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Abstract

Healthcare systems globally are facing new challenges in delivering high quality, effective and equitable care. I believe that pharmacists in health outcomes and comparative effectiveness research have the opportunity to address these challenges by providing better information for healthcare decision making and in so doing, improve the health of populations, and advance the profession. To ensure that pharmacists are adequately trained for this new role, it is important that schools of pharmacy offer didactic and experiential opportunities as part of their curriculum.
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Albert Einstein once said that in the middle of difficulty lies opportunity. This thought has never been truer than in the history of our profession than today, as great challenges and even greater opportunities await a new generation of pharmacists. Globally, healthcare systems are facing the escalating challenge of ensuring that high quality, effective care is delivered to its citizens in an equitable manner. In lower income countries, millions needlessly die from malnutrition and preventable diseases. Developed countries are finding it increasingly difficult to provide for their aging populations. In the United States, for example, the number of persons age 65 and older with Alzheimer’s disease nearly triple by 2050.1 At the same time, the cost of caring for these patients will more than quintuple to over $1 trillion. The rising costs of healthcare hits hardest for those who can least afford it, thereby exacerbating the health disparity between rich and poor.2 Thus all political systems need to face the problem of how to optimally allocate finite health care resources. In the middle of difficulty lies opportunity.

I believe that the clinician-scientist in health outcomes research (HOR) and comparative effectiveness research (CER) can contribute greatly towards solving the problems of our generation and in so doing advance our profession. Traditionally, pharmacists have provided for their patients at the individual level. Indeed, the last half century in the United States has witnessed the development of the clinical pharmacist as an authority in pharmacotherapy.3 Individual patients have benefited tremendously from pharmacists successfully leveraging their clinical expertise. It is clear that further expansion of the clinical role of the pharmacist is needed globally. Additionally, to provide for patients at the population level and to solve the significant problems faced by our health systems, our profession must grow even further. We need pharmacists who are able to complement their clinical acumen with strong analytical ability in order to improve the clinical, humanistic, and economic outcomes for entire populations. 

HOR seeks to assess the end results of particular health care practices and interventions. End results refer to effects that people experience and care about, such as mortality, pain, or changes in the ability to carry out the activities of daily living.4 CER refers to the synthesis or generation evidence that compares the benefits and harms of multiple interventions.5 Both HOR and CER often use of an observational study design. These studies can provide information in cases where randomized controlled trials (RCT) cannot be easily conducted (e.g. studies incorporating active comparators, or studies which make prospective RCTs logistically and ethnically impossible). By focusing on relevant clinical endpoints and by complementing RCT data, HOR and CER studies aim to improve clinical decision making and in so doing improve patient health and decrease cost. One example of the advantage of outcomes data is in the treatment of atrial fibrillation (AF). Clinical practice guidelines for AF have largely been based on RCTs which found no difference between rate and rhythm control strategies.6,7,8 However, actual clinical practice in the treatment of atrial fibrillation differed from both guideline recommendations and RCT conditions and it is unclear from RCTs how these real-life differences might impact patient outcomes.9 Therefore a 1-year observational, multi-national, longitudinal study is currently being conducted to assess whether there are actual outcomes differences between various treatment strategies practiced in the real world setting.10 

In recognition of the potential benefit of health outcomes studies, in 2010 the United States established a new institute known as the Patient Centered Outcomes Research Institute specifically aimed at generating and disseminating health outcomes evidence. Given the potential impact that HOR and CER can have on the health of populations and given the unique skills and training of pharmacists as drug therapy experts, there is a surprising lack of pharmacist involvement in this field. An assessment of the comparative effectiveness research grants awarded by the Agency for Healthcare Research and Quality (AHRQ) between September 2008 to September 2009 revealed that out of the 48 grants awarded, 26 principal investigators were awarded to medical doctors, 23 were awarded to doctoral researchers (PhD, ScD, or DrPH), and only 1 was awarded to a doctor of pharmacy. 


To ensure that the next generation of pharmacists is adequately trained to become clinician-researchers, pharmacy schools should offer more didactic and experiential opportunities in this growing field. Some of the courses offered by my school which I found to be particularly helpful included courses in health care delivery, managed care pharmacy, epidemiology, and pharmacoeconomics. The health care delivery course introduced students to the healthcare system, its stakeholders and the current issues faced by the US healthcare system and how they could be addressed through analytics. The biostatistics and pharmacoeconomics courses equipped students with basic analytical skills to begin research. Finally, the managed care course gave students a vision of how pharmacists, within the context of the health care system, can practically use analytical tools to improve healthcare decision making and thereby impact population health. 


Internship opportunities are invaluable for getting hands-on experience in outcomes research. Throughout my time in pharmacy school, I was fortunate to have the opportunity to work for a drug information service at Kaiser Permanente, a nonprofit managed care organization, an outcomes research group at Allergan Inc. a pharmaceutical manufacturer, and a governmental outcomes research group at the AHRQ. Through these experiences, I learned how population data is vital to the function of different organizations. At Kaiser, I saw how the results of studies were incorporated into decision making. At AHRQ and at Allergan I helped to plan outcomes studies and came to understand the research questions which can be answered by this type of study. To conclude, healthcare systems are facing unprecedented challenges and these challenges represent excellent opportunities for the growth of the pharmacy profession.  
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