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Objective. To characterize the 2008-2009 Pharmacy College Application Service (PharmCAS) appli-
cant pool in terms of diversity-related variables compared with admissions-related variables.
Methods. The relationships between the diversity variables of ethnicity, gender, parental education,
and prepharmacy education, and the admissions-related variables of grade point average (GPA),
pharmacy college admission test (PCAT) score, and acceptance rates were evaluated.
Results. There were 16,246 applicants to PharmCAS during the 2008-2009 pharmacy college and
school admission cycle. Female applicants and non-underrepresented minorities (non-URMs) achieved
higher mean GPAs, and male applicants and non-URMs had higher mean PCAT scores. Higher
parental education was associated with higher mean GPA and PCAT scores. Mean PCAT score and
GPA increased as prepharmacy education increased, with the exception of a bachelor’s degree, which
was associated with a lower GPA. Acceptance rates were higher among female applicants, non-URMs,
and applicants with higher prepharmacy education and parental education.
Conclusions. Female applicants, non-URMs, applicants with higher than a bachelor’s degree, and
applicants whose parents attained a doctoral degree were associated with higher mean GPAs and PCAT
scores and were accepted to a higher proportion of the colleges and schools to which they applied.
Colleges and schools of pharmacy can use these data as a benchmark when evaluating admissions
processes.

Keywords: PharmCAS, admissions, applicant, diversity, minority

INTRODUCTION
Pharmacists serve a diverse patient population and,

with that, comes a responsibility to diversify the phar-
macy workforce. In 2004, the Sullivan Commission pub-
lished a report stating that higher concordance between
the racial/ethnic background of the patient and that of
the provider lead to more positive clinical outcomes and
higher perceived quality of care.1 Providers exposed to
a diverse population of peers are also more likely to serve
underrepresented populations, thereby increasing access
to health care for the underserved.1-4 As it stands now, the
ethnic demographics of the pharmacy workforce have
not changed since 2000, despite an increase in Hispanic/
Latino, African-American, Asian, and Native Hawaiian
ethnicities and a decrease in the Caucasian ethnicity, as
documented in the 2010 US census.5,6 The discrepancy be-
tween the pharmacy workforce and the national population,

which has been propagated by a lack of diversity in phar-
macy school admissions, adds to the discordance between
patient and provider.

Realizing the importance of this working relation-
ship, the American Society of Health-Systems Pharmacy
(ASHP) created a task force to address this issue in 2007.
The task force published a report establishing goals and
objectives on how the pharmacy profession should ad-
dress demographic disparities within the profession.7 In
order to make headway on the goals set forth by ASHP
and other organizations, an evaluation of the character-
istics of the national pharmacy school applicant pool is
critical.

The American Association of Colleges of Pharmacy
(AACP) publishes annual reports summarizing aggregate
applicant data in the context of future workforce, incom-
ingworkforce (recent graduates), and current workforce.8

With regard to the pharmacy applicant pool, the data pre-
sented in these reports are limited to reporting numbers of
submitted applications categorized by demographic char-
acteristics (ie, ethnicity, gender, and prepharmacy educa-
tion). The AACP does not report aggregate data on other
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variables that further describe the applicant pool, such as
parental education, mean grade point average (GPA),
pharmacy college admission test (PCAT) scores, and
overall acceptance rates. The limited availability of this
information has been mentioned in several publications
reporting on diversity in pharmacy.9-11

Chisholm-Burns, who addressed the issue of diver-
sity in 2007, suggested a working definition of diversity
that includes but is not limited to the characteristics of
religion, sexual orientation, social economic status, per-
sonal and parental education, language, and disabilities.12

This definition served as a blueprint for the current study;
however, based on the nature of Pharmacy College Ap-
plication Service (PharmCAS) data, not all demographic
variables could be accounted for. The objective of this
study was to investigate the relationships between appli-
cants’ race/ethnicity, gender, parental education, and pre-
pharmacy education and their prepharmacy school GPA,
PCAT score, and pharmacy college or school acceptance
rates.

METHODS
A secondary data analysis was conducted on the

2008-2009 pharmacy school applicant pool using de-
identified data from PharmCAS. The PharmCAS dataset
was used in this study to assess relationships between
available independent variables of diversity (ie, ethnicity,
gender, parental education, prepharmacy education) and
the following dependent variables:GPA (overall, science,
math), PCAT (scores, number of attempts), number of
applications submitted, and acceptance rate (overall, pub-
lic schools, private schools, and colleges and schools
ranked in the top 10 in 2009 byU.S. News&World Report
and the top 10 colleges and schools receiving National
Institutes of Health [NIH] funding in 2009, as ranked by
AACP).

Although variables of diversity are multifactorial,
ethnicity, gender, parental education and prepharmacy
education were most clearly defined by the dataset and
collected in PharmCAS by applicant self-report. Race/
ethnicity was defined by the categories available within
PharmCAS.13 The variables were then subcategorized as
URMs inclusive of black or African-American, Hispanic
or Latino, and Native American (American Indian or
Alaska Native).14 Non-URMs comprised all other ethnic-
ities available for self-report (ie, Asian, White, Native
Hawaiian,Other Pacific Islander,Other).Genderwas defined
as self-reported male or female. Parental education was de-
fined as the highest degree obtained by at least 1 of the ap-
plicant’s parents based on the categories available within
PharmCAS, stratified as unknown, no degree/certificate/
diploma, trade certificate/diploma, high school degree or

equivalent, some college, associate’s degree, bachelor’s
degree, master’s degree, professional degree, and earned
doctoral degree. Prepharmacy education was defined as
the highest degree obtained by the applicant at the time of
application and was stratified as lower than a bachelor’s
degree, bachelor’s degree, and higher than a bachelor’s
degree.

Admissions committees evaluate an applicant based
on quantitative (GPA, PCAT) and qualitative (unique
personal attributes and experiences) characteristics. This
study evaluated quantitative variables present in the
dataset. Dependent variables (otherwise referred to as
admissions-related variables) assessed included overall,
science, and math GPA; applicant PCAT score; number
of PCAT attempts; and number of colleges and schools
to which an application was submitted. Data in the data-
set were used to calculate an overall acceptance rate;
acceptance rates to top 10 colleges and schools in 2009
as rated byU.S. News&World Report; acceptance rates
to top 10 colleges and schools in 2009 (ranked by NIH
funding) as rated byAACP; and acceptance rates to public
and private schools.

Data were analyzed with SPSS version 18.0 (SPSS,
Inc., Chicago IL) to generate a cross-sectional descriptive
analysis as well as to evaluate comparisons between
groups using independent samples t tests and one-way
analysis of variance (ANOVA), as appropriate. Data
were evaluated based on a significance level (a) of
0.05. Statistical analyses were verified by consultant
statisticians.

RESULTS
There were 16,246 applicants who used PharmCAS

during the 2008-2009 pharmacy college and school ad-
mission cycle, completing a total of 77,961 applications.
Descriptive statistics for diversity variables are summa-
rized in Table 1, and dependent variables are summarized
in Table 2.

Underrepresented minorities applicants, as com-
pared with non-URM applicants, had a lower mean over-
all GPA [3.13 6 0.45 (SD) vs 3.27 6 0.42; p,0.0001],
science GPA (2.996 0.54 vs 3.136 0.51; p,0.001), and
math GPA (2.99 6 0.70 vs 3.23 6 0.64; p,0.001). Fol-
lowing the trend ofGPA,URMsalso received lowermean
percentile scores on the PCAT (42.846 24.67 vs 57.466
24.29; p,0.0001), and took the PCATmore times (2.16
1.2 attempts vs 1.96 1.1 attempts; p,0.0001). Therewas
no significant difference between the number of applica-
tions submitted by URMs and non-URMs (4.7 6 4.1 vs
4.8 6 5.0; p50.119).

Non-URMs had a significantly (p,0.0001) higher
acceptance rate than did URMs for all schools applied to
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Table 1. Summary Diversity Variables of the 2008-2009 PharmCAS Applicants, as Reported by Applicants

Value Frequency (n) Percent

Number of Applicants 16246
Age

Mean (SD) 24.6 (4.84)
Median 23.0
Mode 22
Minimum 11
Maximum 66

Gender
Female 9823 60.5
Male 6089 37.5

Under-represented Minorities (URM)a

URM 2375 14.6
Non-URM 12008 73.9

Ethnicity
White/Caucasian (non-Hispanic) 6801 41.9
Asianb 4450 27.4
Black/African American (non-Hispanic) 1572 9.7
Hispanic/Latinoc 737 4.5
American Indian and Alaska Native 66 0.4
Hawaiian and Pacific Islanderd 53 0.3
Other 704 4.3
No answer 1863 11.5

Citizenship
Foreign citizen 541 3.3
US permanent resident 1628 10.0
US citizen 13938 85.8
Other eligible noncitizen 139 0.9

State Residencee

California 2737 16.8
Florida 1314 8.1
New York 1046 6.4
Illinois 817 5.0
Pennsylvania 668 4.1

Parental Education
Unknown or unknown/other 1924 11.8
No degree, certificate, or diploma 666 4.1
Trade certificate or diploma 202 1.2
High school degree or equivalent 2353 14.5
Some college 1567 9.6
Associate’s degree 1256 7.7
Bachelor’s degree 4043 24.9
Master’s degree 2247 13.8
Professional degree 1102 6.8
Earned doctoral degree 886 5.5

Pre-pharmacy Education
Lower than a bachelor’s degree 1521 9.4
Bachelor’s degree 6224 38.3
Higher than a bachelor’s degree 512 3.2
No answer 7989 49.2

Abbreviation: PharmCAS 5 Pharmacy College Application Service.
a URM consists of the following ethnic groups: African-American, Hispanic/Latino, Native Americans (American Indians, Alaska Natives).14

Non-URM consisted of all other ethnic groups.
b Asian comprises the following ethnicities: Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, Other Asian.34
c Hispanic/Latino comprises the following ethnicities: Cuban, Mexican, Puerto Rican, Other Spanish/Hispanic/Latino.34
d Hawaiian and Pacific Islanders comprise the following ethnicities: Native Hawaiian, Other Pacific Islander, Samoan.34
e 5 most common states of applicant residence.
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(33% vs 21%), top 10 ranked by U.S. News & World
Report (27% vs 17%), top 10 NIH-funded schools
ranked by AACP (24% vs 16%), private schools (28%
vs 20%), and public schools (29% vs 18%). Female ap-
plicants had higher mean overall and math GPA than did
male applicants (3.276 0.43 vs 3.216 0.43 and 3.226
0.65 vs 3.14 6 0.67; p,0.001), respectively. With
regard to PCAT, female applicants took the PCAT test
more frequently (2.0 6 1.1 attempts vs 1.9 6 1.1 at-
tempts) but scored lower than did male applicants
(52.686 24.85 vs 59.476 24.67; p,0.001). Compared
with female applicants, male applicants submitted more
applications (5.1 6 5.0 vs 4.6 6 4.6; p,0.0001). There
was no significant difference (p.0.09) between female
and male applicants with respect to acceptance rates to
all school types, except for public schools, for which

female applicants had a higher acceptance rate (28%
vs 26%; p50.017). Figures 1 and 2 illustrate the trends
between parental education, GPA, and acceptance rate.
Increased parental educationwas significantly (p,0.0001)
associated with a trend toward increasing GPA, PCAT
scores, and acceptance rates. Although a significant dif-
ference (p,0.0001) was shown for number of applica-
tions submitted and number of PCAT attempts, no clear
trend was observed.

The relationship between an applicant’s prephar-
macy education and GPA (science, math and overall)
follows aU-shaped curve, as shown in Figure 3. Themean
scores of applicants with a bachelor’s degree were signif-
icantly lower (p,0.0001) in science, math, and overall
GPA (3.026 0.48, 3.076 0.65, and 3.156 0.40, respec-
tively) than were those of applicants with lower than
a bachelor’s degree (3.16 6 0.52, 3.15 6 0.65, and
3.25 6 0.44, respectively) as well as those with higher
than a bachelor’s degree (3.26 6 0.48, 3.20 6 0.65, and
3.33 6 0.40, respectively). In terms of highest PCAT
score reported, there was a positive linear relationship.
Applicants with lower than a bachelor’s degree (48.25 6
24.81) scored, on average, 9.18 percentage points lower
than did those with a bachelor’s degree (57.43 6 25.04),
who, in turn, scored on average of 5.25 percentage points
lower than did applicants with higher than a bachelor’s
degree (62.68 6 27.58). This relationship was reversed
when looking at the number of times the PCAT was at-
tempted. Applicants with lower than a bachelor’s degree,
a bachelor’s degree, and higher than a bachelor’s degree
took the PCAT, on average, 2.36 1.3, 2.06 1.2, and 1.76
1.0 times, respectively. Applicants with a bachelor’s de-
gree submitted more applications (5.9 6 5.5) than did
applicants with lower than a bachelor’s degree (4.7 6
4.9) and applicants with higher than a bachelor’s degree

Table 2. Admissions-Related Variables of 2008-2009
PharmCAS Applicantsa

Mean (SD)

Science GPA 3.11 (0.52)
Math GPA 3.19 (0.66)
Overall GPA 3.25 (0.43)
PCAT attempts 1.96 (1.13)
PCAT highest scores 55.3 (25.0)
Total applications submitted 4.8 (4.8)
Total acceptance ratea 0.31 (0.39)
USN acceptance ratea 0.25 (0.41)
NIH acceptance ratea 0.22 (0.39)
Private school acceptance ratea 0.27 (0.38)
Public school acceptance ratea 0.27 (0.40)

Abbreviation: PharmCAS 5 Pharmacy College Application Service;
GPA5grade point average; PCAT5pharmacy college admission test;
USN5schools rated by U.S. News & World Report; NIH5schools
rated by National Institutes of Health funding.
a Acceptance rate conversion: 1.0 5 100%.

Figure 1. Relationship Between an Applicant’s Parental Education and Overall, Science, and Math Grade Point Average (GPA)
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(4.2 6 4.8). Each of these relationships showed signifi-
cance (p,0.0001).

There was a significant (p,0.0001) association be-
tween increasing prepharmacy education and higher total,
private, and public school acceptance rates. Both top 10
ranked schools by U.S. News & World Report and top 10
NIH-funded schools ranked by AACP showed a U-curve
relationship, with a dip in acceptance rates among appli-
cants with bachelor’s degrees. These trends are illustrated
in Figure 4.

DISCUSSION
We have begun the process of examining diversity

amongpharmacy college and school applicants by analyzing

ethnicity, gender, parental education, and prepharmacy
education and comparing these variables with respect to
GPA, PCAT scores, application submission rates, and
acceptance rates. In our dataset, the highest mean GPA
and highest mean PCAT scores were associated with the
following demographic groups: female applicants, non-
URMs, applicants with higher than a bachelor’s degree,
and applicants with parents who had attained a doctoral
degree. We also found that these same types of applicants
were accepted to a higher proportion of the schools to
which they applied.

Figure 2. Relationship Between Applicants’ Parental Education and Rates of Acceptance to Pharmacy Colleges and Schools, by
Category. Abbreviations: USN5schools rated by U.S. News & World Report; NIH5schools rated by National Institutes of Health
funding.

Figure 3. Relationship Between an Applicant’s Prepharmacy
Education and Overall, Science, and Math Grade Point
Average (GPA). Abbreviations: NA 5 not applicable;
LTB 5 lower than bachelor’s degree; BD 5 bachelor’s degree;
HTB 5 higher than bachelor’s degree.

Figure 4. Relationship Between an Applicants’ Prepharmacy
Education and Rates of Acceptance to Pharmacy Colleges and
Schools, by Category. Abbreviations: USN5schools rated by
U.S. News & World Report; NIH5schools rated by National
Institutes of Health funding; NA5not applicable; LTB5lower
than bachelor’s degree; BD5bachelor’s degree; HTB5higher
than bachelor’s degree.
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This study found that URMs had lower science, math,
and overall GPAs than did their non-underrepresented
counterparts. This trend is consistent with national reports
put forth by the US Department of Education.16 Through-
out gradesK-12, URMs consistently have lowerGPAs in
math and science than do Caucasians and Asians and
have been found to enroll in comparatively fewer science
courses at the secondary education level.16 GPA was also
seen to have a direct relationship with an applicant’s
parental education. Those with lower levels of parental
education had lower mean GPAs in science, math, and
overall. Interestingly, general education literature also
reports that URM students are associated with parents
with lower levels of education.17,18 Although this study
did not perform analyses between an applicant’s parental
education level and URM status, the 2 can be interre-
lated. Further research is warranted to further investigate
this possibility.

Gender was also reflective of GPA differences in our
dataset. Although numerically slight, female applicants
had significantly higher mean overall and math GPAs.
This finding is contrary to national education statistics,
which show that male applicants outperform female ap-
plicants in math starting at a young age and greatly out-
number female applicants in the attainment of doctoral
degrees in science and math.19 Prepharmacy education
level was associated with GPA scores in an unexpected
trend: applicants with a bachelor’s degree had the lowest
GPA in all categories. Applicants with higher than a bach-
elor’s degree earned higher GPAs, which could be attrib-
uted to self-selection, wherein applicants with higher
GPAs tend to apply for graduate-level degree programs
and/or the graduate schools require a minimum GPA to
remain in the program. On the other end of the spectrum,
applicants who have lower than a bachelor’s degree may
not have completed the more challenging upper division
coursework to factor into the GPA calculation.

The number of times an applicant took the PCATwas
inversely related to themean score achieved among all the
subgroups analyzed. Female applicants, who had higher
math GPAs and similar science GPAs to those of male
applicants, actually scored lower on the PCAT. This in-
consistency is also seen among female applicants with
high GPAs and better performance on other standardized
achievement tests.20 Similarly, URMs scored lower on
the PCAT,mirroring their performance on other standard-
ized achievement tests.17,21 Improvement in PCAT per-
formance paralleled increases in parental education and
applicant educational background from lower than abach-
elor’s degree to higher than a bachelor’s degree.

Unlike theGPA, the PCAT is not used by all colleges
and schools of pharmacy to determine an applicant’s

candidacy. However, many colleges and schools of phar-
macy consider this measure in admissions decisions and
themajority of applicants (79.5%vs20.5%)have taken this
examination at least once. Kelley and colleagues showed
differences in PCAT composite scores within ethnicity,
gender, and primary language; however, these differences
were not found to be relevant in predicting an applicant’s
admission,22 suggesting that thePCAT, a standardized test,
is not used in the admissions process in a standard way
across all colleges and schools of pharmacy.

Higher total acceptance rates were noted in appli-
cants with higher GPA and PCAT scores. GPA and PCAT
scores are both quantitative measures often used by ad-
missions committees to evaluate how prepared an appli-
cant may be for pharmacy school, and they have been
shown to act as moderate to strong predictors of higher
pharmacy college or school GPA and scores on licensing
examinations.15,23 Subgroup analyses were performed to
further evaluate acceptance rates on the basis of appli-
cants to the top 10 schools ranked by U.S. News & World
Report and top 10 NIH-funded schools as ranked by
AACP as well as private/public school designation. Com-
pared with total acceptance rates (31%), admission rates
for institutions ranked in the top 10 byU.S. News&World
Report and the top 10 NIH-funded schools ranked by
AACP were lower (25% and 22%, respectively). This
finding was likely influenced by the competitive nature
of the admissions processes for these schools, as they tend
to receive a large number of applications comprised of
highly competitive applicants (eg, those with a combina-
tion of higher-than-average quantitative GPAs and PCAT
scores), as well as strong qualitative characteristics (eg,
letters of reference, life experiences, prior pharmacy ex-
posure, and research experience). The acceptance rates
for private and public schools were similar (27%) but still
below the acceptance rate for all applicants. Aside from
gender, the other diversity variables (eg, URM, less pa-
rental education, less prepharmacy education) were asso-
ciated with lower acceptance rates.

This study used data from PharmCAS, a centralized
processing service that currently serves only 79% of col-
leges and schools of pharmacy accredited by the Accred-
itation Council for Pharmacy Education.24 Many of the
historically black colleges and universities (eg, Hampton,
Florida A&M, Texas Southern, and Xavier) and other
pharmacy colleges and schools that train a large propor-
tion of ethnic minorities (eg, Arnold & Marie Schwartz,
Puerto Rico, Rutgers, and University of Texas at Austin)
do not use PharmCAS for admissions.14, 25-28 Because
this study focused on characterizing the PharmCAS appli-
cant pool, students who applied to these schools were
not captured unless they also applied through PharmCAS.
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Additionally, applicants were not required to respond to
every demographic category within PharmCAS (eg, race/
ethnicity) or could select “other” as a response to acategory.
This is a limitation of the dataset. Because nonresponses
were excluded, a portion of the applicant pool was not
considered in this analysis. The diversity variable with the
highest nonresponse rate was prepharmacy education. Sub-
sequent to this study, data requirements for PharmCAS
application processing have changed; PharmCAS now re-
quires more information from applicants.

Another limitation of this study is that it did not in-
clude the entire continuumof diversity variables. Because
of the nature of the dataset, diversity variables that we
were unable to study include but are not limited to socio-
economic status, sexual orientation, disability, primary
language, and geographical location. These variables
could have influenced both the diversity and admissions-
related variables that were studied. Not all diversity vari-
ables may be independent from one another; future
studies could focus on addressing the relationships be-
tween them.

One of the diversity variables that was assessed, pa-
rental education, was based on applicants’ self-reports.
PharmCAS requires applicants to identify the highest
level of education for each parent and also provides a
free-text field for specifying a parent’s profession. The
parental education section has 10 categories an applicant
can select; responses to this category vary depending on
applicant recall of parental education and perception of
a category’s meaning (eg, professional degree vs earned
doctoral degree). For example, a post-hoc analysis was
performed comparing the free-text responses to the cate-
gories selected for parental education. Variability was
noted in applicants’ selection of professional vs earned
doctoral degree. Some applicants categorized the educa-
tion associatedwith becoming a physician as a professional
degree, while others categorized this profession as earned
doctoral degree.Variabilitymayhave impacted the results;
however, given the close categorical proximity within
which the interpretation error might have occurred (eg, if
data were dichotomized, professional and doctoral degree
would both be considered a “higher level of education”),
the extent of the effect on results is likely minimal.

Pharmacy colleges and schools are provided only
national gender and ethnicity data related to the total
number of applications submitted. Having access to
other demographic data would be invaluable to colleges
and schools of pharmacy. Such data could be used as
a national benchmark for comparing institutional data
and may guide recruitment; similar to the way in which
the US Census is used as a national benchmark for states
in measuring progress toward defined goals. Addition-

ally, as colleges and schools create programs to further
develop the pipeline of future applicants, these data can
help colleges and schools identify and direct efforts to
mitigate preparation gaps in the applicant pool.

With respect to current admissions processes, col-
leges and schools of pharmacy consider multiple factors
in holistically evaluating applicants for admission. These
factors have been described in the literature as cognitive
(traditional) and noncognitive (nontraditional) variables.40

Cognitive variables typically focus on standardized test
scores and GPA, whereas noncognitive variables include
extracurricular activities, motivational/personality vari-
ables, ability to interpret information in changing contexts,
ability to demonstrate creativity in problem-solving and
critical thinking, and ability to adapt to a changing envi-
ronment and handle/negotiate the system.36 Cognitive var-
iables aremore commonly studied in the literature, as these
data are quantitative and readily accessible in secondary
datasets.22,31,32 This publication bias may lead pharmacy
college and school leadership to believe that these mea-
sures are the most effective. Colleges and schools should
recognize that from a research standpoint, noncognitive
variables are challenging to measure in secondary data
analyses because of implicit subjectivity in data reporting
and interpretation. Thus, subjectivity may act as a barrier
to researchers attempting to study this area further. Al-
though there have been studies designed to assess the
predictive power of noncognitive variables, there are fewer
of these studies published in the literature than those eval-
uating cognitive variables.

A tool called the noncognitive questionnaire, which
has been modified for use in health professions, has
proven useful in predicting student performance regard-
less of race/ethnicity and gender.30 This questionnaire
tests the domains of positive self-concept/confidence, re-
alistic self-appraisal, knowledge acquired in a field, un-
derstanding of racism, preference for long-range goals,
strong support person, successful leadership experience,
and community service. Webb and colleagues showed
variability in the predictive quality of specific parameters
by school, which suggests the importance of each school
identifying noncognitive variables that best reflect the
individual school’s culture and student body.41 Quantita-
tive factors such as standardized test scores and GPA are
convenient methods for screening a large applicant pool,
but schools should consider qualitative factors, such as
the variables discussed above, in admissions evaluations.
Consideration of cognitive and noncognitive factors in
the admissions process may allow for a balanced ap-
proach to evaluating all applicants.

Accreditation standards are directing schools to
adopt an outcomes-based model in assessing student
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competency.33 This teaching model focuses on ensuring
that students meet college- or school-specified compe-
tencies and strive to achieve the outcomes identified in
the curriculum. In this approach, schools must consider
admissions criteria that may predict whether an appli-
cant will be a “good pharmacist” based on the school’s
outcomes and/or competency rubrics. Given the increased
diversity in the US population, ensuring that the incoming
pharmacy workforce is trained to be culturally competent
to serve this patient population is important.Achieving this
objective requires admitting students with the capacity to
display compassion and cultural sensitivity aswell as those
with a desire to serve all patient types and patient care
settings — both mainstream and underserved. Addition-
ally, from the standpoint of student pharmacist training,
colleges and schools must strive to establish a diverse stu-
dent body for the purpose of creating a heterogeneous
learning environment. Meeting this objective will allow
students to interact with a diverse range of students that
is somewhat reflective of the general population and to
develop knowledge, skills, and attitudes that will help
them better serve diverse patient populations.

CONCLUSION
Female applicants, non-URMs, applicants with

higher than a bachelor’s degree, and applicants whose
parents attained a doctoral degree were associated with
higher mean GPAs and PCAT scores and accepted to
a higher proportion of schools to which they applied.
Colleges and schools of pharmacy can use these data as
a benchmark when evaluating admissions processes. Fur-
ther research is warranted to evaluate potential interac-
tions between diversity-related subgroups, temporal
trends in diversity-related characteristics, and the effect
of diversity-related characteristics on qualitative noncog-
nitive variables.
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