











Shakti Sawh
Practice Advisory Officer

Do pharmacists have to provide their name and

Qlicense number when requested by patients?

All members of OCP have a professional and moral obli-

gation in return for the trust given to them by society.

They are obliged to act in the best interest of, and advo-

cate for the patient, to observe the law and to practice

in accordance with ethical principles and their respective

Standards of Practice.

As an Ontario pharmacist in good standing, your phar-
macist follows:

- All legal requirements necessary to operate as an On-
tario health professional, including professional conduct
rules, patient care, and confidentiality

 The Standards of Practice as set by the Ontario Col-
lege of Pharmacists

ﬁractice ﬁ&A -

- The Code of Ethics as set by the Ontario College of
Pharmacists

- All legal requirements for practicing in and/or operat-
ing a pharmacy.

Best practices would suggest that if a patient requested
the name and license number of a pharmacist for their re-
cords, this information should be provided. This will al-
low the patient to contact the same pharmacist in future
to facilitate the continuity of care. The name and license
number of a pharmacist is also accessible by conducting
a pharmacy search using the web link https://members.
ocpinfo.com/ocpsearch/

Members suspended for non-payment

FIRST NAME LAST NAME OCP No.
Dalia Abdalla 608737
Leilani Banaag 605383
Andrew Black 605617
Natalie Borden 206672
Sarah Boudreau 603613
Helen Cabiao 606209
Roger Campbell 17728
Doris Cheung 200356
Marie Ivie Dequito 606224
John Ellis 9660
Monaliza Esquerra 212897
Denise Fox 203228
Irving Goldberg 12971
Irwin Goldkind 13064
Marcus Green 13412
Anthony Gregson 13544
Daniel Harris 14249
Christopher Healy 604001
Meghan Highley 609831
Michele Holowachuk 101451
Margaret Kehoe 98906
Robert Koval 18961
Krikor Kradjian 107700
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FIRST NAME LAST NAME OCP No.
Kathleen Lawday 85375
Yolaine Madge 91766
Marie-Helene Maheu 609326
Gregory Melville 215133
Albert Moughalian 206920
Duc Nguyen 102407
Lloyd Pihulak 214381
Alison Pilla 78301
Robert Richardson 33782
Gilbert Rose 42714
Robert Rosenberg 50881
Jeanette Santiago 605390
Geoffrey Seymour 43648
Ashit Shihora 109452
Kelli Smith 607198
Tuan Tran 201864
Joseph Wdowiak 42277
Suzanne Williams 607020
Jackie Yeung 109886
Garland Young 101060
Antoine Zada 45365
Barrie Zemmel 50024



Case 1

Failure to counsel; labelling error

Member: Samia Botros
Pharmacy: Main Drug Mart, Toronto
Hearing Date: June 23, 2009

Facts

This case proceeded by way of
Agreed Statement of Facts and Joint
Submission on Penalty.

The College received a complaint
from a patient who had been diag-
nosed with rheumatoid arthritis and
who had received a prescription for
three drugs, including methotrex-
ate 15mg to be taken orally once a
week. The patient had the prescrip-
tions filled by Ms. Botros. The pa-
tient began taking the methotrexate
the following day, in a daily quantity
of six tablets, which was the quantity
she believed, from the pharmacy label
directions, she was supposed to take.
Over the next two days, having taken
12 methotrexate tablets, the patient
felt increasingly ill. She contacted the
pharmacy, and was told by the phar-
macist on duty that it could be a side
effect from a drug she was taking.

The patient continued to take six
methotrexate tablets each day, and
her condition deteriorated. She even-
tually stopped taking all of her medi-
cations and made an appointment to
see her physician, who discovered the
error. The physician had prescribed
six methotrexate tablets to be taken
once per week, but the patient had
taken six tablets per day for eight
days. In the following two weeks, the
patient was twice admitted to hospital
on an emergency basis. Her ingestion
of methotrexate likely contributed to

the medical conditions for which she
was hospitalized.

The intent of the original pre-
scription was for the patient to take
six methotrexate 2.5mg tablets by
mouth once each week to achieve a
full weekly dose of 15mg. The Mem-
ber filled the prescription by dispens-
ing 100 methotrexate 2.5mg tablets.
However, she provided the following
directions for use on the label: “TAKE
6 TABLETSONCE AE”

The patient told the College that
when she picked up her prescription at
the pharmacy, the Member provided
her with a sealed bag containing her
medications, and said only, “Have a
nice day.” The patient stated that the
Member did not provide any counsel-
ling about any of the three medica-
tions being dispensed to her. The pa-
tient was not familiar with medical
terminology and assumed that the dir-
ections for use on the label meant that
she was to take six methotrexate tab-
lets each day, which she did.

When contacted by the College
about the medication error, the Mem-
ber’s initial response was that metho-
trexate could cause stomach upset
but not a heart attack. She also ex-
plained that the label contained a typ-
ing error and should have been six
tablets per week.

If she testified, the Member would
state that she wrote the words
“TAKE SIX TABLETS ONCE AFE”
with the intention of communicating
to the patient “TAKE SIX TABLETS
ONCE AS EXPLAINED.” How-
ever, the Member would acknowledge
that she failed to document adequate
or comprehensible directions for use
on the prescription label. The Mem-
ber would also acknowledge that “A
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E” is not a recognized abbreviation
in pharmacy for “as explained” or for
any other phrase or words.

If she testified, the Member would
also state that, in her experience,
physicians who prescribed methotrex-
ate often varied the dosage on a trial-
and-error basis. Consequently, the
Member did not want to put a specif-
ic dosage on the label, on the under-
standing that the dosage might be ad-
justed up or down before the medi-
cation was finished. However, the
Member acknowledged that her pro-
fessional obligation was to document
the directions for use provided by the
physician, and not directions for use
as they might be altered in the future.

If she testified, the Member would
also state that she discussed the issue
of dosage of methotrexate with the
patient and specifically advised her to
begin with six tablets per week and
to vary the dosage as instructed by
her physician from time to time. The
Member would state that she wrote
“expl pt dsg” on the prescription hard-
copy to document this conversation.
The Member would further state that
she also advised the patient to take
the methotrexate as directed by her
doctor, and that the patient may have
misunderstood her physician’s direc-
tions respecting the use of the drug.
However, the Member acknowledged
that it was her responsibility to coun-
sel the patient effectively regarding
proper use of the medication, which
she failed to do, especially in light of
the potential hazards presented by
the drug in question.

If she testified, the Member would
also state that the dispensing error
was an isolated incident arising from
the fact that the pharmacy is busy,
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typically dispensing approximately
300 prescriptions each day. How-
ever, the Member acknowledges that
this fact does not excuse a medica-
tion error.

The Panel also received evidence
about other possible medication er-
rors on the part of the Member.

Admission of Professional
Misconduct

In connection with the methotrex-
ate labelling error and failure to pro-
vide accurate directions for use or
patient counselling, the Member
pleaded guilty to failing to maintain
the standards of practice of the pro-
fession, contravening the Drug and
Pharmacies Regulation Act and the
Food and Drug Regulations, and en-
gaging in conduct or performing an
act relevant to the practice of phar-
macy that, having regard to all the
circumstances, would reasonably be
regarded by members of the profes-
sion as disgraceful, dishonourable or
unprofessional.

Decision and Reasons

The Panel noted that this was a very
serious medication error and that
there was patient harm. The Panel
also noted that the Member’s direc-
tions for use were incomprehensible
and meaningless, and that the patient
did not get proper counselling. The
Panel felt that the Member had no
recognition of the therapeutic indica-
tion of this drug and how it is com-
monly dispensed. Further, the Panel
expressed the view that the Mem-
ber’s explanations for the error were
grossly inadequate and suggested that
she did not understand the serious
consequences of the error. The Panel

was also concerned about the Mem-
ber’s prior history of medication errors
and her inadequate and appalling re-
sponses to those incidents. While the
Panel acknowledged the Member’s
cooperation throughout the investi-
gation, and her guilty plea, the Panel
felt that these mitigating factors did
not offset the long list of aggravating
factors.

The Panel reviewed the Joint Sub-
mission on Penalty and prior deci-
sions of the Discipline Committee.

In weighing those decisions against
the facts of this case, the Panel en-
dorsed the Joint Submission on Penal-
ty, particularly in regard to the range
of coursework and the restrictions on
the Member’s ability to be a Desig-
nated Manager. The nature of the
coursework in the Joint Submission
on Penalty should prevent future dis-
pensing errors. However, the Panel
was concerned that the Member has
not learned from her past mistakes
and that she could appear before

the Discipline Committee in the fu-
ture. The Panel cautioned the Mem-
ber that she is being given a valuable
opportunity to set herself on a more
constructive and proactive course

of practice, provided she chooses to
learn from the variety of courses she
will be required to attend as part of
the Discipline Committee’s Order.

Order

1. A reprimand.

2. Specified terms, conditions, or lim-
itations on Ms. Botros’s Certificate
of Registration:

a) requiring her to complete suc-
cessfully, at her own expense,
within 12 months of the date of
this Order, remedial training as

E pharmacyconnection ¢ September/October 2009

decidinﬂ on disciﬂline

follows: the Jurisprudence sem-
inar offered by the College; CPS
| Module 3: Basic Professional
Practice Labs, and CPS Il Mod-
ule 3: Advanced Communica-
tion Skills; and also, Law Lesson
2 (Regulation of Pharmacy Prac-
tice), Law Lesson 4 (Standards
of Practice), and Law Lesson 7
(Professional Liability);

b) prohibiting her from acting as
a Designated Manager in any
pharmacy until she has suc-
cessfully completed the remed-
ial training exercises specified
above;

¢) requiring that any Designated
Manager that the Member ap-
points to manage any pharmacy
she owns must be acceptable
to the College, based on certain
criteria.

3. A suspension of Ms. Botros’s Cer-
tificate of Registration for a period
of two months, with one month of
the suspension to be remitted on
condition that the Member com-
plete the remedial training exercises
specified in paragraph 2a, above;

4. Costs to the College in the amount
of $2,500.

Reprimand

The Panel was astonished at the
number of ongoing serious errors
committed by the Member, and felt
that she had not taken her previous
errors seriously, and that past remed-
ial attempts to improve her practice
had not been successful. Dispensing
errors are serious matters that cannot
be taken lightly. The pharmacist is the
final check in providing medications
to patients, and must ensure thera-
peutically that the right drug in the



appropriate dose is provided to the
patient to treat the specific diagnosis/
illness.

The Panel felt that the Member
had the opportunity to catch this er-
ror when the patient called to check
her prescription, but chose to dismiss
her health concerns without appropri-
ate investigation. This cannot be tol-
erated. If true pharmaceutical care
protocol had been followed, this error
would have been corrected immedi-
ately and no harm would have come
to the patient.

Part of the pharmacist’s respon-
sibility is to communicate with pa-
tients to ensure they fully understand
the medication therapy, dosage, side
effects, and appropriate usage. Addi-
tionally, a pharmacist cannot arbitrar-
ily create new directions for inclusion
on the prescription label. In fact, none
of the Panel members knew what “A
E” meant. The Member’s action was,
in short, deplorable.

The Panel hoped Ms. Botros had
learned from this experience because
it did not want to see her in front of
another complaints or discipline panel
again. The Panel noted that a future
panel may impose even harsher penal-
ties for future infractions concerning

patient safety.
Case 2

Failure to comply with Order of
Discipline Committee

Member: Zhijian (Peter) Huang
Hearing Date: June 23, 2009

Facts
This case proceeded by way of
Agreed Statement of Facts and Joint

Submission on Penalty. The Mem-
ber participated in the hearing via
teleconference.

The sole allegation of professional
misconduct related to the Member’s
failure to comply with the Order of
the Discipline Committee dated April
21, 2006, as amended by the Order of
the Divisional Court dated September
28, 2007. The Member did not pay
costs to the College, fixed at $10,000
by the Orders, within the specified
time limit.

After the time limit had expired,
the College agreed to a proposal by
the Member’s counsel that the Mem-
ber pay the costs award in four instal-
ments over a period of four months.
The Member did not provide post-
dated cheques which he had agreed
to provide by November 15, 2007.
Four days later, the College received
one instalment, but the cheque was
subsequently returned due to insuffi-
cient funds.

The Member was invited to pro-
vide a submission explaining why
he had not remitted payment. The
Member’s counsel informed the Col-
lege that the Member had been hit by
a truck and was unable to work. The
Member subsequently provided three
prescriptions and a medical form con-
firming the Member’s absence from
work for a period in January 2008.
The Member did not provide the
Executive Committee with any ex-
planation, particulars, or additional
documentation respecting his med-
ical condition. The Executive Com-
mittee referred specified allegations of
professional misconduct to the Disci-
pline Committee in January 2008. In
February 2008, the College received
a bank draft in the amount of $10,000

from the Member for the outstand-
ing costs.

If he testified, the Member would
state that financial and medical prob-
lems arising from his accident inter-
fered with his ability to pay the costs
to the College on or before the re-
quired date.

Admission of Professional
Misconduct

The Member pleaded guilty to en-
gaging in conduct that would reason-
ably be regarded by members of the
profession as disgraceful, dishonour-
able or unprofessional, with respect to
his failure to comply with a prior Or-
der of the Discipline Committee.

Decision and Reasons
The Member's relationship with the
College is at the centre of the case.
Regrettably, the Member’s ongoing
discipline issues indicate a flagrant
disregard for the College as the gov-
erning authority over pharmacists.
The Member can only be described
as ungovernable. This is the Mem-
ber’s third appearance before the
Discipline Committee and relates to
his failure to abide by the terms of the
original Discipline Order. The Panel
was appalled that so much time and
expense was being expended to com-
pel the Member to recognize his obli-
gations under the prior Order.
Failure to comply with an Or-
der is outrageous. Every pharmacist
has both a legal and professional re-
sponsibility to accept the jurisdiction
of the College to self-regulate and to
discipline its members. If one choos-
es to practise pharmacy in Ontario,
one agrees to the College’s role and
jurisdiction.
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The Member’s disregard of the pri-
or Order amounted to professional
misconduct, and the Joint Submis-
sion on Penalty was appropriate. The
Panel strongly supported the restric-
tions on the Member’s eligibility to
return to the practice of pharmacy
in Ontario and, in particular, the re-
quirement that he attend a course in

ethics for professionals.

Order

I. A reprimand.

2. Specified terms, conditions, or lim-
itations on Mr. Huang’s Certificate
of Registration requiring that he
complete successfully, at his own
expense, a course in ethics for pro-
fessionals that is acceptable to the
Registrar of the College before re-
turning to the practice of pharmacy
in Ontario.

3. A suspension of Mr. Huang’s Cer-
tificate of Registration for a period
of one month, with the suspension
to commence when the Member
becomes eligible to return to the
practice of pharmacy in Ontario,
and to run without interruption
until completed and not concur-
rently with any other suspension.

4. Costs to the College in the amount
of $500.

Reprimand
The Panel was appalled that this was
the Member’s third appearance be-
fore the Discipline Committee. The
Panel was deeply disturbed and dis-
appointed by his lack of respect for
the regulatory body and the profes-
sion, as demonstrated by his repeated
disregard of previous Orders.

The Panel felt it was unaccept-
able that the College had to make

allegations of professional miscon-
duct against Mr. Huang a third time
simply to enforce a prior Order. The
Panel commented that Mr. Huang
caused five professional persons to
hear a case which, it appeared to
the Panel, Mr. Huang believed to
be frivolous. Such behaviour is dis-
graceful, dishonourable, and un-
professional for a member of this
profession.

Case 3

Dispensing without authorization;
record keeping discrepancies

Member: Gary Chin
Hearing Date: June 15, 2009

Facts

This case proceeded by way of
Agreed Statement of Facts and Joint
Submission on Penalty.

Mr. Chin was the Designated
Manager of MediSystem (“the Phar-
macy”) from July 1999 to February
2001, and remained a narcotic signer
and dispensing pharmacist thereafter.
He was a part-owner and director
of the Pharmacy until it was sold in
September 2007. The Pharmacy cur-
rently provides pharmacy services
to approximately 165 long-term care
homes, which have approximately
17,318 beds.

This case concerned prescription
services provided to five residents of
College Gardens, a non-registered
long-term residential care facility pro-
viding residential facilities to a small
number of individuals of varying ages
with mental illness. College Gardens
was owned by the same individual

who owned Fairview Nursing Home,
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a registered long-term care facility.
MediSystem entered into an agree-
ment with Fairview Nursing Home to
provide pharmacy services to its resi-
dents, as well as to those of College
Gardens.

The College received a complaint
from an Ontario physician regarding
her patient D.B., a 76-year-old
woman diagnosed with schizophre-
nia. D.B. was a resident of College
Gardens who had recently become
a patient of the physician. The phys-
ician was concerned that the Phar-
macy had been dispensing prescrip-
tion drugs, including Isotamine, for
D.B. for approximately seven years
without any apparent prescription
authorization or ongoing monitor-
ing of the patient or her use of these
drugs.

In the course of investigating the
complaint, it appeared to the College
that there were other dispensing ir-
regularities in relation to other resi-
dents of College Gardens. A further
investigation was therefore carried
out. That investigation revealed dis-
pensing irregularities concerning four
additional College Gardens residents.

If he were to testify, Mr. Chin
would state that he accepts full re-
sponsibility for the dispensing irregu-
larities concerning the five residents.
He would state that when the Phar-
macy’s Designated Manager inquired
several times about the Pharmacy’s
arrangement with College Gardens
and Fairview Nursing Home, and
specifically about recording the pre-
scription authorizations and ensuring
that the Pharmacy obtained copies of
any necessary documents related to
the residents, he assured her that he
would ensure the Pharmacy obtained



copies of any necessary documents
related to the residents of College
Gardens.

If he were to testify, Mr. Chin
would explain that he understood that
the Pharmacy would dispense medi-
cation to residents of College Gar-
dens in accordance with the terms
of the arrangement between the
Pharmacy and both Fairview Nurs-
ing Home and College Gardens. Mr.
Chin would testify that he under-
stood that residents of College Gar-
dens would be cared for by Fairview
Nursing Home’s medical director and
nursing staff, and that any authorized
prescriptions for residents of College
Gardens would be communicated to
the Pharmacy by the prescribing doc-
tor, or a nurse acting as agent for that
doctor, by telephone or facsimile.

If he were to testify, Mr. Chin
would explain that as a result of the
terms of the Pharmacy’s arrange-
ment with Fairview Nursing Home
and College Gardens, assurances
from College Gardens staff that they
would retain and deliver all necessary
documents relating to the residents,
and random reviews conducted by
Pharmacy staff of the Pharmacy’s
records to ensure the Pharmacy ob-
tained copies of any necessary docu-
ments related to the residents of Col-
lege Gardens, he believed at all times
that he and the Pharmacy were au-
thorized to dispense the medications
at issue.

If he were to testify, Mr. Chin
would describe changes that have
been made at the Pharmacy as a re-
sult of these proceedings to reduce
the possibility that any future discrep-
ancies might arise. These changes
include reconfirming authorizations

received from any rest, retirement, or
group home, ensuring quarterly medi-
cation reviews are conducted for all
residents, flagging three-month re-
view dates in the Pharmacy’s comput-
er system, and developing a new digit-
al pen technology to allow doctors to
order and automatically transmit pre-
scription orders to the Pharmacy and
to electronically complete and trans-

mit three-month reviews.

Admission of Professional
Misconduct

The Member pleaded guilty to vari-
ous acts of professional misconduct
which occurred while he was a dir-
ector, part-owner, and a dispensing
pharmacist at the Pharmacy, including
dispensing drugs without prescriptions
or other authorizations to various pa-
tients between May 2004 and Sep-
tember 2004; dispensing Isotamine

to D.B.; and failing to keep records as
required relating to five different pa-
tients during the period May 2004 to
September 2004. The Member ad-
mitted that his conduct would reason-
ably be regarded by members of the
profession as disgraceful, dishonour-
able and/or unprofessional. The Panel
accepted the Member’s plea to these
allegations and accepted the parties’
joint submission to withdraw the re-

maining allegations.

Decision and Reasons

The Panel was presented with an
Agreed Statement of Facts for Sanc-
tion, and a Joint Submission on Penal-
ty. The panel was also presented with
the Discipline Committee’s decision in
the case of Helen Huh, who was the
Designated Manager of the Pharmacy
during the time in question. Ms. Huh

was found guilty of allegations of pro-
fessional misconduct similar to those
made against the Member, and the
penalty ordered against Ms. Huh was
similar to the penalty presented for
Mr. Chin.

The Panel acknowledged that
a Designated Manager is in a bet-
ter position than an owner to avoid
the errors highlighted in these cases,
since the Designated Manager is “on
the ground” interacting with patients
and, in this case, facilities. However,
that does not absolve an owner of re-
sponsibility. Owners are responsible
for the people they hire. If they do
not hire competent people and over-
see them appropriately, monitor their
practice and overall pharmacy oper-
ations, and ensure that records are
updated, maintained, and audited on
a regular basis, the public will suffer.
Neither inadequate record keeping
nor failure to have proper authoriza-
tion can be seen as “administrative
errors.” Proper record keeping and
ensuring that medication is appropri-
ate for the patient are critical to deliv-
ering competent patient care and pro-
tecting the public.

The drugs in issue in this case were
to treat very serious illnesses. The
risk of complications arising from on-
going unsupervised use of these drugs
was high. There was no evidence of
patient harm presented to the Panel,
and the Panel hoped that no patient
harm occurred.

The Panel adopted the comments
of the Discipline Panel in the Huh
case acknowledging the Member’s
acceptance of responsibility and full
cooperation in the College’s investi-
gation. As in the Huh decision, the
Panel was loath for this case to be
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perceived as being primarily one of
record keeping. The case goes much
deeper than that, and it had potential
for real impact on patient care.

While it was prepared to accept
the Joint Submission on Penalty in
this case, the Panel noted that Mr.
Chin is currently in Part B of the Col-
lege’s register and will only serve a
period of suspension if he returns to
practice in Part A, which the Panel
had been advised was unlikely to hap-
pen. The Panel believed that another
option in future similar cases may be
to increase the costs portion of the
penalty or impose a fine in lieu of any

suspension.

Order

I. A reprimand.

2. Specified terms, conditions, or
limitations on Mr. Chin’s Certifi-
cate of Registration requiring him
to complete successfully, at his
own expense, within 12 months
of the date of this Order, remedial

training, as follows:

(a) CPS I Module 1: Pharmaceut-
ical Care — Applied Therapeut-
ics Lecture Series,

(b) CPS | Module 3: Basic Profes-
sional Practice Labs; both from
the Canadian Pharmacy Skills
Program offered through the
Leslie Dan Faculty of Phar-
macy at the University of To-
ronto, and

(c) the Jurisprudence seminar of-
fered by the College.

. A suspension of Mr. Chin’s Certifi-

cate of Registration for a period of
three months, with two months of
the suspension to be remitted on
condition that the Member com-
plete the remedial training exercis-
es specified in paragraph 2, above.
The suspension shall commence
when the Member becomes eli-
gible to return to the practice of
pharmacy in Ontario.

. Costs to the College in the amount

of $7,500.
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Reprimand

The Panel felt strongly that the ul-
timate responsibility for patient
care falls on the owner/director of
a pharmacy. Being an owner does
not absolve a pharmacist of the re-
sponsibility to ensure proper care
for each and every patient under
the pharmacy’s care. The Panel
appreciated that the Member ac-
cepted responsibility for his actions
and agreed to complete courses and
evaluations.

The Panel felt that Mr. Chin’s ac-
tions impacted on the profession. As
a pharmacist, he owes a duty to the
profession to maintain a high stan-
dard of practice with regard to pro-
fessionalism and patient care. The
Panel’s understanding was that no
harm was done to the patients in-
volved, but the Panel considered the
interests of the public in ensuring
proper health care, safety, and pro-
tection. The breach of public trust
and faith was unacceptable.

Interested in expanding your network and

giving back to the profession?

As a Regional CE Coordinator, you will identify the CE needs of local
pharmacists in your region and organize CE events with fellow members.

OCP is looking for regional CE coordinators
in regions 9, 17, 23, 25,
and an associate coordinator in regions 14 and 20

(A list of regions by town/city can be found on the College’s website).

Interested pharmacists should submit their resume to

Rahila Ovais at rovais@ocpinfo.com
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lan Stewart, R.Ph., B.Sc.Phm
Toronto Community Pharmacist

DIN Billing Error

The system used by Health Canada to assign Drug Iden-
tification Numbers (DIN) can result in drug products be-
ing assigned identical DINs. See Table I. The potential
for dispensing errors involving these products has been
discussed in a previous Focus on Error Prevention article
(Pharmacy Connection September/October 2004). Phar-
macists should also be aware of the potential for billing
errors when dispensing these products.

Case:

The following prescription, written for a seventy seven
year old patient, was taken to a local community phar-
macy for processing.
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The pharmacy technician correctly entered the Frag-
7500IU / 0.3 ml pre-filled syringes into the com-
puter. The claim was transmitted to the Ontario Drug

S 20

min®

Benefit Program (ODB) for payment using the DIN as-
signed by Health Canada (02132648) and the limited use
code (LUI88) written by the physician. Though Fragmin®
7500IU / 0.3 ml is not a benefit under the ODB program,
the claim was paid because the DIN transmitted was iden-
tical to the DIN of another Fragmin® pre-filled syringe
product that is covered by the ODB program. Due to lim-
ited stock levels of Fragmin® 7500I1U / 0.3 ml, the phar-
macist dispensed 15 pre-filled syringes and the patient’s
agent was asked to return the next day for the remaining
15 pre-filled syringes.

focus on error Erevention

The next day the patient’s agent returned for the re-
maining fifteen syringes. On this occasion, a second phar-
macist identified the billing error. The claim to the ODB
program was therefore reversed and the patient’s agent
was informed that the drug product is not a benefit under
the ODB program. Though this billing error did not cause
direct patient harm, it did create a financial challenge for
the patient due to the high cost of the medication. The
patient — pharmacist relationship was likely strained as

well.

Possible Contributing Factors
+ The DIN assigned to most Fragmin® pre-filled syringe
products is identical.

Table 1.

Drug Product DIN

Fragmin® 50001U /0.2 ml
Fragmin® 75001U /0.3 ml
Fragmin® 100001U / 0.4 ml
Fragmin® 125001U / 0.5 ml
Fragmin® 15000IU /0.6 ml
Fragmin® 18000IU / 0.72 ml

02132648

+ There are seven Fragmin® pre-filled syringe products
available. The 75001U / 0.3 ml product is the only one
not covered by the ODB program.

« Both the physician and pharmacist assumed that all
Fragmin® pre-filled syringes were covered by the ODB
program.

Recommendation
Educate all pharmacy staff about the potential for er-

ror when dispensing products with similar or identical
DINs.

The College has previously corresponded with Health
Canada to recommend that efforts be made to assign
a unique DIN to different medication dosages in the
interest of patient safety.
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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

September — November, 2009
(various locations)
Enhancing MedsCheck: Best
Possible Medication History
(BPMH) seminars

Institute for Safe Medication
Practices Canada (ISMP)
Contact: Carol Lee at
clee@ismp-canada.org

November 10, 2009

Family Health Team pharmacist
networking day.

Contact: Lisa Dolovich
(Idolovic@mcmaster.ca)
http://www.impactteam.info/
events.php

GTA

September 10-12, 2009

Ontario Pharmacists Association
(OPA) Annual Conference
Toronto, ON

Contact: Penny Young @ 416-441-
0788 ext. 2209, pyoung@dirc.ca
http://www.opatoday.com/Confer-
ence2009.asp

September 21, 2009

Analyzing Medication Incidents
Effectively to Enhance Medication
Safety

Institute for Safe Medication Practi-
ces Canada (ISMP)

Sheraton Centre Toronto Hotel, 123
Queen St, Toronto

Contact: Sibylle von Guttenberg @
svonguttenberg@ismp-canada.org
http://www.ismp-canada.org

September 23rd, 2009
Advanced Cardiology Pharmacy

Practice Part | of 3

(Part Il online, November 2009,
Part Il Mar 2010)

Leslie Dan Faculty of Pharmacy,
University of Toronto

Contact: Ryan Keay @
416-978-7562
http://cpd.phm.utoronto.ca/cardiol-
ogy_pharmacy.html

September 24, 2009

Preventing Antimicrobial Re-
sistance Through Antimicrobial
Stewardship

Institute for Safe Medication
Practices Canada (ISMP)
Sheraton Centre Toronto Hotel, 123
Queen St, Toronto

Contact: Sibylle von Guttenberg @
svonguttenberg@ismp-canada.or-
ghttp://www.ismp-canada.org

September 25-27, 2009

Oncology for Pharmacists —
Module 11

Therapy, Pharmacology and Com-
mon Malignancies

Leslie Dan Faculty of Pharmacy,
University of Toronto

Contact: Ryan Keay @
416-978-7562
http://cpd.phm.utoronto.ca/oncol-
ogy.html

October 1-4, 2009

Asthma and COPD Patient Care —
CAE/CRE Preparation Course
Ontario Pharmacists Association
BMO Institute for Learning, 3550
Pharmacy Avenue, Toronto
Contact: Penny Young @ 416-441-
0788 ext. 2209, pyoung@dirc.ca
http://www.opatoday.com/CE_A-
COPD09.asp
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October 17-18, 2009

Clinic Days

Ontario Pharmacists Association
BMO Institute for Learning, 3550
Pharmacy Avenue, Toronto
Contact: Penny Young @ 416-441-
0788 ext. 2209, pyoung@dirc.ca
http://www.opatoday.com/CE_A-
COPDO09.asp

October 19-21, 2009 (In French)
Cours sur 'arret du tabagisme: com-
petences et strategies essentielles.
Canadian Association for Mental
Health (CAMH)

Contact: TEACH@CAMH.NET or
Tel:416-535-8501 ext. 1600

October 29, 2009

The 10 minute Patient Interview
Faculty of Pharmacy, University of
Toronto and MTPA

Spirale Banquet Hall, North York
Contact: MTPA @ 416-855-9268
e-mail: support@mtpa.org

Fall 2009

Natural Health Products Certificate
Program

Ontario Pharmacists Association
http://www.opatoday.com/webinar.
asp for date and time

ON-LINE/ WEBINARS

http://www.rxcertified.ca

Online fee-based certificate courses
developed by the Drug Information
and Research Centre (DIRC) and rx-
BriefCase.com. Currently available:
- Diabetes Patient Care Level |

- Obesity Program



laws & regulations

Drug and Pharmacies Regulation Act (DPRA) * A
June 4, 2008

Regulations to the DPRA:

Regulation 545 — Child Resistant Packages

Regulation 297/96 Amended to O.Reg. 173/08

Regulation 551 Amended to O.Reg. 172/08

Drug Schedules **

Summary of Laws

June 2007 OCP

National Drug Schedules (NAPRA)

July 16, 2009 (or later)

Advance Notice: Schedule F amendments
Eplerenone, Desvenlaxine and its salts,
Fosaprepitant and its salts.

Recent amendments to National

Drug Schedules (NDS):

Naproxen Sodium 220mg — June 2009
Proposed schedule changes by NDSAC:
Methocarbamol

Diphenhydramine and its salts

Regulated Health Professions Act (RHPA) * A
Amended June 4, 2009

Regulations to the RHPA:

Regulation 39/02 - Amended to O.Reg. 666/05
Regulation 107/96 — Controlled Acts

Regulation 59/94 - Funding for Therapy or Counseling for
Patients Sexually Abused by Members

Pharmacy Act (PA) & Regulations * A
June 2007

Regulations to the PA:

Regulation 202/94 Amended to O.Reg. 270/04
Regulation 681/93 Amended to O.Reg. 122/97

Standards of Practice A

Standards of Practice for Pharmacists, 2003

Standards of Practice for Pharmacy Managers, 2005
Standards for Pharmacists Providing Services to Licensed
LTC Facilities, 2007.

Drug Interchangeability and Dispensing Fee Act
(DIDFA) & Regulations * A

June 2007

Regulations to the DIDFA:

Regulation 935 Amended to O.Reg. 354/08

Regulation 936 Amended to O.Reg. 205/96

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

Regulations to the ODBA:

Regulation 201/96 Amended to O.Reg. 252/09

Controlled Drugs and Substances Act &
Regulations (CDSA) **

Act current to July 12, 2009

All regulations current to July 29, 2009

Benzodiazepines and Other Targeted Substances Regulations
Marihuana Medical Access Regulations

Narcotic Control Regulations

Precursor Control Regulations

Regulations Exempting Certain Precursors and Controlled
Substances from the Application of the Controlled Drugs and
Substances Act

Food and Drugs Act (FDA) & Regulations ** &
Act current to July 12, 2009

Amending FDA Regulations, Project 1590 - Lenalidomide to
Schedule F (May 13, 2009)

Amending FDA Regulations, Project 1584 - Naproxen and salts
to Schedule F (May 13, 2009)

Amending FDA Regulations, Project 1583 — 6 medicinal
ingredients and salts to Schedule F (May 13, 2009)
Amending FDA Regulations, Project 1578 — 4 medicinal
ingredients and salts to Schedule F (May 13, 2009)
Amending FDA Regulations, Project 1540 - Dasatinib,
Deferasirox, Lumiracoxib, Posaconazole and Telbivudine to
Schedule F (May 13, 2009)

OCP By-Laws By-Law No. 1 -June 2009 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 - January, 2009

Schedule D - Pharmacy Fees - January, 2007

Schedule E — Certificate of Authorization — January 2005
Schedule F - Privacy Code - December 2003

Reference A
OCP Required Reference Guide for Pharmacies in
Ontario, May, 2009

** |nformation 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 e Fax: (416) 860-1608 * e-mail: info@fedpubs.com

pharmacyconnection ¢ September/October 2009 E



Looking Back... As Our Profession Advances

Photo taken at the Niagara Apothecary - One of Canada’s first retail pharmacies — located in Niagara-on-the-Lake
Photographer — Mathew Rossi
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