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WHY MEMBERSHIP NEEDS TO BE
MORE THAN JUST AN ANNUAL
RENEWAL PAYMENT

BY DEB SALTMARCHE, CHAIR OF THE BOARD AND DENNIS DARBY, CEO

A

s pharmacists, pharmacy
students, or pharmacy
technicians, we’re driven to
provide the best support
and services possible to our patients
every day. We safeguard their health
and champion their care with doctors,
relatives, payors – the list is endless.
The Ontario Pharmacists Association is equally dedicated to making
sure its members are empowered to
provide patients with the best care
possible — whether that’s by providing the tools and resources you need
in the pharmacy, or advocating to
expand the scope of services pharmacists are authorized to provide.
The Board and leadership at OPA
actively champion the important
work that pharmacy professionals
do, the vital healthcare you provide,
and the potential that exists for
pharmacists to do even more with
government, payors, patients, and
other key stakeholders. It’s a job that
has its challenges, but the rewards
are significant.
Over the past few years, we’ve made
important leaps forward — expansion
of the MedsCheck program, pharmacy-based smoking cessation, flu
shots, adaptations and renewals, and
the Pharmaceutical Opinion Program to name just a few. And we’re
gaining momentum. In 2015 alone,

we’re working to:
• Enable pharmacists to assess and
treat common ailments.
• Expand the number and type of
immunizations that pharmacists
can provide.
• Extend the pharmacy-based smoking cessation program to allow
pharmacists to help all Ontarians
who want to quit smoking.
As your professional association,
OPA’s leadership and the Board of
Directors are committed to pursuing
these changes. But the only way we
can be successful is with you, Ontario’s pharmacists, in our corner.
We need you to invest in membership. But that investment, that
payment, is only the first step. We
also need you to get involved.
Often, we hear that members don’t
know how to get involved, or don’t
have time to get involved. Some
see their membership payment as
“active” participation in the efforts
of the Association. We
would
argue that as members, we are all
obligated to do more than just get
out our credit cards once a year.
Reading your email blasts, emailing your Board representatives with
questions or concerns, attending a
district meeting or online town hall,
volunteering to sit on a committee or

participate in media relations efforts
– all are great, easy ways to participate. Earlier this year, your Board
of Directors introduced a series of
regular online surveys designed to
help members set the agenda of
our meetings and direct the focus of
the Association. We encourage you
to take the three minutes required
to have your say on these important
issues. Helping us set the agenda
for our meetings and the year ahead
ensures that your needs and concerns are being addressed. Finding
a way to get involved ensures that
OPA is connected to the needs of
its members, and helps us meet our
mutual goals of advancing pharmacy practice and patient care.
As Chair and CEO, we have committed to lead OPA’s efforts to advocate
with impact and help leave a memorable impression with patients and
other key stakeholders. The rest of
your Board stands with us on this, as
does the team at OPA. We’re asking
for your support as well. Renew your
OPA membership for 2015, or apply
to become a member for the first
time and join thousands of other
pharmacy professionals who are
proud of the work we do, inspired
to help the profession evolve, and
driven to provide the best possible
care to patients across the province.
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PHARMACIST ADVOCACY:
GOOD FOR THE PROFESSION,
GOOD FOR PATIENTS, GOOD
FOR ONTARIO
BY JOSEPH RAGUSA, SUSSEX STRATEGY GROUP

W

ithin the public affairs
world, the word advocacy is used often.
Before getting into the
nuts and bolts of pharmacist advocacy in Ontario, it is worth taking a
moment to consider what the word
actually means. This being 2014, we
look where else, but to Wikipedia:
Advocacy is a political process by
an individual or group which aims to
influence public-policy and resource
allocation decisions within political,
economic, and social systems and
institutions. Advocacy can include
many activities that a person or
organization undertakes including
media campaigns, public speaking, commissioning and publishing
research or conducting exit poll or
the filing of an amicus brief. Lobbying (often by lobby groups) is a
form of advocacy where a direct
approach is made to legislators on
an issue which plays a significant
role in modern politics.1
As you read this, you can almost hear
the members, the Board, and staff of
the Ontario Pharmacists Association
saying yes, we do that, that, and that.
Throw in a healthy dose of social
media and yes, we do that too.

In any advocacy campaign that is
geared toward government, it is a
given that the organization that is
conducting the advocacy campaign
is working from the perspective of
self interest. People in government
expect that; it is fair game. What
distinguishes OPA and its members
is that its advocacy and lobbying
efforts are conducted from a position of “enlightened self interest”;
that is, OPA’s proposals are good not
only for pharmacists and pharmacies, they also anticipate and answer
several fundamentally important
questions:
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• How/why are these proposals
good for patients?
• Is this good public policy?
• Will it lead to better health care?
• Can the outcomes be measured?
• Are the proposals cost effective/
fiscally responsible?
• Are there financial offsets or
system savings?
• Do the ideas make for good politics, in as far as having broad
public acceptance?
• Who else supports this, who is
opposed, and can that opposition
be mitigated?

As OPA conducts its advocacy campaign on behalf of
Ontario’s pharmacists, the Association has good, credible
answers to all of these questions. The ability to answer
these questions is what enables OPA to speak from a
position of enlightened self interest—the best place to
advocate from.
A good example of this approach is the expansion of
pharmacists’ scope of practice. As the enabling legislation was passed in December 2009, and regulations were
developed by the Ontario College of Pharmacists and
the Ministry of Health and Long-Term Care in the three
years that followed, the world economy and the province’s
fiscal situation were the worst that they have been since
the 1930s. This presented a challenge in that the government’s ability to introduce, and pay for, anything new
was severely constrained. Notwithstanding this, OPA was
able to secure approval for the pharmacy flu shot program, along with modest reimbursement for this service in
October of 2012. In its first two seasons, the program has
proven to be very popular with the public, who have indicated their acceptance of pharmacists taking on this role.
It has been cost effective. It has led to better health care,
with former Health Minister Deb Matthews herself offering up the program as the reason why Ontario had more
moderate incidence of the flu than some other Canadian
provinces as winter ended in 2014. As well as being popular and fiscally responsible, the program has proven to be
safe for patients. This is an important factor for a government that is considering additional professional services
to be carried out by pharmacists.

continue to articulate clear policy objectives (they do), and
can answer the questions outlined above (they can), success will be a matter of when, not if, it is achieved.
References
http://en.wikipedia.org/wiki/Advocacy (accessed September 17, 2014)

It is important that the advocacy efforts to achieve this
further expansion of scope be carried out centrally by OPA
leadership, but also by pharmacists across the province.
Legendary American politician Tip O’Neill once said that
all politics is local; he was right. When MPPs in cities and
towns across the province hear that these issues matter
in their local communities, they are more likely to be
supportive, and more likely to speak up in favour of pharmacists at Queen’s Park.
Finally, pharmacists should remember that any successful advocacy campaign that is targeted at the Ministry of
Health and Long-Term Care must be first and foremost
about better patient care; funding is a tool that enables
that improved care. Bearing that in mind, if pharmacists
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OWNERS ADVISORY COUNCIL
BRINGS NEW PERSPECTIVE TO
OPA’S ECONOMIC EFFORTS
BY DENNIS DARBY, CEO

W

ith the continuing evolution of the pharmacy profession, there is a growing need for
the Ontario Pharmacists Association (OPA)
to ensure it represents the interests of all
members of the profession — students, registered technicians, hospital pharmacists, long-term care pharmacists,
staff pharmacists in community settings, owners and managers. In order to capture the best information from each
of these groups within the profession, it is imperative that
OPA and its Board find ways to improve opportunities for
member participation.
In 2012, OPA’s board proposed a change to its By-law to
permit the formation of advisory councils that would bring
together specific sections of the profession to debate
issues, develop policy initiatives or solve problems where
subject-specific expertise was needed. At the 2012 annual
general meeting, Darryl Moore, who was Chair of the
meeting, commented in his remarks to members: “Changes
in the profession and the practice we are facing today are
different and more complex than ever before, and OPA
must evolve to solve problems our predecessors could
hardly have imagined.”
In the changes ratified by members, the Board envisioned
councils related to front-line practice, primary care, the
unique role of technicians, and the specific issues affecting owners, big and small. Given OPA’s strong practice and
clinical strengths, as evidenced by our education and drug
information efforts, and the leadership role our members
have played in the development and improvement of
professional services like MedsCheck, councils to address
these areas were deemed to be part of a second wave of
changes. The first wave, the implementation of an Owners
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• In addition, 2 members of the council (one corporate, one
independent) will sit as full OPA board members.
• For 2014:

Chain/Banner
Representative Caucus

Independent Owners Caucus

Current OCDA member companies who agree to participate and
join OPA as corporate members.

Self selected owners who commit to participate and contribute
fully. As of December 14, approximately 120 stores responded.

Appoint

Elect

Elect

Owners Council/
Economics
Committee
3 year term
(equal number of members
from each caucus)
1 Co-chair

10–12
committee
members

10–12
committee
members

1 Co-chair

Reports to

OPA Board of Directors
10 District Representatives
2 Students
1 Hospital
Appointed board representative joins
OPA Board (2 year term)

2 Directors-at-Large
2 from Owners Council

Elected board representative joins
OPA Board (2 year term)

Reports to

OPA MEMBERSHIP

Individuals, Owners, Corporate
December 17, 2013

Want more information on the
Owners Advisory Council?
For more information on the
Owners Advisory Council, please
email mail@opatoday.com or
contact one of the Owners
Advisory Council representatives to OPA’s Board:

John Girgis
Owners Advisory Council
Representative
(Independent Caucus)
ocarep2@opatoday.com

Jeannette Wang
Owners Advisory Council
Representative
(Corporate Caucus)
oacchainrep@opatoday.com
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Advisory Council, was determined
based on an identified need to improve
OPA’s effectiveness in the area of economic advocacy – helping to enable
the important changes resulting from
expanded scope. While OPA advocates
for excellence in practice and care, for
the continuing evolution of practice,
and for recognition of the leadership
and expertise that all pharmacists bring
to patient care in Ontario, we need to
balance that work by a strengthening
of our voice in matters related to the
business and economic side of pharmacy. Without strength in both areas,
we cannot expect to succeed in getting the support our members need to
take on and truly deliver real change in
patient outcomes.
The Owners Advisory Council:
Overview
At the 2013 Annual General Meeting,
OPA announced plans to establish
a new standing committee of the
Board of Directors with a mandate
to advise the Board on matters of
pharmacy economics, to direct the
economic-related research and
policy work done by OPA staff, and
assist in setting the economic components of our advocacy goals. Its
role will supersede the role of the
OPA economics committee that
has been in existence for a number
of years. The new Owners Advisory
Council will take on the important
role of bringing together owners
from all types of community practice
to focus on the best ways to provide
appropriate and fair reimbursement
for the costs of the current and new
scope of pharmacists.
The Owners Advisory Council, made
up of an independent caucus and
a chain/banner caucus, held its
first meeting in early 2014, and one
representative from each caucus
was nominated to OPA’s Board of
Directors this past June. These representatives will serve a two-year
term, providing them an opportunity
to help guide how the Association
responds to existing and emerging
economic issues that have an impact
on the business of pharmacy. Over
the past 18 months, the Board and
staff have been actively canvassing
the pharmacy community, encouraging owners to participate.

across the province had joined the
independent caucus, and seven corporate owners had signed on to the
chain/banner caucus. This strong
support is enabling the Owners
Advisory Council to have an important impact on the way OPA tackles
economic issues, and provides a critical mass of expertise that will allow
us to determine the most effective
economic priorities for the profession, and to achieve better employee
and employer satisfaction as we all
do more to provide accessible health
care to the patients we serve.
The mandate for 2014-15
The Ontario Pharmacists Association
has been consistent in its message
to government over the last year:
enabling pharmacists to provide
more health care will save the system
money and increase capacity across
the healthcare spectrum. By providing accessible care in a timely fashion,
this profession can help pick up
some of the slack in a system that is
increasingly overburdened. Our three

key asks – enabling pharmacists to
assess and treat common ailments;
expanding pharmacists’ authority to
provide immunizations for key public
health needs like pneumococcal
infections, shingles, HPV, and travel
vaccines; and extending the successful smoking cessation program to all
Ontarians who smoke – meet the test
of accessible, high value care delivered in the community by qualified
and respected providers.
As a first priority the Council will
look at the available data, assess
best practices, and recommend compensation systems that will incent
pharmacy owners and pharmacists
alike to bring these common sense
ideas to fruition.
Over the coming months, watch for
updates from the Owners Council,
and think about participating yourself if you have the inclination. The
Board and the Council are always
looking for more good ideas to help
improve our thinking.

HealtH law
Providing legal advice and
representation to pharmacists on
all types of College matters.
lad Kucis
Partner
t 416 . 864. 3114
LKucis@gardiner-roberts.com

Registration • Complaints • Investigations • Discipline • Reviews/Appeals

An important collaboration by
owners focused on better care
for patients
By mid-2014, more than 120 independent pharmacy owners from
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Scotia Plaza, 40 King St W, Suite 3100
Toronto, ON M5H 3Y2
www.gardiner-roberts.com

PREPARING FOR A COMMON
AILMENTS PROGRAM

WHAT ONTARIO CAN LEARN FROM SASKATCHEWAN’S EXPERIENCE
BY LINDSAY GEORGE
pharmacists to assess and, if necessary, treat common ailments, and
have turned that authority into a successful program that gives patients
yet another option for accessing
dependable, expert care. Saskatchewan is one such example. The
province started on the road toward
prescriptive authority for pharmacists
in 2000 and the process evolved over
the next 10 years, culminating in legislation that came into force in March
2011 enabling pharmacists with this
expanded scope and authority.

E

xpanding pharmacists’ scope
of practice to include the
ability to assess and treat
common (also referred to
as minor) ailments is a key policy
priority for the Ontario Pharmacists
Association. Not only does this
authority make sense in terms of
supporting enhanced patient care,

but fully utilizing the skills and
knowledge of pharmacists in this
area also represents significant
cost savings and efficiencies to the
healthcare system.
Looking across the country, there
are good examples of other provinces that have successfully enabled

The Ontario Pharmacists Association
recently spoke with Ray Joubert,
Registrar for the Saskatchewan College of Pharmacists, about some of
the training and planning that was
required for pharmacists as they prepared to implement that province’s
common ailments program.
OPA: Many pharmacists are already
supporting patients with these types
of conditions. Why is professional
development on common ailments
important?

Diabetes: Do I have to give up the
foods that I enjoy?
Have your clients call us to speak to a Registered Dietitian for FREE.
Call 1-877-510-510-2. Talk to us in English and over 100 other languages!
Monday to Friday 9am to 5pm and Tuesday and Thursday evenings until 9pm.
Ask for a free copy of diabetes information to be sent to you.

Visit us online at www.eatrightontario.ca

Dietitians of Canada acknowledges the financial support of EatRight Ontario by the Ontario government.
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Ray Joubert (RJ): Training was a
process related to showing pharmacists how to use the guidelines to
prescribe safely. Because pharmacists had not previously trained to
formally diagnose, but are trained to
assess the needs of the patient, the
guidelines offered decision support
tools, and evidence from the literature provided important context.
We interpreted [the legislation] to
mean that pharmacists can rely, to
varying degrees, on the accuracy of
the patient’s self-diagnosis or indication of the presence of a minor
ailment. Hence, our training was also
designed to enhance the pharmacists’ assessment skills.
OPA: Was training required or
recommended?
RJ: Initially, our policy was that training
on the first three approved conditions
(mild acne, cold sores, insect bites)
was required for the pharmacist to
assess and prescribe competently,
with training on subsequent conditions being optional as the conditions
were introduced and the pharmacist
self-identified the need to refresh or
enhance skills. Since then, we have
made training on the first three conditions mandatory for licensure (except
for those who do not practice in a
self-care environment), and a significant majority of members enrolled
in the optional programs once they
became available.
OPA: What has been the biggest
challenge in implementing a training
program around common ailments?
RJ: We experienced some resistance
from the Saskatchewan Medical
Association which led to phasing
in implementation in order to allow
pharmacists to gain experience and
to inform decisions to either expand
or contract our role according to
three categories:
• Green = Go (mild acne, cold sores,
insect bites)
• Amber = Review (allergic rhinitis,
atopic dermatitis, oral aphthous
ulcers, diaper dermatitis, tinea
infections, musculoskeletal pain,
stiffness, spasm, oral thrush, superficial bacterial skin infections)
• Red = Stop/Reconsider (dysmenorrhea, GERD, hemorrhoids)
This is where research played an
important role. For the “green” conditions, we found that healthy people
are choosing [the pharmacist] option

Implementation timeline
for Saskatchewan’s minor
ailments program
February 2012: Mild acne, cold sores, insect bites implemented, with a first
assessment fee negotiated by the Pharmacists’ Association of Saskatchewan
May 2012: Allergic rhinitis, diaper dermatitis, oral aphthous ulcers, and oral
thrush are added to the payment schedule
May 2014: Atopic dermatitis, GERD, musculoskeletal strains and sprains,
superficial skin infections, tinea skin infections, dysmenorrhea, dyspepsia,
headache, and hemorrhoids are added to the payment schedule

because of their trust in the pharmacist and for matters of convenience
and ease of accessibility. Their
symptoms improved with minimal
downside, satisfaction was high, and
preliminary findings indicated that
such services can save money for the
healthcare system. The next phases
in the research will be to examine
other conditions and to conduct an
economic analysis of the service.
OPA: What were some of the success factors to your approach?
RJ: During the process, we collaborated with stakeholders as much
as possible. We utilized a series
of implementation strategies that
recognized the competencies of
pharmacists and provided support
so that pharmacists could apply
these competencies confidently. We
would recommend the same process to others such as OPA who are
embarking upon similar initiatives.
Other critical success factors include
a quality assurance framework
and the establishment of strong
partnerships with the College of
Pharmacy and Nutrition, University
of Saskatchewan (for providing the
guidelines, training and research
support), and the Pharmacists’ Association of Saskatchewan.
OPA: What recommendations would
you give to pharmacists who are
looking at additional training in anticipation of this type of expanded role?
RJ: We advise reflecting upon what
you are already able to do, and then
supplementing those skills with
enhanced assessment abilities so
that you are confidently able to distinguish between when to prescribe,
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treat with another alternative, or
refer the patient to another health
care professional.
OPA: What’s next for Saskatchewan?
RJ: We are planning to leverage
what has worked and to continue
our phased-in approach with an
ongoing commitment to our quality assurance framework for the
next group of conditions where the
pharmacist may prescribe upon initial diagnosis by a physician. These
include conjunctivitis, erectile dysfunction, headache and migraine,
herpes zoster, influenza treatment/
prophylaxis, obesity, pharyngitis, and
urinary tract infections in women.
We are also considering smoking
cessation agents as adjuncts to recognized cessation programs similar
to what Ontario already has in place
and short-course oral contraception as an adjunct to emergency
contraception.
The Ontario Pharmacists Association is continuing its dialogue
with the Saskatchewan College
of Pharmacists, the Pharmacists’
Association of Saskatchewan, and
the Ontario College of Pharmacists
and will continue to advocate for
expanding the role of pharmacists
to include assessing and treating
common ailments – extending the
impact pharmacists can have on the
health and well-being of patients.
This work will include the establishment of an interdisciplinary expert
advisory group, led by OPA and OCP,
and to include, among others, representatives from the Ontario Medical
Association, Registered Nurses Association of Ontario, Ontario Dental
Association, and others.

SURVEY REVEALS PHARMACISTS’
EXPERIENCE WITH, AND
PERCEPTIONS OF, PATIENT CHOICE
(BRAND LOYALTY) CARDS
BY NEDZAD POJSKIC, PhD

I

n the last few years, various types of cards designed
to offset patients’ medication-related cost burden have
been introduced in Ontario and other jurisdictions. One
category of cards, termed patient choice cards (or brand
loyalty cards) have particularly increased in prevalence.
The intent of these cards is to cover most, or in some
instances all, of the cost differential between a branded
drug product and its interchangeable generic counterpart. There are two main card issuing organizations: STI
Technologies Ltd. (InnoviCares) and Cameron Stewart
LifeScience (RxHelp). The emergence of these cards has
created a significant amount of controversy, yet little published information exists about the impact of the cards on
patient care and drug plan expenditures.
The Ontario Pharmacists Association (OPA) has received
numerous inquiries from pharmacists about the proper
usage and adjudication of these cards, and has also been
made aware of instances where pharmacies have been
audited by both public and private drug plans on the basis
of card adjudication. With this in mind, OPA designed and
administered a survey of pharmacists across the province
to learn more about their experiences with and perceptions of the patient choice cards. The ultimate goal of the
survey was to support OPA in providing appropriate support and education to pharmacists regarding the use of
these cards.
The survey was administered over two weeks in August
2014; close to 600 pharmacists responded for a response
rate of approximately seven per cent. The majority of
respondents were pharmacy owners (21.6 per cent), fulltime staff pharmacists (21.2 per cent) or managers (19.5
per cent).
The findings of the survey showed that virtually all pharmacies (97 per cent) accept at least some of the patient
choice cards currently in circulation, with more than 82
per cent accepting all cards on the market. Interestingly,
56 per cent of respondents reported that their pharmacy also distributed these cards. Thirty-five per cent of
respondents reported that their pharmacy processed an
average of one to six cards per week, but a substantial
proportion (26 per cent) reported processing 16 or more
per week. Crestor, Lipitor, Alesse, Concerta, Norvasc, and
Nexium were the top medications for which the respondents reported processing the cards.
The respondents who indicated that their pharmacies
distributed patient choice cards were asked whether they
routinely sought patient consent before processing the
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card. Surprisingly, 18 per cent of respondents indicated
that they only “sometimes” sought consent, and another
nine per cent indicated that they did not seek patient
consent. It is important for pharmacists to recognize that
by distributing the cards they are implicitly taking on the
responsibility to inform patients about the cards, about
who will be seeing their claims information, and to refer
patients to the card’s terms and conditions. With pharmacy-distributed cards it is deemed best practice, although
not an absolute requirement, for pharmacists to always
seek patient consent upon offering a card to the patient
and before its use in the claims adjudication process.
Survey respondents who indicated that they did not distribute patient choice cards were asked about the factors
underlying their decision. Some of the key themes that
emerged included support for the generic drug industry,
concerns over liability, patient confidentiality, increased
workload due to processing, and finally lack of clarity
regarding patient benefit.
Since the introduction of patient choice cards, a number of
important changes have been made regarding the order in
which these cards are expected to be processed in coordination with a patient’s other drug plans. Forty-seven
per cent of respondents reported correctly processing
the cards as a secondary payor, but a substantial proportion (40 per cent) reported processing the card as a
payor of last resort. Pharmacists should be aware that as
of 2013, all patient choice cards have been designated
as secondary payors, with the exception of patients on
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the Ontario Trillium Drug Program for whom the card is
to be processed as a primary payor. (Only eight per cent
of respondents reported correctly processing the card for
Trillium patients).
When asked about the perceived impact of the patient
choice cards on pharmacy revenue, most respondents (43
per cent) were unsure, approximately one quarter indicated no perceived impact, 21 per cent expected decreased
revenue, and 11 per cent expected increased revenue.
With respect to the impact of the cards on patient care,
respondents were almost evenly split between neutral and beneficial impact (42 per cent and 39 per cent
respectively); only about 16 per cent expected the cards
to have a detrimental impact on patient care. Taking all
factors into account, respondents were fairly evenly split
in terms of their overall support for patient choice cards,
with 45 per cent being supportive and 40 per cent being
non-supportive.
This survey is an important first step in understanding the
prevalence of patient choice cards but also in understanding
pharmacists’ practices in adjudicating the cards. The results
clearly indicate that more education is needed about the
proper adjudication of the cards in various scenarios and
the need for effective patient disclosure and communication. The Ontario Pharmacists Association is working
closely with the card vendors and all other stakeholders
to ensure that the appropriate educational resources are
in place for pharmacists to address these goals.

THE ARGUMENT IN FAVOUR OF
DRUG INFORMATION SERVICES
BY MARY COOPLAND
and pharmacists would choose not
to subscribe. Sharing costs across a
large number of subscribers allows
a DI service to provide its subscribers
with access to otherwise expensive
data sources like the International
Journal of Pharmaceutical Compounding, Micromedex, King Guide
to Parenteral Admixtures, UpToDate
and the Natural Medicines Comprehensive Database. The pharmacists
at DIRC are also experienced in
PubMed and Ovid searches –
searches that some pharmacists can
find intimidating. Equally important
are some lesser known resources
that give a great deal of depth on
specific topics.

E

very year, tens of thousands
of questions are fielded by
Ontario’s five approved drug
information (DI) services. The
pharmacists working at these services provide expert information
and support — for a one-time question that stumps the staff at a busy
pharmacy, or for regular outreach
from the lone pharmacist in a small
store who needs reliable support to
meet the ever-changing demands of
his or her practice.
With the evolution of technology,
increasing availability of online
resources, and the introduction of “Dr.
Google,” it would be easy to assume
that formalized DI services are preparing to go the way of the VCR,
rotary dial phone, or 8-Track tapes.
But it’s about more than just accessing information. Subscribing to a DI
service is a cost-effective way for
pharmacy owners to give their team
access to a variety of databases and
subject matter experts, to provide
context around the information provided, and to help busy pharmacists

manage the day-to-day workload
in a pharmacy — by being more productive, handling more prescriptions,
and ultimately spending more time
with patients.
Enabling excellence in
patient care
Unlike many free, online services,
subscription DI services provide
pharmacists with the reassurance
that they are accessing unbiased
databases and specialists. The pharmacists on staff at these services
traditionally have access to a broader
range of databases and resources
than the average community (or
even a smaller hospital) pharmacy,
and so callers can rest assured that
they are getting the most appropriate, credible, timely and practical
data available to answer the questions and concerns of patients and
healthcare professionals alike.
The Ontario Pharmacists Association’s Drug Information and Resource
Centre (DIRC) has access to a wide
variety of databases and resources
to which most individual pharmacies

With a dedicated research library
and thousands of clinical publications on file, a drug information
centre can hunt down the answer
to almost any question – something
pharmacists in busy pharmacies
often don’t have the time to do. For
instance, at DIRC, a DI pharmacist
will routinely check a minimum of
four sources to confirm the correct
answer to a question. If that doesn’t
resolve the question, they keep looking. This exhaustive search ensures
that conflicts between sources don’t
negatively affect a patient. And as a
bonus, since DI pharmacists spend
their day navigating through a wide
variety of drug information sources
and databases, they’re able to
develop efficiencies, and that means
subscribers often get an answer
faster than they would if researching
the question themselves.
Providing access to
diverse experts
But a good DI service is more than
the sum of its databases. Subscribers also get access to pharmacists
with a broad range of professional
designations and additional training
credentials – something pharmacies
strive for in their hiring practices but,
for a variety of reasons, aren’t always
able to accomplish. For example,
the 30 pharmacists working at DIRC
know that they can call on one
of their specialized peers if they
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encounter a question on which they
need additional support or an extra
level of insight. Currently, the DIRC
team includes pharmacists with the
following designations: Certified
Diabetes Educators, Certified Respiratory Educators, Certified Asthma
Educators, and NAMS-Certified
Menopause Practitioners, among
others.
It is often the case that a pharmacist
will call a DI service like DIRC when
they are working alone on their shift
(or sometimes with a technician but
no other pharmacist). Such situations can put a lot of demands on
a pharmacist. Working with a drug
information service means pharmacists have the opportunity to bounce
concerns and ideas off of another
pharmacist, and that two-way conversation can help the caller apply
evidence to specific patient issues
quickly.
Questions that come in to DI services
usually fall into two categories. First,
there are the “everyday” questions
such as those about immunizations
and dosages. These questions might
come in because the pharmacist
simply doesn’t have the 20 minutes

of free time necessary to search for
the answer themselves. Sometimes
they don’t have the resources or
databases that would allow them
to quickly look up or calculate the
correct answer. When patients are
queueing up and the staff count
is low, a DI service becomes the
pharmacy’s on-call research team.
Regardless of the category, having
a DI service as a safety net working
behind the scenes enables front-line
pharmacists to continue providing
uninterrupted patient care.
Second are the “one-off” or uncommon questions. More and more, the
questions being asked of the DIRC
pharmacists are increasingly complex – for example, questions about
possible drug interactions for a
patient who is already on 19 other
medications, or about a unique
formulation for a compound. A DI
service takes this type of time consuming work off the pharmacist’s
plate and yields the highest level of
patient safety.
Protection of the patient is paramount when it comes to the
prescribing and dispensing of medications. Pharmacists represent

the final step in an often complex
process, and patients have a high
amount of trust in the ability of the
profession to ensure their safety.
The role of the pharmacist is to
ensure each patient leaves the pharmacy with the tools and information
to manage their health and wellness; the role of a drug information
service is to support the pharmacist
in the delivery of that care.
Get to know DIRC
For more than 15 years, DIRC has
been Canada’s premier pharmacist-operated drug information
centre, providing expert, reliable drug information services
to more than 2,600 pharmacies
across Ontario.
We know that taking a “one size
fits all” approach to drug information no longer makes sense.
That’s why we offer subscription options designed to meet
your store’s unique needs.
Find out how DIRC can help you
— and subscribe for 2015 today
— at www.opatoday.com.

"We are committed to
advancing generics in Canada.
This is the opportunity."
Dr. Barry Sherman Chairman of the Board / Founder, Apotex Inc.

Apotex understands the challenges
that face Canadian pharmacists today.
We work with your business to make increasing
generic utilization your opportunity.
© 2014, Apotex Inc. All rights reserved.
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The Drug Information and Resource Centre, a division of the Ontario
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Therapeutic Options
FOCUS ON SMOKING CESSATION

By Jane Ling, RPh, BScPhm
President, Central East Association for Smoking Elimination (CEASE) and President, Pharmacists for A Smoke Free Canada.

Tobacco addiction is the single most
preventable cause of morbidity and
mortality in Canada. In 2013, 19.3% of
the population smoke tobacco1 and
every year, approximately 37,000
people die2 from tobacco-related
diseases. Every 11 minutes, a Canadian dies from tobacco use. Every
10 minutes, two Canadian teenagers
start smoking cigarettes; one of them
will lose their life because of it.
Smoking tobacco is known to cause
up to 90% of all lung cancers and
COPD (chronic obstructive pulmonary disease) and is a risk factor
of coronary heart disease, stroke,
peripheral vascular disease, diabetes,
reproductive and fetal developmental diseases, and countless other
conditions.3 Lung cancer is the leading cause of cancer death in Canada,
more than breast cancer, colorectal
cancer and prostate cancer combined.4
Smoking cessation, even after a short
period of time, is known to produce
significant health benefits. Within
12 weeks of smoking cessation,
improvements in oxygen transportation, smell, taste, breathing, energy,
and immune responses are observed.
Within 12 months, the risk of coronary
heart disease will return to half that
of a current smoker and is reduced to
that of a non-smoker by 15 years.3
Smoking cessation treatments have
greater cost effectiveness and clinical efficacy in comparison to other
preventative health measures such
as treatment of hypertension and

hypercholesterolemia. Research has
shown that the cost per life year
saved by smoking cessation interventions makes it the most cost-effective
health care intervention.5

regular basis into the patient profile
• This simple action significantly
increases rates of intervention by
pharmacists as well as the cessation rate by smokers8

For these reasons, assisting patients
with smoking cessation is one of the
most impactful and important interventions a pharmacist will perform.

Advise
• The pharmacist should provide
clear and non-judgemental advice
for patients to quit smoking

This article is intended to provide
an overview of current pharmacotherapies for smoking cessation in
Canada which is based on the CAMH
CAN-ADAPTT Canadian Smoking
Cessation Clinical Practice Guideline
2012 (Canadian Smoking Cessation
Canadian Action Network for the
Advancement, Dissemination and
Adoption of Practice-informed
Tobacco Treatment, Centre for
Addiction and Mental Health)6 as
well as the Ottawa Model Of Smoking
Cessation (OMSC).7

Act
• Minimal interventions, of 1-3 minutes, are effective and should be
offered to every tobacco user
• There is a strong dose-response
relationship between the session
length and successful treatment,
so intensive interventions should
be used whenever possible
• Person to person treatment delivered for four or more sessions is
especially effective in inducing
prolonged abstinence
• Counselling by a variety or combination of delivery formats
(self-help, individual, group, helpline, web-based based) is effective
• Two types of counselling and
behavioural therapies yield significantly higher abstinence rates
and should be included in smoking
cessation treatment: 1) providing
practical counselling (problem
solving/ skill training) and 2) providing support and encouragement
as a part of treatment
• For patients not willing to make a
quit attempt, motivational interviewing techniques by the pharmacist are
effective in increasing the chance
of a future quit attempt.

CURRENT THERAPEUTIC OPTIONS
FOR SMOKING CESSATION
The overall approach to conducting
interventions for smoking cessation
in the primary care setting in the past
has been guided by the 5 A’s – Ask,
Advise, Assess, Assist and Arrange.
The Ottawa Model of Smoking Cessation updates this version to the
3 A’s – Ask, Advise and Act.
Ask (Screening)
• All patients should have their
tobacco status (smoker, ex-smoker,
never smoker) documented on a
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It is important to remember that most
patients will relapse multiple times
before achieving successful longterm abstinence. Pharmacists should
guide patients from pre-contemplation, contemplation, preparation, action,
and finally to maintenance over a
period of time in order to guarantee
a successful quit attempt.9
FIRST LINE PHARMACOTHERAPY
Combining counselling and smoking
cessation medication is more effective than either alone. Therefore both
should be provided to patients trying
to stop smoking where feasible.
Current first-line pharmacotherapies include nicotine replacement
therapy (NRT), bupropion hydrochloride, and varenicline tartrate. Health
Canada recommends thorough consideration should be given to NRT
alone prior to prescribing varenicline
or bupropion.10
The choice of any pharmacotherapy for smoking cessation should be
guided by efficacy, contraindications,
precautions and drug interactions.
Consideration should be given to
patient product experience, preference,
convenience, availability and cost.

No available NRT products deliver
nicotine as quickly as a cigarette,
which can deliver 1 mg to 2 mg of
nicotine per cigarette. The typical
pack-per-day smoker absorbs 20
to 40 mg of nicotine per day.11 Some
patients fail on NRT because the
product monograph does not recommend doses relevant to the level
of nicotine required to prevent withdrawal.12 Certain patients may be fast
metabolizers of nicotine and therefore require higher doses. Dosage
should be titrated to relieve cravings
and withdrawal while minimizing the
adverse effects of nicotine toxicity
(dizziness, nausea, jitteriness). The
estimated lower limit of a lethal
dose of nicotine has been reported
to range between 500 and 1000 mg.13
Figure 1

Preferred language:

A PDF version of this form is available
at: https://www.opatoday.com/professional/resources/for-pharmacists/
tools-and-forms/expanded-scope
under the Smoking Cessation section.
Nicotine replacement therapy (NRT)
products are designed to control cravings by replacing nicotine through
various delivery systems. Available in
Canada are the long-acting transdermal patches as well as the short-acting

II

English

French

Postal Code:
Date of Birth: dd /mm / yy

Other (specify):______________________________________________________________

PHYSICIAN CONSULT [K039, Q042A]

ASSIST
ASSIST

Set Quit Date

Provide patient with copy of Your Quit Smoking Plan

Yes

No

Set Quit Date with patient: QUIT DATE: ______________________
(dd/mm/yy)

Yes

No

ASSIST

Bupropion (Zyban) Contraindications
Pregnant, breast feeding or planning pregnancy
History of seizure disorder or head trauma
Presently taking Bupropion/ Zyban/ Wellbutrin
Previous reaction to Bupropion/ Zyban/ Wellbutrin
Pre-existing or current eating disorder
Excessive use of alcohol/sedatives present or past
Taking anti-depressants, antipsychotics, corticosteroids,
MAO inhibitors, theophyline, cocaine or diet pills
Taking a quinolone antibiotic (e.g. ciprofloxacin)
Severe hepatic impairment
Precautions
Use of oral hypoglycemic products or insulin
Central nervous system tumour

Mental Health
History

Past or current history of:
Anxiety
Depression

Identify
Contraindications/
Precautions

SMOKING CESSATION COUNSELLOR

The Ottawa Model of Smoking Cessation (OMSC) Consult Form is another
useful tool for assisting pharmacists
with evidence-based dosing and
counselling for first-line therapies.
(See Figure 1.)

Patient ID:
Last Name:
First Name:
Address:
City:
Tel:
Email:
MD/NP Name:

Quit Plan Consult Form

The CAN-ADAPTT Algorithm for Tailoring Pharmacotherapy for Tobacco
Addiction (Nov 2013) is a useful tool
for guiding pharmacists in tailoring
pharmacotherapy for patients in any
setting.
A PDF version of this tool is
available at: https://www.nicotinedependenceclinic.com/English/
teach/resources/Visual%20
Aids/Tobacco%20Algorithm%20
updated%20Nov%202013.pdf

Varenicline tartrate (Champix) is a
selective partial agonist that competes with nicotine for the α4β2
nicotinic acetylcholine receptors. By
blocking nicotine from binding to the
α4β2 receptors, varenicline can prevent nicotine from stimulating the
mesolimbic dopamine system (i.e.
reinforcement and reward pathway),
while causing the partial release of
mesolimbic dopamine at a significantly lowered level. This mechanism
reduces a patient’s urge to smoke.
CAN_ADAPTT clinical practice
guidelines report that varenicline
is the most effective form of single
pharmacotherapy for smoking cessation based on available evidence.
The most common adverse event is
nausea, which is reported to be mild,
self-limiting, and resolving over
time.14

gum, lozenge, inhaler and mist.

ASSIST Select
Pharmacotherapy

NRT
PATCH
If time to first cig
is <30 mins of
waking, consider
higher dose NRT

SHORT
ACTING

ARRANGE
Follow-up

Varenicline (Champix) Contraindications
Pregnant, breast feeding or planning pregnancy
Under the age of 18 years
History of renal failure and is taking Cimetidine
Previous drug reaction to Varenicline
Has history of renal failure (check with physician)
History of nausea and vomiting in past two months
(check with physician)
Precautions
Using NRT in addition to Varenicline
Operates heavy machinery (avoid until reaction to
medication is known)
NRT
Dentures/TMJ/Partial/Crown (avoid NRT gum)
Allergy to adhesive (consider clear patch)

Substance use/alcohol abuse

<10 cigs/day

Currently treated:
Yes
No
Other (specify):________________________

10-19 cigs/day

20-29 cigs/day

30-39 cigs/day

40+ cigs/day

7 mg patch

14 mg patch

21 mg patch

28 mg patch
(21 mg + 7 mg)

42 mg patch
(21 mg x 2)

14 mg

21 mg

Inhaler
2 mg gum
2 mg lozenge
Mouth Spray

Inhaler
2 mg gum
2 mg lozenge
Mouth Spray

28 mg
(21 mg + 7 mg)
Inhaler
4 mg gum
4 mg lozenge
Mouth Spray

35 mg patch
(21 mg + 14 mg)
Inhaler
4 mg gum
4 mg lozenge
Mouth Spray

Inhaler
4 mg gum
4 mg lozenge
Mouth Spray

Varenicline - Days 1-3: 0.5 mg once/day; Days 4-7: 0.5 mg BID; Day 8-12 wks 0.5-1mg BID (titrate appropriately)
*Start 8 to 35 days before the quit date
Bupropion - Days 1-3: 150 mg daily (in the morning); Days 4-12 weeks: 150 mg BID.*Start 8 days before the quit date.
No medication prescribed
The Smoking Cessation Automated Follow-up System is monitored jointly by UOHI and Smokers’
Helpline (SHL) to provide assistance to smokers making a quit attempt. All information is kept
confidential and only used for administering and evaluating the follow-up program.
Phone number:
Same as above or alternate: (
)_____________________________
Preferred time of call:
7-9am
9am-12pm
1-5pm
6-9pm
Preferred Method of Follow-up:
Email: ________________________________________
Telephone
FHT Appointment
No Follow-up

REVIEW

______________

Consent to be
contacted by
UOHI/SHL for
Follow-up
Yes

No

Reviewed potential for changes in mood related to quitting smoking
Reviewed medication information with patient
Advised patient on how to prepare for his/her quit date
Discussed smoking routines and triggers and identified strategies for managing cravings
Reminded patient that he/she will need to cut back on caffeine by half after quit date
Reviewed automated Smoker’s Follow-up System instructions with patient

Counsellor Name: _____________________________ Date __________________
Copyright © University of Ottawa Heart Institute

Primary Care Consult – IVR
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Bupropion hydrochloride (Zyban SR)
is a norepinephrine and dopamine
re-uptake inhibitor that decreases
nicotine cravings and symptoms of
withdrawal while interacting with
neural pathways underlying nicotine addiction. It can also be used as
an antidepressant and is thought to
reduce the depressive symptoms of
nicotine withdrawal. Evidence from
clinical trials report that bupropion
aids long-term smoking abstinence
when compared to placebo and nicotine replacement therapy products.
The most common adverse events
include insomnia, dry mouth, and
nausea.14
Combinations
• NRT long-acting patches combined with short-acting NRT have
been shown to improve efficacy
over single use NRT.11
• The combination of bupropion and
NRT has been shown to be effective.14
• Varenicline and bupropion in combination may be effective.15
• Although varenicline and NRT combination is not recommended in the
product monograph (may increase
the risk of nicotine adverse effects),
there is some evidence it is effective
in patients who still have cravings.16
Length of Therapy
Although 12 weeks of pharmacotherapy has been standard in the
past, smoking cessation medications
which are given for up to 26 weeks
have shown to improve long term
abstinence.11
Tobacco Smoke Interactions
Tobacco smoke interacts with
medications via the induction of various metabolic enzymes. Therefore,
when patients are quitting, dosing
of medications may need to be
adjusted. A good resource for pharmacists is the Drug Interactions with
Smoking chart available online at
http://www.ashp.org/DocLibrary/
Policy/Tobacco/Drug-Interactions.
aspx.
2ND LINE PHARMACOTHERAPY
Second-line medications are used
infrequently. Their use should be
considered on a case-by-case basis
when first-line medications, either
alone or in combination, have been
unsuccessful or are contraindicated.
While clonidine and nortriptyline
are considered 2nd line treatments
in US Guidelines,17 the CAMH CANADAPTT guidelines state there is

insufficient evidence to make a recommendation for either.
ALTERNATIVE/UNPROVEN
INTERVENTIONS
To date, alternative therapies such as
acupuncture, hypnotherapy, and laser
therapy have for the most part, been
unsuccessful for smoking cessation.18
Electronic nicotine delivery systems
(ENDS) or E-cigarettes or E-cigs
were developed in Beijing, China by
a pharmacist and brought to the
North American market in 2006.
These electronic devices use a battery-powered heating element,
across which a solution of nicotine,
propylene glycol and glycerin is
drawn. This causes the humectant
to vaporize and subsequently be
inhaled via a small tube as a mist.
At present, few studies exist to support the argument for or against
ENDS with confidence. On one side,
there is potential for harm reduction,
and the potential as a smoking cessation aid. On the other side, there
are concerns about unregulated
manufacturing, dual use and gateway
access for youth to smoke cigarettes
especially when made available in a
variety of flavours.19
SPECIFIC POPULATIONS
YOUTH (CHILDREN & ADOLESCENTS)
Tobacco use typically begins in childhood or early adolescence with only
10% of new smokers initiating the
habit after the age of 18 years.
Summary statements
1. Health care providers who work with
youth (children and adolescents)
should obtain information about
tobacco use (cigarettes, cigarillos,
waterpipe, etc.) on a regular basis.
2. Health care providers are encouraged to provide counselling that
supports abstinence from tobacco
and/or cessation to youth (children and adolescents).
3. Health care providers in pediatric
health care settings should counsel parents/guardians about the
potential harmful effects of second-hand smoke on the health of
their children.
HOSPITAL-BASED POPULATIONS
Smoking is known to have a significant negative impact on risks
associated with hospitalization;

THERAPEUTIC OPTIONS NOVEMBER/DECEMBER 2014

quitting smoking prior to admission
has been shown to be beneficial for
postoperative complication rates.
Knowledge of impending hospitalization provides an ideal window
of opportunity to deliver pre-emptive smoking cessation services and
supports for patients. Moreover,
patients admitted for a smoking-related reason may be more receptive
to smoking cessation interventions.
A systematic approach to identify,
treat and follow up with all admitted smokers has been demonstrated
to be an effective model and should
be considered where possible. One
example is the Ottawa Model of
Smoking Cessation (OMSC) which
has been implemented in many hospitals across Canada.
Summary statements
1. All patients should be made aware
of hospital smoke-free policies.
2. All elective patients who smoke
should be directed to resources to
assist them to quit smoking prior
to hospital admission or surgery,
where possible.
3. All hospitals should have systems
in place to:
a) identify all smokers;
b) manage nicotine withdrawal
during hospitalization;
c) promote attempts toward longterm cessation and;
d) provide patients with follow-up
support post-hospitalization.
4. Pharmacotherapy should be
considered:
a) to assist patients to manage
nicotine withdrawal in hospital;
b) for use in-hospital and post-hospitalization to promote long
term cessation.
MENTAL ILLNESS AND/
OR ADDICTIONS
People with mental illness are two
to four times more likely to smoke,
are heavier smokers and have lower
quit rates compared to smokers from
the general population.
Smoking rates, differing by diagnoses,
vary from 40% to 90%, compared to
17% in the general Canadian population.
Summary statements
1. Health care providers should
screen persons with mental illness
and/or addictions for tobacco use.
2. Health care providers should offer
counselling and pharmacotherapy
treatment to persons who smoke

III

and have a mental illness and/or
addiction to other substances.
3. While reducing or quitting smoking, health care providers should
monitor the patient’s mental
health status. Medication dosage
should be monitored and adjusted
as necessary.
Points to Consider
• No smoking cessation pharmacotherapy has been contraindicated
in persons with mental illness
unless medically contraindicated.
• Pharmacotherapy and counselling
approaches yield greater success rates than providing either a
pharmacotherapy or counselling
approach alone.
• There are advisories from Health
Canada regarding the need to
monitor for neuropsychiatric side
effects including suicidal ideation, self-injurious behavior, and
severe depression when quitting
smoking, especially with the use
of bupropion or varenicline.
• People with mental health issues
who stop smoking while taking
medications for their illness
should be monitored closely to
determine if dosage reduction of
their medications is necessary.
PREGNANT AND BREASTFEEDING WOMEN
Smoking during pregnancy can have
devastating health consequences
on the mother and the unborn child,
including growth restriction, preterm
delivery, and stillbirth.
Summary statements
1. Smoking cessation should be
encouraged for all pregnant, breastfeeding and postpartum women.
2. During pregnancy and breastfeeding,
counselling is recommended as first
line treatment for smoking cessation.
3. If counselling is found ineffective,
intermittent use of nicotine replacement therapies (such as lozenges,
gums) are preferred over continuous
use of a nicotine replacement patch.
4. Partners, friends and family members should also be offered smoking
cessation interventions.
5. A smoke-free home environment
should be encouraged for pregnant
and breastfeeding women to avoid
exposure to second-hand smoke.

Points to Consider
• Depression during pregnancy is
common and the use of bupropion may be appropriate to treat
both smoking and depression.
Although, there is limited evidence on the effectiveness of
bupropion for smoking cessation
during pregnancy, there is also no
evidence of harm.20 Therefore, it
may be considered for use as an
alternative to NRT for a subpopulation of pregnant smokers.
ABORIGINAL POPULATIONS
Tobacco has played an important part in traditional and spiritual
practices in many Aboriginal communities. However, the misuse/abuse
of tobacco is of growing concern not
only to the general Canadian population, but also to First Nations.
Studies have demonstrated that
smoking rates amongst First Nations
people are more than double that of
the general Canadian population.
Generally those strategies which are
effective for the general Canadian
population should be considered
effective for Aboriginal people.
Summary statements
1. Healthcare providers should update
the Tobacco misuse status of
Aboriginal people on a regular basis.
2. All healthcare providers should
offer assistance to Aboriginal
people who misuse tobacco with
specific emphasis on culturally
appropriate methods.
3. All healthcare providers should be
familiar with available cessation
support services for Aboriginal
people.
4. All individuals working with Aboriginal people should seek appropriate
training in providing evidence-based
smoking cessation support.
CONCLUSION
Pharmacists are the most accessible
healthcare providers with pharmacological expertise. They are in a
unique position to offer patients a
consistent level of care by providing
evidenced-based smoking cessation
interventions which has the ability to
make the most significant impact on
improving a patient’s health.
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ASK OPA
BY JENNIFER TUNG, BSC(PHARM), ACPR, PHARMD

Question: Is Zostavax safe in patients who are on immunotherapy?
Answer:

The herpes zoster (shingles) vaccine
(Zostavax®, Merck) is a live-attenuated vaccine that has been shown to
reduce the incidence of herpes zoster
in patients 50 years and older1,2 and
post-herpetic neuralgia in patients
60 years and older.1 The risk of
developing herpes zoster increases
with older age due to decreased
varicella zoster virus cell-mediated
immunity.3 Immunocompromised
patients are also at risk and may
experience severe complications
such as disseminated herpes zoster
and organ involvement.4
Vaccination using live vaccines
may cause disease in immunocompromised patients. In general,
contraindications to live vaccine
administration include: a) primary
immunodeficiency; for example, congenital cellular or antibody defects or
b) acquired immunodeficiency such as
hematologic disorders affecting the
bone marrow or lymphatic system;
HIV infection with a CD4 count
<200/mm; or immunosuppressive
treatment, such as chemotherapy, radiation therapy, or immunosuppressive
medications post-transplantation.3,4
The Canadian Immunization Guide
recommends that, in patients who are
to receive immunosuppressive therapy, the herpes zoster vaccine should
be administered ≥4 weeks before
planned therapy.3

Recently, there has been suggestion
that the contraindications related
to immunosuppression should
be re-evaluated.5 A retrospective,
cohort study included patients
who were treated with immunosuppressive therapy including
anti-TNF therapy for inflammatory
and autoimmune diseases and who
also received the herpes zoster
vaccine.7 Patients who were vaccinated incurred a similar short-term
risk of herpes zoster compared to
those who were not.7 However, the
observational study was limited
by the small sample of immunized
patients and a younger population
who received the herpes zoster
vaccine. Further research is needed
before recommendations for more
lenient inclusion criteria relating to
immunocompromised patients can
be made, but the National Advisory
Committee on Immunization has

suggested that patients on biologics
may be considered on an individual
basis in consultation with an expert
in immunodeficiency.8
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According to the Advisory Committee on Immunization Practices (ACIP),
based on expert opinion, patients on
a lower level of immunosuppression can receive the herpes zoster
vaccine.4 Compared to other live
vaccines, the herpes zoster vaccine is
not used to elicit a primary response
since most patients should have
residual immunity from previous
varicella zoster virus infection.5,6 The
following treatment regimens cause
a degree of immunosuppression that
is not thought to pose a safety risk:
prednisone <2 mg/kg (less than 20
mg/day) for <14 days, methotrexate
≤0.4 mg/kg/week, azathioprine ≤3
mg/kg/day, and 6-mercaptopurine
≤1.5 mg/kg/day.4,6
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BILLING NUMBERS:

THE BUSINESS OF PHARMACY VERSUS THE
PRACTICE OF PHARMACEUTICAL CARE
BY ALLAN H. MALEK, BSc(Bio)(Pharm)

A

fter many years of advocating for acceptance of an
expanded scope of practice for pharmacists — with
government, other healthcare professionals and their representative
organizations, patients, and sometimes even pharmacists themselves
— pharmacy professionals in Ontario
(and across Canada) are finally in a
place where their skills and knowledge are being used more fully than
ever before.

that is trying to blend healthcare
delivery, business needs and pharmacists’ self-interests into a single
business model that can facilitate
and drive positive patient outcomes,
workplace sustainability and health
providers’ sense of professional
control.

that I know where I have to go next
if you cannot deliver what I need.”
Over the past year, OPA has spent
significant time and resources on
investigating the issue of direct
billing numbers and pharmacist
reimbursement models. A task force
of members from across the pharmacy profession was assembled in
late 2013, and focus groups and surveys were conducted earlier this year
to ensure that input was gathered
from pharmacists and owners alike.

“The issue of billing numbers
appears to be dividing people into
three groups, each with their own
perspective,” says Dean Miller, Chair
of the task force assembled by OPA
to investigate the reimbursement
models for Ontario pharmacists.
“There are areas where everyone is
in agreement – such as the commitment to quality healthcare delivery
– but certainly there are areas where
the players are distinctly divided.”

And while there is a desire to
grow the number of type of services offered in pharmacies, and to
embrace a commitment to patient
care and positive health outcomes,
pharmacists seem to have replaced
one battle (scope of practice) with
another – direct reimbursement for
services rendered. This time, the
opponent isn’t one standing outside the profession, but rather one
from within its own ranks. What is at
stake is continued progress toward
an additional expansion of scope.

Survey participants were asked
to weigh in on five distinct billing
model options:
1. Revenue share – where the pharmacist and the employer agree to
a revenue sharing model where
the revenue generated through
professional services billing (not
including routine dispensing) is
shared by a defined ratio between
pharmacist and pharmacy.
2. Revenue share plus salary – where
the pharmacist and the employer
agree to set a defined wage for
the pharmacist, plus a revenue
share model where the revenue
generated through professional
services billing is shared by a
defined ratio between pharmacist
and pharmacy.

At one end of the spectrum are
business owners, ranging from large,
national corporate groups to small,
unaffiliated independent owners.
On the opposite end are individual
pharmacists, mostly working in community pharmacy, but also employed
within hospitals, long-term care,
collaborative practices and consultancy settings. In the middle are the
patients, who simply want to know
how to engage with the profession:
“Tell me what I can expect from you,
and what it’s going to cost me, so

The business of pharmacy vs. the
practice of pharmaceutical care
At the centre of this challenge is the
issue of independent billing numbers, which can be seen as either
a battle for self-determination, or
a rallying point for a profession

Figure 1: Support for billing model options
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3. Salary plus incentive bonus —
which could include an incentive
structure based on delivery of
professional services.
4. Pharmacist direct billing — where
remuneration for all services
(including dispensing and professional services) would be paid
directly to the pharmacist.
5. Salary/wage rate — where there
would be no change to the current
standard model of wage/salary
for pharmacists.
Perhaps not surprisingly, respondents from all sectors — from
students to owners/franchisees –
indicated an interest in re-visiting the
current funding model in favour of
one that better reflects the realities
of pharmacy today. More surprising,
however, was that of the five models
put forward by OPA, a shared preference for two models emerged. (See
Figures 1-3.)
“There is still a lot for both individual pharmacists, and the industry as
a whole, to consider before heading
down this path,” says Miller. “While
there is a lot of common ground, and
a common desire for change, there
is also a large grey area and both
OPA and the pharmacy industry
will need to be aware of the various
complexities, frustrations and arguments from all sides as we continue
to explore this topic.”
Understanding the players and
their point of view
In order to understand those complexities, frustrations and arguments,
it is important to step back and look at
the evolution of the current landscape.
In 2006, Bill 102 marked a seismic

shift in the pharmacy business and
operational model, knocking the
bottom out of long-standing pharmacy revenues – the disappearance
of generic rebates and the introduction of a more transparent revenue
stream (professional allowances)
that could only be spent against a
defined set of criteria.

welcome from pharmacists and
patients alike in 2012, insufficient (or
no) funding dampened the enthusiasm of pharmacy owners and, it
follows, the ability of staff pharmacists to embrace the new authorities
to their full extent.
Two years later, implementation and
uptake of services, which all sides
agree mark an important change
in how pharmacists are perceived
by patients and allied healthcare
professional alike, is still a hard
sell. The promise of scope expansion and the health benefits it can
bring to patients is juxtaposed with
decreasing drug prices, escalating
script counts, and growing overhead
costs (including labour).

One year later, in 2007, MedsCheck
was introduced. While not intended
to be a direct offset for what was
removed from the revenue stream
in 2006, it did mark the first in a
series of funded, non-dispensing
professional services that leveraged the unparalleled expertise of
pharmacists in medication therapy
management. MedsCheck marked
the beginning of a new patient-facing service model that challenged
the drug-centric model for attention.

“Intuition tells a business owner that
when faced with declining revenues,
it’s prudent to seek out business efficiencies and mitigate expenses, and
labour is a natural place for an owner
to start looking for efficiencies,” says
Berardi. “This is not to suggest that
this is the right approach in pharmacy, only that it is a reasonable
and logical step if applying general
business principles.”

“Although welcomed by the profession with open arms, uptake of
MedsCheck was painfully slow as
both pharmacists and owners struggled with implementation,” says
Carlo Berardi, past chair of OPA’s
Board of Directors and an independent pharmacy owner in Garson,
ON. “This isn’t surprising, when one
considers that the predominant
product-focused model had had an
uncontested existence for decades.”

Layer on top of all of this the
mechanics of the traditional billing model. Dispensing services fit
neatly into a fill-and-bill system of
payment; while there is certainly an
important professional element, dispensing is predominantly a technical
process. However, non-dispensing
professional services tend to be
less defined and require a different
level of pharmacist engagement. It
is therefore no surprise that when
non-dispensing services were introduced, pharmacy software and

Further hits to the economic model
for community pharmacy followed
over the next few years. While more
funding was added to the system
through the expansion of the Meds
Check program, more dollars were
also taken out of the system with
the drug system reforms of 2010.
And while a new and expanded
scope of practice received a warm

Figure 2: First Choice: Revenue Share Plus Salary
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adjudication systems needed to
figure out how to incorporate them
into the billing procedure.
Concerns about leaving both patients
and the pharmacists exposed
“The 2014 OPA survey brought to
light a variety of perspectives on
some of the challenges in practice,”
says John Girgis, a pharmacist owner
in Mississauga, ON and member of
OPA’s billing numbers task force.
In general, these perspectives and challenges do not come as any surprise.
• Regulators are now more focused
on the quality and appropriateness of pharmacists’ interactions
with patients, leaving pharmacists concerned that high quotas
on service delivery may lead to
substandard care and expose the
professional to liability in the event
that a rushed interaction causes
them to miss an important detail.
• Patient care is not being optimized. Pharmacists believe that
the system incentivizes the wrong
behaviour. Remuneration for interventions with high-need patients is
set at the same rate as those for
low-need patients, thereby facilitating a cherry-picking process.
• Pharmacists (who shoulder all of
the risks associated with clinical
consultations, flu shot injections,
and other services) are not compensated beyond their base wage
or salary. This is primarily due to
the fact that payors only know one
system – payment to the practice
site, not to the professional.
• Professional control is out of
reach. Although pharmacists’ scope
has increased and there are many
PINs that are now funded by public

and private payors, none of those
payments go directly to the individual who provides the service.
• More and more pharmacists
would like the opportunity to
deliver the care they were trained
to provide in a new, non-dispensing setting, through a model that
is not affiliated with a traditional
bricks and mortar pharmacy. But
if a pharmacy isn’t a pharmacy
when there is no pharmacist in it,
can a pharmacist be a practicing
pharmacist without a pharmacy
wrapped around him/her?
According to the Association’s
survey, it appears that many pharmacy owners recognize that there
is an air of discontent among staff
pharmacists, and that a shift away
from the status quo is not only
needed, but also welcome.
“There is a growing sense of concern, even among owners, about
the downward spiral of discounting
and ‘loss-leadering’,” says Girgis. “It
should come as no surprise that
many owners are interested in
changing the current model – to one
that is more focused on patientcare and that accounts for control,
self-determination and professional
empowerment.”
The introduction of independent
billing numbers is one approach but,
while attractive on the surface, it
carries its own challenges and limitations. For example, a pharmacist
with an independent billing number
would become an independent consultant. Aside from being one’s own
boss, this would mean forgoing any
benefits that might typically accrue
from being a full-time employee of a

pharmacy (e.g., health insurance and
continuing education allowances).
In addition, and similar to any other
independent healthcare practitioner,
protocols and requirements related
to documentation, record retention,
liability insurance, accounting and
an auditable location would need
to be considered. There are many
more large and small challenges
associated with such a model, and
therefore, caution is required before
jumping in with both feet.
Despite the challenges, billing numbers as a new model may make
sense. But they are certainly not
the only option. Revenue sharing
models also seem to be of great
interest to owners and pharmacists,
alike. These are among the models
that the Ontario Pharmacists Association is now exploring, with advice
to come from both owners and
practitioners.
“At the end of the day, what might
have been the makings of a great
showdown between staff pharmacists and owners could actually wind
up being the beginnings of a more
empowered health professional and
a more patient-focused model of
care offered by pharmacy business,”
says Miller. “It is highly likely that
we will see the development of a
new-found mutual respect between
employers and pharmacists, and ultimately, it will be the patients on the
sidelines who will be the big winners.”
Ontario Pharmacists Association
members are invited to submit comments and questions regarding this
issue to info@opatoday.com.

Figure 3: Second Choice: Salary Plus Incentive Bonus
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CHANGES TO THE CPhA GOVERNANCE
MODEL MEAN EXPANDED BENEFITS FOR
OPA MEMBERS
BY LINDSAY GEORGE
Earlier this year, the Canadian
Pharmacists Association (CPhA)
transitioned to a new governance
model. By bringing together the
knowledge and expertise of provincial and national association
members, this new structure will
help strengthen the voice of pharmacy in Canada and will ensure that
we have a stronger advocacy voice
on both the provincial and national
stages, and that we will be stronger
and more able to respond quickly to
the changes affecting our profession
and healthcare system.

need to do to maintain this access
is renew your OPA membership by
December 31 each year.

But what does this change mean for
members of OPA and CPhA?

Q: Will my OPA membership fees
increase?
A: There is a cost to being able
to provide this new membership
benefit. Fees for those members who are eligible to access
the CPhA benefits (full/spousal
members, hospital members, and
supporting members) will see
membership fees increase by
$25. This modest price increase
gives OPA members access to
the benefits of two professional
organizations for one low price.

Q: How will CPhA membership work?
A: Under the new model, provincial pharmacy associations
(PPAs) such as OPA and select
national pharmacist associations
(NPAs) will make up the membership of CPhA. These PPAs
will assign a representative to
the CPhA Board of Directors
to represent their province.
Individual pharmacists who are
members of one of the provincial
or national associations that have
joined CPhA will now belong to
CPhA as “Associates.”
Q: Who will represent OPA?
A: At the 2014 Annual General Meeting, Carlo Berardi was named OPA’s
representative to the CPhA Board.
He is Past Chair of OPA’s Board of
Directors and is currently one of the
District P Representatives. He is also
pharmacist-owner of an independent pharmacy in Garson, Ontario.
Q: So do I have to renew my CPhA
membership this year? Do I have to
renew my OPA membership?
A: If you are already an OPA member
there is no need to renew your CPhA
membership – you now have access
to CPhA services and information
through your OPA benefits. All you

If you have already renewed your
CPhA membership for 2014, CPhA
is working on a plan to ensure that
all current members receive the full
benefits of their membership investment. Your CPhA membership status
will automatically be converted to
Associate and your login information
to the CPhA members-only website
will remain the same. Please contact
CPhA for more information.

Q: What CPhA benefits do I have
access to, and how do I access them?
A: As an OPA member, you will have
access to close to $1,500 in savings
through benefits that were formerly
only accessible to members of
CPhA. These include:
• Discounts on CPhA’s continuing
education programs, including
ADAPT and Lab Tests.
• Discounts on national conference
registrations.
• Opportunities to earn free CEUs
though the e-Therapeutics Highlights CE.
• A subscription to the Canadian
Pharmacists Journal for just $10/
year.
• Access to national and international research and reports.
• And much more.
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To access these benefits, you must
be an OPA pharmacist or student
member. In the coming months,
an exclusive member link to CPhA
will be available in the Membership
Benefits section at www.opatoday.
com. This will allow you to sign up
for CPhA access at no cost. Until
then, you can access CE discount
codes for the ADAPT and Lab Tests
programs by logging in to your OPA
profile, and going to the Membership
Benefits page.
Q: I’m a pharmacy technician
member at OPA, do I get CPhA
access too?
A: At this time, the CPhA benefits
are only available to OPA’s pharmacist and student members.
Q: I already renewed my CPhA
membership for 2014, but my login
doesn’t work. What do I do?
A: If you already have a CPhA username and password, but are having
trouble accessing their site, please
speak to the CPhA customer service
team at service@pharmacists.ca or
email membership@opatoday.com.
The Ontario Pharmacists Association is proud to be a member of
the Canadian Pharmacists Association and to work with our provincial
and national partners to continue
to evolve the role of pharmacists in
Ontario, and to advocate for excellence in practice and patient care in
this province – and across Canada.

Questions about your OPA
membership? Need more
information about accessing your OPA benefits,
including CPhA programs
and services? Email
membership@opatoday.com.

SONY POULOSE:
DELIVERING
CUSTOMIZED CARE
TO THE COMMUNITY
BY LINDSAY GEORGE

O

ne of the biggest advantages to a community
pharmacy is that it gives
patients easy access to
a healthcare professional who can
make a big difference in their lives
– whether it’s early morning, midday or midnight. But being able
to effectively meet the needs of
those patients means having a good
understanding of who they are and
where they come from.
“Canada is growing with different
communities and different ethnic
populations, and a lot of their needs
are unmet,” says Sony Poulose,
pharmacist owner of a Shoppers
Drug Mart location in Hamilton. “We
need to come out from the dispensary and get involved with some of
the associations and organizations
that serve the community.”
Poulose, who studied pharmacy in
India and has a PharmD from the
University of Florida, came to Canada
in 2002. He says that seeing patients
in his community who aren’t getting
support for health conditions that
are common to their backgrounds
(such as diabetes or cardiovascular
disease) is difficult and one of the
reasons that he feels compelled to
go beyond medication management
and help provide comprehensive
support. So, in addition to the work
he does with patients in his pharmacy, Poulose has teamed up with
a group of other healthcare professionals — including pharmacists,
doctors, nurses and dietitians – to
provide health and wellness information that is specific to the risk factors
and lifestyles of some of the ethnic
communities in the Hamilton region.
“My area of interest is diabetes and
we all know lifestyle change is the

backbone for tackling this condition,” he says. “I belong to a South
Indian community and the risk for
getting diabetes is almost doubled
in this population due to several factors one among them being changes
in lifestyle. In order to incorporate
healthier lifestyle changes one
should understand the cultural backgrounds of the different ethnicities. ”
Poulose points out that when a
patient is directed to a dietitian, the
chances are good that he or she will
be knowledgeable about Canadian
diets and more mainstream foods,
but not necessarily the culturally-specific staples or delicacies that
the patients in a particular community perfer. The result is that there’s
a gap between what the patients are
eating, and the information on diet
that they receive.
To help bridge that gap, Poulose
and his team created a book for the
South Indian community that details
the nutrition content of the food they
eat. They have also tailored some
of the diabetes forums they offer
to accommodate different groups –
ensuring everyone can benefit from
more personalized care. At a recent
event, more than 160 people came
by to talk with close to 30 healthcare
professionals representing a variety
of disciplines. The success of the
diabetes program has been so good
that the team is planning to expand
their focus to include cardiovascular
health in the coming year.
“The benefit of collaborating is that
the main thing I can ask the pharmacist to solve is medication, but
patients come with multiple problems,” he says. “So with one patient,
the problem may be that they don’t
have the money to pay for a therapy.

So I can connect them to the Canadian Diabetes Association who
can help with financial and other
resources. If the patient is struggling
with diet, I have the dietitian who can
help. Finding the right activity and
exercise? I can get the help of the
physiotherapist. This is really helpful to the patient – to send them to
the right person so they get the best
benefit and won’t be left alone in
any area.”
Understanding who his patients are
and providing the information and
resources to help support their specific healthcare needs is paying off
for Poulose and his team. Poulose
says he gets a lot of satisfaction as
a healthcare provider when he sees
a patient managing their disease and
knowing he played a small part in
their success. He is also seeing the
rewards in his practice.
“I have about 100 [diabetes] patients
in my diabetes education clinic.
These patients will come only to me
for their healthcare,” he says. “I see
them regularly – it’s a primary care
pharmacy practitioner role. You don’t
go to many doctors, you go mainly to
one. We have to build up the same
concept in pharmacy too.
“If you want to be a healthcare provider who’s actually managing a
disease you need to be involved in
all aspects of managing that disease. Otherwise, if the patient is just
coming for medication, next time
they may go somewhere else. To
keep the patient in your business,
you have to manage their disease,
not just dispense.”
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ASK OPA INSURANCE
BY CRAIN & SCHOOLEY

QUESTION: Do I still need professional liability insurance even though
I’ve stopped practicing?
ANSWER:

Yes, you need insurance coverage
to protect against claims that were
incurred while you were professionally active, but which have not yet
been discovered. The injury or harm
to a patient resulting from a dispensing error may take months, or
even years, to make itself evident. If
you terminate your insurance when
you stop practicing, you forfeit all
protection against this latent but
very real risk exposure.
This risk is at its most evident
when you retire at the end of a
long professional career — but it
also presents itself if you leave the

profession temporarily. For example, you may decide to stay at home
longer following maternity leave,
you may have a disability that keeps
you from work for a period of time, or
your licence might be suspended by
the Ontario College of Pharmacists’
disciplinary tribunal.
The policy that is in effect when
you retire, or when you temporarily
stop working, needs to be extended
for a further term in order to cover
claims that have been incurred, but
which have not yet been reported.
If you are currently a participant in
the OPA professional liability program, this extension – called an

extended reporting period (ERP)
option – is available for a three year,
four year, five year, or unlimited time
period. ERP premiums are heavily
discounted when compared with
“regular” rates. Detailed information is available on the OPA website.
You have a 60-day window, starting
from the date on which you cancel
or decide not to renew your policy,
in which to exercise your ERP option.
It is a very worthwhile investment in
“peace of mind”. You do not have to
maintain your OPA membership in
order to access the ERP program.
If you do not have OPA’s insurance,
contact your plan representative.
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MISTAKES AND APOLOGIES IN
PHARMACY PRACTICE
BY LISA E. HAMILTON, BELL, TEMPLE

W

hat should a pharmacist do when a patient
complains about a dispensing error, or when
there is a complaint about customer service,
such as rudeness or slow service?

Whether an error relates to dispensing, communication
or some other mishap, there are strategies to increase
the likelihood of amicable resolution, and reduce the
likelihood of a College complaint, a lawsuit, or a repeat
occurrence.
The first rule, arising from common sense and courtesy,
is to deal with the situation directly and promptly. Ignoring a complaint rarely makes it go away. Start by ensuring
you understand the nature of the concern. Use the “active
listening” technique, paraphrasing what you believe the
patient means and asking for confirmation that you understand the issue, and if not, inviting the patient to clarify
until you both agree that you understand the reason for
the concern. If you don’t understand the problem, it is
much more difficult to address it. Once you understand
the problem, offer a genuine apology, explain your point

Don’t forget
to update
your email
address
with OPA.

of view, and then validate the customer’s viewpoint.
For example, if the complaint pertains to issues of customer service, you could say:
• [apology] — I am sorry for keeping you waiting so long.
• [explanation] — We need to take the necessary time to
ensure that all prescriptions are completely accurate,
and unfortunately we miscalculated the number of staff
we would need today.
• [validation] — Thank you for being candid about your
frustrations because we value the opportunity to learn
how to improve our customer service.
If the complaint pertains to a dispensing error, the first
step is to determine if the patient’s perception is accurate. If you determine that the patient is mistaken (e.g., the
contents of the vial match the prescription but the patient
is confused about what the medication should look like),
do not suggest you have been inconvenienced with a

Every week OPA provides our members
with timely and important information
impacting your profession. Keep upto-date on the changes and issues
affecting pharmacy today.
If you would like to be included in our
email blast database, please contact
membership@opatoday.com.
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there may be a long delay in receiving notice of a proceeding such that
you may not have strong recollection of the facts when it comes time
to tell your side of the story.

false report. Assure the patient that
the medication is accurate by letting him or her see the medication
in the manufacturer’s bottle, and
compare it to the medication in the
patient’s vial. Then use this opportunity to solidify your relationship with
the patient with a variation on the
apology, explanation, and validation
format. For example, you can say:

• [explanation] – I too would like
to get to the bottom of this and
determine if the wrong medication
got in your vial, and if so, how it
got there.

• [apology] – I am sorry that you were
worried about your medication.

If you do confirm that a dispensing
error occurred, follow the guidelines
of the Ontario College of Pharmacists in addressing it. In addition to
ensuring that the doctor is notified
and that the patient’s medical needs
are addressed, you should candidly
admit that an error occurred, and
apologize for it. Assure the patient
that the matter will be investigated
and that they will be informed of the
outcome. You should then ascertain how the error occurred, devise
a system or mechanism to prevent
recurrence, and notify the patient
that this has been done.

• [explanation] – Many medications
look similar and if you are not professionally trained in spotting the
differences, it can be tricky.
• [validation] – It is wise to make
sure your medication is accurate
if you aren’t sure. Thank you for
giving me the opportunity to show
you that it is.
Sometimes it is not possible to
immediately verify with perfect
certainty that there was a dispensing error, such as when the vial has
left the pharmacy and you suspect
someone has changed the contents.
While you may have your suspicions,
you should still treat the patient
as though he or she is innocent of
wrongdoing, and commit to trying to
sort out what occurred. For example,
you could say:
• [apology] — I am sorry that you are
worried about your medication.

• [validation] – I share your concern
for your health, and want to ensure
you are taken care of properly.
Let’s call your doctor now.

In addition to the College’s requirements for responding to dispensing
errors (which may be accessed on
the OCP website), you should also
be familiar with any policies your
employer and insurer may have
regarding the documentation of
mistakes or complaints. You will
find such documentation to be very
useful in the event of a College complaint or suit. A contemporaneous
record is viewed as very strong evidence of what actually occurred, and
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Pharmacists may be hesitant to
apologize for fear of attracting legal
liability. However, the law in Ontario
recognizes the value of free expression of contrition and commiseration
and has enacted the Apology Act to
encourage apologies. The Apology
Act, 2009, S.O. 2009, c. 3, says that
an apology does not, in law, constitute an admission of liability, nor can
it impair one’s insurance coverage in
respect of an incident. If a lawsuit is
commenced, the procedural rules
allow the parties to question each
other and obtain documents, which
will elicit all the facts about what
occurred, such that an apology is
irrelevant. In short, while there can
be legal liability for making a dispensing error, there is no additional
liability for apologizing for it. However, a sincere apology can make it
less likely that a College complaint
or a lawsuit will be commenced. This
is because some proceedings are
motivated by anger at what appears
to be the pharmacist’s arrogance and
lack of contrition in the face of error.
You cannot perfectly insulate
yourself from a law suit or complaint. However, you can reduce
the personal effect it may have on
you by obtaining personal liability insurance. Make sure that your
policy covers not only civil actions
(lawsuits), but also College investigations. This is usually referred to as
a “legal expense endorsement”, and
typically is not included in employer’s policies.
If you are properly insured, this
will help you to keep mistakes in
proper perspective. All professionals should recognize that, despite
vigilance and hard work, mistakes
do and will happen. It is therefore
necessary to be prepared to handle
errors in a responsible way, including using this as an opportunity to
improve the relationship with the
patient, and taking steps to reduce
the likelihood of recurrence of error.
This article is provided for information purposes only and does
not constitute legal advice. Should
you require such advice, consult
with a lawyer about your particular
circumstances.

VALUATION MODELS USED FOR
COMMUNITY PHARMACIES
BY MIKE JACZKO, K J HARRISON & PARTNERS INC.

P

harmacy owners who decide
to sell all or part of their
business are faced with an
important question: How
much is my business worth? Prospective buyers have the very same
question. In our experience, buyer/
seller expectations need to be established based on a series of irrefutable
facts and empirical evidence in order
to effectively determine and support
the appropriate valuation range for
a pharmacy business. Limiting your
emotions is key to objectivity and
ultimate success.
Two important valuation principles
need to be addressed. Firstly, a pharmacy owner must determine the
appropriate and meaningful valuation metrics to use for valuing their
pharmacy business.
Dollars/Scripts, Discount Cash
Flow and Cash Flow Multiple
In the retail drug store business, dollars per script (a price to revenue
model) are often quoted in media and
the pharmacy industry. A wide range
between $20 and $60 illustrates the
lack of precision and vagaries associated with this flawed method.
Sophisticated buyers tend to use a discounted cash flow method (DCF) which
projects cash flows into the future to
establish a required internal rate of
return (IRR – hurdle rate) that purchasing the pharmacy would provide.
However, a multiple of EBITDA (earnings
before interest, taxes and depreciation)
is most frequently used in the retail

pharmacy industry to calculate the
goodwill portion of the value of a
pharmacy business/practice.
Comparable Transactions
Secondly, owners should inform
themselves, where possible, about
comparable transactions. This is
similar to looking at comparable
residential real estate trades when
selling a home, and can provide
direction on valuation.
Often pharmacy owners will employ
the services of their accountant
while others may choose to engage
an accredited business valuator.
Finding someone with proven experience in valuating a retail pharmacy
business is key. It is essential to find
a professional with the expertise to
combine a historical financial review,
real estate considerations (if applicable), valuation, market conditions
as well as intangibles, such as local
market nuances, that may affect the
value of your practice.
Some pharmacy owners are disappointed to discover that valuations
do not reflect the time and personal
commitment spent in the building
of their practice. Early planning can
ease this disappointment by identifying actual value and providing the
opportunity to take steps to increase
value well in advance of actually
putting a business into play.
Ultimately, how dominant and
important (i.e., strategic) the business is in your marketplace, how
many opportunities exist for growth,

and how much a potential purchaser
desires your particular business are
key characteristics in determining
the price and possible premium
a suitor is willing to pay. Remember, value remains in the eye of the
purchaser, not in what you as the
vendor believe your pharmacy is
worth. Keeping that in mind, smart
pharmacy business owners plan an
exit strategy and realize that there
is no more important challenge for
their business than to ensure maximum value.
Finally, it is important to select a
good set of advisors who:
• Have experience in valuing and
selling pharmacy businesses;
• Are familiar with current valuation
trends in Ontario retail pharmacy;
• Have knowledge of or are in a
position to research your specific
market attributes;
• Are able to communicate and offer
effective negotiation strategies;
• Are able to provide well-considered
and objective advice; and
• Understand the taxation consequences.
Regardless, of the valuation method
you choose to use, your work must
be predicated on solid financial
information and assumptions. Finding an advisor that is a good fit with
your needs is key.
Mike Jaczko is a Partner and Portfolio Manager with K J Harrison
& Partners Inc. where he acts as a
trusted advisor to pharmacy owners
on matters associated with preparing, pricing, and negotiating the sale
of pharmacy businesses. In addition,
Mike advises on broader issues of
wealth management and, more specifically on opportunities pertaining
to estate and tax planning as well
as general succession matters. As
a pharmacist, Mike understands the
unique needs of pharmacy owners.
For more information call 416-8678251, email mjaczko@kjharrison.
com or visit http://www.kjharrison.
com/private-client-business
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The Ontario Pharmacists
Association is pleased to
continue to offer a special
rate program with GoodLife
Fitness Clubs.

Page 1

The OPA Annual special rate of $400 includes all taxes, administration and towel service. This
rate is dependant upon maintaining a minimum of 100 participants in the program If you
join, your significant other is also eligible for this special rate. Regular rates at GoodLife are
$767 + GST, (towel service is extra); the OPA offer provides a savings of well over $430 per
person! The program renews July 1st of every year, members can join the program at any
point in the year, your rate WILL be pro-rated. Refunds or cancellations are not available.
Extra fees apply for Platinum facilities.

OPA Members who take advantage of this offer can enjoy the benefits of:

Ontario Pharmacists Association
Members Get Fit With

• The best strength training equipment
• The best cardio vascular equipment
• New Body Group Fitness Classes (i.e.
BodyPump, BodyFlow, BodyStep)
• Personal Training
• Professionally trained, friendly staff
• Women's Only Facilities

•
•
•
•
•
•

Child Minding
Squash
Pools and aqua classes
Whirlpools and/or Saunas
Guaranteed results
A club for beginners and experts

To join this program today, or for more information, contact the
membership department at 416-441-0788 or membership@opatoday.com

A variable rate mortgage can be a very effective tool
in lowering overall borrowing costs, in an uncertain rate
environment, when understood and used correctly.
Review the components of the various variable rate
products with an experienced Monstermortgage.ca
expert today and customize your mortgage!

Your member code is OPAMM
Call Toll Free: 1-877-819-3619
or visit:
www.monstermortgage.ca/monster_at_work.php
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Taking the Fear Out of Financing

Ask about your $100.00
OPA member referral program!
layout option2

SPECIAL OFFER
SPECIAL
OFFER
Up to 20% Discount on Regular Admission
Up to 30% Discount on Regular Admission

Celebrating
Centre
is is
Celebratingitsits40th
40thanniversary,
anniversary,the
theOntario
OntarioScience
Science
Centre
one of Canada’s most famous attractions.
one of Canada’s most famous attractions.
Now you can buy an Ontario Science Centre Combination Pass
that
includes
admission
to over 600
interactive
daily live
Now
you can
buy an Ontario
Science
Centreexhibits,
Combination
®
demonstrations
and admission
a film at Ontario’s
Dome
theatre
Pass that includes
to over only
600 IMAX
interactive
exhibits,
for
up to
off regular prices.
daily
live20%
demonstrations
and a film at Ontario’s only IMAX®

Domeatheatre
for up
off ages
regular
prices.
There’s
lot to see
andtodo30%
for all
at the
Ontario Science
Centre! Explore nine exhibition halls, including the new Weston
There’s
a lot to see
and and
do for
ages® at
the Ontario
Family
Innovation
Centre
theallIMAX
Dome
theatre.Science
Centre! Explore nine exhibition halls, including the new Weston
Family Innovation Centre and the IMAX® Dome theatre.
New IMAX Film: Born to be Wild
October 5, 2012 - April 1, 2013

Brain: The Inside Story
Special Program: Creative Science Sundays
Opens
November
11, 2014
July 8, 2012
– March 31, 2013
Chris Hadfield World Tour Photo Challenge
June 6, 2012 – May 15, 2013
Please check the members-only section
Please check the members’ only section
ofofwww.opatoday.com,
or contact the
www.opatoday.com, or contact the
membership
obtain
membership department
department toto
obtain
thethe
specialOPA
OPA Discount
Discount Code.
special
Code.

Check www.opatoday.com, or contact the
membership department at 416-441-0788
or membership@opatoday.com to get the
special OPA discount code.
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CLASSIFIEDS
How to place a classified
Email:
Fax:
Phone:

lgeorge@opatoday.com
416-441-0791 (Attention: classifieds)
416-441-0788 ext. 4236

The Ontario Pharmacist is published quarterly. Classifieds placed in this publication
will appear for one issue only unless otherwise specified. Classifieds should be no
longer than 50 words in length and must include a phone number or email address so
that interested individuals can reply to the ad.

Pharmacists Available

Pharmacists wanted

n Relief pharmacist available throughout
Ontario. Fully experienced, patient-centered
UofT graduate available province-wide for
relief work all year round. Past owner with
methadone and LTC experience. Injection
trained. Excellent patient counselling skills.
Smoking cessation certificate. Excellent
communication, interpersonal, and customer
relations skills. Nexxsys, Kroll, Fillware,
Flexipharm, and (limited) HWNG experience.
Contact Walter at rxreliefpro@gmail.com or
416-559-0499

n Experienced part-time pharmacist for a
pharmacy in Ottawa. No evenings or holidays.
Excellent remuneration and work environment.
Kroll experience is required. Email resume to
pharmacyhelp2013@yahoo.ca.

n Relief Pharmacist available in Oakville,
Burlington, Hamilton and surrounding
areas in Southern Ontario, as well as the
Ottawa Valley. Recent UofT graduate
with excellent patient counselling skills.
Experience working with Methadone (CAMH
certification) and Smoking Cessation
Certificate. Knows Kroll, Nexxsys and
HealthWatch. Fluent in English and Polish.
Contact Dominic at (289)-242-6563 or
d.duszczenko@mail.utoronto.ca

n Relief pharmacist available
Kitchener/Waterloo, Brantford, Woodstock.
3+ years Experience, HWNG, Fillware,
Injection certified, methadone.
Email: reliefphrm@gmail.com
Phone:226-929-3345

Technicians and assistants wanted
n Full time registered pharmacy technician
position available for professional/medical
pharmacy in Mississauga. Very competitive
package available with bonus structure.
Must be fluent in English and have excellent
communication skills. A minimum of 3 years
experience with Kroll/Fillware pharmacy
software. Please e-mail your resume to
johng@applehillspharmacy.com.

n Regular pharmacy assistant and Registered
Pharmacy Technician-certified by OCP. No
nights, Sundays or holidays. 15-20 hours
per week. Profit sharing. Website:
http://www.prestonmed.on.ca/ Please
supply 3 work references. Contact
Information: fax 1-519-653-9232,
email prestonmed@rogers.com.
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In these changing
times, finding the right
partner is essential

GenMed®, a division of Pfizer Canada, provides a balance of experience and innovation. A Canadian-based
supplier of quality generic medicines within one of the world’s largest biopharmaceutical companies,
GenMed is committed to conducting business with integrity and the highest ethical standards.
With the delivery of multi-source products and resources adapted to meet the demands on your business,
partnering with us can help you remain competitive within an ever-changing Canadian healthcare landscape.

© 2013
Pfizer Canada Inc.
Kirkland, Quebec
H9J 2M5

GENMED is a registered trademark of Pfizer Canada Inc.
GenMed, a division of Pfizer Canada Inc., Licensee
® Pfizer Inc., used under license

Visit genmed.ca
for more information.

CA0113GEN005E

Talk to us today about our programs and services tailored to help grow your business.

