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The past century saw spectacular gains in the
breadth and depth of biomedical knowledge, but the po-
tential of these gains has been limited by inadequate,
inequitable, and inefficient translation of knowledge
and skills to the health care workplace.1 The needed
transformations in education and practice will not come
at the desired rate without new approaches and commit-
ment to change from all stakeholders, including educa-
tors, practitioners, regulators, policy makers, and those
responsible for assuring educational quality. Without
behavioral and performance changes among practi-
tioners that have a positive impact on practice and pa-
tient outcomes, continuing education activities will not
fully achieve their desired objectives.2

INTRODUCTION
While many countries have made major changes to

the way that the members of the health workforce are
educated and trained before entering service, not as much
attention has been given to models and approaches—
including regulatory systems—that assure on-going
competence and support practitioners’ professional devel-
opment. Not all countries have postgraduate requirements
for practice (such as licensure or registration) beyond
graduation from an approved educational program, nor
for maintenance of licensure/registration, where applica-
ble. Although the number is growing, few countries have
national systems or structures in place to ensure the qual-
ity of continuing education (CE) activities.3 Substantial
differences in requirements for pharmacist relicensure ex-
ist globally in terms of quality and quantity of CE. Even
within some countries, differences exist.4

Uptake and implementation of the continuing pro-
fessional development (CPD) model has been slow. Not
all pharmacists are convinced yet of the benefits of the
model, which entails more learner effort and engagement
than traditional CE.5 Moreover, self-directed lifelong
learning requires certain skills and attitudes best developed

before graduation; adult learners achieving them is
likely to be more of a challenge.6 Factors beyond
methodology also impact the outcomes and impact of
learning; these include organizational, political, and reg-
ulatory constraints.

In countries that have requirements for CE or CPD,
systems are credit-based or time-based, and learners are,
in most cases, only required to produce evidence of par-
ticipation in a specified minimum quantity of CE. Not all
countries have systems or standards in place to ensure
quality educational activities, and where they do exist,
they largely focus on the structure and process of the
educational activity. There are generally no requirements
for the learner to provide rationale for participation in the
activity (context; ie, relevance or identified learning need
or goal), evidence of meaningful personal learning (out-
comes), or changes to practice and improvements for pa-
tients (impact).7

Therefore, pharmacists pursuing educational ac-
tivities or employers investing in employee develop-
ment and directing educational efforts often rely on
a subjective assessment of the quality and benefits of
that education. Quality assurance systems for CE must
consider real health care needs and priorities, which
should be adopted at the individual, organizational,
and national levels and include multidisciplinary and
transnational approaches.

Challenges in pharmacy continuing education
As the need for new competencies grows, quantity

but not necessarily quality educational programs in-
crease. Pharmacists may avoid more demanding and
time-intensive educational activities, given that pharma-
cists have cited time as a barrier to adopting the CPD
approach.8,9 Knowledge-based activities can be delivered
in a relatively shorter time, but application and practice-
based activities—as defined by the Accreditation Council
for Pharmacy Education (ACPE)—take longer. In recent
years, knowledge-based activities have constituted more
than 90% of ACPE-accredited CE activities.10 Higher
quality educational activities are likely to bemore complex
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but, therefore, more expensive to provide, and cost is also
a barrier to participation.9 National organizations and uni-
versities that organize such activities may be challenged to
attract enough participants. Many pharmacists pursue CE
only to fulfill the requirement of collecting CE points or
credits for license renewal. Sometimes they collect points
despite only passive involvement, and in some cases, only
declare their presence at the education sessions. Outcomes
of the training and willingness to apply the learning to
practice are rarely evaluated or quality assured.

Leading organizations have called for radical
changes in CE models for health professionals, and
CPDhas been advocated as a promisingmodel.2 Continu-
ing professional development entails lifelong active par-
ticipation in learning activities that assists individuals in
developing and maintaining continuing competence, in
enhancing their professional practice, and in supporting
achievement of their career goals.11 This method is also
described as a self-directed, ongoing, systematic, and
outcomes-focused approach to learning and professional
development.12

The need to expand and equip the global healthwork-
force to meet societal needs has resulted in increased
capacity in education and training. In some countries, this
expansion has been achieved, but not always qualita-
tively. In recent years, the International Pharmaceutical
Federation’s Education Initiative (FIPEd) initiated and
developed competency-based educational models, in-
cluding programs and frameworks to evaluate and en-
hance the quality of education and to support countries
in their own quality improvement and capacity-building
initiatives.13 Newmodels for self-directed lifelong learn-
ing are advocated, which, can be used to tailor, document,
and evaluate individualized educational plans to develop
health care professionals’ competencies. 14-16

Competency evaluation and development using the
CPD approach

To optimally achieve educational goals and increase
competent pharmacy practice, the current level of practi-
tioners’ competency needs to be evaluated.17 The evalu-
ation can be done on an individual, organizational, or
national level, and undertaken as self-assessment or by
external assessors, peers, or national organizations. Eval-
uation should be objective and structured, and not based
on acceptance of expected standards of conduct in prin-
ciple, but on alignment of the practitioner’s attitude and
actual behavior in practice.18 Such an evaluation would
expose possible discrepancies, omissions, and inconsis-
tencies in pharmaceutical care and provide a framework
for development of competencies using appropriate learn-
ing activities.19

An example of such an assessment tool is theGlobal
Competency Framework developed by FIP. It has been
validated internationally and is already in use in many
countries, including Australia and in Europe. According
to this model, the professional and scientific competen-
cies of pharmacists are divided into 4 basic groups of
competencies: (1) pharmaceutical care, (2) public health,
(3) organization and management, and (4) professional
and personal.While FIP envisions the framework primar-
ily to be used at a national level for quality assurance or
review by “external” evaluators, individual institutions
could also use the framework in self-assessment and qual-
ity improvement efforts. As many countries have not yet
developed national frameworks, FIP recommends these
countries base the development of their frameworks on
this global tool.20

Many countries, however, lack the resources, exper-
tise, and experience to effectively ensure the quality of
their education and training, especially CE and CPD.
Some regulatory systems—which are intended to protect
the public by assuring that practitioners become and re-
main competent to practice—and core requirements for
CE and CPD have not changed significantly in decades
despite changes occurring in health care delivery and the
abundance of evidence regarding suboptimal approaches
to life-long learning in place.21-23 Mandatory participa-
tion in a prescribed “quantity” of CE activities (typically
a number of hours, units, or credits) is still the most com-
mon regulatory model among health professions.24 Such
systems, however, are at best a proxy for assurance of
competence. Often, gaps exist between the classroom
and theworkplace.2 In some cases, there is no opportunity
to apply the learning to practice, so the learning cannot be
sustained. Also themandatory (ie, directed) accumulation
of CE credits can lead to disengaged, dependent, and
passive learners.25,26

Regulatory systems are likely to address the “low-
est common denominator” in terms of competence.
These systems are designed to minimize the chance of
harm to the patient, and not necessarily to assess
performance, evaluate competencies, and support ad-
vances in practice. They encounter difficulties ade-
quately addressing expanding and emerging scopes of
practice and competence, whichmay bemeasured using
objective examination and achieved through advanced
or specialized education and training. As professionals,
health care practitioners need to assume a greater re-
sponsibility for ensuring their own level of competence
in their practice (knowledge, skills, attitudes, and
values (KSAV)) associated with their professional
responsibilities.27 They also need to develop the skills
and attitudes to self-direct lifelong learning—skills and
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attitudes not all practitioners achieved in their preser-
vice education.

Quality criteria in continuing pharmacy education
Education and training of health professionals must

be viewed and treated as a continuum by all key stake-
holders, including educators, practitioners, employers,
regulators, policy makers, and quality assurance (QA)/
accreditation agencies. Quality assurance systems must
ensure educational programs are competency-based, re-
flect a vision for practice and education developed
through profession-wide consensus, are of high quality
and appropriate, and meet the needs of the country and
its people.28 A CE activity must meet several quality cri-
teria. In recent years, the main focus, with respect to qual-
ity of pharmacy education, has been on structure, process
and outcomes, and the criteria included the following
categories: the length of education (hours), the form of
the educational activity (lectures, workshops, tests),
trainers’ academic qualifications and affiliations, the sci-
entific basis of the content, active involvement of partic-
ipants, and the evaluation of acquired knowledge and
skills.28-30 Contemporary approaches, however, must go
beyond these 3 “pillars” to include context and impact,
which together reflect and address social accountability as
described by Boelen and Woollard.31,32 A new model,
adopted by FIP in the second edition of itsGlobal Frame-
work for Quality Assurance of Pharmacy Education, is
based on 5 pillars and 3 foundations (Figure 1).28

Countries that have adopted a CPD-oriented ap-
proach to requirements for maintaining a license, in phar-
macy and other health professions, are increasingly

addressing all 5 pillars: context, structure, process, out-
comes, and impact. For learners, identifying the learning
context is achieved through reflection; choosing and com-
pleting formal and informal educational activities with
the most appropriate structure and process is achieved
through planning; assessing outcomes is achieved by
evaluating what has been learned and achieved as a result
of the educational activities; and impact is evaluated once
the learning has been applied to practice. Figure 2 shows
how the 5 pillars are aligned at each stage of the CPD
cycle. The 3 competency foundations of ethics, practice,
and science need to be considered at each stage. For the
provider, addressing all 5 pillars is critical. Examples of
how ACPE’s Continuing Pharmacy Education (CPE)
Provider Accreditation Standards address the 5 pillars in-
clude the following: educational activities should be
planned and offered in the context of the provider’s mis-
sion (Standard 1); identifying the context for learning
should be achieved through systematic needs assessment
and practice gap analysis (Standard 2); Standards 3
through 8 address structure and process issues; Standards
9 through 11 address outcomes; Standard 12 addresses
impact. The 3 foundations of educational quality are
addressed by several standards, notably, 1, 2, 3, 6, 8,
and 11. A more detailed “mapping” is provided in Table 1,
which highlights opportunities for future improvements
using this model.

Strategies effective in achieving sustained learning
and changes in practitioner behavior and performance are
included in the CPD approach. According to these strat-
egies, learning should involve an area of interest or pref-
erence, relate to daily practice, involve activities selected
in response to an identified need, be interactive and
hands-on, use more than one intervention, be continuing
not opportunistic, use reflection, be self-directed (in con-
tent and context), focus on specific outcomes/objectives,
and include a commitment to change.16

To a large extent, the environment (professional, po-
litical, social, cultural, and regulatory) in which CE pro-
viders operate is beyond their control. The context,
therefore, will determine, or at least influence, the struc-
ture, processes, and outcomes, over which the CE pro-
vider does have some control. The educational
organization should evaluate its impact as a leader in
changing the environment and creating the desired new
environment. In many countries, making these changes
can be challenging and slow.

The insights in this model could help CE providers
address challenges and improve quality, including factors
external and internal to their organizations. Adding con-
text and impact changes the old model from a flat struc-
ture to amore dynamic cyclical form, where the impact ofFigure 1. Pillars and foundations of educational quality
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one or more generations of learners could create new
context and be a driver of change. Drawing additional
attention to context and impact could improve the overall
quality and outcomes of CE activities, given that, in terms
of compliance by accredited providers, educational
needs assessment, and achievement and impact of CPE
mission and goals rank as the fourth lowest (39%provider
compliance) and lowest (24% provider compliance),
respectively.10

PILLARS OF EDUCATIONAL QUALITY IN
PHARMACY
Context

Ideally, offering quality educational activities should
be a key part of the mission of the education provider. At
the same time, the educational needs of the participants—
to serve society and align with organizational, national
and global needs—have to be met. Learning needs may
also relate to observed or documented “gaps” in service
delivery or knowledge, skills, attitudes, and values that

have been observed or documented.2 According toUnited
Nations Educational, Scientific and Cultural Organiza-
tion’s (UNESCO) International Institute for Educational
Planning, context of education should be carefully estab-
lished. Education plans are most likely to succeed if they
result from a process led by the government and internal-
ized by all national stakeholders. It is important that the
process is fully participatory and includes partners who
will implement the plan at the local level. For example,
education providers should participate in expert panels,
surveys, round table discussions, and focus groups in
pharmacy education. The plan has to be strategic, holistic,
feasible, and sensitive to the current situation in the coun-
try or organization. It has to provide principles to fit the
context, so educational activities can be guided by an
overall vision.33 Community plays an important role in
creating a vision of education. There are 3 sets of strategic
levers that can enhance learning through community pro-
cesses: the design of spaces that support learning, the use
of information technologies, and the design of structures

Table 1. Mapping ACPE CPE Provider Standards to the Pillars and Foundations

Standard Context Structure Process Outcomes Impact Science Practice Ethics

1. Goal and Mission of the CPE Provider X X X X X X
2. Educational Needs Assessment X X X X
3. CE Activities X X X X X X X
4. Activity Objectives X X X
5. Commercial Support X X X
6. Faculty X X X X X X
7. Teaching and Learning Methods X X
8. Educational Materials X X X X X
9. Assessment of Learning X X X

10. Assessment Feedback X X
11. Evaluation of Activities X X X X X X X
12. Achievement of Mission and Impact X X X X X

ACPE5Accreditation Council for Pharmacy Education; CPE5continuing pharmacy education

Figure 2. Alignment of the continuing professional development (CPD) cycle with the 5 pillars of educational quality
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for learning that encompasses pedagogy, curriculum, and
co-curricular programming.34

For learners it is important to choose activities that
address practice-related learning needs or goals identified
in advance through reflection and competency evaluation
and that are commensurate with their level of knowledge
and experience. It is essential, therefore, that learners ac-
tively participate in the identification of the learning
needs on which activities are based.11 Learners also need
to set realistic goals and meet the objectives of educa-
tional activities; this applies both to students and practi-
tioners. For educational providers, structured processes
of learning needs assessment at the individual and
profession-wide levels should provide appropriate con-
text for activities, thereby determining the learning objec-
tives and content. Their input in the evaluation of
educational activities will create new context, and will
also result in the expectation that their responses will be
acted upon when asked for feedback on the activity.35

Ascertaining appropriate CE context,- which informs
structure, process, outcomes, and ultimately impact, can
be a challenging process for CE providers, but without it,
the desired impact may not be achieved.

Structure
The structure of the educational activity should be

announced in advance, preferably with a statement about
accreditation, if applicable. Presenters should have appro-
priate qualifications, experience, and teaching ability and
be able to adjust their teaching style according to the
competency area being addressed (KSAV), as well as
moderate the learning styles of participants to support
their well-rounded development. Content should be bal-
anced, objective, evidence-based, referenced, unbiased,
and free from commercial interest and promotional activ-
ity. Learning objectives must be appropriate to the
learners’ competencies and scope of practice. Additional
materials and resources should be provided to learners to
enhance understanding and application of the educational
material in practice. The setting, environment, and facil-
ities must be conducive to learning, and enhance the
learning experience.

Process
Teaching and learning methodologies need to ac-

count for and cater to diverse learners with different
learning styles and preferences, practice backgrounds,
educational qualifications, work experience and genera-
tional issues. Educational activitiesmust use active-learning
strategies and promote problem solving and critical
thinking, as well as reinforce application of learning with
case studies. Active-learning strategies should include

feedback to participants (eg, discussing wrong answers).
Such methodologies pose a greater challenge for individ-
ual presenters and for provider organizations than didac-
tic lectures; they must, however, be accepted as best
practice for effective teaching and learning. Presenters
should be free of conflict of interest, or manage any con-
flicts; that is, they must fully disclose any relevant con-
flicting connection, affiliation, or interest.

An essential part of the process is the evaluation of
the activity by participants. Evaluation should address
applicability of the CE activity to educational needs or
goals, alignment of content with learning objectives, per-
ceived achievement of each stated objective, impact on
personal competencies, quality of presentations (pre-
senter qualifications, experience, and presentation skills,
content validity, and relevance), usefulness of educa-
tional material, opportunities for application in practice,
level of commitment to change, effectiveness of teaching
and learning methods, including active learning, appro-
priateness of learning assessment activities, and percep-
tions of bias or commercialism. Wherever possible,
evaluation should extend to outcomes and impact of the
activity on learners, on their practice/work setting, and on
those to whom services are provided.

Outcomes
Educational activities should have SMART (spe-

cific, measurable, achievable, relevant, timed) learning
objectives.36 Educational activities must contribute to
the development of competent practitioners; therefore,
learning outcomes need to be assessed. In credit-based
systems, CE credit should only be awarded upon demon-
stration of learning, not upon participation alone. Learn-
ing outcomes should be aligned with the daily practice
needs or goals and, if applicable, goals and objectives of
the pharmacist’s organization. In the “Pillars of Quality”
concept, outcomes are considered immediate or short-
term, directly associatedwith or related to the educational
activity, and easily observed or measured. At the lowest
levels, outcomes include participation and satisfaction,
levels 1 and 2 in Moore et al’s expanded continuing med-
ical education (CME) framework).37 At higher levels,
outcomes relate to the individual’s learning, competence
development, behavioral changes, and performance im-
provement (levels 3, 4, and 5 in the framework). Active
participation in learning assists individuals in enhancing
their professional practice and supporting achievement of
their career goals.38

Impact
Assessment of the impact of educational activities,

althoughmore challenging, should beundertakenwherever
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and whenever possible. Ideally, learning should lead to
practice and behavioral changes that positively impact the
learner’s organization, patients, populations, and national
health-related issues. Impact can be visible in increased
learner motivation, which can lead to a greater sense of
responsibility and commitment to change. Learners’
competencies should be developed or enhanced, and
new projects, services, or activities might result in prac-
tice. Both Wass et al and Kansanaho et al showed educa-
tion and training can change the level of pharmacists’
competencies.18,39 A portfolio (eg, a collection of
reported adverse drug reactions, medical reviews, docu-
mented medical interventions) can also be used as evi-
dence of impact as it demonstrates performance.

True success is not in the learning itself, but in its
application to the benefit of mankind.40 This approach
supports education as a process that leads to visible and
measurable improvements in performance of practi-
tioners, behavioral changes in pharmacy practice, and
a positive impact on patient outcomes, fitting the national
context and organizational needs. This principle is appli-
cable to all aspects of pharmaceutical care, public health,
organization and management competencies, as well as
professional skills and personal values.

FOUNDATIONSOFEDUCATIONALQUALITY
IN PHARMACY

In addition to the 5 pillars, quality education in this
approach is based on 3 important foundations: science
(knowledge), practice (skills and experience) and ethics
(attitudes and values). By integrating knowledge, experi-
ence, and personal values, in accordance with profes-
sional roles and responsibilities, a pharmacist can make
choices based on a repertoire of contextually relevant
behaviors.41 This ability is defined as a competence.42

Based on knowledge, experience, attitudes, and values,
competent pharmacists must establish an appropriate re-
lationship with patients, colleagues in pharmacy practice,
and other health care professionals.43 Competency-based
educational activities must, by definition, collectively ad-
dress all competency areas (Figure 1).

Thismodel could helpCEproviders ensure they have
addressed the main challenges in CPE: educational activ-
ities in CE/CPD should be evidence-based and facts prop-
erly referenced (ie, scientific foundation); CE activities
should be offered after graduation and present real-life
situations under the guidance of faculty members who
have practiced pharmacy (ie, practice foundation); 44

educational activities in both CE/CPD and in undergrad-
uate curricula should address pharmacists’ attitudes and
ethics,45 encouraging participants to be dedicated to qual-
ity service and to make their own decisions regarding

scope of professional autonomy and professionalism (ie,
ethical foundation).

In the past, CE activities focused on the knowledge
component of competency.46,47 Several reasons contrib-
ute to this focus: knowledge-based activities are easier to
deliver, an adequate supply of presenters are willing and
qualified to deliver the material, the pharmaceutical in-
dustry financially supports such activities, and themethod
of delivery (didactic, lecture-based) suits the learning
style of most pharmacists and is easily delivered to a
larger number of participants.48,49 Innovation in CE/CPD
should go beyond achieving competencies and ensure that
educational activities have a so-called “3C outcome:”
competent, committed, and compassionate pharmacists.
This translates to education addressing all components
(knowledge, skills, and attitudes) in the right context,with
the right impact. Other innovations can affect the process
and structure of educational activities, offering IT sup-
port, virtual cases, simulation, interprofessional educa-
tion, small group interactive learning, and including
mentors and peers in the CPD process.50

Science
The scientific foundation of education and training

includes authenticity and validity of the principles and
methods used in the process of shaping and increasing
knowledge and skills. Educators and trainers should be
adequately educated, unbiased, and recognized as experts
in the scientific community. Evidence from the medical,
pharmacy, and scientific literature must be appropriately
cited. Content should be recognized as relevant in the
academic community and sourced from scientific data-
bases. Flaws associated with a lack of adequate quality
assurance mechanisms can include incorrect interpreta-
tion and data manipulation, simple and baseless conclu-
sions, and health claims without clinical evidence.

One should not assume that an educational activity
organized or supported by a pharmaceutical company
does not have a satisfactory level of quality (scientific
foundation and evidence base). Many representatives of
this stakeholder group recognize pharmacists as partners
in patient care and support quality, unbiased education
and professional development. In some countries, how-
ever, it has been necessary to introduce standards or cri-
teria for commercial support of education activities for
which CE credit is awarded.51 A code of conduct for the
pharmaceutical industry’s interactions with health care
professionals also exists.52

Practice
Learning should provide clear and evident links with

real-life situations, as well as relevance and applicability
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to practice. Participants may only rate training content
highly be if they feel the activity could be useful in and
applicable to their daily work and if the instructor is per-
sonally experienced in the content area.53 More interac-
tive educational activities are already in place, such as
small group discussions, round tables, problem-based
learning including exchange of experience, and work-
shops with practical examples. Moreover, criteria for
abstract selection at leading international pharmacy con-
ferences include demonstration of the practical aspects of
the learning. New challenges and tasks in pharmacy prac-
tice should be well addressed in educational activities and
updated with current information and guidelines.

Ethics
Incorporating the ethical aspect in training ensures

that the participants are not only receiving new knowl-
edge and experience, but also are reexamining their
motives, values, and attitudes regarding change and im-
provement in practice and patient care. Quality educa-
tional content should address ethical issues, provide
answers, allow participants to develop decision-making
skills in the process of pharmaceutical care, and learn to
responsibly apply acquired knowledge to practice. Highly
valued behavior-shaping processes in education should
increase motivation and professionalism and advance
the reputation of the pharmacy profession in the health
system.54-57 Enhancing the self-image of pharmacists,
fostering commitment to change, and building profes-
sional autonomy and personal development are ethical
aspects of quality in education. 58-60

DISCUSSION
Before pharmacists decide to participate in an educa-

tional activity, they need to assess whether the activity is
based on the foundations of science, practice, and ethics,
and whether its context, structure, process, outcomes, and
(intended) impact suit their current needs, goals, and pro-
fessional orientationwith the guidance of a reliable quality
criteria framework such as the one provided in Appendix
1. This framework is a practical tool to help learners find
a quality CE activity and/or provider and to help providers
self-assess their activities and operations. It also helps
learners assume a role in assuring quality when complet-
ing activity evaluations and providing feedback to the CE
provider. Ensuring time for learning and professional de-
velopment, planning and choosing quality educational ac-
tivities, and actively participating in them are not only
a pharmacist’s right but also his/her duty to demonstrate
professional awareness, responsibility, and autonomy.

Continuing professional development offers a po-
tentially greater “return on investment” for employers

because it has a greater focus on the context of learning
(achieved through reflection on personal and organiza-
tional objectives) and on the outcomes and impact of
learning. Employers who desire outcomes and impact
beyond maintenance of licensure and minimal compe-
tence for their pharmacists and technicians will see the
benefits when practitioners adopt a systematic and struc-
tured approach to learning. Although this concept of CPD
is articulated here in the context of pharmacy, it can be
applied to all health professions education and training.
As such, it can be recognized and adopted by all stake-
holders who have an interest in the quality of education
and competency development.

CONCLUSION
If pharmacy education is life-long, a significant per-

centage of learning occurs after pharmacy school. Phar-
macists must ask themselves in what kind of training and
education they want to invest their time and money. They
should also ask themselves what their role and responsi-
bilities are in ensuring the quality of CE activities; ie, how
they can promote and actively contribute to quality im-
provement. They should also ask to whom they will en-
trust their competency development in their country or
organization. Countries need to adopt a national plan for
the development of the profession. Professional and aca-
demic organizations must agree on the vision for phar-
macy and the profession’s priorities, plans, and strategies
for the future. In the meantime, as described in the pillars
and foundations of quality, pharmacists should set their
own goals and minimum standards below which they
should not agree to be taught or trained.

Most importantly, pharmacy regulators, CE pro-
viders, academic pharmacy, and employers have to be
more engaged in the future of CPD, working together to
define the skills and competencies needed for self-directed,
life-long learning and exploring the impact of CPD on
engagement in the workplace.
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Appendix 1. Quality Criteria Framework to be Used by Providers and Learners to Assess CE and CPD Educational Activities

Are the plans, mission and vision for pharmacy education well coordinated and transparent at the national level? YES - NO
Are the quality criteria (standards) for continuing education clearly defined? YES - NO
50 Questions to Assure the Quality of Educational Activities

1 SCIENCE The lecturers and trainers are adequately educated, qualified, unbiased, and
recognized as the experts in the scientific community.

YES - NO

2 SCIENCE The content and teaching methods are current, evidence-based, and source-
referenced from scientific databases.

YES - NO

3 SCIENCE The content is recognized as relevant in the academic community. YES - NO
4 PRACTICE The education addresses an educational need and/or a knowledge or practice gap. YES - NO
5 PRACTICE Presenters are experienced in the topic area of the lecture or workshop. YES - NO
6 PRACTICE The educational activity provides practical examples and the opportunity to

actively participate and exchange experiences.
YES - NO

7 PRACTICE New challenges and tasks in pharmacy practice are well addressed and updated
with current information and guidelines.

YES - NO

8 PRACTICE The educational activity is useful and applicable to learners’ daily work and
practice.

YES - NO

9 ETHICS The participants are provided with the opportunity to not only receive new
knowledge and skills, but also to re-examine their motives, values, and attitudes.

YES - NO

10 ETHICS Open-ended ethical issues are well addressed in the educational content. YES - NO
11 ETHICS Education provides answers to ethical dilemmas, allowing participants to develop

decision-making skills in the process of pharmaceutical care.
YES - NO

12 ETHICS Behavior-shaping processes in education increase motivation and professionalism
in the pharmacy profession.

YES - NO

13 ETHICS Education is building the self-image of pharmacists and fosters pharmacists’
commitment to change.

YES - NO

14 ETHICS Education is enhancing professional autonomy and personal development based on
ethical aspects of the pharmacy profession.

YES - NO

15 ETHICS Principles of professional ethics and autonomy are guiding pharmacists in the
responsible use of medicines.

YES - NO

16 ETHICS Pharmacists are reminded of an Oath of a Pharmacist and/or Code of Ethics for the
pharmacy profession.

YES - NO

17 CONTEXT Education is based on the evidence of real educational needs, such as competency
evaluation or other “gap” analysis.

YES - NO

18 CONTEXT New findings in science and developments in practice are considered in the
education program.

YES - NO

19 CONTEXT The content is well aligned with official (legal) scope of practice. YES - NO
20 CONTEXT There are opportunities for participation in projects and activities suitable for

competency development.
YES - NO

21 CONTEXT Education provides national and international perspectives on the selected topics. YES - NO
22 STRUCTURE Pharmacists are recognized as partners in patient treatment. YES - NO
23 STRUCTURE There are no conflicts of interest, or conflicts of interest are appropriately

managed.
YES - NO

24 STRUCTURE Learning objectives are appropriate to the competencies and scope of practice of
the learners.

YES - NO

25 STRUCTURE Educational content and teaching style address generational issues. YES - NO
26 STRUCTURE Teaching and learning methodologies account for and cater to diverse learners,

including those with different learning styles and preferences.
YES - NO

27 STRUCTURE Teaching and learning methodologies account for different practice backgrounds. YES - NO
28 STRUCTURE Teaching and learning methodologies account for educational qualifications. YES - NO
29 STRUCTURE Teaching and learning methodologies account for different levels of work

experience.
YES - NO

(Continued)
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Appendix 1. (Continued )

30 STRUCTURE Materials and resources are provided to the learners (or cited) to enhance
understanding and application of the educational material in practice.

YES - NO

31 STRUCTURE Educational activities address all competency areas (knowledge, skills, attitudes,
values).

YES - NO

32 PROCESS The educational activity ensures interactive involvement of the learners. YES - NO
33 PROCESS Content is balanced, objective, and unbiased, especially free from commercial

interest and promotional activity.
YES - NO

34 PROCESS The educational activity uses active learning strategies and exercises and promotes
problem solving and critical thinking.

YES - NO

35 PROCESS Learners actively participate in the identification of learning needs. YES - NO
36 PROCESS Each stated learning objective is achieved. YES - NO
37 PROCESS Time is well managed. YES - NO
38 PROCESS Presenters make full disclosure of any relevant connection, affiliation, or interest. YES - NO
39 PROCESS Evaluation of the activity is provided to and completed by participants. YES - NO
40 PROCESS Elements of the evaluation form address all pillars and foundations of quality such

as : applicability of the activity to meeting learners’ educational needs,
achievement of each stated objective, quality of teaching for all presenters,
usefulness of educational material, effectiveness of teaching and learning
methods (including active learning), appropriateness of learning assessment
activities, perceptions of bias or commercialism.

YES - NO

41 OUTCOMES Outcomes are specific and measurable. YES - NO
42 OUTCOMES Learning outcomes are assessed. YES - NO
43 OUTCOMES CE credits are awarded on demonstration of learning, not just on participation. YES - NO
44 OUTCOMES Learners are developing new skills and accepting new knowledge to improve

patient and population health.
YES - NO

45 IMPACT Impact of educational activities is assessed. YES - NO
46 IMPACT Learning leads to practice and behavior changes, which have an impact on patients,

populations and the learner’s organization.
YES - NO

47 IMPACT Impact is visible through increased motivation that leads to a greater sense of
responsibility and commitment to change.

YES - NO

48 IMPACT New projects, services, or activities are visible in pharmacy practice and
competency development as a result of the education.

YES - NO

49 IMPACT Impact is achieved in leadership and advocacy in the development of the
profession and agents of change.

YES - NO

50 IMPACT Innovations and changes that address or solve national and/or international health
care needs and priorities are encouraged and initiated.

YES - NO
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