to the program. Most of the distance sitgl@are second career seekers and have
previously completed a baccalaureate degree.

IPPE courses during the first and second year @raséd in the last week of the semesters.
Approximately 52% of the 300 hours of contact timsein pharmacies, precepted by local
pharmacists in the students’ communities. The rem@i48% of the hours are in service learning
related to health care services. APPE coursesulirénfie experiences in the fourth professional
year. Creighton has an extensive network of precsptation-wide that provide these rotations,
typically without charge to either the student loe School. When a distance student cannot find
suitable local preceptor, they must relocate to @& meet the curriculum requirements.
Approximately 25% of the distance students relotat®maha. There are criteria for APPE sites
and preceptors, but a representative of the Scthoes not travel to the sites to validate and
provide on-site quality assurance; these activaresgenerally handled via telephone conferences
by the School's experiential education staff. Tihegpam requires students to complete eight 5-
week rotations with core experiences in Acute Addkdicine, Ambulatory Care, Inpatient
Hospital Practice, Community Pharmacy Practice, Bngy Information. The latter rotation may
be completed on-line.
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The tuition and fees for 2009/2010 is $15,310 penester for distance program students. The
program has 11 semesters of instruction, incluthegspecial summer laboratory sessions in
Omaha and full-time (40 week) fourth professioreary Creighton offers federal financial aid to
distance students. At the current tuition and tegcture, the program would cost a student more
than $150,000 in tuition and fees assuming theestuchn complete the program at home, but not
including travel and living costs for the Omahatjmor of the curriculum. Program costs are
comparable between the on-campus and distance aghmhen the fee structures are included in
total costs.

Dr. Chris Bradberry, Dean of the Creighton Schbak proposed to establish a program for the
UA similar in design as the current OccupationaérBipy Program. Creighton would provide:

. A guaranteed number (no more than 10 studentaligjtiof UA students’ admission,
depending on their qualifications — UA students ldawt have to compete with other
applicants nation-widg;

In-Alaska applicant interviews and orientation g&$swould be provided by Creighton
in cooperation with UA faculty for those admittexdthe program;

In-Alaska experiential rotations, depending onatailability and collaboration with
various sites and qualified preceptors.

The UA would be required to hire a student servgta#f person to coordinate with Creighton,
provide the students with on-campus access taliteay and other student services. UA would
not have to provide instructional laboratoriestasiirent does with the partner OT program.
Creighton is willing to negotiate a tuition discoumthe early years to establish the program and
the fees required of UA would be similar to thosguired for the OT program.

Some of théProsfor developing a partnership with Creighton Unsrgrinclude:
- The program could begin by fall 2010 if negotiasaould be concluded by October

2009.
The UA could secure pharmacy education for tenisafasidents annually with less than
$150,000/year costs to the UA.
Since the degree would be offered by Creighton &hsity, the issue of the Anchorage
campus’ regional accreditation to offer doctorajrées would be moot.
UAA has experience working with the Creighton Umsiy School of Pharmacy and
Health Professions for Occupational Therapy.
Creighton has an on-line didactic curriculum fativiiddual learners and multiple years of
experiences in nation-wide delivery. The prograrully accredited.
Creighton is willing to increase its entry clasgesio admit up to 10 Alaska students if the
applicants meet Creighton’s admission criteria emapete effectively for the positions.
The delivery of the program could be statewidél#ska preceptors will participate,
meaning Alaska students would not be requiredltcage to one of the UA campuses,
except for the final year of APPE.

Anchorage clinical sites could be sufficient tousecAPPE rotations.

*8 AK residents currently have the opportunity to lggirectly to Creighton University and they curtigrhave three
AK students enrolled. Applicants outside a contratprogram with Creighton would be required to pete with
other applicants.

49



Since the program is designed to support studemts ©maha rather than in-Alaska, the
UA would have no faculty or facility costs assoedhtvith the program other than a staff
member and office.

Some of the&€onsfor developing a partnership with Creighton Unsrgrinclude:

- The proposed program would not be a program of UAwould simply be facilitating
Creighton in offering its current distance progranflaska residents.
The Creighton distance program is designed forgaddent learners who are able to
discipline themselves to study rigorous contergks®y faculty assistance on-line rather
than face-to-face. Students lacking strong acadpnejgaration and disciplined study
habits may struggle because they won’'t have readgss to faculty and fellow students
to assist in their learning. (One way to mitigdtis potential problem would be to require
all UA students to meet on-campus to view the medrdectures together, providing a
classroom interaction, with UA providing an on-camaculty coordinator who would
be able to help students who may struggle.)

The program would be expensive for Alaska studénsighton’s tuition is among the
highest in the U.S. and the added costs for arsuramer laboratory sessions in Omaha
would push annual costs for Alaska students to rtiae $40,000/year (this is based on
FY10 tuition and fees; historically the tuition afegs have increased annually). If
students were not able to secure in-Alaska APP&ioois, they would need to relocate to
Omaha for part of their P4 year. This may not bmagr of a factor for the initial
students if Creighton would discount the tuition §A pharmacy students as it does for
the OT students, or UA could secure appropriattormovide AK students scholarships
to reduce the costs.

Students are essentially “on their own” to locatecpice sites and preceptors for
experiential education. Creighton provides litttesite quality control and preceptors.
(This could be mitigated if UAA pharmacy staff meenlwere to secure local preceptors
for the students.)

The program does not provide a pharmacy schooépoesfor Alaska. Professional
schools provide more than just degrees for a dtag;can be an important resource for
its practitioners and industry.

Conclusion of Section 3

The partnership model for pharmacy education irskdais viable. The Creighton proposal would
be one low-cost and quick access strategy. A paittige with Creighton on another program
would provide the opportunity for Alaska residetdgeceive a pharmacy degree and generate a
meaningful increase in pharmacy manpower for tagest

Recommendation 5The UA System should develop a Request For Prafms
(RFP) to solicit a partnership with an existing aeedited program that has
experience in operating satellite campuses and that meet the unique needs
of Alaska students. If a suitable partner is notedtified, it should consider
assisting Creighton University in enrolling Alaskstudents in that institution’s
distance program.
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SECTION 4 — PROSPECTS FOR DEVELOPING A PHARMACY
SCHOOL IN ALASKA

BACKGROUND

The UA is considering the prospects of establiskingccredited, entry-professional pharmacy
degree program whose outcome would be a DoctohafrRacy (Pharm.D.) degree. The
Pharm.D. is the only recognized degree for stagmBure in the U.S. This section of the
document focuses on all aspects of developing enp@y school, should that be the option
chosen by the University of Alaska to pursue. Revemdations 6-23 related exclusively to this
option.

Accreditation of Professional Pharmacy Degree Progr ams

The Pharm.D. is classified by the U.S. Departméiiducation as &rst-professional degresé

the purpose is to educate and train practitionére.lone federally recognized accrediting agency
for the Pharm.D. degree program is Aeerediting Council for Pharmaceutical Education
(ACPE) (Council). All state and territorial licengj agencies require applicants to complete a
Pharm.D. degree program from an ACPE accreditegrano to be eligible for licensure.

Pharm.D. program accreditation provided by the AGBES not supersede the regional
accreditation for the hosting institution. The igton must have achieved accreditation status
from its regional accrediting agency to offer pesi®nal doctorate programs prior to receiving
consideration by ACPE for Pharm.D. programmatiaeditation. The Northwest Commission on
Colleges and Universities (NWCCU) is the relevagional body for granting UA the authority
to offer professional doctoral education.

The current ACPE accreditation standards and gaekelknown aStandards 200,/were
revised in January 2006 and are the relevant AQREeditation standards for this report. The
next comprehensive revision of the standards igxpécted until 2012 at the earliest.
Requirements may be changed at either of the Cltaibéiannual meetings.

*9 First-professional degrees represent a categomyuaflifications in professional subject areas thequire students
to have previously completed specified undergraglaatirsework and/or degrees before enrolling. Tdrey
considered graduate-level programs in the U.S.esydtecause the follow prior undergraduate studesthey are in
fact first degrees in these professional subjadtdders of first-professional degrees are considei@have an entry-
level qualification and may undertake graduate gtirdthese professional fields following the awafdhe first-
professional degree. Several of these degreeshagernm “doctor” in the title, but these degreesmiat contain an
independent research component or require a diasiert (thesis) and should not be confused with EkBrees or
other research doctorates. A first-professionalrdegs an award that requires completion of a pengrthat meets
all of the following criteria: (1) completion of ¢hacademic requirements to begin practice in thedgssion; (2) at
least 2 years of college work prior to entering giregram; and (3) a total of at least 6 academiargeof college
work to complete the degree program, including préguired college work plus the length of the pesfional
program itself. All first-professional degree pragns are closely regulated by recognized professiamd
specialized accrediting agencies. First-professlaiegrees may be awarded in the following 10 fieldfsctor of
Chiropractic (D.C. or D.C.M.), Doctor of Dental &cice (D.D.S.) or Doctor of Dental Medicine (D.M.Dpctor of
Jurisprudence or Jurist Doctor (J.D.), Doctor of Meine (M.D.), Doctor of Optometry (O.D.), Doctofr ©steopathic
Medicine/ Osteopathy (D.0O.), Doctor of Pharmacyd@h.D.), Doctor of Podiatric Medicine/Podiatry (D¥2., D.P.,
or Pod.D.), Master of Divinity (M.Div.), Master blebrew Letters (M.H.L.) or Rabbinical Ordinationg#, Doctor
of Veterinary Medicine (D.V.M.). US Department diuEation, 200$ttp://www.ed.gov/international/usnei/edlite-

index.html Other practice doctorate degrees not includedNarsing Practice (requires a BSN) and Physicaldjne
60

Foreign graduates who have graduated from intermaltipharmacy schools meeting certain criteria owagplete
an “equivalency” examination to demonstrate thairtknowledge and abilities achieve the minimunmdgads of
ACPE accredited programs.
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The Pharm.D. is a first-professional doctorate degorogram requiring at least four academic
years of professional education preceded by at teasyears of defined pre-professional courses.
The pre-professional curriculum may be completedamy regionally accredited college or

university. The minimum course of study to awarce tRharm.D. (pre-professional and

professional program) must be at least six acadgmérs; however many institutions have

revised their pre-professional coursework to rexdt least three years, thereby making the
Pharm.D. degree essentially a seven-year post-dagpaducation program.

Under Standards 2007 ACPE requires a thregtep process for a new Pharm.D. program to
attain full accreditation at an institution thatedonot currently offer pharmacy education. When
an institution makes the decision to initiate arpkecy program, the first step in the accreditation
process begins with the appointment of a FoundirguD Under the Dean's leadership, the
institution files a comprehensive development piamd a six-year pro forma budget while
designing the program application to meet the ctrfecreditation Standards and Guidelines
Once the College has recruited its senior leadetsiam—typically composed of the dean, one or
more assistant/associate deans and usually twatdepd or division chairs—the ACPE will
evaluate the application. If the paper review appéa meet the basic requirements, ACPE will
schedule an owampus visit by a site-team typically comprised ofie or more Council
members; a Dean from another pharmacy program atséitution similar to the one proposing
the new program; a faculty member from another lampharmacy school; and one or more
ACPE staff members. The licensing board in theestalere the institution is located is also
invited to send a member to participate in the @8m’s review.

The purposes of the initial visit is to review avalidate the details of the institution’s plan and
assess its compliance with the accreditation stalsdand guidelines. A major focus of the visit is
to evaluate the institution's ability to succedgfakecute its plan. The Council at its next megtin
forwards the site-team report, along with any sgbheat comments offered by the institution in
response to the report’s findings, to ACPE for @éfi consideration. ACPE may either award
Pre candidate Statugo the institution, indicating that the Council rescepted the institution's
plan, or it may refer the application back to thetitution with specific issues that must be
resolved. Once the Council awards an institufoa candidate Statughe institution may admit
its founding classHowever, a program with a Pre-candidate accreditadiesignation is not yet
considered officially "accredited.” Graduates franprogram having onl{Pre-candidate Status
are not eligible to apply for licensure in any stat territory that requires graduation from an
ACPE accredited program.

After the first class is enrolled, the Council wipically send another site-team to the campus
near the end of the first year to evaluate howintkgtution has implemented its plan during the

initial stages of matriculation for its foundingask. The Council, who will consider awarding

Candidate Status to the program, will again reiegvsite-team report. Graduates of a program
with Candidate Statuare recognized as having received their degrees &m"accredited"

61
ACPE only meets twice a year-January and Juneui@weprofessional degree programs. Initial pre-ddaid

applications are considered only in the June mggtin
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program and will thus be eligible to apply for Inseire in any state or territory that requires
graduation from an ACPE accredited program.

The Council will require the institution to presemiritten reports throughout its early
developmental years and will often request annuekentations by the dean and institution
officials. If necessary, the Council may schedulielitonal focused, omsite visits during the
three- to five-year period in which the progranurglerCandidate StatufRegular onsite visits
occur approximately 18 months apart, assumingrisigution is proceeding according to its plan.

In the spring semester prior to the graduationheffounding class, the Council will authorize
another major orsite review to evaluate whether the institution hdly implemented its plan
Following the graduation of the first class, theu@al will consider awarding full accreditation,
which designates the programAsscredited

The cycle for accredited programs can range fromtorsix years. Typically, the initial term for a
newly formed program is two years, which is follaMay a four-year extension. This places the
program “in cycle” for a six-year full term accréation.

The Council recently established a new common et for considering new program
applications. The initial draft pre-candidate apgiion, along with the application fee, must be
received by March 1. The final version is due byyM& so the application can be considered at
the June meeting. Between March and June, ACPEvatatonduct an on-campus consultation
visit as part of the pre-candidate application papeiew. If authorized, an on-site evaluation will
be conducted in the fall and the report from theien will go before the Council for
consideration at the following January meeting.l@dl2 illustrates the typical timetable required
for an institution to begin a program, assumingreéhare no problems in the pre-candidate
application review within the normal cycle. Thiopess requires approximately 18 months after
the dean and leadership team arrive on-campusrasrd@ matriculation of the first students.

Table 12: Typical Timeline to Achieve a New Accredi  ted Pharmacy program

Typical Cumulative
No. of Months

Task/Milestone Months  (Assumes Comments
6/2008

Initiation)
Regents/Trustee Formal Action Tg The Institution May Seek Regional Accreddati
Authorize Program Development Agency’s Consultation Before Trustee Action
Advertise, Recruit and Relocate 9 9 Concurrent Activities
Founding Dean
Secure Regional Accreditation 9 Concurrent Activities Assuming the Institution is
Agency Approval to Offer Degree Classified by Regional Accreditation Agency To

62
According to United States Department of Educatiegulations, a program can beQ@andidate Statufor up to

five years. If full accreditation has not been agkd within the designated time-period, the progranst begin the
development cycle again.
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Program;

Offer Professional Doctorate Degrees, A New
Program Expansion Plan and On-Site Visit Are
Likely Requirements

Develop Pre-Candidate
Application; Advertise, Recruit ang
Relocate Administration Team

Concurrent Activities

File Pre-Candidate Application 10 Submissions Restricted To March 1 of each

With ACPE; Advertise and Begin calendar year; Regional Accrediting Agency’s

Recruitment Of First Year Faculty Review Must Be Received Or In-Process At Tim

Members of Filing

Prepare and Host On-Site ACPE 18

Staff Consultant Visit

Meet With Council To Discuss Plan 20 Meeting With Council in January; Assumes

and Findings Of Site Visit Report; Application Approved Without Return of

Council’s Authorization for Pre- Application To Institution With Concerns;

Candidate Status Approval Allows Institution To Admit Fall Class;
If Returned To Institution, Time-Line Extended A
Least Twelve Months to Resolve Major Concern

Hire and Relocate Founding 27 First Year Faculty Must Be On-Site Several

Faculty; Begin Selection of Months Before Class To Prepare Curriculum an

Members of Founding Class; Admit Develop Assessments

Founding Class

Enroll Founding Class 27 School May Seek Aggtions Prior To Approval
of Pre-Candidate Status With Appropriate
Notification That Program Not Yet Accredited

Conduct Academic Program For 75 Concurrent Activities Assume 4-Year Profession

Founding Class Program Structure

Recruit, Hire and Relocate Faculty Concurrent Activities Annually Progressive and

During Year Before Begin On-going

Teaching in Fall Semester

On-Site Review For Council Concurrent Activities ! !

Consideration Of Candidate Statu " !

First Graduates Concurrent Activities ! # $ "

Receive Full Accreditation Status 7% [ %&' (! ) '

* 1

During 2009, thapplication fedor the initial review of the application for presadidate status is
$25,000. This includes a one-day, on-site stafsatiation. If authorized for a full on-site visit,
the fee during 2009 is $18,800 plus $5,000 for esathllite campus. The 2009 annual sustaining
fee for accredited programs is $5,840 plus $1,@@6lie campus. The local board of pharmacy
is responsible for the expenses associated withetaber's participation.

Strategy Implemented to Develop the Report

The contract's Scope of Work guided the Consulianpreparing this report. He began the
analysis by reviewing the web sites, undergraduat@logues, faculty listings, and other
published information for the three Alaska univeesi. In addition, two on-campus visits were
conducted: the first in late May 2009 and a sedorehrly July 2009.
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The purpose of the initial visit was to review tbgerall UAA campus, tour several key
buildings—including classrooms and laboratories—amédet with University and System
officials. The Consultant made a presentation #gtlained the practices of contemporary
pharmacy education and presented an overview aidbeeditation requirements to the Pharmacy
Education Committee and other interested parties.

The objectives of the second visit, which was fdays in duration, were to: (1) evaluate the
Fairbanks and Juneau campus resources and sugptains upon which a pharmacy program
could be developed; and (2) assess potential ragsites for advanced professional education.
The Consultant conducted in-depth interviews wahiaus administrative and academic leaders,
including the Associate Vice President for HealtbhgPams for the System, Provosts of both the
Anchorage and Fairbanks universities, members efPiarmacy Education Committee, several
interested faculty members and staff from the tin@én academic units (Anchorage, Fairbanks,
and Juneau).

The information gleaned from these visits and inesvs was applied to basic criteria employed
by the Consultant in previous assessments wherevhkiated an institution’s readiness for

developing a professional pharmacy educational rarag The overall basis of this Study is

formed by the Consultant’s general assessmenggtthriteria as applied to UA and one or more
of its component universities.

After completing the assessment of institutionaldiaess, the Consultant undertook a careful
consideration of the various elements Sthndards 2007and subsequent amendments, and
necessary steps that must be undertaken by therSystone of its universities to meet important
standards and guidelines relevant to forming a aewedited program. Special consideration was
given to planning adequate physical facilities @egeloping a seven-year pro forma budget to
guide resource development and allocation. Thisgs® was accomplished by first establishing a
“model” curriculum that served as the basis foreleping a staffing plan, facilities plan, and a

pro forma expense and potential revenue budget.

The curriculum plan utilized information from seaksources:
- Pre-professional requirements for NWCCU accrediearmacy schools;
The existing course offerings of the various ursitezs within the UA system, as
presented in the 2009 catalogues and posted dhrge university web sites, and the
general teaching schedule for these courses aslibby the various department chairs;
The ACPEStandards 200and accreditation rubricand

Forward projecting elements of professional phagneatcation found nationwide at
leading pharmacy programs.

As such, the curriculum plan evaluation employss&aKe-in-the-ground” approach to identify
resource needs rather than an approach that tsapoilnd themost appropriate curriculurfor a
new Pharm.D. program. Both the curriculum and tesoaiated resources are intended to be a
mid-level estimatean accredited program could be developed for ¢ess$, but allocating the
resources identified in this report should yieldc@ampetitive professional program within the
NWAAS region.

55



Finally, an important decision-making element wakleal to the overall assessment. This
element—an implementation plan that includes a limaethe Consultant considers to be
reasonable for program development—assumes theerSystill ultimately decide to move
forward with supporting a pharmacy program.

FINDINGS OF THE CONSULTANT — FEASIBILITY OF A PROFE SSIONAL
PHARMACY PROGRAM AT ONE OR MORE OF THE UA UNIVERSIT IES

The Consultant employs the following criteria whes evaluates an institution’s readiness for
developing a Pharm.D program:

Is the Mission of the institution inclusive of h#maprofessions education?

Does the institution’s strategic plan include asideration of pharmacy as an
institutional priority?

Is there strong institutional leadership in pladewnderstand the unique requirements
for health professions programs and who are corachiti creating an environment for a
new pharmacy program to develop, grow, and succeed?

Is there an on-campus champion to pilot the prograarly development until a
Founding Dean can be recruited?

Do existing campus culture support health professexiucation and the unique
educational models required of clinically-orienfgdfessional education?

Is there a long-term commitment to providing theassary resources that are crucial to
achieving a quality pharmacy program;

Do appropriate facilities exist—or are there rdgliplans in place or under development
to secure appropriate facilities—for pharmacy etioo

Are there adequate library, instructional resouraed information technology services
in-place to support a pharmacy program?

Are there an adequate number of potential sitedilyeavailable for introductory and
advanced experiential education?

Almost no institution, with the possible exceptaimajor health sciences centers, initially meets
every criterion. This in no way means that theitasbn cannot develop these essential elements
as part of its strategic planning and implementesses to ready itself for pharmacy education.
By focusing on the current state of readiness atibé@uding these elements that are essential for
an institution to be optimally successful in moogtia new first-professional doctoral program,
the President, chancellors, and other leaders santhese findings to guide their strategic
planning efforts if a decision is ultimately madepursue a pharmacy degree program.

The Consultant was charged with considering thgnara to be a UAA, a UAF, or a “combined”
program. Since ACPE standards require that onlygles regionally accredited university may
be accredited to offer the Pharm.D. degree, thesfat the Study was to address the readiness of
both universities to achieve a successful and ditege program. The opportunities for
collaboration across universities—or the operatdrone as a satellite program— were also
addressed when appropriate.

56



Mission of the Institution

Criteria —The institution’s mission, as approved by its goniglg board, should be inclusive of
a commitment to health professions programs as at o the overall academic offerings of the
institution.

An Institution’s mission guides its basic philosgpand focus. The community of faculty,
administrators, and governing board must perioljicahalyze and—when appropriate—revise
the mission. When circumstances and opportunitiesige, abrupt and radical changes without a
broad consensuamong the Institution’s governing board, admintsbrg and faculty should not
be undertaken without careful consideration.

Health professions education, particularly profasal doctorate programs like pharmacy, should
be clearly identified, or at least articulated,hiitthe institution’s mission and its goals.

Findings
UAA’s mission statement:

The mission of the University of Alaska Anchorageoi discover and disseminate knowledge
through teaching, research, engagement and creatpeession.

Located in Anchorage and community campuses inhSentral Alaska, UAA is committed to
serving the higher education needs of the staeammunities and its diverse peoples.

The University of Alaska Anchorage is an open aassversity with academic programs
leading to occupational endorsements; undergradaaie graduate certificates; and associate’s,
baccalaureate and graduate degrees in a rich, digeand inclusive environment.

Through its College of Health and Human Welfare, tHAA health professions degree programs
include: B.S. degrees in Health Sciences, Humani&e, Medical Technology (Laboratory),
Nursing, Psychology, and Physician Assistance (allaboration with the University of
Washington), and Social Work. It offers Master'sgaes in Nursing; Public Health (non-
accredited); and Social Work. The College also $xdse Creighton University Occupational
Therapy program. The College of Arts and Sciencestshthe WWAMI medical education
program of the University of Washington and hascpsjogy undergraduate and masters’
degrees. It also collaborates with the UAF to offedlinical psychology degree. The Community
and Technology College also provides more thanlligdéhealth certificate programs, including
pharmacy technician. The University also has, obugéding collaborations in several health
research units focused on the health needs of Alasique populations.

UAF’s mission statement:

The University of Alaska Fairbanks, the natiomsrthernmost Land, Sea and Space Grant
university and international research center, adses and disseminates knowledge through
teaching, research and public service with an emsghan Alaska, the circumpolar North and

their diverse peoples. UAF;-America‘s arctic unsigr--promotes academic excellence, student

. - 6
success and lifelong learning.
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The UAF does not list any health professions degregrams at its main campus. It collaborates
with the UAA'’s associate degree in nursing anddlae several certificate and associate degree
allied health programs on its community and teciintollege campus. UAF also has the Center
for Alaska Native Health Research (CANHR) withis @ollege of Rural and Community
Development. The three areas of focus for CANHRuiehe: (1) Prevention and reduction of
health disparities in indigenous communities; (R)t@al processes awareness - how cultural
variables influence the understanding of diseapeession in Alaska Natives; and (3)
Community-based participatory research methods. 6l&& has several researchers engaged in
human health.

Assessment

To date, the UAA has taken the leadership in theld@ment of the state’s health professions
programming, including the necessary biologicaésces faculty to support these programs. It
has developed a small number of biomedical scisrttissupport the first year of the WWAMI
medical program, along with other biomedical reslears. It has been responsible for
collaborative programs at the first-professionaitdmal level delivered by out-of-state
universities. Being located in the state’s largegiulation region with the tertiary health systems
and specialized medical clinics, UAA has been th@@priate institution to develop the programs
that are dependent on affiliations with health syst to meet the curricular needs of these
students as prescribed by the professional acorgd@igencies.

Beyond the technical training for health careersgpams that is provided by its associated
community and technical college campus, the UAFrfeagocused either its undergraduate or
graduate programming on preparing health profeatsofVith a small, but growing, faculty
research initiative and “capacity building” graftsm the National Institutes of Health, it is
developing the scientific expertise required topaurpgraduate and first-professional doctoral
health professions education.

Strategic Planning

Criteria —The Institution’s strategic planning process mustdlude an analysis for planning
and financing a new pharmacy academic program.

Accrediting bodies and good business practicessséage that significant changes in the
allocation of efforts and resources be carefullglgred and prioritized within the overall needs,
wants, and goals of an institution. Quickly coneeihand/or inadequately analyzed program
expansion is discouraged because the new prograrp&ct on existing missions, goals,
objectives, and priorities can be significant. Tikiparticularly true with an expensive and
transformational new program like professional ptecy education.
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Findings

Pharmacy education is not an element in eitherUA& or UAF strategic plans (goals). In
interviewing the provosts at both institutions, hacy is a program under consideration. UAA
views transitioning to professional doctorates msw@olutionary development of the institution.
Pharmacy could be the first professional doctopaitggram or the second, behind Nursing. For
Fairbanks, its goal is to increase extramural mesefunding in biomedical sciences. It views a
pharmacy program as a solidifying curriculum than @ull together more advanced professional
and graduate education with a small, but growimgrigdical sciences research program.

Assessment

The Regents, System administrators, and the |dages the two main universities are
struggling with the issue of placement of firstfessional doctoral programs for health
professionals. The State’s major health care cestdrased in the Anchorage MSA and this
institution presently has authority forssthe statexssting health professions programs, but only at
the undergraduate and masters’ levalAA is also the State’s host for medical educatian,
linkage that would strengthen pharmacy educati@weyer, UAA is not approved either by the
Regents nor NWCCU for doctoral programs.

Conversely, UAF clearly has the research focusedtodal degree mission, NWCCU
accreditation for doctoral education, and Ph.Dgmms in-place that would strengthen health
professions education. However, Fairbanks is alemeity with a limited number of the health
systems that are essential across multiple prafieskiyears of pharmacy programs. Therefore,
establishing professional doctorate health progratriSAF presents significant logistical issues
for program delivery.

Committed Institutional Leadership

Criteria —Institutional leadership, from the governing boarand president or chancellor to the
chief academic officers, must consider professiomdlarmacy education development to be an
institutional priority and display a commitment fproviding the required resources and efforts.

Successful health professions education requiresngst effective, experienced health
professionals and administrators with a deep utaledsng of both the academic culture and the
demands of busy health systems and practitiondrs. University must develop and nurture
relationships that allow integration with the dadlyerations of health providers. It must also form
supportive relationships with health systems adstriators that will provide the health
professions students the level of experiencesateatequired to develop future practitioners and
secure programmatic accreditation. The key to anadprogrammatic success clearly lies within
the strength and long-term commitment of the Ursigrand its students to these external
engagements.

65
Nursing, Public Health, and the responsibility éotlaborative programs with the University of Wasjton for

Medicine and Physician Assistant, and Creightonveisity for Occupational Therapy.
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To successfully establish and operate a professidoetorate pharmacy program, institution
leadershipat every levelmust be committed to the long-term needs of the mpeagram.
Typically, it requires roughly ten to twelve yeaw$ support before a new program of this
magnitude can achieve the level of maturity neegdseensure its own long-term stability.

Success in this endeavor will require close angsue collaboration from all leaders and
leadership levels within the institution. The pragr must be given a priority in resource
allocation until it achieves full-term, six-yearcaeditation. The accrediting bodies (ACPE and
NWCCU) will carefully monitor the program’s develoent, and if the new program ceases to be
an institutional priority, full accreditation statwill likely be jeopardized.

Findings

The UA Associate Vice President—Ms. Karen Perduess@mtly guides the UA System’s Health
Professions programming. She is a strong, transfigrnieader who has a long history of
successful service and development within the Adaslealth industry. UAA’s leader and

facilitator in Health Professions educational depetent is Vice Provost Jan Harris, another
experienced and effective leader. UAF does not hawveadministrator dedicated to health
professions program development, but Dr. Marvinuieh Associate Professor of Biochemistry,
has experience as a faculty member in a pharmdeyokand has been joined by Dr. Thomas
Kuhn (Assistant Professor of Biochemistry) and Dwan Braddock (Dean of the College of
Natural Sciences and Mathematics) in actively suppp the development of a pharmacy
program at the Fairbanks campus.

The position of the UAA and UAF Boards of Regemegsidents, and chancellors regarding the
issue of a pharmacy program development is unkrtowine Consultant at this time.

Assessment

The System-level guidance of Ms. Perdue is crititalthe development of a pharmacy
educational program. She has the internal suppooing her peers and the leadership skills and
experience within the health community to be susftksn developing a pharmacy program
should this endeavor become a goal of the UA.

On-Campus Champion Before A Founding Dean Can Be Re  cruited

Criteria —The institution should have an on-campus champiomaevis committed to promoting
the new pharmacy program, fostering its developmemd assisting the Founding Dean in
integrating the pharmacy education program into thestitution’s culture.

Any new mission-expanding initiative requires arp#on if it is to be successful. This role will
eventually be assumed by the program’s FoundinghDieavever, the development of a new
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Typically, it takes two or more years to develop tirogram before the initial class is admitted.d8his must

complete the four-year professional program betbeeinitial full accreditation can be awarded, beiv programs
generally receive only a two-year term before baiatefully reviewed again by the Council. It is ol the first

full-term accreditation is typically awarded at thext cycle, six years after graduating its Fougditass, that a
program achieves maturity sufficient to ensuresitstainability; thus, the observation of “ten tcelve years” to
achieve stability
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academic program requires significant institutiostahtegic development before the institution is
ready to recruit a Founding Dean.

Institutional administrators are typically busy pepand often do not have sufficient time to
focus on developing basic strategies while maimgitheir current assignments. They should be
kept well informed and be the decision-makers wieéing the basic mission, structure, and
values that will guide the new program administreitoHowever, without some initiating
strategies the institution will likely be unabledommunicate its vision effectively when seeking
to recruit new leadership.

Findings
The overall System champion for pharmacy must be K&en Perdue. Depending on the
campus chosen to develop the program, another chaml likely need to be identified.

Assessment
It is too early to identify a pharmacy program clpgon, as System analysis is still in the early
stages.

A Campus Culture of Health Professions Education
Criteria —The institution should have a supportive culturerfoealth professions education.

Health professions education occupies a uniquedstgnamong an institution’s academic
offerings in many important ways. Their uniquenissdue primarily to: (1) the professional and
accreditation mandates for faculty self-governar{gg;the intense resource allocation required
per student, relative to other students even withéninstitution’s sciences departments; and (3)
the need for a basic understanding of—and suppor-&cademic programs such as pharmacy
that emphasize both education and training.

Most academic programs that require a significeaihing component for the degree also provide
the training experiences through external and oféeljunct faculty. Professional practice
experiences require a core of clinical faculty membwvho must have a commitment to patient
care service apart from their academic assignméntther words, these faculty members teach
students as part of their own patient care servitlésgs translates into hiring clinical faculty
members who are generally 12-month employees amgaid salaries that are competitive with
other similarly credentialed pharmacy practitiondiisey also require significant recognition and
support for their patient care accomplishmentshag move toward promotion and tenure. This
generally sets health professions faculty membpestdrom most other faculty members who
engage in scholarship and traditional instructinod ean create inter-institutional conflicts if the
differences are not well understood and accepted.

Findings

As identified earlier, UAF does not currently offeealth professions programs. UAA currently
offers multiple baccalaureate health professiormyams in its College of Health and Social
Welfare, and four masters’ degrees (Nursing, Pdgglyp Social Work, and Public Health). It
also coordinates collaborative programs in MediciRéysician Assistant, Speech-Language
Pathology and Occupational Therapy.
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Assessment

The appropriate time to educate existing facultyoa$e role and function of a health professions
program, its unique programmatic accreditation, gnedtypical workloads and compensation for
its faculty members is before professional progfaculty are recruited to the institution. Because
a culture of health professions education is nepteestablished at either universities of the UA
at this time, these issues need to be communicaegrehensively to— and well understood
by—the existing faculty and administration.

A Long-Term Commitment of Adequat e Resources to Achieve a Quality Program

Criteria —The institution must demonstrate a long-term commént of adequate resources to
achieve and maintain a quality professional program

To achieve accreditation, the institution will bequired to demonstrate it has the financial
resources in reserve to support enrolled studénfisrisome unexpected reasdime tuition and
appropriations does not achieve pro forma targets.

Resources are interpreted in a broad sense andlen€culty, support staff, and the appropriate
operating budgets necessary to deliver the levetlotation and training required by the ACPE.

Findings
The UA, being a public institution, is primarilyrfded from state appropriations.

The existence of biomedical sciences faculty andrsgs to meet the pre-professional and
professional curriculum requirements are key resssithat would facilitate the development of a
pharmacy program. At UAF, the major strength ancu$oof the biological sciences faculty is

primarily animal, fish, and plant sciences. There a small, but growing number of human-
focused biomedical scientists that could providenynaf the pre-pharmacy and professional
courses in the biomedical sciences, particularelemistry and molecular biology. UAF offers

both undergraduate and doctoral graduate degredsese areas. Deficiencies include human
anatomy, physiology, and pathology.

At UAA, the Biological Sciences provides undergraiduand doctoral graduate degrees in a
collaborative program with UAF. A particularly imgant resource is the first-year WWAMI
program. The Biological Sciences faculty curremtffers to the WWAMI Medical students all of
the first-year Biomedical Sciences courses includetle professional pharmacy curriculum.

Assessment

The development of a pharmacy program will reqaireegislative commitment to provide the
base funding. The amount of appropriations requirdtl depend upon the size of the entry
classes and the program mission, which must beapifynfocused upon either professional
education or a more comprehensive curriculum offgsional and graduate education that
includes the essential, but costly investment culty and graduate student research.
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A shared first-year biomedical sciences programhwhie WWAMI students could play a
significant and efficient role in the overall preggonal development of pharmacy students. It
could also strengthen the Interpﬁgofessional Tearkwstnategies that are central to both medical
and pharmacy education nationally.

Appropriate Facilities

Criteria —The institution must have a realistic and definedap to identify, fund, and prepare
the appropriate facilities relative to the intendeshtry class size. The facilities must be able to
support the didactic, laboratory, small group, andinical activities that are necessary to
develop and maintain a quality program.

The ACPE expects the institution to have a cleddjyined plan and timetable for providing
facilities adequate to support quality didactitdeatory, small group, and clinical instruction, as
well as office, administrative, and faculty schelap facilities. The facilities plan must take into
consideration the size of the entry class, as ashny anticipated growth in the entry class over
the intermediate term.

The Council also considers clinical training fae that are not under the control of the college
or university in its overall assessment of physfeallities required for the program. Access and
quality are two criteria that must be considered tfte experiential education portion of the

program.

Findings

The System’s administration clearly understands aupports the development of new or
renovated facilities to house a pharmacy progratre financial officer presented a realistic
understanding of alternative financing strategies dleveloping the required facilities for
pharmacy education.

The UAA is funded for the first phase of a new keg@rofessions programs building. The UAA
is currently planning the building’s second phasd has included some space for a pharmacy
program. However, if UAA decides to more forwardisi likely more space than that which is
currently allocated will be required to meet acaegtbn requirements. It recently opened a newly
constructed “Integrated Sciences Building” provgliamdditional instructional space, including a
vivarium.

The UAF has not identified potential space for arpiacy program. It has existing classrooms
and laboratories and is also planning a life s@srmilding.

Assessment
If the System chooses to move forward in planningharmacy program, adequate campus
facilities will have to be planned and developed.

®7 Institute of Medicing Health Professions Education: A Bridge to Qual®p03; andPreventing Medication
Errors: Quality Chasm Serie2006
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Adequate Library and Instructional Resources

Criteria —The Institution is expected to provide adequaterastructure relative to the intended
entry class size and to ensure adequate supportaofuality instructional program. The
infrastructure must include a library, informatiortechnology, and the instructional resources
services sufficient to support professional pharnyaeducation.

Pharmacists must possess the abilities—and ressuttoeretrieve, understand, and communicate
information regarding the appropriate and safe w$eprescription and nonprescription
medications and devices. This is critical to tharpiacists’ ability to interact with patients and
with other health care providers who prescribe wans. Therefore, a pharmacy program
demands viable and ready access to the latesmatamn concerning disease process and up-to-
date clinical drug research.

The combination of a viable library and sufficiemstructional resources, particularly electronic
information technology, is essential to developamgl maintaining a quality pharmacy program.
It is considerably more efficient to add pharmanoy anedical-focused resources and expertise to
an existing infrastructure than to develop a neepasate infrastructure to support pharmacy
faculty practice and education.

Findings

Alaska has an outstanding, state-wide health segelilorary. It is staffed with medical librarians
who have responsibilities for meeting the inforratiresource needs of health professions
providers and students. Essential pharmacy-speddtiabases and journals are not currently part
of the collections.

Both universities have access to distance learnlagsroom technology, an electronic course
management system for faculty and students, angk-sfdhe art information technology
computer services.

Assessment
With the basic infrastructure for the medical lityrand information technology already in place,
the addition of pharmacy holdings and resourcelsnetl be a significant barrier.

Potential Sites for Experiential Pharmacy Education

Criteria — The institution must have identified—and preferablgecured—initial written
affiliations with hospitals, extended care facil@s, and ambulatory clinics to effectively conduct

its introductory and advanced professional practiegperiences relative to the intended entry
class size.
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Accreditation standards require IPPE to developchasactice skills, knowledge and attitudes over tinst three

years of the professional curriculum. APPE are iregufor the last year of the professional curticnlwhere the
students develop their abilities to practice indefemtly as a pharmacist. The IPPE must be at &4sof the total
curriculum and APPE must be at least 25% of thal @wirriculum. APPE must also be full-time. Ingittns that do
not own its own health care system must providdtevriaffiliations with an appropriate number and rof health
care entities required to meet the core and ekedtitroductory and advanced experiences relatiihegonumber of
students enrolled.
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Perhaps the most critical element of professiomarmacy education is securing an adequate
number of progressive pharmacy practice sites wfamalty can establish a direct patient care
practice and students can learn to apply their kedge and develop their skills to be caring,
patient-focused practitioners. While the typicalmeounity and hospital pharmacies can be
utilized for IPPEs, most contemporary pharmaciesHanited capacity to meet the criteria for
APPEs. Because the entry class size at long-stgmiograms is steadily expanding, and the
development of a large number of new programs (apmately 35 new pharmacy programs
have been started in the U.S. since 2000) is napidderway, quality professional practice
experiences are something every pharmacy prograsanistantly seeking to secure. This is the
single most challenging elememd pharmacy education in the United States today.

APPE must be conducted primarily by practitionemtdors faculty (full-time and adjunct) who
have advanced practice credentials—a doctor ofnpdiey degree and at least one-year of post-
graduate residency training. Those faculty memldrs teach specialized practice areas (e.g.,
pediatrics, psychiatry, critical care, infectiousehses, etc.) are expected to have an additional
year of specialty residency training.

Findings
Section 2 of this report documents the quantity gudlity of Alaska’s health care facilities to
support APPEs.

Assessment

Anchorage, particularly with the Alaska Native HbhaBystem and Providence Health System,
has quality sites with patient care focused phaynpaactices. They have experience in teaching
both pharmacy students from other states and addamactice pharmacy post-graduate students
(residents). These sites and preceptors, if destidat an in-state program in Alaska, could meet
the basic requirements for both IPPEs and APPEs.

Fairbanks is significantly limited by its size aadrelatively small health care industry. If a
pharmacy program were to be developed on that cgnifpeould develop the sites for IPPES, but
it would require extensive collaborations with theilities in Anchorage to deliver the APPEs.

Summary of Findings Regard Feasibility

Each of the main universities has achieved sewdrahe criteria, but both have deficiencies
related to achieving “readiness.” If its efforts nweet these deficiencies or—at a minimum—
develop a strategic plan to meet these criterissaceessfulit is feasible for either UAA or UAF
to develop an accredited professional pharmacy g Table 13 summarizes the “readiness”
criteria of both universities.
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Table 13: Summary of “Readiness Criteria” for the U A Anchorage and Fairbanks

Readiness Criteria UA — Anchorage UA Fairbanks
Is the Mission of the institution Yes Yes
inclusive of health professions Elevating the University to
education? Does the Institution| NWCCU Doctoral Status Would| Accredited For Doctoral Program
have doctoral degree granting Be Required To Offer the
status? Pharm.D. Degree
Does the institution’s strategic No No

plan include a consideration of
pharmacy as an institutional

priority?
Is there strong institutional Yes Yes
leadership in place who
understand the unique Karen Perdue For System Karen Perdue For System
requirements for health Jan Harris For Campus None Identified For Campus

professions programs and who are
committed to creating an

environment for a new pharmac

program to develop, grow, and

<

succeed?
Is there an on-campus champion|{to  Jan Harris, MSHA, DHA Yes
shepherd the program’s early | (Candidate) & Deb Cieplak, B.S
development until a Founding Pharmacy, R.Ph. Marvin Schulte, Ph.D.
Dean can be recruited?
Does a campus culture of health Yes No

professions education exist tha

supports the unique educational
models required of clinically-

oriented professional education

~

Is there a long-term commitment Requires Legislative Requires Legislative
of adequate resources that are Appropriations Appropriations
necessary to achieve a quality
program?
Do appropriate facilities exist— or Yes Not Yet Identified
are there realistic plans to secure  Funding For A New Health Planning For New Sciences
appropriate facilities—for Sciences Building & Planning Far Building
pharmacy education? A Second Phase Addition
Integrated Sciences Building The campus has significant
Hosts & Year WWAMI Medical facilities for faculty research
Education
Are there adequate library, Yes Yes
instructional resources and
information technology services State-wide Health Sciences State-wide Health Sciences
in-place to support a pharmacy| Library Library
program?

=

Are there an adequate number Yes No

potential sites readily available far Significant Contemporary Would Require Students To Spend

introductory and advanced Pharmacy Practice With Capacity At Least The P4 Year In
experiential education? Anchorage

The analysis indicates that the UAA, is the moessilgle site for the professional program
primarily because of its location relative to tiamsites and other health professions students.
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This assessment is based primarily upon: 1) thstente of health professions programs for
interprofessional teamwork development; 2) strongmiedical sciences faculty already
instructing health professions students, partitplsYWAMI Medical students; and 3) in-city
access to an adequate number of potential site®RIEE and APPE. UAA’s major deficiency is
the lack of accreditation status for doctoral edioca

If the pharmacy program were planned for both msifenal and graduate education, UAF would
be able to develop the graduate and research pnsgma a shorter time frame. UAFS’ major

deficiencies are: 1) its lack of other health pssfens programs; and 2) its remote location
relative to an adequate number of APPE practies sit

Depending upon the Regents’ desire to develop tiaenpacy research and graduate programs, it
is possible that a collaborative relationship bemveéJAA and UAF for pharmacy could be
forged. UAF could be the base for the pharmacedusiceentist within the University’'s Ph.D.
program accreditation, teaching both professiondl graduate students. UAA could be the base
of the practitioner faculty because they would b& do integrate within the Anchorage health
care industry. The Regents will need to assign wmeersity the responsibilities related to the
degree program and designate the other universitysatellite of the accredited program. This is
an internal matter which will be determined by tleadership of the UA universities and
statewide system.

Separation of faculty, while feasible and foundhwiany accredited schools, creates its own
problems. The ACPE would carefully monitor the peog and likely require that the professional
program achieve a level of stability and maturigfdse allowing the University to develop a

Ph.D. research-focused program utilizing facubtyeti
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ANALYSIS AND RECOMMENDATIONS TO MEET ACCREDITATION
REQUIREMENTS

The following section of the Feasibility Study disses each accreditation criteriorSténdards
2007and identifies key elements that the University nsasisfy. The purpose of this section is to
better inform administrators as to the standardsristitution and program must meet to achieve a
successful program, and to give guidance as theuinsn decides whether or not it desires to
move forward with planning a new program.

The following paragraphs will highlight importantements of certain standards as they may
apply to 6gwhichever University—the UAA or UAF—were be selected to offer the degree
program. For simplicity, this section of the Report will 3oy use UA to mean which ever Main
Administrative Unit (Anchorage or Fairbanks) ises#éd to offer the program. Direct quotes
from Standards 2007are not separately referenced, but appear in.itehe complete language
of Standards 2007 and its associated guidelines may be found at ti@BPEA web site
(http://www.acpe-accredit.oyg

Section 1 — Standards for Mission, Planning, and Ev  aluation

Standard 1 — School Mission and Goals

The program must first determine, and then defilsegprogrammatic mission; establish its goals
for education, research, and other scholarly dmsji define its service and pharmacy practice
objectives; and clearly identify its values. Eadhlese elements must lsempatible with the
mission of the Universityhut aligned with the profession’s vision for practigesearch, and
education.

These goals must include fundamental commitmernteofollege or School to the preparation
of students who possess the competencies necdssahe provision of pharmacist-delivered
patient care, including medication therapy managenservices, the advancement of the practice
of pharmacy and its contributions to society, tharspit of research and other scholarly
activities, and the assessment and evaluation sifekoutcomes.

Programs that meet this standard are those charact@s having:
- A dynamic, long-term mission with broad coverags thas created through group
processes that includes faculty endorsement.
A mission that is aligned with the institution’sssion.
Goals that include fundamental commitments to miegastudents who possess the
competencies necessary to provide pharmacist-detiveatient care.

The importance of this Standard at this point i@ #malysis is the need for the UA-System to
initially define the mission for pharmacy educationAlaska: is pharmacy to be primarily a
professional education program devoted exclusit@fyreparing practitioners, or is it to have a
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As will be discussed under Standard 4, the ACPEanlly accredit a single, regionally accreditedvensity to
award the degree. It cannot be the UA System,aintly shared by Anchorage and Fairbanks. Thisirequent
does not preclude the establishment of a collalverarogram between the two universities, evernéptoint of
including both universities on the diploma.
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dual mission of professional education plus graeluatlucation that includes the requisite
extramurally funded research? Both missions aressy to a comprehensive program, but the
extent of the research and graduate educationanissiould be decided upon early in the process
as it will significantly influence the resource uagments, the type of faculty recruited, and—
perhaps—which University is ultimately selecteafier the degree on a state-wide basis.

Recommendation 6 The Board of Regents, upon the recommendation of ¢h
System Administration and in consultation with the universities’
administration, should determine the overall missia of pharmacy education
early on in the development process. The mission @hid focus either
exclusively upon professional education, or more lmadly as a comprehensive
program that will develop both a professional progam (the Pharm.D.) and a
graduate program (the Ph.D.) with commensurate resech to support both
levels of education.

ACPE Standards 200@o not require a comprehensive mission that indwgtaduate education
and the level of research to sustain that levepmigramming. In reality, the majority of
accredited pharmacy programs nationally have psadeal education as their primary mission.
Most public pharmacy schools at major universitiggerate under the more comprehensive
mission that includes both professional and gradwatucation. Once the guiding mission is
defined by the Regents and System administratima,Founding Dean will be responsible for
developing a program mission statement and edt@tdisgoals and objectives for the program
that are compatible within the Regents’ stated imss

Standard 2 — Strategic Planning

The College or School of Pharmacy (hereafter callédllege or School) must develop,
implement, and regularly revise a strategic plarfdoilitate the advancement of its mission and
goals. The strategic plan must be developed thrargimclusive process that solicits input and
review [from a broad group of stakeholderbhve the support of the university administration,
and be disseminated in summary form to key staélefsl

Programs that meet this standard are characteaizédving:

A plan that was developed and endorsed by thetfaasla whole and is reviewed at least
annually.

A plan that lists all responsible participants atirdelines.

A plan that identifies planned substantive changes.

A plan that the faculty are keenly aware of theaarthat are assigned to them.
Goals in the plan that are being accomplished.

Once the decision is made by the Regents to moweafd with developing a pharmacy program,
the basic tenets of the program’s strategic plaoulsh be established by the University's
administration prior to recruiting a founding dedhen, as UA advances its plans for establishing
the new program, the Founding Dean will be requite@dlevelop the initial, comprehensive
strategic plan that must be included in the Pretickate Application documents to ACPE.

69



Recommendation 7— The UA’s administration should begin the stratem

planning process for establishing the new pharmacyprogram prior to

securing the Founding Dean. This will ensure that He new program’s
developmental stages are founded upon the basic ign and tenants of the
University; can serve as a communication vehicle fathe entire University

community; and will provide direction in the recruitment of the Founding
Dean.

Some of the basic elements that should be considlenéng program strategic planning include:
- Organizational structure [see Recommendations 91 1L,015].
Format and structure of the degree program [seerR@endation 18].
Location of the physical facilities for the firstree years of the program and location of
major professional experiential sites [see Reconuaigon 23] .

Unique program focus (e.g., emphasis on undersey@edraphic regions, Alaska Native
Health services, women'’s health, geriatrics, etc.).

Milestones and timetable for program development.

Once the Founding Dean has been appointed, he/ghelevelop the college’s or school's
specific mission, goals, and objectives that wiivel the degree program development and will be
required for the Council’s initial review.

Standard 3 — Evaluation of Achievement of Missiona  nd Goals

The College or School must establish and implenantevaluation plan that assesses
achievement of the mission and goals. The evaluatiost measure the extent to which the
desired outcomes of the professional degree prodmotuding assessments of student learning
and evaluation of the effectiveness of the cumigylare being achieved. Likewise, the extent to
which the desired outcomes of research and othkolady activities, service and pharmacy
practice program are being achieved must be measurbe program must use the analysis of
process and outcome measures for continuous dewelapand improvement of the professional
degree program.

The Founding Dean, in establishing the new prognawust carefully address this standard. A
successful evaluation system developed and in diaee the beginning of the new program
planning process will provide the requisite docutagan for both ACPE and NWCCU.

Section 2 — Standards for Organization and Administ  ration

Standard 4 — Institutional Accreditation

The Institution...must have or, in the case of neagm@ms, achieve full accreditation by a
regional/institutional accreditation agency recogad by the US Department of Educatidhe
accreditation must be at the level specified fer ithstitution to offer first-professional doctoral
education and must be approved or well into the@a@ab process by the time the pre-candidate
application is submitted to the Council.

Recommendation 8- Once the decision to develop a pharmacy programs adopted,
UA’s Chancellor should officially notify the NWCCU of the institution’s intention to
develop pharmacy first-professional doctoral educabn and to undertake the
required processes to secure documentation that esgssly states the UA’s
accreditation status with NWCCU permits it to offer professional doctoral degree
programs.
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This documentatiomustbe included in the UA’s Pre-Candidate Applicatiorthe ACPE.

Currently, the UAF has NWCCU accreditation for dwat programs; UAA is limited to masters’
programs and would need to secure requisite atyhfori doctoral degrees before ACPE would
grant Pre-Candidate accreditation. In NWCCU teriaigp, establishing a new pharmacy
program would be classified as a “substantive ceamgy UAA’s institutional accreditation. If
UAF were to be the University of responsibility foffering the degree, it would need to notify
NWCCU of its intention to develop a pharmacy progra

Standard 5 — College or School and University Relat  ionship

The College or School must be an autonomous uttitrwthe university structure and must be led
by a dean. To maintain and advance the professidegiee program, the university presidgort
chancellor in UA system(or other university officials charged with finaésponsibility for The
College or School) and the dean must collaboratesécure adequate financial, physical
(teaching and research), faculty, staff, studenacpice site, preceptor, library, technology, and
administrative resources to meet all of the ACPE&reditation standards.

Programs that meet this standard are characteaizédving:
- The College or School led by a dean.
Established faculty bylaws and governance for th#e@e or School.
In control of its own curriculum.
In control of its own admissions policy and hiring.
Faculty serve on university-wide committees.

Both UA universities are currently organized withiot programmatic academic units: colleges
and schools. At the UAA, there are two levels ofi@is: the first is the School of Engineering
headed by a Dean who reports to the Provost; tbenseare the schools of Nursing and Social
Work, both headed by a Director who reports to Diean of the College of Health and Social
Welfare. Deans head UAF schools (e.g. School ofddament) and they are separate academic
units reporting to the Provost.

While this Standard allows the UA to establishpit&rmacy program within a college or school,
the program must be headed by a Dean whose adratiistlevel standing is equal to that of
other deans within the University. The pharmacy mead faculty must control their own

operations and programs.

Recommendation 9— The Regents should establish pharmacy as a sept
academic unit of UA, headed by a dean and not padf another college.

Recommendation 10— The Dean of Pharmacy should be organizationally
responsible to the Provost and on a level equivaleto the other academic unit
deans. As the chief academic officer, the Provosheuld be charged with
working collaboratively with the Dean in overall a@ademic planning, meeting
the various accreditation requirements, and in seaing adequate resources to
promote overall growth and development of the acadwgic programs. The job
description for the Dean should clearly delineate i8 duties and
responsibilities. This reporting relationship mustbe clearly depicted in the
UA'’s organizational chart.

Recommendation 11 — All UA policies regarding faculty governance,
determination of the curriculum, admissions policis, and hiring of faculty
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should be reviewed and revised, as appropriate, gorovide pharmacy faculty

and administration control over their own faculty bylaws, student admissions,
curriculum and hiring standards. The pharmacy facuky should exercise this
administrative control in conformance to and within the overall governance
and structure of the University.

Standard 6 — College or School and other Administra  tive Relationships

The College or School, with the full support of theversity, must develop suitable academic,
research, and other scholarly activity, practicedaservice relationships; collaborations; and
partnerships, within and outside the universitgtpport and advance its mission and goals.

Programs that meet this standard are characteazé@dving demonstrated strong ties with other
health professions programs and service units mvitie institution and with external health care
services entities.

This standard recognizes that an institution, gohgthin its own resources, is not sufficient to
achieve a broad mission that characterizes a plegrpragram; it must have collaborations and
partners to be optimally successful. Of courselaborations and partnerships require that
something of value be contributed to the relatign&ly both entities. For an institution like UA,
the most valuable resources it can contribute la@eekpertise and service of its faculty and the
assistance of its students as they learn to fumetsopharmacy practitioners.

Successful relationship building typically begireglg in new program development. Therefore,
UA—once it makes a decision to move forward in dep®g a program—should establish an
advisory committee of potential collaborators aadmers.

Recommendation 12— Once UA makes a formal decision to establish a
pharmacy program, the Chancellor should identify irterested parties (i.e.,
pharmacists from various areas of practice, represgatives from state
pharmacy and other health societies, and administtars of hospitals and
large nursing homes) to serve the College or Schaadé an advisor and partner
in identifying and screening candidates for the Fonding Dean.

A new pharmacy program could benefit from a clagi&aboration with UAA’s WWAMI medical
program, its BSN and graduate Nursing programs, thedPhysician Assistant program. Joint
planning, interprofessional courses and experiemméiaing, and joint extramural affiliations with
clinical training sites could significantly benetiite development of each of these programs.
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Recommendation 13- UA administrators should consider effective way$or

the health professions undergraduate, graduate andfirst-professional

doctoral programs and the new pharmacy program to dvelop
interprofessional education for their students, bemning in the first

professional year and continuing throughout the fou years. The health
professions programs should be encouraged to workoliaboratively, to

cultivate and expand extramural clinical affiliations, and emphasize
interprofessional teamwork as a central componenta the training of all

students.

Standard 7 — College or School Organization and Gov  ernance

The College or School must be organized and stdfiethcilitate the accomplishment of its
mission and goals. The College or School's adnmatisth must have defined line of authority
and responsibility, foster organizational unit denmment and collegiality, and allocate resources
appropriately. The College or School must have ighkbl, updated governance documents, such
as bylaws and policies and procedures, which haenlgenerated by faculty consensus under
the leadership of the dean in accordance with usitieregulations.

Programs that meet this standard are characteazédving:
- An organizational structurthat] has appropriate channels of communication and
faculty, staff and studenfhat] are aware of the chain of command with The Collmge
School.

An organizational charfthat] accurately and appropriately reflects direct andinmect
reporting structures.

Specific review procedures...for each organizatiamat...

Current bylaws, approved and adopted by the facuthey are functional, truly guiding
the activities of the faculty who are observing lgteer and spirit of the document.

An organizational structure and staffififpat] facilitates achievement of the mission and
goals.

In developing a new program, there will be the neetkcruit both experienced faculty and new
graduates. To recruit more experienced individugdasticularly in the wake of the present and
significant competition a new program faces agamtiser newly developing programs and long-
standing schools and colleges—the Founding Dean hawe the opportunity to offer significant
roles to senior faculty from other institutions @s enticement to relocate to UA. The most
favorable enticement to senior faculty is oftenaffer of meaningful leadership positions.

Most newly forming pharmacy programs are organigmeder a Dean’s Office that includes
associate/assistant deans, each responsible foolsefde programmatic areas, and multiple
departments (typically two) whose chairs are diyecesponsible for faculty recruitment,
assignments, mentoring, and evaluation. All adrtri@iers are expected to engage in professional
instruction in addition to their administrative @gsnents.
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Recommendation 14- The College’s or School’'s Dean’s Office should élude
associate/assistant deans for: 1) the professionaturriculum and
programmatic outcomes; 2) student affairs (includiy recruitment,
admissions, services); and 3) experiential programs

Pharmacy faculty is a collective term for multiplesciplines that are needed to achieve an
accredited program. These disciplines include: leidical sciences (biochemistry, anatomy and
physiology, microbiology, immunology, pathophysigyy; pharmaceutical sciences (medicinal
chemistry, pharmacology, toxicology, pharmaceutisscial and administrative pharmacy

scientists); and pharmacy practitioner/educatoligi¢al sciences, and clinicians). Typically a

two-academic-unit structure is the best possiblargement for aligning related scientific and
clinical practice disciplines.

Recommendation 15— The College’'s or School's basic organizational
structure should include two departments—Pharmaceutal Sciences and
Pharmacy Practice—to appropriately engage and devep faculty teaching,

scholarship, patient care, and institutional and pofessional service. The
former would include the Ph.D. biomedical, pharmacatical, and

administrative, behavioral and social scientists; e latter would encompass
the practice faculty (clinical sciences and pharmacpractice).

Figure 2: Proposed Organizational Structure of The College or School of Pharmacy

Standard 8 —Quialifications and Responsibilities of the Dean

The dean must be qualified to provide leadershipplmarmacy professional education and
practice, including research, scholarly activitieand service. The dean must be the chief
administrative and academic officer and have dir@otess to the university president or other
university officials delegated with final respornikiip for The College or School. The dean must
inspire administrators, faculty, staff, preceptoasid students toward achievement of the mission
and goals. The dean is responsible for ensuring @llaaccreditation requirements of the ACPE
are met, including the timely submission of allaep and notices of planning for substantive
changes.

The Founding Dean for UA’s School or College of iacy must be selected carefully. The UA
should seek candidates whose attributes closedy alith the Institution’s mission, goals, and
vision for the program (see Recommendation 3). Easghmust be placed upon selecting a
candidate who possesses both successful admivistragxperience and academic
accomplishments.
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Typically, teaching-focused programs seek a dean was a professional pharmacy degree
(Pharm.D., or B.S. in Pharmacy and Ph.D.), practigeerience, and administrative experiences,
preferably at the level of chair or an associatndend with broad programmatic experience.

The guidelines for interpreting this standard idgnthe qualifications and characteristics of a
dean, which must include:

A degree in pharmacy or a strong understandingootemporary pharmacy and health
care systems;

A scholarly concern for the profession, generadlyd for the diverse aspects of pharmacy
practice, in particular;

Publications in the pharmacy and biomedical liter&tin areas relevant to the mission
and goals of the College or Schoaol,

Appropriate leadership and managerial skills angeence in the academic (preferred)
or health care sectors;

Strong written and interpersonal communicationlskil

A commitment to systematic planning, assessmesc@rinuous programmatic
improvement;

A commitment to teaching and student learninguiticly pedagogy;

A commitment to the advancement of research armasship;

The ability and willingness to provide assertiverachcy on behalf of:
o The College or School to the College administration

The College or School and the profession of phayntacommunity, state, and
national health care initiatives; and

o0 A record of and willingness to continue active papation in the affairs of
pharmacy’s professional and scientific societies.

Finally, the guidelines identify the minimum duti@sd responsibilities for the dearhe dean is
responsible for ensuring that all accreditation vgg@ments of the ACPE are met, including the
timely submission of all reports and notices ofnpliag for substantive changeBhe dean must
also be responsible for ensuring:

Development, articulation, and implementation & thission and goals;
Acceptance of the mission and goals by the staétei)l

Development, implementation, evaluation, and endianant of the educational, research,
service, and pharmacy practice programs;

Development and progress of the strategic plantaedevaluation plan, including
assessment of outcomes;

Recruitment, development, and retention of compéenlty and staff;

Initiation, implementation, and management of pesgs for the recruitment and
admission of qualified students;

Establishment and implementation of standards éadamic performance and
progression;

Resource acquisition and mission-based allocataondg

Continuous enhancement of the visibility of theé€g@ or School on campus and to
external stakeholders.
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Recommendation 16— The Provost, with the Chancellor's approval, shald
prepare a job description for the Dean before adveising and recruitment
commences. The job description should define theeshents of authority and
responsibilities, reporting relationships, and chaacteristics the Institution is
seeking in the College or School of Pharmacy leader

This standard, as articulated within the guidelithed explain the authority and responsibilities of
the dean, specify that the dean has a full complirneadministrative-support personnel to assist
in performing her/his duties and responsibiliti8eme of these positions should be designated
within the Dean’s Office (e.g. ACPE accreditatioacruitment, admissions, records, etc.) and
others may be assigned within the Dean’s Officprorvided by designated central administrative
offices (e.g. business services, information tetdgyg library, development). In most new
schools where central delivery of these servicetemmed most suitable, new positions must be
allocated to provide the pharmacy program’s speadieds.

Recommendation 17— The UA administration should decide whether to
maintain program-based or central administration-based administrative
support services. The services that should be reqed include:

Accreditation services (clerical and data collectio/analysis for NWCCU and
ACPE);

Business services (budgeting, contract administrain for experiential sites,
purchasing, facilities management, travel, managen information, etc.);

Student services (recruitment, application processg and management of applicant
interviews, admissions staffing, student records fdboth academic and professional
practice experiences, scheduling classes and expatial rotations, advising, ADA
services, etc.);

Library resources;
Information technology; and
Development.

Assuming these positions were established at UAumitbased rather than central
administration-based, the organizational chart eaypear as follows:
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Figure 3: Proposed School of Pharmacy Organizationa | Chart With Professional Staff

Section 3 - Curriculum

Standards 9-15 detail the basic requirements ferdirriculum, including its goals, terminal
competencies, development, delivery, assessmahipgrovement. These standards also specify
the requirements for IPPEs and APPEs. A detailedlysis of these standards and guidelines is
not essential until the institution hires a fourgddean; therefore this report presents a bullettpoi
overview of the important elements that are reglire

The goal of the professional degree program mugd peepare graduates with the
professional competencies to enter pharmacy pradéti@ny setting to ensure optimal
medication therapy outcomes and patient sa{&andard 9)

School’s faculty must be responsible for the dgaraknt, organization, delivery and
improvement of the curriculum. The professionatiparof the degree must be a
minimum of four academic yeaf§tandard 10)

IPPEs must be at least 5% of the curricular lengtB00 hours. APPEs must be at least
25% of the curricular length or 1,400 hours. (StaddL0)

There must be student learning outcome expectataoribe curriculum(Standard 12)

The professional degree must contain the followimgmedical sciences, pharmaceutical
sciences, social/behavioral/administrative sciencésical sciences(Standard 13)

Assessment activities must employ a variety ofl eald reliable measures systematically
and sequenced throughout the professional degregram. The College or School must

use the analysis of assessment measures to imgaent learning and the achievement
of the professional competenciéStandard 15)
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Configuration of the Curriculum

The degree program can be configured in multiplgsyvthe only requirement is for the minimum
length of the curriculum—at least two academic gedrpre-professional studies and a minimum
of four academic years of professional studgtandards 2007specifies that the curriculum be a
continuum from pre-professional through professiostadies, but the preprofessional course
requirements may be achieved at any accreditedgebr university.

Typical configurations of current programs include:

0-6 — students are admitted to the college or davfquharmacy post high school in an
early assurance programand continue within the program from predominajpek-
professional courses to professional courses gperiextial education as long as they
meet minimum academic requirements at each stagegfession;

2-4 — the most common configuration; students cetegwo or more years of pre-
professional studies and then apply for admissaahe final four years of professional
education; pre-professional studies may be comptady regionally accredited college
or university;

3-4 — students complete three or more years oppfessional studies and then apply for
admission to the final four years of professiorthl@tion; pre-professional studies may
be completed at any regionally accredited collagenoversity; and

2-3 — students complete a list of pre-professiopalse requirements at any accredited
college and then apply to the professional progi@madmissions; the final three years
are delivered year-round (9 continuous semesteéh®ut summer breaks).

Typically, programs that are structured using a foiénat have certain academic requirements
that students must achieve to progress into thiédas years of the program (P3-P6 years). These
typically include:

Completing all required courses during the firsb tyears (P1 and P2) with an average
GPA of not less than 3.0 (or 3.2 or higher) ontastale and no grade of “D” or “F” in
required courses;

Obtaining a minimum corpposite score on the Collggeharmacy Admission Test
(PCAT), typically in the 60percentile or higher;

No misdemeanor convictions related to drugs orfalony conviction before or during
their pre-professional years;

Recommendations from teachers and others who c¢éy thee applicant’s abilities and
personal habits;

Evidence of effective written and verbal communaatnd critical thinking skills; and
A successful on-site interview.

70
Guideline 17.2.
1

The Joint Commission for Accreditation of Healthr€8ystems has advised all accredited health eaildiés to
hold the health professions programs who assigiests to training in its accredited facilities teehthese
requirements. Therefore, any student who has seomwction would likely not be able to complete txperiential
education requirements for the Pharm.D.

7
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Since there is typically a greater attrition ratering the first two years of primarily pre-

professional studies, every existing 0-6 prograso admits students into available slots from
other accredited colleges and universities at #ginming of the final 4 academic years to fill
their desired professional class size.

As described in Section 2 regarding pre-pharmaaygnams at NW regional universities,
pharmacy is rapidly advancing toward requirememds include a minimum of three years of pre-
pharmacy course prerequisites or having studentsirola baccalaureate prior to applying to
pharmacy school. Requiring more than two yearsotiége education has arisen because: 1) the
large number of applicants per available seat aentischools provides the opportunity to admit
a more mature student; 2) the growth of Advanceddthent courses in high schools has reduced
what was a two-year college experience to a one{qyeapharmacy college experience; 3) the
national evolution of professional doctoral progsanencouraged by Federal financial aid
standards which require professional doctoral sttedéeo have completed at least three college
years to qualify for health professions loan praggawhich provide substantially more funding
for the students than undergraduate grant anddozgrams.

Recommendation 18- The UA should strategically plan for a 3-4 profesional
program structure and place a preference upon apptiants who have received
a baccalaureate degree with a specified minimum regrement of sciences and
advanced mathematics courses prior to admission.

Section 4 - Students

Standards 16-23 focus on students and studenteeras they apply to the Doctor of Pharmacy
degree program.

Standard 16 — Organization of Student Services

The College or School must have an organizatioferhent(s) devoted to student services. The
administrative officer responsible for this orgaatibnal element must oversee and coordinate
the student services of The College or School.

Programs that meet this standard are characteazédving:
An administrative officer oversees student services
Students indicate that student services are me#tgigneeds.

The organizational element devoted to student sesunas adequate financial and
personnel resources to support the needs of steident

Student services for pharmacy students are cootrelthavith university support services.
Personnel are knowledgeable and aware of what tieeyl to support students.

Standard 17 — Admission Criteria, Policies and Proc edures

The College or School must produce and make avaitabstudents and prospective students
criteria, policies and procedures for admissiorthe professional degree program... Student
enrollment must be managed in alignment with abéglghysical, financial, faculty, staff,

practice site, preceptor, and administrative resms. The dean and a duly constituted committee
of The College or School must share the final rasfmlity for enrollment and selection of
students.
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Programs that meet this standard are characteaizédving:

The College or School provides students with cohmgsive information regarding its
admissions criteria and policies and procedures.

The College or School has low attrition combinethwigh NAPLEX [North American
Pharmacy Licensure Examination] pass rates.

The diversity of student body reflects The Collmg8chool’'s area of service.

The College or School regularly assesses its cafgrolicies and procedures for
admission into the program.

Pre-admitted student perform on a level that’s caraple to students who were not pre-
admitted.

Student enrollment is well managed and the dearfaculty share the final responsibility
for selection and enrollment of students.

While there are standards that focus on the qadingt number of faculty, adequacy of facilities,
and financial support, there are no standards resdtict the number of students that may be
entered into the program. The Council requiresitutgins to document that the number of
students enrolled is aligned with available physidmancial, faculty, staff, practice site,
preceptor, and administrative resources. Thus, diAiaistrators must plan for an entry class size
that is relative to the various resources that béllallocated to the program.

The Council prefers to see newly forming programgib with a smaller number of students and
then expand once the institution has proven itstyato deliver a quality program through the
achievement of full accreditation, which includealeating the availability of appropriate quality
standards, resources, and operations to suppexp@amnded entry class size.

Many people expressed to the Consultant their contteat Alaska could not support—either
financially, in job placements, resident studerpligants, or clinical placement sites—a typical
new school entry class size of 60-70 students. Mae from a political standpoint, state
legislatures are less likely to fund a program thdargely dependent upon out-of-state residents
for the majority of students.

There are significant fixed costs associated with gtartup of any program and pharmacy is no
exception. There may be opportunities for jointrnstion with the WWAMI first-year medical
students that could reduce the costs for a newnp@r program. The resources requirements
discussed irstandard 30will present models of various strategies.

Recommendation 19 — UA should plan for an entry class size of
approximately 30 students into the last four yearsof the professional
pharmacy program. If a larger student population isdesired, the institution

should plan its facilities accordingly and expand woly when additional

resources for faculty and clinical sites can be sered and after full

accreditation is achieved.
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Standard 18 — Transfer of Credits and Waiver of Req uisites for Admission With Advanced
Standing.

Few students transfer from pharmacy school to paeymschool within the professional program.
Standards 2007provides for the institution to have appropriatéigies in place in the event the
College or School has such inquiries and consitlansfer students.

Standard 19 — Progression of Students
Standards 2007provides for the College or School to carefully m@& student progression
through the professional curriculum.

Standard 20 — Student Complaints Policy
Standards 2007recognizes the students’ right to seek grievanceks leave them considered,
therefore protecting the students’ due procesdgigh

Standard 21 — Program Information

The College or School must produce and make avait@bstudents and prospective students a
complete and accurate description of the profesdialegree program, including its current
accreditation status.

The founding class, by accreditation standardd,emitoll in a pre-candidate accredited program
that must advance to candidate status by the tiadaunding class graduates, or the graduates
will not be eligible for licensure in any state.eTRJA must be careful in how it presents its
pharmacy program to prospective and enrolled stsdeo that the students understand
completely the risks they face by enrolling in agram that is not yet accredited.

Standard 22 — Student Representation and Perspectiv = e

As a professional school, student engagement alfmbocation is deemed a critical element in
building professionalism and ensuring that the pogis meeting the comprehensive educational
needs of each student.

Standard 23 — Professional Behavior and Harmonious Relationships

The College or School must provide an environmerdt eulture that promotes professional

behavior and harmonious relationships among stuslefaculty, administrators, preceptors, and

staff. Faculty, administrators, preceptors, and flstanust be committed to developing

professionalism and fostering leadership in stugemtd to serving as mentors and positive role
models for students.

Section 5 — Faculty and Staff

Standards 24-26 identify the quantitative and datalie characteristics for faculty and staff to
support the professional program. While no numeims are specified, the Council expects the
institution to document that it has both the rei@igualified faculty and adequate support staff to
meet the College’s or School’'s mission and delttaerprogram. One way to confirm this ratio is
by documenting faculty workloads.

81



Standard 24 — Faculty and Staff-Quantitative Factor s

The College or School must have a sufficient nunobequalified full-time faculty and staff to
effectively deliver and evaluate the professioregrde program, while providing adequate time
for faculty development, research and other schylactivities, service, and pharmacy practice.

Programs that meet this standard are characteazédving:

Enough timdfor faculty] to consider new methods of instruction.

Enough timdfor practice facultyfo develop their practice sites before getting stud
assignments.

Low rates of faculty turnover, and faculty vacascee filled quickly.

Only qualified individuals...given teaching respongibs, and students consistently
report that teaching is good.

[Encouragement of its faculty tedsearch and other scholarly activity and service
without creating undue stress on the faculty.

[A balance]of inexperienced to experienced faculty.

Faculty is able to schedule time to meet with sttglezhen needed and are available to
students for advising.

Preceptors are able to spend time with studentsdet the requirements of experiential
education.

Faculty can find mentors if desired.

Faculty rarely complains about having enough suppor

Faculty frequently participates in professionalsmrcial events.

Schools of pharmacy are not required to have arelsanission; howevegtandards 2007does
require that faculty be encouraged to conduct rebeand scholarship. This is generally
interpreted by the Council as providing resourdasulty time; facilities; basic financial support
for equipment/supplies and travel to professiomal acientific meetings to present results and
network with other like-minded professionals; ingibnal infrastructure, etc.) for faculty to be
engaged beyond teaching so they are able to centiaveloping their scientific and professional
skills. These are critical elements in documen@énaculty member’'s continuing competence.
Thus, pharmacy faculty must be given fewer teaclasgignments than most liberal arts and
sciences faculty. Moreover, most pharmacy faculgmiers nationally are appointed on a 12-
month basis, rather than the more traditional 94ma@ppointments. For sciences faculty, the
summer term is often used as a time to consider methods of instruction, to catch-up on
scholarship, and plan for the new academic year.choical faculty, APPEs typically enroll
students in summer, fall, and spring semesters;hwi@quires these faculty members to work on
a 12-month basis.

While Standards 2007do not specify an exact student to full- or partdistudent faculty ratio,
there must be sufficient numbers of sciences factdt deliver the required biomedical,
pharmaceutical, administrative/behavioral/sociahd aclinical sciences components of the
curriculum and pharmacy practice. Biomedical sasnaclude: anatomy, biochemistry, genetics,
microbiology, immunology, physiology, and pathopbiesgy. Pharmaceutical sciences include:
pharmacology, toxicology, pharmaceutics, bio-phaeuntics, medicinal chemistry, and social
and administrative sciences. The school must afgalay core practitioner faculty to deliver the
didactic pharmacy practice and clinical sciencegeréture evaluation, pharmacokinetics,
therapeutics) and supplement them with qualifiextftioners who are employed by pharmacies,
clinics, nursing home, and hospitals and who preseglents as adjunct or clinical faculty.
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Pharmacy experiential education is based on roldeingreceptorships where students
participate—with their faculty member—in the carfepatients, rather than the observer-model
preceptorships where faculty supervise students arkoperforming functions in clinical sites.
The role-model preceptorship faculty are expectetbd provided sufficient time to develop a
patient care service that is continuous, whethemwobistudents are assigned. Once the patient care
practice is established (typically 3-6 months, dejieg upon the type of faculty practice), faculty
members are assigned students who work and leamg-glde the faculty/practitioner. The
guidelines for Standards 2007 encourage student-to-faculty ratios of 1:1 or 2drirdy
experiential hours. To meet these requirements,t mdsools utilize full-time, part-time and
volunteer practitioners to deliver clinical eduoati

Recommendation 20- As an overall planning premise, a ratio of eight
enrolled students to one full-time sciences and pctice faculty member is
considered appropriate. This ratio does not includg@rogram administrators.

The pharmacy facultynust have autonomy, within school policies and @doces and state and
federal regulations, in the following areas:

Programmatic evaluation;

Definition and delivery of the curriculum;

Development of bylaws, policies, and procedures;

Student admission and progression polices

Faculty and staff recruitment, development, evatuatand retention.

Standards 2007specify that a school must have sufficient supptaff (secretaries, laboratory
assistants, technicians, program coordinators) gsist faculty in accomplishing teaching,
scholarship, and service assignments. A suffiarembber of appropriately trained staff can be a
lower cost strategy to accomplish many faculty imeld duties, thereby reducing the number—
and inefficient utilization—of more costly faculkyho are significantly in short supply.

Standard 25 — Faculty and Staff-Qualitative Factors

The College or School must have qualified facutty staff who, individually and collectively, are
committed to its mission and goals and respectr tbhelleagues and students. Faculty must
possess the required professional and academicrisggehave contemporary knowledge and
abilities in current educational philosophy andhagues, and be committed to the advancement
of the profession and the pursuit of research atigeo scholarly activities. Faculty whose
responsibilities include the practice of pharmacysin satisfy all professional licensure
requirements that apply to their practice. The €g# or School must foster the development of
its faculty and staff, commensurate with their cespbilities to the program.

Programs that meet this standard are characteaizédving:
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Faculty [with] appropriate credentials and experience for theasition.
All disciplines are represented or accommodated.

Faculty and staffyvho] demonstrate a commitment of the mission and gafal$e
College or School.

[An institutiona] commitment to faculty development.

Faculty development programwith] documented, high levels of faculty participation.
Practice faculty yvhq| is all licensed by the state.

Staff development activities.

Evidence of scholarly activity and grants.

Educational support systems...provided to voluntacyity.

An earned doctorate in the areas in which the faecuember instructs is the minimum academic
credential for faculty members. For biomedical gofthrmaceutical sciences, this includes the
Doctor of Philosophy (Ph.D.) degree and preferadibyne postdoctoral experience. For the
practice faculty, this includes the Doctor of Phacy (Pharm.D.) degree, or a Bachelors of
Science in Pharmacy with relevant practice expegaetocumented preferably by national board
certification. A one- or two-year postdoctoral Graduate Pharmadycktion (residency)
credential is also required for practice faculiggulty who has not earned this credential must
have documented activities to develop advanced tipeaccredentials. Masters prepared
individuals in the sciences, business, etc. mayaoelty members, but the number of these
individuals must be limited and they must have ificgmt documentation as to their credentials
beyond their degree program to be part of thetiié faculty. Volunteer preceptors with a
Bachelor of Sciences in Pharmacy (a five-year uypdeluate practitioner degree) may be
engaged in experiential education, but advancedtipeapreceptors should have the Pharm.D.
degree. ACPE and NWCCU generally do not expecttingalofessions programs to require
advanced professional degrees for their volunteszgptor faculty as long as there is a sufficient
core of full-time advanced professional degree Ifgcumembers with advanced practice
credentials.

Standard 26 — Faculty and Staff Continuing Professi  onal Development and Performance Review

The College or School must have an effective aontinprofessional development program for
full-time, part-time, and voluntary faculty and 8taonsistent with their responsibilities. The
College or School must review the performance ciilfg and staff on a regular basis. Criteria
for performance review must be commensurate welrésponsibilities of the faculty and staff in
the professional degree program.

72
Pharmacy has several national certification orgeitns that recognize advanced practice knowleddeskills that

may be used to document faculty expertise to practind teach. The leading organization is the Bazrd
Pharmaceutical Specialtigstip://www.bpsweb.org/01_About_BoardMembers.htrRharmacists are also eligible for
some multi-discipline certifications e.g. Certifiddiabetic Educator, Certified Asthma Educator, {fied Pain
Management Professional, Certified Lipidologist etc
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Section 6 — Facilities and Resources

Standard 27 — Physical Facilities

The College or School must have adequate and apptepphysical facilities to achieve its
mission and goals. The physical facilities mustilifate interaction among administration,
faculty and students. The physical facilities mostet legal standards and be safe, well
maintained, and adequately equipped.

Programs that meet this standard are characteaizédving:
Facilities that support the mission and goals @& gnogram.
Teaching space supports the needs of the curric(gugn small group learning rooms).
[A] student lounge and study spdtieat] are adequate and readily accessible.
Facilities allow for good interaction among facylstudents and administrators.
Approvals for animal and human research faciliigspplicable).

Designated spacior full-time faculty] to work and off-site faculty have dedicated space
to work and prepare.

Space available for faculty and administrative nmggst and private areas ...for closed
conferences (e.g. with students).

Facilities [thaf are equipped to support contemporary educatidaehnologies and
educational methodologies used in the program.

Research facilitiefthat] are equipped with appropriate technology.

Contemporary pharmacy education has didactic lesfwwet laboratories, small group (problem-
based learning) sessions, and simulated pharmatyaent care facilities (clinical simulation
centers). Therefore, the facilities must be cahefiésigned to provide all these environments in
support of the teaching and learning methods. thtiath, students will require access to spaces
for professional society meetings, social inteatdj and study. Faculty members require private
offices, conference rooms, wet laboratories foreaesh, and perhaps research animal care
facilities. All of these considerations must benplad in terms of enrollment goals when
developing the facilities for a new school.

Facilities require appropriate maintenance. Instital services like utilities, safety servicesieca
of animals, and technology must be available t@stdaculty, staff, and students.

Standard 28 — Practice Facilities

To support the introductory and advanced pharmaegtice experiences (required and elective)
and to advance collaboratively the patient carevemrs of pharmacy practice experience sites
(where applicable), The College or School musttesta and implement criteria for the selection

of an adequate number and mix of practice facditend secure written agreements with the
practice facilities.

Programs that meet this standard are characteazédving:
Practice sites have enough variety and scope td ouggcular needs.

Enough practice facilities to meet the required ahettive advanced pharmacy practice
experiences for all students.

A plan for reviewing practice sites and an evaloatprocess...to assure annual contact
with every site.

Written affiliation agreements between the insttutand school.
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Collectively, rotations occur in diverse practicgttings (community, institution, etc.) and
cover diverse patient populations in terms of digestate, race, age, gendgmd] and
cultural background.

School assessment tools and library facilitiesaceessible from the practice sites.
Collectively, the sites offer not only requiredt blso elective rotations.
School collaboratiofs] with practice sites to advance patient-care sesic

Carefully planning where students will be able lbbain their introductory and advanced
experiential training is critical during the initidesign phase of a new school. Practice faculty
must have access to environments that approprisilgort their patient care while also being
available to teach in didactic, laboratory, smatiup, and other areas of the curriculum. If
pharmacy practice faculty are located in cities salistance from the College or School, the
institution must have office and educational supptaff and facilities wherever these faculty are
based, as well as distance education technologjaw the remote faculty to fully participate in
instruction and faculty interactions on the maimpas.

Table 10 data presents the Consultant’'s assessihpatential clinical sites for APPE, the fourth
year of the professional program. Anchorage isdhly area in Alaska that can support the
APPEs required for an accredited pharmacy prograstatewide network of sites may be used
for elective and IPPE experiences, but there isther option for locating the P4 year.

Recommendation 21— Regardless of which University is responsible for
offering the Pharm.D degree program, the fourth prdessional year must be
based in Anchorage to take advantage of the healtfacilities and advanced
preceptors to provide the APPEs.

Standard 29 — Library and Educational Resources

The College or School must ensure access for @llltip preceptors and students to a library and
other education resources that are sufficient tppsut the professional degree program and to
provide for research and other scholarly activitiasaccordance with its mission and goals. The
College or School must fully incorporate ad useséheesources in the teaching and learning
process.

Programs that meet this standard are characteazédving:
Students and faculty ... access to hardcopy or enjtinrnals and references.
Preceptor and students on advanced-practice ratatiaccess to library resources.
Library skills...taught, and library use...integrateda teaching-and-learning processes.
Customary references used by practitioners...avalablstudents on-site.
Technology...available to students.

Holdings...of sufficient breadth and depth to suppestching, learning, research and
other scholarly activities.

86



Being a “knowledge profession,” pharmacy is extrigna@ependent upon current journal and
reference resources. One of the practice speaialfigoharmacy is drug information, which is

focused upon developing and honing the knowledge skills required to translate drug

information inquiries into knowledge that is diredttoward patient care. These individuals rely
on library resources and professionals to helpht@acl practice.

The American Association of Colleges of PharmacA@R) has a special interest group of

pharmacy librarians across the United States thatdeveloped a list of reference and library
holdings that pharmacy school faculty and studshtaild be able to readily access through their
library (seewww.aacp.org/site/page.asp?VID=1&CID=380&DID=3619&¢KID).

The presence of a statewide health sciences libbased on the Anchorage campus, is an in-
valuable resource for a pharmacy program. It haspfany years, provided distributed medical
library resources with trained medical librariaogssist both practitioners and students.

Recommendation 22 Early planning for a College or School should incde

input from the Alaska Medical Library. The UA should extend support to this
facility and its statewide services so that pharmaceducation resources are
included. These supplementary resources include phaacy-specific an on-
line databases and journals in addition to the medal reference and journal

resources that are also critical to a pharmacy progm.

Information technology resources adequate for aaogaip-to-date information and the Internet
must be available to all faculty, students, stafiftl preceptors. It must be accessible both within
the College or School’s buildings and through resrextcess at practice sites and student homes.
Both UAA and UAF have outstanding computer netweekvices and teaching and learning
resources that would be required for a pharmacgrpro.

Summary Considering Standards on Facilities
Considering the combined requirements for the Statslfocused on facilities (Standards 2729),

Table 14 identifies the important criteria to detare location of the pharmacy program based on
facilities.
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Criteria
Recruit and
Retain Quality

Faculty/

Spousal
Employment

Accreditation

Access to
Clinical Sites
For
Experiential
Education

Cost To
Build/Renovat
e and Maintair
Facilities

Table 14: Analysis of Options For Locating Pharmacy

UA Anchorage
Advantages
Largest city in
Alaska with the

greatest number of

spousal
employment
options

Disadvantages
Travel time

UA Fairbanks

Advantages
With the research

between school a@dnission, greater

practice site;

availability of
housing in faculty
salary ranges

opportunities f

science faculty
members and
spouses to find
employment within
the University

Program

Disadvantages
dler, more
isolated communi
— smaller health
care
indudty clinical
faculty practice
sites.

Greater access to
large, tertiary
health systems to
support IPPE and
APPE

University does no|
have regional
accreditation for
doctoral education

University
regionally
accredited for
doctoral education

Students would
need to relocate to
Anchorage for the
majority of their
APPE

Large health care
industry to support
IPPE and APPE;
more health
professions
students for
interprofessional
education
opportunities

None

A community
hospital and Alaska
Nativen clinic
willing to support
pharmacy student
education

Significant travel
and relocation costj
for students; facul
residing in multiple
communities (P1-P
faculty located in
Fairbanks with P4
faculty located in
Anchorage);
mandatory use of
distance education
course delivery;
more expensive to
maintain two
campuses

New Integrated
Sciences Building
With Vivarium;
Health Sciences
building under
planning would
provide some
facilities for
pharmacy
education;
planning initiated
for second health
sciences building
includes some
pharmacy
designated space;
Potential Back-fill
Space With New
Health Sciences in

2011

Space in the ne
Phase | Health
Sciences building
not planned for

pharmacy
education

Research, animalDue to P4 faculty

care, and Usityer
infrastructurce t
support sciences
education and
research

having to be locate(
in Anchorage,
program would
require two
buildings in
different cities;
access to clinical
education facilities
(clinical simulation,
human anatomy lal
etc.) would not be
available

Both sites have significant advantages, dependdog the program’s expected basic mission.
Clearly, local access to quality experiential ediocesites is significantly better at UAA; in fact,
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Anchorage must be the base of the fourth-year APR&ving other health professions
programs—particularly medicine and baccalaureaadigate nursing and physician assistant
programs—on-campus are significant advantages.nidjer disadvantage of Anchorage is the
limited research programs in the health professansthe need to upgrade regional accreditation
to enable UAA to offer the Pharm.D. program.

UAFs’ major asset is the level of research and grgwiomedical sciences research and graduate
education. Significant disadvantages for locating program in Fairbanks include: the city’s
small size and the resulting inadequate capacityinvits health systems to support APPEs; fewer
spousal employment opportunities in a smaller comityuand the fact that students will need to
relocate to Anchorage for their fourth professiogpehr experiential education, which creates
hardships for the pharmacy students who must palgielocate twice in three years.

Recommendation 23- If a PharmD program is developed, its host Iation would be
determined by the leaders of the University of Alds& universities and statewide
system. This decision should include a statewide madate for experiential education.
Consideration should be give to 1) access to climicsites, particularly in P3 and P4,
2) convenience for students, and 3) the opportunitfor P1-P3 students to integrate
with medical, nursing and other health professionsstudents. If the mission of
pharmacy education includes graduate and extensiviaculty research productivity,
strong affiliations and collaborations should be deeloped with biomedical scientists
in Anchorage and Fairbanks to provide the variety 6 disciplines that are necessary
and vital to making pharmacy graduate education andesearch viable.

As discussed under Standard 4, offering a PharmiDAZ will require the Regents to authorize
UAA to apply for doctoral degree granting autharichieving such accreditation status should
not be beyond the current resources of the UAAfiqadarly if the focus is limited to first-
professional doctoral programs in the health psafes. Such an action will be necessary if
Alaska is to meet its future health profession®€din medicine, nursing, occupational therapy,
pharmacy, and physical therapy. The national moweneefirst-professional doctoral education
in nursing for advanced practice further suppdrésrteed for the Regents to extend the mission of
UAA. It should be noted that extending the missiorinclude professional doctoral programs
does not necessarily mean the mission must alsn@xb research-intensive Ph.D. programs.
That issue is beyond the scope of this Study.

Standard 30 — Financial Resources
The College or School must have the financial resssinecessary to accomplish its mission and
goals. The College or School must ensure that studaroliment is commensurate with its
resources.
Programs that meet this standard are characteaizédving:
The Executive Committee or equivalent is convelisaall areas of the budget.
Department chairs...responsible for their own budgets
The budgeting process...internally transparent amdifst understanding it.

Financial resources...available in a manner that supgpthe growth and development of
the program and addresses the accreditation staotglar

Financial resources...sufficient to support and adathe mission and goals of the
program.
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UA will be required to identify sufficient startupesources to ensure adequate facilities,
personnel, and operations will be provided to sndtae new program until such time as tuition

revenue is sufficient to cover operating costs.sehesources must be clearly identified prior to
submitting a pre-candidate application to the ACP®ill also be incumbent on the University to

develop an appropriate budgeting process for th&wmf Pharmacy that will allow the Dean to

meet the accreditation standard.

PLAN FOR UA TO DEVELOP A PHARMACY SCHOOL

The final section of this Report offers a planrtgplement a pharmacy program at UA based upon
recommendations put forth in prior sections of Report. This section also outlines the major
decisions that must be made as part of the planpingess and includes a 5-year pro forma
budget of revenue and expenses. The plan is bgsmd the general assumption that UA will
ultimately decide to move forward with preparatidios the new program and will hire the
Founding Dean to be on-site in 2011.

Planning Assumptions

The Consultant used the following planning assuomgtin developing this plan:

1. The pharmacy program will be organized as a sepaedemic unit of UA with a Dean,
an Associate Dean for Curriculum and Outcomes, ssiséant Dean for Students, an
Assistant Dean for Experiential Education, and tdepartment chairs (pharmacy practice
and pharmaceutical sciences). There will also Ipecgguiate professional and clerical
staff to support program development and operations

The program will be configured primarily using & 3tructure.

The program will admit 30 students per entry class the final four years.
The tuition for the initial two years will be equal WWAMI program tuition.
Tuition will be inflated by 5% annually.

The program will include a set-aside for scholgrsli{tuition discounts) of 5%.

The University will construct a new building or mmte an existing and structurally
sound building to house the new pharmacy progracyrding to the program design
presented in this plan.

8. New faculty lines will be allocated to the appregpei departments to support the pre-
professional studies required by the program. Tneihg for these positions will be
identified in the recurring Pharmacy School budget.

9. A 10% administrative services expense will be paoch the recurring Pharmacy School
budget for centralized institutional services.

10. Additional and pharmacy-specific library resouraesl support fees to meet the
pharmacy curriculum will be allocated to the statenAlaska Medical Library. The
funding for these positions will be identified metrecurring Pharmacy School budget.

11. The Pharmaceutical Schiences faculty will be empdoye a 9-month contract basis at a
rate comparable to thet7;ﬁarcentile of a peer group analysis of other Noetstw
Universities that offer a pharmacy program. TherPlagy Practice fahculty will be
employed on a 12-month contract basis—at a ratgpacable to the 7$ercentile of a
peer group analysis of other Northwest Universitieg offer a pharmacy program—to
teach experiential education year-round in thetfoprofessional year.

12. Pharmacy staff salaries will be paid according/pdal UA staff salaries.

No ok wbd
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13. Once the program reaches full enroliment, teacluads will be limited to 12 SCH per
year for pharmaceutical sciences faculty and 8 $€Hyear, plus 42 weeks of
experiential instruction, for pharmacy practiceulac The deans will be expected to
teach, but for planning purposes their hours vatl lpe included in these workload
measures.

Planning Process

The structure of the professional curriculum arel tikmber of students enrolled are the drivers
for determining the resources required for achigvamd maintaining an accredited pharmacy
program. The Founding Dean and the leadership teast determine the curriculum to complete
the Pre-candidate application to the ACPE. Onceulh faculty is assembled, curriculum
maintenance and modification will become the facsiltesponsibility.

To determine resource needs, the Consultant igitialoposed a contemporary and typical
curriculum designed to meet the minimum accreditatiequirements for this plan. Once the
curriculum was detailed, planning for faculty siaed specialty areas was determined with
consideration given to the teaching loads preseteithe planning assumptions. Appropriate
staffing to accommodate the administrators and lfiadollowed. Facilities were planned to

reflect the size of the program and to impart arplagy building that will meet the needs of an
entry program and simultaneously provide spaceafpotential expansion of the program that
may occur after full accreditation is secured. Bnaa seven-year pro forma budget was
developed to determine the revenue and expendestbk program.

Elements of the Plan

Class Size

The pro forma budget was developed under the agsumihat the School will admit 30 new
full-time students. Few students would not be eounally feasible due to the fixed cost of the
program. A larger entry class size would reduce pibe student cost, but would stress the
preceptor base for the state.

Curricular Plan

The curricular plan was considered as a continuom the pre-professional years (admission
from high school — pre-professional studies).
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The pre-professional educational requirements...gsh@ubvide basic sciences, such as general
chemistry, organic chemistry, biological sciencesiti{ a focus on human processes and
diseases), mathematics, information and commumwicatechnologies, and physical sciences.
Moreover, sufficient general education, defined lasmanities, behavioral sciences, social
sciences, and communication skills, should be gexViin the pre-professional requirements to
encourage the broadening of intellectual powers emterests and to facilitate the development of
professional practitioners capable of understandingulturally diverse society and their role in

it as health care providers. Elements of generaloation also may be attained concurrently or
integrated with the curriculum for the professiodalgree program.

Table 7 presents the recommended pre-pharmacygmoigr the UA.

The last four years of the curriculum, termed phafessional progranby Standards 2007 must
include..didactic course work to provide the desired sdientfoundation, introductory
pharmacy practice experiences (not less than 5%hef curricular length) and advanced
pharmacy practice experiences (not less than 258eo€urricular length)™

To provide the thorough scientific foundation neeeg for achievement of the professional
competencies, the curriculum of the professiongteke program must contain the following:

Biomedical sciences;

Pharmaceutical sciences;
Social/behavioral/administrative sciences; and
Clinical sciences.

Knowledge, practice skills, and professional attés and values must be integrated and applied,
reinforced, and advanced throughout the curriculumgcluding the pharmacy practice
experiences.

Special emphasis was added Standards 2007by the Council to enhance the professional
experiences progranihe College or School must provide a continuumegfired and elective
pharmacy practice experiences throughout the cuham, from introductory to advanced, of
adequate scope, intensity, and duration to suppbe achievement of the professional
competencies...In aggregate, the pharmacy practipereences must include direct interaction
with diverse patient populations in a variety ohgtice settings and involve collaboration with
other health care professionals.

As with most academic accreditation standai@igndards 2007 includes requirements for
assessing and evaluating student learning andcualari effectiveness. These requirements are
compatible with those required by NWCCU.

The Consultant initially establishedradel curriculunthat would: (1) modestly satisfy all the
accreditation standards; (2) provide for a 3-4 pgogconfiguration, as recommended in Table 7

73
Guideline 17.1.
74

Typically, the percentage requirements are detexdhbased on percentage of total credit hours dégsmnal
program requirements for the degree.
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and Recommendation 18; and (3) focus on teachitigeagrimary mission.

Both the UAANnchorage and the UA Fairbanks currently offercallirses that are required for
pre-professional studies in pharmacy. Table 15amtssthe model professional progrdm.

Table 15: UA Pharmacy Professional Program (P1 -P4 Years)

P1 Year: First Professional Year (Fall Semester)

Course Title & Focus

Semester Credit Hrs.

Biochemistry of Human Disease Advanced Biochemisfriyuman diseases 4
Immunology, Vaccines & Immunization Techniques Inmological Principals

of disease; vaccines; Lab Skills in Administratadfimmunizations 3
Pharmaceutical Dosage Forms With Lab Pharmace@aigulations;

Compounding Lab, Physical, Chemical, Clinical Prtips of Dosage Forms 3
Principles of Epidemiology/Pharmacoeconomics Phaeutical Care Process

Principles of Epidemiology; Basic Patient Assessm¥ital Signs; Cultural

Considerations in Patient Care 3
Introductory Clinical Experiences -Community Phacym®ractice 1
Practice Management -Financial Management 3
Total Semester Credit Hours 17

Course Title & Focus

P1 Year: First Professional Year (Spring Semester)

Semester Credit Hrs.

Human Physiology and Principals of Disease Adv Riggy and Principals of

Pathophysiology 4
Advanced Molecular Biology and Pharmacogenetics 3
Biopharmaceutics and Pharmacokinetics Absorptigstribution, Elimination

of Drugs 3
of Drug Action Principles of Pharmacodynamics & icmtogy 3
Introduction to Pharmaceutical Care Care Plansubmntation 1
Introductory Clinical Experiences -Health Systerad®ice 1
Total Semester Credit Hours 18

P2 Year: Second Professional Year (Fall Semester)
Course Title & Focus

Semester Credit Hrs.

Pharmacotherapy | Pathology, Pharmacology, Meditamistry &

Therapeutics of Common Diseases By Body System 14
Biostatistics and Clinical Research Design CliniRakearch Designs

w/Statistical Analysis 4
Introductory Clinical Experiences — Continuity Caaboratory Values &

Patient Monitoring Skills in Continuity Clinics 2
Total Semester Credit Hours 20

7

5

Even teaching focused programs must, by Stand®@ig, provide the resources and time for facultyadicipate
in scholarship, patient care services, and prajassidevelopment. The concept of a teaching-focpsegram lies
more with the Institution’s guidelines for promatiand tenure of faculty rather than the minimunoveses required
establishing and maintaining an accredited prodesdidegree program.



P2 Year: Second Professional Year (Spring Semester)
Semester Credit Hrs.

Course Title & Focus

Pharmacotherapy I
Pathology, Pharmacology, Medical Chemistry & Theracs of Common

Diseases By Body System Continuation of Pharmacayiyd 8
Prescription Practice With Laboratory

Preparation of Sterile Products; Dispensing Com@oal Medications 2
Practice Management -Pharmacy Law & Ethics

Legal and Ethical Precepts of Pharmacy Practice 3

Literature Evaluation and Drug Information

Use of Drug Information Resources to Answer Patieused Therapeutic

Questions With Evidence Based Practice Guidelines 2

Introductory Clinical Experiences -Patient Assessime

Common Physical Assessment Skills; Patient Educa&kills; Chronic

Disease Monitoring Devices 4

Total Semester Credit Hours 19
TOTAL P2 YEAR CREDITS 39

Year 3 Year: Third Professional Year (Fall Semester

Course Title & Focus

Semester Credit Hrs.

Pharmacotherapy IlI

Therapeutics of Whole Body Diseases 14
Introductory Clinical Experiences -Special Populat

Social, Ethical & Patient Care of Special PopulagigAlaska Native, Elderly

Patients, Pediatric Patients) 3
Case Studies | — Small Group, Problem-Based Legrnin 2
Total Semester Credit Hours 19

Course Title & Focus

P3 Year: (Spring Semester)

Semester Credit Hrs.

Pharmacotherapy IV

Therapeutics of Special Populations 10
Professional Electives 6
Introductory Clinical Experiences — Chronic Dise8amagement Skill 1
Case Studies | — Small Group, Problem-Based Legrnin 2
Total Semester Credit Hours 19
TOTAL P3 YEAR CREDITS 37

Course Title & Focus

P4: Summer Semester (Nine Weeks)
Early Professional Practice Experiences

Semester Credit Hrs.

Basic Professional Practice Skills
1-week Training For Professional Experiential Pamgy Ethics, Counseling &
History Taking Skills; Patient Education
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4-Week Blocks x 2 Rotations Various Locations Asr&sate

Advanced Clinical Experiences -Community Practice 4
Advanced Clinical Experiences -Institutional Preeti 4
Total Semester Credit Hours 10

P4: Conducted on Clinical Campus Sites (Full Day $®dule) Advanced Professional Practice Experiences

(Fall and Spring Semesters)
Course Title & Focus Semester Credit Hrs.

6-Week Blocks x 6 Rotations Various Locations Asr&egions

6-Week Blocks x 6 Rotations Various Locations Asr&egions Advance
Clinical Experiences Adult Inpatient Medicine Adead Clinical Experiences
Adult Ambulatory Care Advanced Clinical Experiené&diatrics (Combination
Inpatient & Ambulatory) Advanced Clinical ExperiescGeriatrics (Combination
Inpatient & Ambulatory) SELECTIVE: Advanced Commtynor Advanced

Institutional Pharmacy Practice Elective Advancédidi€al Experiences 36
Grand Rounds Student Presentations on Current Rleatherapy 3
TOTAL P4 YEAR CREDITS 49

The entire four-year professional curriculum regsif60 Semester Credit Hours (SCH), meeting
both NWCCU and ACPE requirements. IPPE’s compo8e®6the professional program credit
and APPE’s composes 25%.

Pharmacy Faculty Workload Analysis

Table 16 depicts the faculty staffing plan to detithe P1-P4 years to 30 students per entry class.
The top of the table, above the solid line, refiette staffing by discipline based on SCH’s of
instructional time. The information below the solide reflects the faculty lines required to
deliver the Professional Practice Experiences (IRREEAPPE). The box on the bottom left of the
page summarizes the total number of SCH’s by diseipand calculates the number of FTE
faculty members required within each disciplinealéo identifies the number of FTE faculty
required to deliver the Professional Practice Exepees above the number identified in Table

10. Since it is not possible to predict the disogs of the dean or the executive associate dean,
these positions were not included in the teachingkisad analysis. Furthermore, while these
individuals will be expected to provide professibrmaurses, the guidelines for quantitative
number of faculty inrStandards 2007specify that these positions should not be includethe
count of instructional faculty.
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Table 16: Faculty Workload

To compute the number of FTEs by discipline, arraye annual teaching load of 12 SCH’s per
year for sciences faculty and 18 SCH's per yearcfimical faculty was applied as the standard
load.

The boxed data at the bottom left of the table sanmas the required faculty by discipline: 22
FTE faculty (including Dean, Assist/Associate Deand Chairs) will be required for 30 students
in each entry class (total enrollment of 120 stas)erThis assumes that compensated part-time
faculty will teach 50% of the patient care and 100f4he community and institutional practice
rotations. The actual number of full-time facultyeded for the P4 year APPE will need to be a
focus of additional study and analysis as the Fomgn@®ean develops the program’s strategic
plan.

The current infrastructure to provide the firstetyears of pre-pharmacy education is in-place in
both Fairbanks and Anchorage, though there maysiees with classroom size in some of the
freshman and sophomore sciences courses. Thisadassize issue must be carefully considered
regardless of whether the UA establishes its owarrphacy program or serves as a partner with an
out-of-state program whereby students completer thes-professional education at UA. By
offering pre-pharmacy at both UAA and UAF, potehttancerns with the number of pre-
professional students may not be as critical asesmiiministrators initially may perceive.
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Library Resources

The current libraries in both Anchorage and Faikisaare more than adequate to support the
existing pre-pharmacy courses. The Alaska Medidaday, with additional resources to support
a pharmacy collection, would meet the needs optbéessional students.

Physical Facilities

Standards 2007specifies that the program be provided with adexjaatl appropriate facilities—
including equipment and furnishings—to conductdtsnprehensive programs. These facilities
must be desirable, comfortable, and safe. Spdeifitities must include:

Offices for administrators and core faculty thabpide privacy for study and for
counseling and advising students;

Accommodations for staff, commensurate with tresponsibilities;

Lecture rooms, small classrooms, and conferencensom accommodate curricular and
other programmatic needs;

Facilities for individual and small group study btudents;

Information and communication technologies to supghee mission, including faculty
and staff development, with appropriate data segwand recovery systems;

Laboratories dedicated to professional curriculumtruction and practice simulation
that are reflective of contemporary pharmacy preetand standards, including facilities
for extemporaneous preparation of intravenous atteiomedications;

Laboratories and other resources, such as instruatem, to support research and other
scholarly activities;

Student activity areas, including space for prafassl organization materials and
meetings, to support a favorable environment fodsit life; and

Appropriate equipment to support the needs of atnation, faculty, preceptors, and
students that is up-to-date and well maintained;

The projected size of the entry class, the cumimiland the requisite faculty and staff positions
to deliver the overall mission(s) will determineethize and complexity of the facilities and the
amount of equipment and furnishing required taatetthe program.

Table 17 presents a program plan for the pharmacyitfes. The building projected is for an
eventual entry class size of 30 students. Inswnatilabs are designed for two sections of 15
students. The same strategy is used to plan théemuof small-group problem-based learning
rooms (students will also use these rooms for -&feess and nighttime study groups). The space
plan is further divided into wet laboratory spac® sstandard construction space to provide a
better analysis of constructionzcosts. The Consultzssed an estimate of $550Mbr wet
laboratory construction and $350ffir standard classroom/office/conference room acanson.
Consulting with an architect will be important tevélop a more regionalized cost estimate for
construction or renovation once the UA decides wlibe pharmacy building will be located (or
included within a new health sciences building) avitether the University will build a new
facility, or renovate an existing, structurally soubuilding.
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Table 17:; Estimated Cost Of School of Pharmacy Buil ~ ding (Program Plan For 30 Pharmacy
Students Per Entry Class)

The cost for planning and constructing a 23,3§6Lﬂlding size is estimated at approximately
$9.4M. An estimated $1.12M (12% of constructiontsps additional costs will be required to
equip and furnish. The building will also requirasix equipment for the instructional and faculty
research laboratories. The cost for these iterastimated to be $250,000.

Pro Forma Budget

A five-year Pro Forma budget is included in AppenBi It details a 5-year estimate of revenue,
net operating results, and indirect operating teslthe Summary is provided in Table 19.

Due to the requirements to earn pre-candidate ditatien status, the earliest the program could
admit students would be FY13 (See Time Table 20).

Revenue -Tuition and Fees

Tuition and fees are targeted at the WWAMI firsayéuition for FY2009/2010 and increase 5%
per annum.

98



A set-aside equaling 5% for the professional pnogisincluded for recruitment and needs-based
scholarships (tuition discounts).

Administration and Instructional Faculty Costs

The operating budget assumes the dean will be regtartup year 1 (projected to be 2013)
along with the other program administrators. ACH$6 &xpects key instructional faculty to be
hired approximately one year prior to the entraatérst professional students so that course
materials and procedures can be planned. Additifacallty and staff hires are scheduled across
each year. Faculty employment should begin on Jublyith initial instruction beginning in
August. This is the typical expectation for a newbveloping professional program. The ACPE
will likely encourage the new program to hire a roixentry level and senior faculty members.
For the pro forma, the Consultant assumed a mik08b professors, 25% associate professors,
and 65% assistant professors. The salaries arecpedj using a public university peer group with
calendar year appointments.

Table 18: Average Salaries For Public Pharmacy Scho

ols 12-Mo Appointment: 2008/2009

Rank/Title Average 25 50n 75t Average
SEIERY Percentile Percentile Percentile  Increase
Dean $219,413 $192,180 $223,78( $244,565 6.0%
Associate Dean 147,096 123,436 141151 170000 7.3
Assistant Dean 116,010 99,897 110,904 126,436 6.8
Professor 144,158 117,300 136,296 165,800 5.8
Assoc Professor 104,780 93,838 100,70 112,390 6.1
Assist Professor 91,786 84,975 90,000 98,253 4.8
Instructor 88,969 80,699 85,504 95,772 4.1

Source: AACP Salary Database

As stated in the assumptions, this report—in ptojgcfaculty costs—uses the m7|5ercentile
level. All pharmacy schools nationwide are facingignificant shortage (10%+ of available
faculty lines, and increasing annually). When ols® @onsiders that UA will be a new program
without a track record an(hj the additional costiahy in Alaska relative to most other states,
planning salaries at the ‘75ercentile seems prudent. All salaries are inflaaedually at a
conservative rate of 5%.

Clerical and Professional Staff

ACPE requires the program to employ a student sesvstaff (admissions, records, recruitment,
etc.) and most existing pharmacy programs also Hawv&ness, development, information
technology, and distance learning staff that supiher dean and department chairs. However, the
UA’s existing institutional offices could providédse services if adequate staff are available or
are added to this office. These positions wereuthedl in the School of Pharmacy Pro Forma
budget.

The Pro Forma budget does not include a pharmasglBement Officer. If a Development

Officer is planned, the cost for employing thisiindual, plus related travel and operations, will
need to be added to the budget.
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The plan calls for each administrator to have htiiole clerical assistant and a limited number of
additional clerical assistants to service the enfarculty. Salary ranges were provided by the
University’s human resources office.

General Operating Expenses

Accreditation fees and institutional membershipsdimethe American Association of Colleges of
Pharmacy are estimates based upon 2009 fees amdlaied by 5% annually. This estimate also
assumes that the average number of ACPE on-site tgpically required for new programs will
also be required for UA.

Due to the remoteness of Alaska and the cost dfausportation to major cities, administrative
and faculty professional travel is projected atO$8, and $3,000, respectfully. Materials and
supplies, including laboratory supplies and medicat are estimated at $5,000/FTE for
administration plus $3,000 per FTE faculty memibdedications, bulk compounding chemicals,

and glassware are expensive, relative to the amfst®iany biology and chemistry supplies.

Additional operatzing costs, including utilities anthintenance for the pharmacy building, are
projected at $15/ft The program will require new and replacement gaeint each year, and a

budget item for miscellaneous items is also inalldEunds are also budgeted for faculty
recruitment and startup. In addition, the pro fordoo@gets include funds during the last year for
the program to purchase a number of clerkships fneaith systems and clinics. Sites generally
require a payment for instructional services whmeirtpractitioners serve as preceptors.

Capital Costs
The pro forma was developed assuming no donorwdtdd be included in the financial plan.

Summary Of Net Operations and Capital Costs

Table 19 outlines the 5-year results. It does nolude appropriated funds, assuming the State
will need to cover the 5-year Direct Operating Rissaf $11M shortfall, tuition and fees over
cost. This figure does not include the capital £det facilities and furnishings, estimated at
$12M. A detailed analysis is presented in Apperilix

Table 19: Summary of 5-Year Pro Forma Budget
(See Appendix B for detailed analysis.)

5-Year Net Revenue After Scholarships $7.5M
5-Year Direct Operating Expenses $18.5M
5-Year Direct Operation Results ($11Mm)

5-Year Capital Requirement $12M

Time Table

Table 20 presents an estimated time-line for progtavelopment.
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Table 20: Timetable For Program Development

Task Completion By

DECISIONS

Complete Feasibility Study September 2009
Resolution of Campus Designation by Regents Unlknow
Make Decision To Proceed for a fall 2013

Professional Program Start Date. September 2010
FACILITIES

Facilities Design & Bid Unknown
Facilities Construction Unknown
RECRUIT ADMINISTRATORS

Identify Dean Candidates January 2011
Dean Relocates To Campus June 2011
School Administrators Relocate To Campus July 2012
ACCREDITATION

Notify NWCCU Of Substantial Change September 2010
File ACPE Pre-Candidate Application March 1, 2012
ACPE Staff Consultation Visit Spring 2012
ACPE Authorizes On-Site Visit June 2013
ACPE On-Site Visit Fall 2013
Receive Pre-Candidate Status January 2013
Receive Candidate Status January 2015
Receive Full Accreditation Status June 2017
STUDENTS

Enroll First Class of P1 August 2013
Graduate Founding Class May 2017

CONCLUSIONS - PHARMACY SCHOOL FEASIBILITY

The analysis of the nine institutional readines®iga for developing a pharmacy program at UA
concluded that the UAA and UAF are at differengetarelative to the feasibility of initiating a
pharmacy program. The UAA is deficient in: inclugipharmacy as part of its strategic plan;
having NWCCU approval for doctoral education; amel identification of long-term commitment
of adequate financial resources from the Legistatarfund the program. The UAF is deficient in:
including pharmacy as part of its strategic planampus culture of health professions education;
the identification of long-term commitment of adatpifinancial resources from the Legislature
to fund the program; the identification of a plansecure adequate facilities to house the first
three years; and an adequate number of clinicabpiant sites within the area to support APPEs.
Based on this analysis, neither institution is yetal undertake a pharmacy program, but, with
focused planning and sufficient resources, a pheynm@ofessional program could become
feasible. The decision of location will be madesmilly. If UAF were to be the degree-granting
program, students would have to relocate to Anadefar the P4 year of Advanced Professional
Practice Experiences to meet the accreditationnemgents.
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In reviewing the thirty ACPE accreditation standarthat must be fully met to achieve an
accredited program, the Consultant provided 19megendations to assist the UA in addressing
the needs for a new pharmacy program.

The 5-year planning analysis suggests that therpnogevenue would be $7.5M, with operating
costs of $18.5M, resulting in the need for the Ekdure to appropriate $11M over five years for
the UA to offer the program. Annual appropriatiarfs$1.9M to $2.7M (FY13-FY17) will be
needed, in addition to a capital appropriation b2M. (Note: In the Pro Forma following, the
dates show FY11-15. Considering the need for Latiya appropriations, FY13-17 is the
more reasonable timeframe.)

The focus of the Pharm.D. program should be on resdwh direct patient care skills of the
graduates. The state’s need for highly trainediatins who can focus on the management of
patient problems that depend on particularly compliig therapy management is an important,
unmet need across the state.

Assuming there are no unexpected delays in thesideciprocess, construction of facilities,
recruitment of a Founding Dean, and accreditat®mneswws—and assuming favorable votes are
secured from the NWCCU and ACPE—the program caplleits founding class (P1 year) of
pharmacy students (3-4 program) in fall 2013. Thetadents would comprise the program’s first
graduating class in May 2017.
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APPENDIX B: List of Recommendations

Recommendation 1Each 4-year campus should appoint a pre-pharadwagor and
publish the contact information on their WEB sitel@cademic program
announcements.

Recommendation 2The catalogues of each 4-year campus shoulddec section on
pre-pharmacy that includes:
» Single, coordinated pre-pharmacy section listirgrgttommended UA courses on
each campus; and
* A statement urging those students interested impdey to consult with the
designated pre-pharmacy advisor on their campgs¢aged community campus
students should contact their 4-year campus presey advisor).

Recommendation 3The three 4-year campuses should develop anriathate level
human anatomy and physiology course requiring freshgeneral biology.

Recommendation 4Given the size of the underserved populatioAlaska, the UA
should prepare a HSRA grant proposal to develapgram for academically capable
Alaska students to enhance their preparation forisglon to all doctoral health
professions (Pharmacy, Medicine, Dentistry, Physit@rapy, Occupational Therapy).

Recommendation 5The UA System should develop a Request For Pedp¢RFP) to
solicit a partnership with an existing accreditedgoam whose experience includes
operating satellite campuses that will meet theumineeds of Alaska students. If a
suitable partner is not identified, the UA shoutshsider assisting Creighton University
with the enrolliment of Alaska students into thdieul’s distance program.

The following recommendations, 6-23, apply onlyhe option of developing a pharmacy
school if the University of Alaska chooses to perthiat option.

Recommendation 6 The UA Board of Regents, upon the recommendatidhe System
Administration and in consultation with the univiées’ administration, should determine the
overall mission of pharmacy education early indbgelopment process. The mission should
focus on offering either a professional educatimgpmm exclusively, or a broader and more
comprehensive program that includes both a prafeasprogram (the Pharm.D.) and a graduate
program (the Ph.D.) with the commensurate resdarsbpport both levels of education.

Recommendation # The UA administration should begin the stratgg#nning process for
establishing the new pharmacy program prior to seguhe Founding Dean. This will ensure
that the new program’s developmental stages: lfpareded upon the basic mission and tenants
of the University; 2) can serve as a communicatimcle for the entire University community;
and 3) will provide direction in the recruitmenttbé Founding Dean.

Recommendation 8 Once the decision to develop a pharmacy progsardopted, UA’s
Chancellor should officially notify the NWCCU oféhnstitution’s intention to develop pharmacy
first-professional doctoral education and underthakerequired processes to secure
documentation that expressly states that the Uécsadlitation status with NWCCU permits it to
offer professional doctoral degree programs.
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Recommendation 9 The Regents should establish pharmacy as aade@aademic unit of UA,
headed by a dean and not part of another college.

Recommendation 18 The Dean of Pharmacy should be organizatiome#iponsible to the
Provost and at a level equivalent to that of theoacademic unit deans. As the chief academic
officer, the Provost should be charged to workatmkatively with the Dean in overall academic
planning, meeting the various accreditation requésts, and in securing adequate resources to
promote overall growth and development of the acacl@rograms. The job descriptions for the
Dean should clearly delineate his duties and respiities. This reporting relationship must be
clearly depicted in the UA organizational chart.

Recommendation 11 All UA policies regarding faculty governancerigeculum determination,
admissions policies, and hiring of faculty shouddrbviewed and revised—as appropriate and in
conformance with the overall governance structditb@® University—to provide pharmacy’s
faculty and administration with control over itetdty bylaws, student admissions, curriculum,
and hiring standards,.

Recommendation 12 Once UA makes a formal decision to establishampacy
program, the Chancellor should identify interegtadies (i.e., pharmacists from a
variety of practice areas, representatives froe gtharmacy and other health societies,
and administrators of hospitals and large nursoméds) to serve the College or School
as partners in advising, planning, identifying, anceening potential candidates for the
Founding Dean position.

Recommendation 13 UA administrators should consider effective wiysthe health
professions undergraduate, graduate, and firsepsainal doctoral programs, including
those of the new pharmacy program, to developpndéessional education for their
students beginning in the first professional yeat eontinuing throughout all four years.
The health professions programs should be encoditag&ork collaboratively to
cultivate and expand extramural clinical affiliat®oby emphasizing interprofessional
teamwork as a central component to the trainingllcftudents.

Recommendation 14 The College’s or School's Dean’s Office shouldude
associate/assistant deans for: 1) the professcomatulum and programmatic outcomes;
2) student affairs—including recruitment, admissiogervices; and 3) experiential
programs.

Recommendation 15 The College or School’'s basic organizationalcttrre should
include two departments (Pharmaceutical Sciencgé$aarmacy Practice) to
appropriately engage and develop faculty teaclscigolarship, patient care, and
institutional and professional service. The formveuld include the Ph.D. biomedical,
pharmaceutical, and administrative, behavioralsowial scientists and the latter the
practice faculty (clinical sciences and pharmaacpce).

Recommendation 16 The Provost, with Chancellor approval, shoulegpare a job
description for the Dean before advertising anduiiog commences. The job
description should define the elements of autheuity responsibilities, reporting
relationships, and characteristics the Instituttoseeking in the College or School
of Pharmacy leader.
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Recommendation 17 The UA’s administration should decide whethem@intain program-
based or central administration-based adminiseaupport services. The services that should
be required include: accreditation services (c&@nd data collection/analysis for NWCCU
and ACPE); business services (budgeting, contdioirastration for experiential sites,
purchasing, facilities management, travel, managéimérmation, etc.); student services
(recruitment, application processing, managemeappficant interviews, admissions staffing,
student records—both academic and professionalipeaexperiences, scheduling classes and
experiential rotations, advising, ADA services, gtiibrary resources; information technology;
and development.

Recommendation 18 The UA should strategically plan for a 3-4 pesienal program structure
that prefers applicants who will have received echtaureate degree with a specified minimum
number of sciences and advanced mathematics cdarssdmission.

Recommendation 19 UA should plan for an entry class size of appnately 30 students into
the last four years of the professional program.ldrger student population is desired, the
institution should plan its facilities accordingind then expand only when additional resources
for faculty and clinical sites can be secured amig after full accreditation is achieved.

Recommendation 20A ratio of eight students enrolled per one fitte sciences and practice
faculty member is an appropriate planning premi$es ratio does not include program
administrators.

Recommendation 24 Regardless of which University is responsibledifering the

Pharm.D degree program, the fourth professional yeest be based in Anchorage to take
advantage of the number of health facilities anchaded preceptors that exist in that area to
provide the APPEs.

Recommendation 22 Early planning for a College or School shouldude input from the
Alaska Medical Library. The UA should assist tretifity and its statewide services in
supporting pharmacy education by providing resaustdficient for adding pharmacy-specific
on-line databases and journals while simultaneausiyntaining the medical reference and
journal resources that are also critical to a plaagmprogram.

Recommendation 23If a PharmD program is developed, its host liocatvould be determined

by the leaders of the University of Alaska univeesi and statewide system. This decision should
include a statewide mandate for experiential edmcaConsideration should be give to 1) access
to clinical sites, particularly in P3 and P4, 2pheenience for students, and 3) the opportunity for
P1-P3 students to integrate with medical, nursmy@ther health professions students. If the
mission of pharmacy education includes graduatesatehsive faculty research productivity,
strong affiliations and collaborations should beedeped with biomedical scientists in
Anchorage and Fairbanks to provide the varietyisdiglines that are necessary and vital to
making pharmacy graduate education and researblevia
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There are four pharmacy education options identifiethis report for consideration by the
University of Alaska system. Many variations onteatthese are possible, and more than one
option may be selected for implementation.

o Institutional partnerships for pharmacy education
1. Host established distance pharmacy program
2. Engage an out-of-state pharmacy school systenmabust, interactive
partnership, with satellite sites in Alaska

3. Participate in a multi-state health professionalsootium with an integral
Alaska hub

0 In-state school
4. Develop an Alaska pharmacy school
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Addendum

This report was prepared for the University of AasFor more information, please contact
University of Alaska Associate Vice President fardith Karen Perdue at

karen.perdue@alaska.edwr University of Alaska Anchorage Vice Provost ftealth Jan
Harris atanjchl@uaa.alaska.edu

Please provide written commentskiren.perdue @alaska.edopying
anjchl@uaa.alaska.edrhank you.
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