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* Counsel the patient regarding any potential adverse
effects, including those that might arise from possible
drug interactions, and provide advice about when to
seek immediate medical attention.

¢ Provide written information, including the complete
medication list and HIV PEP prescribed, and advise that
the information should be taken to the health care
provider(s) who will be seeing the patient in follow-up.

Pharmaceutical Manufacturers:

¢ Modify ritonavir product monographs to include
information about the fentanyl interaction and the need
for close monitoring and reduction in the fentanyl dose
if the two medications are used together.

With the ever-growing number of available drugs and

may be no opportunity for an automated drug interaction
check. Although some treatment centres have developed their
own lists of important drug interactions involving HIV PEP,
manual checks may be less reliable and are prone to human
error.'” Because of the high potential for clinically
significant drug interactions associated with HIV PEP
medications, health care professionals involved in the
management of patients requiring HIV PEP should ensure
that their processes include electronic drug interaction
screening.
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potential drug interactions, an electronic check for drug
interactions is an important safeguard. The provision of

HIV PEP medications directly to patients is an example of a
process that may bypass drug-interaction screening. Since
patients receiving HIV PEP rarely need to be admitted to
hospital, their medications are not routinely entered into the
hospital pharmacy information system, which means there

References

1. Panlilio AL, Cardo DM, Grohskopf LA, Heneine W, Ross CS; US Public Health Service. Updated U.S. Public Health Service guidelines for the
management of occupational exposures to HIV and recommendations for Postexposure Prophylaxis. MMWR Recomm Rep. 2005 [cited 2008 Apr
25]1;54(RR-9):1-17. Available from: http://www.cdc.gov/mmwR/preview/mmwrhtml/rr5409al .htm

2. Smith DK, Grohskopf LA, Black RJ, Auerbach JD, Veronese F, Struble KA, et al; U.S. Department of Health and Human Services. Antiretroviral
postexposure prophylaxis after sexual, injection-drug use, or other nonoccupational exposure to HIV in the United States: recommendations from the U.S.
Department of Health and Human Services. MMWR Recomm Rep. 2005 [cited 2008 Apr 25];54(RR-2):1-20. Available from:
http://www.cdc.gov/immwR/preview/mmwrhtml/rr5402al .htm

3. Ontario Sexual Assault/Domestic Violence Treatment Centres (SATCs): medical guidelines for HIV post-exposure prophylaxis (HIV PEP) for sexual
assault victims/survivors [Internet]. Rev. ed. Ontario Network of Sexual Assault/Domestic Violence Treatment Centres; April 2007 [cited 2008 Feb 1].
Available from: http://www satcontario.com/HIVPEP/MedicalGuidelines.pdf

4. Cvetkovic RS, Goa KL. Lopinavit/ritonavir: a review of its use in the management of HIV infection. Drugs. 2003;63(8):769-802.

5. Lee LM, Henderson DK. Tolerability of postexposure antiretroviral prophylaxis for occupational exposures to HIV. Drug Saf. 2001;24(8):587-597.

6. MicroMedex Healthcare Series. DRUGDEX evaluations: Kaletra. Greenwood Village (CO): Thomson Scientific and Healthcare; ¢1974-2008 [cited 2007
Apr 28].

7. Olkkola KT, Palkama VJ, Neuvonen PJ. Ritonavir's role in reducing fentanyl clearance and prolonging its half-life. Anesthesiology. 1999;91(3):681-685.

8. MicroMedex Healthcare Series. MicroMedex drug interaction search. Greenwood Village (CO): Thomson Scientific and Healthcare. c1974-2008 [cited
2007 Apr 28].

9. Duragesic® product monograph. In: Compendium of pharmaceuticals and specialties. Ottawa (ON): Canadian Pharmacists Association; 2008. p.746-750.

10. Kaletra® product monograph. In: Compendium of pharmaceuticals and specialties. Ottawa (ON): Canadian Pharmacists Association; 2008. p.1163-1173.

11. Norvir®, Norvir SEC® product monograph. In: Compendium of pharmaceuticals and specialties. Ottawa (ON): Canadian Pharmacists Association; 2008.
p.1552-1557.

12. Medication error prevention “toolbox”. ISMP Med Saf Alert. 1999 [cited 2008 Feb 1];4(11):1. Available from:
http://www.ismp.org/MSAarticles/Toolbox.html

©2008 Institute for Safe Medication Practices Canada. Permission is granted to subscribers to use material from the ISMP Canada Safety Bulletin for in-house
newsletters or other internal communications only. Reproduction by any other process is prohibited without permission from ISMP Canada in writing.

ISMP Canada is a national voluntary medication incident and ‘near miss’ reporting program founded for the purpose of sharing the learning experiences from
medication errors. Implementation of preventative strategies and system safeguards to decrease the risk for error-induced injury and thereby promote medication
safety in healthcare is our collaborative goal.

Medication Incidents (including near misses) can be reported to ISMP Canada:

(i) through the website: http://www.ismp-canada.org/err_report.htm or (ii) by phone: 416-733-3131 or toll free: 1-866-544-7672.

ISMP Canada can also be contacted by e-mail: cmirps @ismp-canada.org. ISMP Canada guarantees confidentiality and security of information

received, and respects the wishes of the reporter as to the level of detail to be included in publications.

A Key Partner in the Canadian Medication Incident Reporting and Prevention System

pharmacyconnection ® November/December 2008



%

CALL FOR PRECEPTORS

Are you looking for a way to recapture the excitement of practising pharmacy? Consider becoming a
preceptor in 2009. Should you decide to become a preceptor, you will be required to attend one of the
Orientation Workshops that the College will be giving in Ontario during 2009. The workshop schedule, which
also lists Advanced Workshops for current preceptors, appears below. For more information about becoming
a preceptor, please visit www.ocpinfo.com > Licensing > Training & Assessments > SPT.

DATE LOCATION WORKSHOP & TOPIC
Wednesday, January 7th Toronto Orientation
Thursday, February 12th Toronto Orientation
Wednesday, February 18th Toronto Advanced
Conflict Analysis & Resolution
Thursday, March 12th Toronto Orientation
Wednesday, March 25th Burlington Orientation
Thursday, March 26th Burlington Advanced
Conflict Analysis & Resolution

Wednesday, April 8th Toronto Orientation
Tuesday, April 21st Ottawa Orientation
Wednesday, April 22nd Ottawa Advanced

TBA
Tuesday, May 5th Toronto Orientation
Wednesday, May 13th London Advanced

TBA
Thursday, May 14th London Orientation
Wednesday, May 27th Toronto Orientation
Thursday, May 28th Toronto Advanced

TBA
Tuesday, June 16th Toronto Orientation
Thursday, July 9th Toronto Orientation

* Other dates for September through December will be posted later in the year.

Any pharmacist actively serving as a preceptor for students or interns who has not attended a workshop in the
last three years is required to attend an Advanced Workshop.

To arrange a workshop in your community, please have your CE Coordinator contact

Vicky Gardner at 416-962-4861 x 297 or at vgardner@ocpinfo.com.

Please visit our website for regular updates.
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Non-ﬁhxsician Prescribers Proiect

HPRAC launches
Non-physician
Prescribers Project

he Health Professions Regulatory Advisory Council
(HPRAC) has recently invited several health profes-
sions, including pharmacy, to make submissions regarding
non-physician prescribing. The Minster of Health and Long

Term Care has asked HPRAC to review the following:

1. Examine the authority given to non-physician health pro-
fessions to prescribe and/or use drugs in the course of their
practice under the Regulated Health Professions Act, 1991
(RHPA) and the Health Profession Acts.

2. Provide advice specific to each of these professions re-
specting whether lists, categories or classes of drugs
should be prescribed by regulation for the profession, or
whether restrictions on prescribing of drugs should be
placed in regulation under the respective health profes-
sion Act.

3. Provide advice on a framework and process for the on-
going evaluation of requests by Colleges for changes to

regulations in this regard to ensure that such regulations

1\%{

reflect efficiency, best practices of the profession and

provide maximum public protection.

The College recently made a submission to HPRAC to
expand the role of the pharmacist as part of a Scope of Prac-
tice Review. The activities of adapting, changing and re-
newing prescriptions (dispensing without authorization)
and administering drugs by inhalation and injection were dis-
cussed in that report. A new submission is being prepared
to address those activities for the Non-physician Prescribing
Project. HPRAC has a very tight timeline for the submission
of November 12, 2008. The submissions from pharmacy and
other health professions will be posted on the HPRAC web-
site, and once again pharmacists will have an opportunity to
respond to the submission.

Watch for the submission to be posted on the website at
www. hprac.org in the later half of November.

Does the College have
0) your current email address?

Don’t miss important notices!

Simply visit the Members section of www.ocpinfo.com - you can access
and update your personal information..
If you have any difficulty, feel free to email client services.

. quickly and easily!
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Case 1

Falsification of records following a
dispensing error

Member: Antonio Colavecchia

Pharmacy: St. Clair Pharmacy,
Toronto

Hearing Date: September 10, 2008

Facts
This case proceeded by way of an
Agreed Statement of Facts and
Joint Submission on Penalty con-
cerning the dispensing of 30 Phyllo-
contin 225mg for the patient on or
about March 27, 2007, when only
Divalproex 125mg and Adalat 60mg
had been prescribed for her.

The prescription in question was

written as follows:

Divalproex 125 mg 125 mg qam.
Pt will continue in 250 mg gpm
30

Adalat XL

60mg O.D.

30

On March 27, 2007 Mr. Colavec-
chia, based on his reading of the
prescription, dispensed the follow-

ing for the patient:

- 30 APO-DIVALPROEX 125MG
TAB | TABLET EVERY
MORNING

- 30 ADALAT XL 60MG TAB
TAKE | TABLET DAILY

+ 30 PHYLLOCONTIN 225MG
TAB | TABLET IN THE
EVENING

In the letter of complaint

initiating the investigation in this
matter, the prescribing physician
indicated that the intention of the
prescription had been to decrease
the patient’s usual dose of Dival-
proex 250mg twice daily to 125
gam and 250 gpm, or 125 mg in the
morning, with the usual 250 mg

in the evening, as specified in the
prescription.

If he were to testify, Mr. Colavec-
chia would say that on or about
March 27, 2007, the patient called
him to obtain the pharmacy’s fax
number. At that time she advised
him that a new medication had been
prescribed to her by her doctor. The
patient then faxed the prescription
to the pharmacy, and the medica-
tion was delivered to the patient at
her home by the pharmacy.

If he were to testify, Mr.
Colavecchia would say that, in read-
ing the prescription, he noted that
the dosage of Divalproex was being
changed from the previous dosage.
He would testify that he read the
words “Pt will continue in 250mg”
as “Phyllocontin, which he believed
to be the new medication referred
to by the patient in her phone call.

If he were to testify, Mr. Colavec-
chia would say that he knew that
Phyllocontin did not come in 250mg
dosage strength, and that he there-
fore called the doctor’s office. He
would testify that it was confirmed
to him by the secretary that the dos-
age for Phyllocontin was for 225mg.
Mr. Colavecchia would testify that he
made a note of this call to the doctor’s
office on the prescription, in which he

wrote: “225 mg ok called Dr”.
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However, the prescribing phys-
ician’s office has no record of any
telephone call concerning the pre-
scription from Mr. Colavecchia or
anyone else at the pharmacy on or
about March 27, 2007, or at any
other time, which gave rise to an al-
legation that Mr. Colavecchia had

falsified a record.

Admission of Professional
Misconduct

In response to the allegations in the
Notice of Hearing (at paragraphs |,
3, 5, 6), Mr. Colavecchia acknow-
ledged that he failed to maintain the
standards of practice of the profes-
sion, falsified a record relating to

his practice, breached sections 155
and 156 of the Drug and Pharma-
cies Regulation Act, and engaged in
conduct that would reasonably be
regarded by members of the profes-
sion as disgraceful, dishonourable,
and unprofessional, with respect to
the dispensing of the Phyllocontin to
the patient when Divalproex 125mg
had been prescribed.

Decision and Reasons

From the Agreed Statement of
Facts, it is clear that there is agree-
ment that a dispensing error oc-
curred and that Mr. Colavecchia
took steps to conceal this.

Mr Colavecchia’s admission of
the latter fact shows a blatant dis-
regard of his obligation as a phar-
macist to the public and to fellow
members of the profession.

Similar violations of this nature
have been dealt with by past pan-
els of the Discipline Committee, and



the Panel in this case was provided
with ample precedents which dem-
onstrate that the Joint Submission
on Penalty falls well within the par-
ameters of a reasonable disposition.
The Panel saw no reason to deviate

from precedent.

Order

l. A reprimand;

2. Specified terms, conditions, or
limitations on Mr. Colavecchia’s
Certificate of Registration, re-
quiring him to complete success-
fully, at his own expense and
within 12 months of the date of
the Order, remedial training, as
follows:

a. Applied Ethics in Pharmacy
Practice, offered by Professor
Zubin Austin, Leslie Dan Fac-
ulty of Pharmacy at the Uni-
versity of Toronto;

b. the Pharmaceutical Jurispru-
dence seminar and examina-
tion, offered by the College;

c. the Confronting Medica-
tion Errors workshop, offered
by the Ontario Pharmacists’
Association;

d. Canadian Pharmacy Skills I,
Module 4 — Patient Counselling
Skills;

e. Law Lesson 2 (The Regulation
of Pharmacy Practice);

f. Law Lesson 4 (Standards of
Practice); and

g. Law Lesson 7 (Professional
Liability) from the Canadian
Pharmacy Skills Program, of-
fered through the Leslie Dan
Faculty of Pharmacy at the
University of Toronto.

3. A suspension of Mr. Colavec-
chia’s Certificate of Registration
for a period of two months, with
one month of the suspension to
be remitted on condition that the
Member complete the remedial
training program specified above.

4. Costs to the College in the
amount of $4,000.00.

Reprimand

This case resulted from a dispens-
ing error, This type of error gener-
ally occurs due to some type of neg-
ligence, but can be minimized if ap-
propriate checks and balances are
in place to ensure the right drug is
given to the right patient in the right
dose. As a standard of practice, pa-
tient counselling is required when a
new prescription is dispensed to any
patient.

Although the Agreed State-
ment of Facts makes no mention
of the quality of patient counsel-
ling, the Panel felt the dispensing
error could have been prevented by
proper dialogue with the patient.
The pharmacists on the Panel were
at a loss to understand why a bron-
chodilator was dispensed when
there was no documentation of
asthma in the patient’s medication
history.

The most troublesome part of
this case was Mr. Colavecchia’s
deliberate falsification of the rec-
ord in an attempt to avoid respon-
sibility for his actions. Members
of the College are professionals in
whom the public places its trust,
and Mr. Colavecchia’s miscon-

duct has undermined that trust.

The Panel hopes this was an isolat-
ed incident and that Mr. Colavec-
chia has learned from the experi-
ence. Mr. Colavecchia has been or-
dered to take remedial courses, and
the Panel has asked him to use the
knowledge he gains to practise at a
higher level than his actions demon-

strated in this case.

Case 2

Appeal of Discipline Penalty

Member: Mr. Roshdy Boshara

Pharmacy: Bay-Wellesley Pharmacy,
Toronto

Appeal Hearing Date: Sept. 12, 2008

Facts

The facts of the discipline hear-

ing are summarized in the January/
February 2007 Pharmacy Connec-
tion. Mr. Boshara appealed one of
the penalty terms imposed by the
Discipline Committee. This term
prohibits Mr. Boshara from having
any proprietary interest in a phar-
macy, and from working at a phar-
macy in which a family member has
a proprietary interest for a period of
three years.

Mr. Boshara’s appeal was heard
by the Ontario Superior Court of
Justice Divisional Court on Septem-
ber 12, 2008. The Court dismissed
his appeal.

The Court noted that the deci-
sion of the Discipline Committee was
based upon an Agreed Statement of’
Facts and a guilty plea by Mr. Boshara

to allegations of misconduct related to
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fraudulent billing practices in respect

of one patient. By agreement, the de-
cision also imposed five other penalty
terms on Mr. Boshara. These aspects
of the Order were not challenged.
Mr. Boshara sought to have the sixth
penalty term of the Order regarding
the three-year ban set aside or, al-
ternatively, to have the sixth penal-
ty term substituted with a spot audit
requirement.

The Court rejected Mr. Boshara’s
submission that the Discipline Com-
mittee considered the lateness of his
acknowledgement of guilt to be an
aggravating factor when it imposed
its sanctions stating that Counsel
for the College had made this clear
in his submissions at the discipline
hearing, and nowhere in the Disci-
pline Committee’s Reasons for De-
cision could the Court find anything
from which to infer that the Com-
mittee punished Mr. Boshara for the

=

Eric Bruce joined the College at the beginning of Septem-
ber as the Acting Decisions Coordinator in the Investiga-
tions and Resolutions department to fill a maternity leave.
Eric was called to the Bar this year and has been awarded
many honours of distinction that include the Justice M.J.
Moldaver/Carswell Prize in 2007and the James Jefferson

lateness of his plea.

The Court also rejected Mr.
Boshara’s submission that the min-
or dollar amount of the fraud in-
volved made the Discipline Com-
mittee’s sanction unduly harsh and
disproportionate.

The Court concluded that the
Discipline Committee was moved
by the number of individual false
claims, together with Mr. Boshara’s
efforts to conceal his wrongdoing by
falsifying records, even while the in-
vestigation was ongoing.

Further, the Court rejected Mr.
Boshara’s submission that the Com-
mittee’s decision punishes his wife,
who owns a pharmacy. The Court
noted that the proscription against
the appellant working for his wife
was consistent with the Disci-
pline Committee’s concerns. In
view of the sustained level of mis-

information in the form of falsified

ence.

Prize in Health Law in 2007. He has also served in the Of-
fice of the Chief Justice, Superior Court of Justice.
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prescriptions, the Committee de-
termined that protection of the
public was required, and that Mr.
Boshara’s access to a pharmacy
as an owner was not in the public
interest.

The Court concluded it was rea-
sonable to ensure that Mr. Boshara
not benefit indirectly from his in-
volvement in his wife’s business. The
Court noted that the character of Mr.
Boshara’s wife was not an issue but
that Mr. Boshara’s character was.

In sum, the Court found the
Discipline Committee’s decision to
be reasonable, in that nineteen sep-
arate acts of dishonesty were fol-
lowed by ongoing attempts to con-
ceal them, right up to the time of
the hearing.

In dismissing Mr. Boshara’s ap-
peal, the Court ordered him to pay
costs of $15,000 to the College. &4

Jocelyn Dipaling, who has been providing services on

a temporary basis, has recently joined the College in a
permanent staff position in the Client Services depart-
ment. Jocelyn had previously covered a maternity leave at

the College and brings many years of administrative experi-



lan Stewart, R.Ph., B.Sc.Phm
Toronto Community Pharmacist

Pediatric dosages

any drugs widely used in infants and children are

not commercially available in oral liquid dosage

forms. Since infants and young children are un-
able to swallow solid dosage forms, pharmacists are often
challenged to provide a suitable extemporaneous oral liquid
for these patients.

Information on the formulation and stability of many ex-
temporaneous preparations is often lacking. In some instan-
ces, the pharmacist may not have access to the information,
may lack a required ingredient, or lack the experience and
confidence in preparing a suitable final product. As a result,
the pharmacist may choose to dispense the adult solid dos-
age form with the instructions to split the tablet into smaller
pieces to obtain the required pediatric dose. This practice
can introduce the potential for error as the following case

illustrates.

Case:

A nine-year-old patient was admitted to hospital with heart
and renal failure. She was treated with a regimen of ACE
inhibitors, beta-blockers and diuretics. The beta-blocker
carvedilol was started at a dose of 0.Img/kg/day in two

divided doses. Since the child weighed 20kg, a daily dose of

Img twice daily was required. An oral suspension was ex-
temporaneously compounded in the hospital pharmacy and
the appropriate dose administered.

Upon discharge, a prescription for carvedilol Img BID was
given to the child’s parent. The prescription was subsequent-
ly taken to a local community pharmacy for processing. On
reading the prescription, the pharmacist decided to dispense
the 3.125mg tablet with the label instruction to give one-third
of a tablet twice daily. The parent either misunderstood the
instructions or encountered difficulty in cutting the tablets
into thirds. As a result, the child was given one whole tablet

twice daily or more than three times the prescribed dose.

A few days later, the child returned to the Heart Failure
clinic with her medication for a follow up. The error in dos-
ing was therefore discovered. Fortunately, the child did not

experience any long-term ill effects.

Possible Contributing Factors:

- Lack of a commercially available oral dosage form appro-
priate for pediatric patients.

- The dispensing of tablets which required cutting into thirds.
The tablets dispensed are small and not scored making it
difficult to accurately cut into three equal parts.

- Possible miscommunication between the pharmacist and

parent.

Recommendations:

* Whenever possible, avoid the need to spilt tablets into
smaller segments to obtain a specific pediatric dose. This
practice can lead to the administration of an incorrect dose
due to the difficulty in splitting tablets accura‘cely.l Uneven
breaking of tablets can result in fluctuations in the admin-
istered dose. This can be clinically significant in the pedi-

atric population.

Avoid rounding off dosages whenever possible as this can
lead to the administration of an incorrect dose with the po-
tential for harm in the pediatric population. In the above
example, even if the tablets were split precisely into thirds,

the dose would still be incorrect.

Whenever a prescription is received for a unique pediatric
dosage not available commercially, seek out and access an
appropriate resource for published formulas. This may in-
clude The Hospital for Sick Children Department of Phar-
macy website at www.sickkids.ca/pharmacy .

Adhere to the published formula for which there is ad-

equate stability data.

If unable to extemporaneously prepare the product, con-
sider referring the patient to another pharmacy with the
expertise or contact the hospital pharmacy from which the
patient was discharged for guidance.

- Take steps to confirm that the parent understands and will

administer the correct dose to pediatric patients.
References:

l. Marriott JL, Nation RL, Splitting tablets. Australian Pre-
scriber, 25(6): 133-135, 2002.

pharmacyconnection ® November/December 2008



Visit the College’s website: www.ocpinfo.com for a complete listing of upcoming events and/or available

resources. A number of the programs listed below are also suitable for pharmacy technicians.

ONTARIO

January 21, 2009

Pharmacists Role in Methadone
Maintenance Treatment
Ottawa, ON

Center for Addiction and

Mental Health

Contact: Peter Williams

Tel: (613) 569-6024

Email: Peter Williams@camh.net

GTA

Nov 5-7

Thrombosis Management
Leslie Dan Faculty of Pharmacy
University of Toronto

Contact: cpd.pharmacy@utoronto.ca

November 15, 2008

Canadian Society of Hospital
Pharmacists Ontario

Branch Annual General Meeting
and Educational Sessions
Educational Sessions &

Awards Evening

University of Toronto

Contact: Susan Korporal

Email: skorporal@cshp.ca

November 15, 2008
Obesity Certificate Program
Ontario Pharmacists Association

Contact: education@dirc.ca
November 24-25, 2008

November 15, 2008

Caring for Children after a Heart
Transplant: A Symposium for
Health

Professionals

The Hospital for Sick Children
Contact: Anne Dipchand

Email: anne.dipchand@sickkids.ca

November 24 - 25, 2008
E-Health and Medical Records
150 King St West, Toronto

Contact: www.insightinfo.com

1888 777-1707

December 3, 2008-09-25

Root Cause Analysis Workshop -
Intermediate Level

Ontario Hospital Association

Contact: gfernandes@oha.com

(416) 205-1398

ON-LINE CE

http://www.rxcertified.ca
Online fee-based certificate courses
developed by the

Drug Information and Research
Centre (DIRC) and rx-
BriefCase.com. Currently offering:
- Diabetes Patient Care Level |

- Obesity Program

http://www.camh.net/education/
Online_courses_
webinars/safe_baby_webinars.html
Webinar series continuation:
Exposure to psychotropic
medications and other substances
during pregnancy and

lactation: Mid-late November 2008:
alcohol, antipsychotics,

tobacco, anti-epileptic drugs
Register: online

Contact: Robyn Steidman

(416) 535-8501, extension 6640.

http://209.200.99.173/CTI2/de-
fault.asp
Online Clinical Tobacco Interventions

for Health Care Professionals

CE FOR PHARMACY
TECHNICIANS

February 2009

27th Pharmacy Technicians
Conference

Humber College North Campus,
Toronto

Register online @ pharmacy.humber.ca
Contact: Irene Van Vliet

(416) 675 6622 ext. 4691

Stay Informed!

If you’d like to receive e-mail notifications about new developments in
the regulation of pharmacy technicians, please visit the college’s
website, www.ocpinfo.com, and click on the green “Pharmacy
Technicians” button on the left menu. Once the page opens see

“Stay Informed!” and click to submit your name and email address.
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law

Drug and Pharmacies Regulation Act (DPRA) * A

Amended June 4, 2008

Regulations to the DPRA:

DPRA R.R.O. 1990, Regulation 545 — Child Resistant Packages

DPRA Ontario Regulation 297/96 Amended to O.Reg. 173/08 — General
DPRA R.R.O. 1990, Regulation 551 Amended to O.Reg. 172/08 — General

Drug Schedules **

Summary of Laws Governing Prescription Requirements,
Transfers, Refills, Prescription Drug Ordering and Records
June 2007 OCP

Canada’s National Drug Scheduling System —

August 27, 2008 NAPRA (or later)

Regulated Health Professions Act (RHPA) * A

Amended 2007

Regulations to the RHPA:

Ontario Regulation 39/02 -Certificates of Authorization Amended to
0.Reg. 666/05

Ontario Regulation 107/96 — Controlled Acts Amended to O.Reg. 296/04
Ontario Regulation 59/94 — Funding for Therapy or

Counseling for Patients Sexually Abused by Members

Pharmacy Act (PA) & Regulations * A

Amended 2007

Regulations to the PA:

Ontario Regulation 202/94 Amended to O.Reg. 270/04 — General
Ontario Regulation 681/93 Amended to O.Reg.

122/97 — Professional Misconduct

Standards of Practice A
Standards of Practice, January 1, 2003 OCP
Standards of Practice for Pharmacy Managers, July 1, 2005

Drug Interchangeability and Dispensing

Fee Act (DIDFA) & Regulations * A

Amended 2007

Regulations to the DIDFA:

R.R.O. 1990 Regulation 935 Amended to O.Reg. 321/07 — General

R.R.0O. 1990 Regulation 936 Amended to O.Reg. 205/96 — Notice to Patients

Ontario Drug Benefit Act (ODBA) & Regulations * A
Amended 2007

Regulations to the ODBA:

Ontario Regulation 201/96 Amended to O.Reg. 264/18 — General

Food and Drugs Act (FDA) & Regulations
Updated as of December 31, 2006

Amendment 1478 & 1491 — Addition of two medicinal ingredients
to Part | of Schedule F. Reg. SOR/2007-224, Oct 25/07

Amendment 1476, 1502, 1511 and 1512 -

Addition of nine medicinal ingredients to Part | of

Schedule F. Reg SOR/2007-234, Oct 25/07

Regulations Amending the Food and Drug Regulations (Project 1551
- Lanthanum salts) (February 7, 2008)

**@

Controlled Drugs and Substances Act (CDSA) **
Current as of July 27, 2008

Regulations to the Controlled Drugs

and Substances Act (CDSA) **

All regulations updated August 13, 2008

Benzodiazepines & Other Targeted Substances Regulations
Marihuana Medical Access Regulations

Precursor Control Regulations

Regulations Exempting Certain Precursors and

Controlled Substances from the Application of

the Controlled Drugs and Substances Act

Narcotic Control Regulations **

OCP By-Laws By-Law No. 1-December 2007 A
Schedule A - Code of Ethics for Members of the

Ontario College of Pharmacists - December 2006

Schedule B - “Code of Conduct” and Procedures for
Council and Committee Members - December 2006
Schedule C - Member Fees - Effective January 1, 2007
Schedule D - Pharmacy Fees - Effective January 1, 2007
Schedule E - Certificate of Authorization —Jan. 2005
Schedule F - Privacy Code - Dec. 2003

Reference A
OCP Required Reference Guide for Pharmacies
in Ontario, August, 2008

** Information available at www.napra.org

A Information available at www.ocpinfo.com

* Information available at Publications Ontario (416) 326-5300 or 1-800-668-9938 www.e-laws.gov.on.ca

@ Information available at Federal Publications Inc. Ottawa: 1-888-4FEDPUB (1-888-433-3782)
Toronto: Tel: (416) 860-1611 ® Fax: (416) 860-1608 ® e-mail: info@fedpubs.com
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