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Consider the OPA Certifi ed Diabetes 
Exam Prep Course. Learn from CDE 
instructors and simulation with live 
patient actors!

Writing the CDE 
exam this year?

DISCOVER MORE PROFESSIONAL DEVELOPMENT PROGRAMS

 › An Update on Direct 
Oral Anticoagulants

 › An Introduction to 
Caring for Trans 
Patients in the 
Pharmacy (free)

 › Applying NAPRA’s 
Non-Sterile 
Compounding 
Standards into Practice

 › Assessing and 
Prescribing for Minor 
Ailments

 › Assessment and 
Management of 
Patients with Migraine 
(free) 

 › Asthma Management: 
The Essentials

 › Billing 101: Ontario 
Drug Benefi t (ODB) 
and Third-Party 
Insurance

 › CDE Exam Prep Course

 › Collaborating with 
Family Physicians: 
The Rx for Success

 › Confronting 
Medication Incidents: A 
Fresh Approach

 › Delivering a 
Comprehensive 
Pharmacy-Based 
Vaccines Program

 › Drugs in Chronic 
Kidney Disease: 
Implications for 
Pharmacists

 › Essential Cannabis 
Knowledge for 
Pharmacists Certifi cate 
Program

 › Essential Cannabis 
Knowledge for 
Pharmacy Technicians 
Program

 › FAQs and a 
Drugs Update on 
Contraception and 
Abortion Care

 › How to Add Value to 
the Pharmacy Business 
as a Pharmacy 
Technician

 › How to: Ontario’s 
Pharmaceutical 
Opinion Program

 › Identifying Drug 
Interactions

 › Implementing Smoking 
Cessation Services in 
the Pharmacy

 › Interprofessional 
Relationships and 
Confl ict Management 
in Primary Care

 › Injections and 
Immunizations 
Certifi cate Program

 › Injections and 
Immunizations 
Refresher Program

 › Managing Your 
Pharmacy: The 
Business Essentials

 › Medical Devices 
Training For Pharmacy 
Technicians

 › Methadone, 
Buprenorphine and the 
Community Live (free)

 › Opioid Addiction and 
Substitution Therapy 
Free Live Webinar 
Series (free)

 › Opioid Addictions and 
Substitution Therapy 
Online Modules (free)

 › Paid Consultations: 
Opportunities and 
Timesavers

 › Personal Branding 
for Pharmacy 
Professionals

 › Pharmacist 
Health Coaching 
- Cardiovascular 
Program Training 
Course

 › Rational Prescribing: 
Re-thinking 
Medications

 › Selling What You Can 
Do for Your Clients

 › Take-home Naloxone 
in Community 
Pharmacies (free)

 › The MASTER Plan for 
Diabetes Continuing 
Education Program 

For a complete list of live and online programs 
off ered by OPA, visit the professional 
development section of www.opatoday.com.BCGP Exam Prep Course

Wearable Technology

Coming soon!

NEW

NEW
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About the Ontario Pharmacists Association

The Ontario Pharmacists Association is the largest 
advocacy and continuing education organization for 
pharmacy professionals in Canada.

We are dedicated to working on behalf of patients, 
pharmacists, pharmacy technicians and pharmacy 
students across the province to evolve the practice 
of pharmacy and advocate for the highest standards 
of professional excellence and fair compensation.

We believe that by leveraging the unique expertise 
of pharmacy professionals, by enabling them to 
practise to their fullest potential, and by making them 
more accessible to all Ontarians, we will improve 
the efficiency and effectiveness of the province’s 
healthcare system.

About Ontario Pharmacist

Ontario Pharmacist welcomes articles, editorials, and com-
mentary contributions. Submissions are subject to review 
by the editor; they may be revised if necessary and will be 
accepted for publication only if they are believed to repre-
sent an important contribution to this literature.

All published articles, including editorials and commentary, 
reflect the opinions of the authors only and do not necessarily 
reflect the opinion of the Ontario Pharmacists Association.

External sources of information are obtained from private 
communications, published articles, papers and the lay 
press. Incorrect quotation or interpretation is possible but 
not intended.

Undelivered copies should be returned to the Ontario 
Pharmacists Association. Not to be reproduced in whole or 
in part without the permission of the publisher. 

© 2019 Ontario Pharmacists Association

Tell us what you think 

Send letters to the editor to:

Communications
Email: communications@opatoday.com
Fax: 416-441-0791
Mail: Ontario Pharmacists Association
155 University Ave., Suite 600, Toronto, ON M5H 3B7

Canadian Publication # 40052564

Contact us

Ontario Pharmacist is published by the 
Ontario Pharmacists Association
155 University Ave., Suite 600
Toronto, ON M5H 3B7
Tel: 416-441-0788 Toll-free: 1-877-341-0788
Fax: 416-441-0791
Email: mail@opatoday.com
Web: www.opatoday.com
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By time you read this, OPA’s 
2020 membership cam-
paign will be winding down, 
the first four amendments 
to expand the scope of 
practice for pharmacists 

is expected to be announced by the 
government, consultations by the Minor 
Ailments Advisory Group will be well 
under way for making recommendations 
to the government to allow pharmacists 
to assess and treat for up to 19 common 
ailments, and a new Super Bowl LIV 
champion will have been announced 
with my New England Patriots missing 
their fourth consecutive Super Bowl 
appearance. But, as one famous football 
icon has said – it’s not whether you get 
knocked down, but whether you get up 
(Vince Lombardi). 

Towards the end of last year, some 
in the pharmacy community were 
feeling just that — knocked down. 
Despite OPA being able to reduce 
the savings from the pharmacy 
sector by nearly 50%, many in the 
pharmacy community saw this as yet 
another cut to pharmacy, rather than 
a best case scenario given that every 
sector within healthcare — as well as 
other industries — was being asked 
to find savings. But, as a pharmacy 
community, I witnessed us get back up 

pretty quickly. While none of us — OPA 
included — supported any reductions 
in pharmacy reimbursements, we 
also saw the silver lining in this 
as being able to establish regular 
communications with this government 
– something we haven’t had in a long 
time. Within weeks, recognition of the 
role that pharmacy plays in healthcare 
quickly led to further discussions 
and announcements to key policy 
announcements, such as removal 
of the Ordinary Commercial Terms 
(OCT) cap alongside the introduction 
of private label generics. For many of 
you, this happened without fanfare or 
response. But, it is a significant policy 
change for pharmacy – providing 
pharmacy owners with the ability to 
manage their businesses like those in 
most other provinces and establishing 
a level playing field across the country. 

Certainly, this announcement provided 
us with momentum to ring in 2020. And, 
as we enter the next decade, we are 
already looking at significant changes 
in pharmacy awaiting implementation 
of the first four initiatives to expand 
the scope of practice for pharmacists. 
Of course, 2020 will be revolutionary 
in healthcare and pharmacy as we 
work towards implementing a common 
ailments program across the province. 

I am incredibly excited at the thought 
of this prospect. Assessing and treating 
patients for common ailments has 
been something that we have all been 
talking about for many years, and it’s 
clear that your voice has contributed 
to this even being a consideration for 
our government to consider. I want 
to thank everyone who renewed 
their OPA membership this year, and 
welcome all of you who are new to 
OPA (of which we saw a significant 
increase this year!). I’m looking forward 
to this landmark year as we stand 
together, make our voices heard and 
welcome a new dawn in pharmacy. 

Read about some more firsts in 
this issue of Ontario Pharmacist as 
we explore some of the pioneers 
among us who are leading the way 
in revolutionizing the profession by 
incorporating new NAPRA standards in 
sterile and non-sterile compounding, 
OPA’s new Student Strategy intended 
to carry Ontario pharmacy students into 
the future, and that will celebrate all 
the benefits of being an OPA member.  

2019 Thank You.

NEXT.
JEN BAKER, CHAIR OF THE BOARD
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A few years ago, pharmacist 
Ali Zohouri was managing 
his pharmacy in North York, 
Ontario at peak operations. 
A busy pharmacy with 10 

staff, things were going well, except 
for one thing. Repeatedly, he would 
see patients come into his pharmacy 
with a prescription for a compounded 
therapy. He had the expertise to fill the 
prescription, but compounding requires 
precision and attention to safety of 
patients and staff. One compounding 
prescription could take Ali several days 
to prepare appropriately. Ali would 
fill the prescription to the patient’s 
satisfaction, but made a commitment 
to himself, his staff, his patients and 
his business that he couldn’t continue 
in this manner. He recognized that 
compounding therapy was beneficial 
for many of his patients and he wanted 
to deliver the service his patients 
expect, but something didn’t feel right. 
He was spending a significant amount 
of time on compounding prescriptions 
at the expense of other patients. It 
wasn’t fair to his patients or his staff. 
Something had to give. 

Enter the National Association of 
Pharmacy Regulatory Authorities’ 
(NAPRA) new standards on non-sterile 
compounding that were adopted by 
the Ontario College of Pharmacists 
(OCP) in 2017 to be implemented in 
three phases, the first of which was 
to be completed by January 1, 2020. 
Upon review of the standards, Ali knew 

he was going to have to make a lot 
of physical upgrades within his new 
pharmacy in Lefroy, Ontario to be able 
to manage some of the compounding 
prescriptions that he receives. He was 
concerned for the patients who receive 
this therapy and wondering how he 
was going to maintain care to them.

He started talking to other pharmacists 
about this and how they were going to 
be ensuring they were compliant with 
the new standards. It soon became 
clear that his colleagues had the 
same concerns. None of them could 
meet the standards. A few more 
discussions and before he knew it, Ali 
and his colleagues, Sunny Lalli, Angelo 
Dias and Manveer Dhillon, were 
working on a business plan to create 
a central-fill compounding pharmacy 
– resolving how he would maintain 
care for his patients and filling a gap 
for other pharmacists who wanted 
to achieve the same level of care for 
their patients. Helios Compounding 
Laboratory opened its doors to 
pharmacists, patients and prescribers 
on December 9, 2019 

“We wanted to source the compound 
from a trusted provider and focus 
on the care of our patients. We felt 
terrible having to turn away our own 
loyal clients by referring them to 
compounding pharmacies and thereby 
causing a disconnect in their care. The 
project took longer than expected 
however. We thought it was going 

to take us six months to get up and 
running. It was a little less than two 
years,” says Ali. 

Sunny Lalli, co-founder of Helios 
agrees: “There was a lot of blood, 
sweat and tears. But this has truly 
been a labour of love. I have learned so 
much, and I feel a sense of renewal as a 
pharmacist and a business owner.” Lalli 
explains that there are many aspects 
to ensuring that the NAPRA standards 
are met. “This isn’t something to go into 
lightly. We became experts in things 
that we never knew anything about – 
HVAC systems, condo rules, plumbing! 
We learned about doing things that 
would lead towards quality rather 
than towards price.” Lalli also makes 
reference to the 10-foot chimney that 
was installed as part of the build to 
accommodate ventilation standards 
that protects patients and staff from 
inhalation of hazardous compounds. 

“And that’s just the shell of our facility. 
The operating procedures are even 
more intense. You’re talking about 
managing very detailed safety data 
sheets that require the utmost in 
safety protocols for your patients and 
your staff.” 

Helios’ staff pharmacist and non-sterile 
compounding supervisor, Sejal Shah, 
has immersed herself in the details 
and is part of the team that secured 
College accreditation for Helios. 

Became a Perfect Storm for Some
Pharmacy Owners in Ontario

How New

Compounding
Standards
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The NAPRA standards really go above 
and beyond to protect patients and 
staff. I’m pleased to see the rigour 
and thoroughness that has gone 
into creating these standards. Even 
very simple compounds such as 
hydrocortisone and clotrimazole cream 
require a risk assessment which includes 
reviewing safety data sheets. These 
safety data sheets recommended 
personal protective equipment, 
in the case of hydrocortisone and 
clotrimazole: gloves, goggles, lab coats 
and a designated space are required 
for compounding. Of course, there 
are  more complex compounds that 
require negative pressure rooms, walls 
to be made out of certain types of 
materials, separate rooms to name a 
few of the requirements. The research 
to achieve operational compliance is 
very comprehensive,” says Sejal.

Fortunately, Helios staff and co-founders 
came to the table with many years’ 
combined experience in compounding. 

“We brought the best of the best. 
Because of everyone’s experience, we 
were able to quickly identify what we 
knew would work, and what wouldn’t. 
That experience combined with the 
standards is a very sought-after 
service – by patients, our pharmacist 
colleagues and prescribers,” says Sunny. 

“We like to think we’re the ‘hidden 
superpower’ for other pharmacies,” 
says Sunny. 

Helios’ goal was to be a compounding 
facility that could source anything 
for anyone. “We’re almost there,” 
says Sunny. “We have an aggressive 
regulatory plan – to go from pharmacy, 
to central-fill to perhaps what might be 
a Drug Preparation Premises one day.”

“Today’s patient is becoming more 
empowered,” says Sunny. “We know the 
public trusts pharmacists inherently. 
But sometimes, that means they are 
hesitant to ask us questions. As patients 
begin to take charge of their health, 
some of the solutions are resulting 
in compounding. They are starting to 
want to know – what’s this made of? 
Can it be changed to suit my needs 
better – whether I have allergies, 
preferences or just want to maximize 
my drug therapy.” As a result, Sunny 
expects that compounding is growing 
in popularity among patients.

Compounding can have broad impacts 
on public health – whether its helping 
patients find non-opioid alternatives 
for pain management, or helping 
patients with allergies or sensitivities,” 
says Sunny. “Healthcare providers 
are starting to think differently 
about medication therapy. Patients 
have options, and compounding is 
one of them. We’re demystifying 
compounding and bringing awareness 
to real solutions.”

Advice from the founders of Helios 
on starting a compounding pharmacy.

 › Whatever you think you need – you 
need more. More time, more money, 
more research, more knowledge. Even 
if you are converting your existing 
pharmacy, you need more of everything.

 › Know where your current business 
is coming from so that you can figure 
out what you need: what equipment, 
physical requirements or knowledge 
do you need? If you know what your 
current business is, then you can 
focus on those elements first.

 › Buy based on quality not price.

 › Educate, educate, educate – the more 
you know about compounding from 
diverse sources, the better you will 
be able to secure accreditation from 
the College.

 › Do a gut check. Are you sure you 
want to do this? 

 › Celebrate the success of accreditation 
from the College. It feels great to 
know that all your hard work paid off. 

 › Do it to improve life for your 
patients. The money will follow. 

Words to the Wise
Photos by Alex Heidbuechel



Your pharmacy is one of the pioneers 
in the compounding space in Toronto. 
Why did you decide to specialize in 
compounding?
I started compounding early in my career 
as a staff pharmacist. It was something 
I really enjoyed because it gave me an 
opportunity to work with my hands and 
really make a difference in tailoring 
medication to my patients’ needs. 

When you developed OPA’s course, 
what was the main take-away you 
wanted participants to learn?
There’s a lot of things to consider 
before deciding that you want to 
either own or work in a compounding 
pharmacy. I want my colleagues to 
understand that this isn’t something 
that you go into lightly. There’s a lot 
of investment in time and resources to 
ensure that you’re applying the stan-
dards correctly. I think participants 
come away from the course with a 
greater appreciation of what the stan-
dards entail, how compounding can 
change their practice, and how it can 
improve the lives of their patients. 

What advice do you have for members 
who are considering the course? 
Take time to review all of the resources 
that are out there. There’s a lot of 
them. Ensure that the education you 
do receive is diverse. Depending on the 
training company, the teaching can be 
very narrow. Some of them use certain 
compounds and use certain equipment. 
It’s important to go into it with that in 
mind and know that just because one 
company teaches you one way to do 
something, it does not mean that it is 
the only way. I would highly encourage 
you to use multiple resources when 
learning about compounding. 

We just hit the deadline for the first 
phase in applying NAPRA’s model 
standards for non-sterile compound-
ing. How is your own process going?
I started implementing the standards 
as early as the College had adopted 
them for my patients’ safety and staff 
safety. I would advise each individual 

pharmacist to read through the Model 
Standards for Pharmacy Compounding 
of Non-Sterile Preparations accom-
panied by a Guidance Document for 
Pharmacy Compounding of Non-Ster-
ile Preparations. Read those NAPRA 
documents closely and do the proper 
assessment of your own practice and 
setting. Be prepared for a lot of work. 
If there are any questions about stan-
dards because your interpretation may 
be different than another, the College 
is always there for clarification. Ulti-
mately, it will be your professional 
judgement based on our standards of 
practice. 

At OPA, we get the occasional ques-
tion about master formulas and where 
they can be found? How do you 
respond to this?
Master formulas should be site spe-
cific or practice-setting specific. I 
don’t think there is only one formula 
for everything. You can certainly use 
available published formulas from 
certain companies whether they are 
membership based or free of charge. 
However, you need to be aware that 
just because a company provides 
master formulas, it does not mean it 
is always right. They could have errors, 
or they may not suggest the best way 
to do things at your site. You need to 
build your own master formulation 
record using your own experience and 
knowledge with appropriate refer-
ences. Doing your own research is very 
important. Ultimately, you may have to 
make your own formula.

I welcome any opportunity to help 
pharmacists learn more about the 
standards and help them apply them 
in their pharmacies so that they, too, 
can fulfil more patient needs.

THE COMPOUNDING PHARMACY   
A New Take On An Old Method

BY ALLAN CHOI

In 2017, the Council for the Ontario 
College of Pharmacists adopted 
the National Association of 
Pharmacy Regulatory Authorities’ 

Model Standards for Pharmacy 
Compounding of Non-Sterile 
Preparations. The model is to be 
implemented by all compounding 
pharmacies in Ontario over a 
three-phase period that began 
January 1, 2020 and is expected to 
be completed by January 1, 2021. 
OPA members have been keen to 
learn more about the standards, 
how to apply them appropriately, 
and ensure that patient safety is 
maintained throughout the process. 
Adam Silvertown is a pharmacist 
and owner of Pace Pharmacy  
and Compounding Experts (PACE 
Pharmacy) in Toronto. With over 15 
years’ experience in compounding, 
Adam is also OPA’s instructor of 
Applying NAPRA’s Non-Sterile 
Compounding Standards into 
Practice. Below Adam shares his 
experiences in compounding, how 
the course can help pharmacies 
apply the standards, and how 
compounding could be the future 
of pharmacy.

Adam Silvertown
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Can patients taking long-term 
immunotherapy receive  
varicella zoster vaccine?

There are currently two herpes 
zoster vaccines available in 
Canada: Zostavax II®, a live 
attenuated vaccine, and 

Shingrix®, a non-live recombinant 
vaccine. Patients with a chronic 
disease who are taking long-term 
immunotherapy are at increased 
risk of developing shingles and may 
be candidates to receive a herpes 
zoster vaccine. The concern with the 
administration of the live vaccine to a 
person who is immune compromised 
or deficient, including those taking 
immunosuppressive therapy, is that 
it may result in the development of 
varicella-zoster disease with serious or 
fatal outcomes. Examples of immune 
suppressing therapies include: long-
term high-dose (≥ 20 mg prednisone 
equivalent daily corticosteroids, 
cancer chemotherapy, cytotoxic 
therapy, biological response modifiers, 
calcineurin inhibitors, and radiation 
therapy. In general, the Shingrix® 
vaccine is preferred and may be 
considered in immunocompromised 
patients ≥ 50 years of age, after a careful 
individual risk versus benefit analysis. 
Studies with Shingrix® administration in 
patients with immunodeficiency from 
HIV, post-renal transplant or while on 
chemotherapy have demonstrated 
appropriate immunogenicity with no 
identified safety concerns. 

One strategy to prevent vaccine 
complications is to avoid concurrent 
administration of the vaccine with 
immunosuppressive medication. Either 
vaccine may be given three months 
after discontinuation of chemotherapy 

if the cancer is in remission, or three 
months after discontinuation of 
immunosuppressive therapy (≥ 6 months 
after anti-B cell antibody therapy), or 
four weeks after discontinuation of 
high-dose long-term corticosteroid 
drugs, as the patient is no longer 
considered immunosuppressed. 
If possible, vaccination should be 
done prior to the initiation of high-
dose immunosuppressive treatment; 
ideally, Zostavax II® should be given 
at least four weeks before and 
Shingrix® at least 14 days before 
starting treatment. This approach may 
not always be practical for patients 
taking long-term immunosuppressant 
medication for chronic conditions 
such as inflammatory bowel disease, 
rheumatoid arthritis, psoriasis, or 
systemic lupus erythematosus. During 
low dose immunosuppressant therapy, 
Shingrix® is preferred; however, if it 
is unavailable or contraindicated, 
Zostavax II® may be considered after a 
careful risk versus benefit assessment. 
This recommendation applies to 
the following treatments: topical, 
inhaled, or intraarticular injected 
corticosteroids, low to moderate-dose 
systemic corticosteroids (prednisone 
equivalent of < 20 mg/day), corticosteroid 
use for < 14 days, corticosteroid 
replacement therapy for patients with 
adrenal insufficiency, methotrexate 
(≤0.4 mg/kg/week), azathioprine (≤3 
mg/kg/day), or 6-mercaptopurine (≤1.5 
mg/kg/day). Patients taking multiple 
immunosuppressant medications 
should consult with an expert in 
immunodeficiency for a recommendation 
on specific vaccine choice and timing.

ASK OPA
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Alberta, Canada. Expanded 
scope, electronic health 
records, and absolutely beau-
tiful mountains.

From August to December 2019, I 
worked in a Medicine Shoppe Phar-
macy in Edmonton. My preceptor was 
a pharmacy owner who purchases dis-
pensing pharmacies and turns them 
into pharmacy clinics. She had just 
purchased another pharmacy when 
she received my cold call seeking 
employment in the land of expanded 
scope. This pharmacy was larger than 
her previous purchases. She needed 
someone who could focus entirely on 
the clinical aspects of the pharmacy. 
That became my job. 

In that time, I did not count a single pill. 
It felt peculiar to not have the pressure 
of dispensing. Truly, the only pressure 
I felt was in ensuring that our patients 
understood their medicines and that 
their health was comprehensively 
looked after.

As a team, pharmacy staff and I 
ensured that every patient made an 
appointment with myself to review 
their medicines. Convincing people 
to sit down for a service they had 
never used before was tremendously 

difficult. Our patients, who were 
mostly elderly, had been coming to 
this pharmacy for decades. Clinical 
services had largely been off the radar. 
Suddenly, there was a “new guy” from 
Ontario who was pushing for clini-
cal services. As a team, we persisted. 
Within a few months, the shift in the 
patient perspective of the pharmacy 
was evident; patients were coming 
into the pharmacy asking if they could 
speak with me in the office. 

Having access to the provincial Elec-
tronic Health Record, or Netcare as 
it’s known in Alberta, drastically raises 
your clinical confidence . Every action 
you take feels supported.

New antibiotic? Check out the culture 
on Netcare. 

Patient unsure if they can use Advil? 
Look at the eGFR. 

Patient might have anemia? Today, 
send them to the lab. Tomorrow, check 
the report to inform your next move. 

The EHR doesn’t only make patients 
safer, it makes you feel connected to 
the healthcare system. It allows you to 
truly understand what is plaguing your 
patient, affording you the ability to 

build patient relationships that might 
otherwise be difficult to attain. 

When not in an appointment, I was 
in the dispensary looking for new 
opportunities to engage with patients. 
This started by changing the way the 
pharmacy counsels on new medica-
tions. Originally, this was done at the 
counter. Today, every prescription 
counsel is conducted in the coun-
selling room. This was financially 
feasible as we coupled prescription 
counselling with medication review 
follow-ups. There is an astronomical 
difference between a conversation at 
the counter and one that is conducted 
in a counselling room. 

Now, I can’t say Alberta without talking 
about prescribing. Yes, with the excep-
tion of controlled substances, you can 
prescribe for any medication. 

When someone presents with a prob-
lem, you don’t have to ask yourself: 
does the law allow me to prescribe for 
this? Rather, your thought process is: 
do I know enough about the patient 
and their condition to appropriately 
prescribe a medication? In the near 
future, we will elucidate this difference 
to the government.

A Glimpse Into the Future of Pharmacy
Alberta
BY GEORGE DASKALAKIS
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While the scope of practice in Alberta 
certainly facilitates the financing 
of the position I had, it is only now 
emerging in Albertan community 
pharmacies. Given that Alberta has 
had an expanded scope since 2007, I 
must admit that I was surprised. Having 
worked in Ontario, Québec, and now 
Alberta, one thing is very apparent to 
me. In Ontario, the pharmacy commu-
nity thinks radically differently. 

Take a look at the academic perspective. 
Alberta started its entry-to-practice 
PharmD program in 2018. The University 
of Waterloo and University of Toronto 
launched their entry-to-practice 
PharmD programs earlier this decade. 
We are beyond ready to embrace 
change. With common ailment pre-
scribing, Ontario pharmacists are going 
to set an example that the rest of the 
country is going to follow.

If you are paying attention to what 
is going on in the United States, you 
know that Amazon is gradually moving 
into the community pharmacy sector. 
Industries that have survived their turn 
against Amazon all have one thing in 
common: they changed their brand to 
represent an experience, rather than 
a business transaction. Compare the 
bookstore industry before and after 
Amazon, and you know what I mean. 
Soon, it will be our turn. 

Alberta has made me unequivocal that 
not only will we survive Amazon, but 
the future of our profession will be 
born out of it. With common ailment 
prescribing, we will have every tool 
we need to turn pharmacies into an 
experience.

But we need not wait for this scope 
to start. My time in Alberta has shown 
me that medication reviews and fol-
low-ups form the basis of a clinical 
position. It also showed me that, while 
Alberta has scope, pharmacies are 
spending a lot of time adjusting their 
workflows to fully utilize that scope. 
If we proactively implement workflow 
changes now through the creation 

of clinical positions, we will give our 
patients sufficient time to adjust to 
this new workflow. In turn, this will 
maximize our ability to assist patients 
with common ailments. With this, I am 
calling on every pharmacy owner, phar-
macist, technician, and student to start 
thinking of ways to make this position 
a reality in Ontario pharmacies. 
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OPA Student Advisory Council

from U of T Student Chapter 
(Chair and Vice-Chair)

from UW Student Chapter 
(Chair and Vice-Chair)

OPA Staff Liaison2 2

OPA U of T Student Chapter
Executive Team
Chair
Vice-Chair
4th year class rep
3rd year class rep
2nd year class rep
1st year class rep
OPA Staff Liaison
Faculty Advisor

General members: All OPA pharmacy student 
members are members of their local chapter 

OPA UW Student Chapter
Executive Team

Chair
Vice-Chair

4th year class rep
3rd year class rep
2nd year class rep
1st year class rep

OPA Staff Liaison
Faculty Advisor

General members: All OPA pharmacy student 
members are members of their local chapter

Engaging the future 
generation of pharmacy

Last year at OPA’s Annual General 
Meeting, resolutions were put 
forward to further engage 
and integrate students into 
the activities of the pharmacy 

profession and their professional 
Association. As a result, a framework 
was developed at OPA to ensure that 
pharmacy students had a venue to 
share their perspectives, provide input 
to the association and help shape the 
profession. The framework is comprised 
of a Student Advisory Council with 
representation from both pharmacy 
schools, and two OPA Student Chapters 
– one at each pharmacy school.

OPA Student Advisory Council
The Council will meet up to four times 
per year with the following mandate:

• Represent the voice of the pharmacy 
student body and provide OPA with 
recommendations for consideration 
on student-led initiatives and to 
discuss OPA’s involvement/support

• Update their respective schools on 
OPA’s advocacy initiatives

OPA Student Chapters
There is an OPA Student Chapter 
at each pharmacy school. The 
Executive Team of the local chapters 
is comprised of a Chair and Vice-Chair 
of the Student Chapters and up to 
four class representatives – one class 
representative for each pharmacy 
school year (1st – 4th years), an OPA 
staff liaison, and a faculty advisor. All 
OPA pharmacy student members are 

automatically members of the local 
chapters. The Executive Team of each 
chapter will meet up to four times 
throughout the year with a mandate to:

• Generate ideas for student-led 
advocacy initiatives and recommen-
dations for OPA to be presented to 
the OPA Student Advisory Council

• Execute the student-led initiatives 
approved by OPA and the OPA 
Student Advisory Council at the 
local school level

Class representatives are chosen by 
an application method by the Chair 
and Vice-Chair of each OPA Student 
Chapter throughout the year.
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As a Doctor of Pharmacy 
student, there are several 
avenues to explore when 
looking to gain experience 
which will advance your 

professional knowledge. Commu-
nity pharmacy placements, hospital 
pharmacy placements, and industry 
placements among others are the 
most common. However, few, if any, 
will offer the unique experience that 
is offered at the Ontario Pharmacists 
Association (OPA).

OPA is the advocacy body which 
represents pharmacists, pharmacy 
technicians and pharmacy students of 
Ontario. Currently, more than 10,000 
pharmacy professionals are repre-
sented by the association. With this 
large-scale representation, OPA has 
greater influence when discussing 
professional advancement with gov-
ernment and other professional bodies. 
This is evident in the current discus-
sions surrounding the implementation 
of common ailment prescribing for 
pharmacists in Ontario, among other 
initiatives soon to be executed.

OPA is comprised of several teams 
working collaboratively to elevate the 
future of pharmacy to new heights. 
These include Professional Affairs, 
Strategic Development, Professional 
Development, Drug Information and 
Resource Centre (DIRC), and Commu-
nications, to name just a few. My role 
was situated within the Professional 
Affairs team, under the supervision 
of the manager of Pharmacy Profes-
sional Affairs, Victoria Ip. 

While at OPA I had the opportunity to 
contribute meaningfully to many proj-
ects. My goal from the outset was to 
make some small contribution in the 
limited time I had in order to have an 
impact on patients or pharmacists in 
the future, in addition to learning more 
about how our provincial association 
functions to promote the evolution 
of the profession. Of my projects, 
the largest proportion were related 
to immunizations. Specifically, I was 
responsible for developing tools for 
pharmacists on how to improve the 
experience for young children get-
ting their vaccines and how to address 
common immunization myths, as well 
as patient information sheets outlining 
frequently asked questions about flu 
vaccines and an infographic providing 
key facts to patients about how vac-
cines work. Several smaller projects 
were also assigned surrounding these, 
which are too numerous to list, but rest 
assured OPA will keep you busy.

I was also given the opportunity to 
be involved in several meetings that 
took place in conjunction with various 
organizations, including the Ontario 
College of Pharmacists, the University 
of Toronto Leslie Dan Faculty of Phar-
macy, along with additional internal 
meetings. Meeting with these groups 
afforded me a greater understanding 
of not only OPA’s relationship with 
these other organizations but were 
extremely useful to me as I plan my 
career and aspire towards a man-
agement role. It was of tremendous 
benefit to be surrounded by such 
strong public speakers and advocates, 

and my experience was enriched as a 
result. It also gave me an appreciation 
for the amount of time and effort it 
takes to advance new initiatives due 
to the large number of stakeholders 
involved. This is something a prospec-
tive student at OPA can look forward 
to learning more about.

The work environment at OPA is ideal 
in many regards. All OPA employees 
are incredibly welcoming. From the 
first moment I stepped foot in the 
office, I was greeted warmly by Allan 
Malek, the executive vice-president 
and chief pharmacy officer of OPA. 
I’ve shared many great moments with 
the staff here, from making delicious 
sandwiches, to office lunch gatherings, 
and even escape rooms. However, it is 
clear to me that in addition to these 
caring people being truly enjoyable to 
work with, they also have some of the 
strongest work ethic I have ever seen. 
From the outside looking in it may 
not be evident, but whether you’re a 
student or a practising pharmacist, 
however hard you believe OPA is work-
ing to further advance the profession’s 
best interest, they are working harder. 

If you are a student who has some 
experience in traditional pharmacy 
settings and would like a refresh-
ing perspective on current pharmacy 
practice and an inside look at the inner 
workings of a professional organiza-
tion, then OPA is an opportunity worth 
pursuing.

Jesse Ropat 
DOCTOR OF PHARMACY CANDIDATE, UNIVERSITY OF TORONTO, CLASS OF 2021

PHARMACY: 
The Future Is Bright

Throughout the year, OPA provides opportunities to 
pharmacy students (who are also OPA members!) 
to work alongside the staff at OPA. The students 
gain an extraordinary amount of knowledge as to 

how a professional association works, they learn about the 
priorities of the profession, how to advocate for pharmacy 
and get to do a deep dive on a topic that interests them.  
Each student is provided with an opportunity to work on a 
specific project and then present their findings at the end of 
their term to all OPA staff. They’ve delivered presentations 

on opioids, cannabis, and anti-microbial stewardship — to 
name just a few. The pharmacy students bring fresh per-
spective, new ideas and an enthusiasm for the profession 
that is unrivalled. What they don’t know is that OPA gets 
just as much out of their time here as they do – if not more! 
Their presentations are a welcome break in the knee-deep 
work that goes on at OPA – and everyone – not just the 
students - walks away with a little more knowledge on the 
inner workings of pharmacy, and a few new friends. Read 
more about the recent experiences from two of our students. 
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 THERAPEUTIC OPTIONS WINTER 2020 I

FOCUS ON MENOPAUSE

BACKGROUND

Menopause is a normal, physiological 
event defi ned as the occurrence of the 
fi nal menstrual period (FMP). Menopause 
is the end of ovarian function and is 
confi rmed when a woman is amenorrhoeic 
for 12 consecutive months. Spontaneous, 
natural menopause can occur between 
40 and 58 years of age; in North America 
the average age of menopause is 52 
years. Perimenopause is the time leading 
up to menopause; it results from changes 
in the levels of ovarian hormones. It may 
start when a woman is in her late thirties 
or early forties and last several years. 

Perimenopause begins with variations 
in the length (by ± 7 days) of menstrual 
periods. Premature menopause describes 
menopause that occurs before age 
40 and it can be spontaneous, or it 
may be induced. Induced menopause 
is caused by medical treatments such 
as chemotherapy or radiation, or by 
procedures that damage or remove both 
ovaries. Women who experience induced 
menopause are usually younger and often 
have more severe symptoms related to the 
physiological eff ects on rate of bone loss 
and atherosclerosis, vulvovaginal atrophy, 
and libido. Postmenopause is the time 

after menopause when the ovaries have 
stopped producing eggs, estrogen is very 
low, and the risk for diseases associated 
with low estrogen, such as osteoporosis 
and heart disease, increases. 1 

The Stages of Reproductive Aging Work-
shop +10 (STRAW +10) staging system is 
helpful to assess reproductive aging in 
women for clinical purposes (see Figure 1). 

SIGNS AND SYMPTOMS

Estrogen, progesterone, and testosterone 
are ovarian steroid hormones that bind 

Teresa Isabel Dias, BSc Pharm, RPh, NCMP

Stage -5 -4 -3b -3a -2 -1 +1a +1b +1c +2

Terminology REPRODUCTIVE MENOPAUSAL TRANSITION POSTMENOPAUSE

Early Peak Late Early Late Early Late

Perimenopause

Duration Variable Variable 1-3 years 2 years (1+1) 3-6 years Remaining 
lifespan

PRINCIPAL CRITERIA

Menstrual 
Cycle

Variable 
to regular Regular Regular

Subtle 
changes 
in fl ow/ 
length

Variable length; 
persistent ≥7-
day diff erence 

in length of 
consecutive 

cycles

Interval of 
amenorrhea 
of ≥60 days

DESCRIPTIVE CHARACTERISTICS

Symptoms
Vasomotor 
symptoms 

Likely

Vasomotor 
symptoms
Most Likely

Increasing 
symptoms 

of urogenital 
atrophy

 FMP = fi nal menstrual period.

Figure 1. The STRAW +10 staging system for reproductive aging in women. 
Reproduced and adapted with permission from North American Menopause Society, Menopause Practice, A Clinician’s Guide, 5th Edition.

Menarche FMP (0)
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Advocating for your future 
career, extensively growing 
your professional network, 
and furthering your educa-
tion in the pharmacy field 

– all of which are incredible opportu-
nities for a pharmacy student when 
you work at the Ontario Pharmacists 
Association (OPA). 

Throughout my co-op term, it has 
been apparent that OPA provides a 
tremendous amount of support for the 
pharmacy profession through ongoing 
work and projects. As a pharmacy 
student in the Professional Affairs 
department, I was provided with extensive 
opportunities to participate in advocacy 
efforts. For example, during the month of 
March (Pharmacist Awareness Month), 
I met with members of OPA’s Board of 
Directors for OPA’s Queen’s Park Day. 

Another primary responsibility of 
OPA is to address current issues that 
impact the pharmacy profession. My 
department and I worked diligently 
to develop solutions to these issues, 
and my contributions strengthened my 
overall knowledge of the pharmacy pro-
fession. A notable example would be 
the work OPA did to support pharma-
cists regarding the changes to OHIP+ 
for Children and Youth. With these 
changes came plenty of concerns 
from pharmacy professionals, and it 
was the responsibility of the Profes-
sional Affairs team to help support the 
needs of pharmacists across Ontario. I 
participated in developing tools which 
included a process map and patient 
insurance declaration stub. It has been 
extremely rewarding to be informed by 
other pharmacists that they have ben-
efited from using OPA’s resources and 
tools in their community practices.

Additionally, I had the privilege of 
working with other departments at 
OPA, including the Drug Information 
and Resource Centre (DIRC) and 
the Professional Development (PD) 
department. With DIRC, I was involved 
with medical writing and wrote an 

Bradley Grightmire 
PHARMD CANDIDATE, UNIVERSITY OF WATERLOO, CLASS OF 2021

article on Irritable Bowel Syndrome 
(IBS) that was posted to OPA’s blog, 
Beyond the Counter. Moreover, I for-
mulated a tip sheet for patients on 
managing a diet while taking warfarin 
that was posted to the OPA website. 
I supported ongoing projects with the 
PD department, including advising on 
pharmacy topics of relevance with the 
Canadian Pharmacists Association.

OPA works with their students to 
determine a project to be completed 
during the work term. During my time 
at OPA, my project focus was on opioid 
practice tools that would be useful 
to support pharmacists to enhance 
patient safety and prevent addiction 

by intervening when necessary on 
inappropriately prescribed opioid ther-
apy. This intervention process will help 
combat the opioid misuse and abuse 
currently present within society.

Spending my first co-op term at OPA 
reinforced my passion for the phar-
macy profession. I now recognize the 
time and effort that is required to 
make a policy change, and the profes-
sion is headed in an excellent direction 
with the help of everyone at OPA. If 
you are a passionate and ambitious 
pharmacy student that is looking to 
make a difference, then I highly rec-
ommend a student position with OPA!

PHARMACY: The Future Is Bright
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to specifi c receptors to trigger responses 
in many tissues of the body. There are 
two estrogen receptors (ERs), ER-α and 
ER-β, and their concentration varies 
in diff erent tissues. ER-α are found in 
the uterus, ovary, breast, liver, bone, 
adipose tissue, central nervous system, 
cardiovascular tissues, and brain. ER-β are 
found in the colon, vascular endothelium, 
lung, bladder, central nervous system, 
cardiovascular tissues, and brain.1

Estrogen fl uctuations and decline cause 
physical, cognitive, and emotional changes 
during the transition from reproductive 
years to postmenopause. Not all women 
report symptoms, and symptoms vary 
greatly among women. Each woman 
experiences menopause in her own way, 
and during the transition, symptoms 
may change, intensify, decrease, stop, 
or reappear. Four major menopause-
related complaints have been reported 
by menopausal women:1

• Vasomotor symptoms (VMS) — hot 
fl ashes and night sweats (hot fl ashes 
that happen during the night)1

• Vulvovaginal symptoms — vaginal dry-
ness, burning, irritation, lack of lubrication, 
loss of elasticity, dyspareunia (painful 
sexual intercourse)1

• Sleep disturbances — diffi  culty falling 
asleep and/or staying asleep, poor 
sleep 2 

• Mood changes - irritability, anxiety, 
feeling blue, depression, self-doubt, 
mood swings, crying spells3

Other menopause symptoms include:1,2,3 

• Cognitive changes - memory and 
concentration diffi  culties

• Fatigue
• Bladder changes
• Weight gain and body shape changes 

(accumulation of fat around the 
abdomen)

• Skin changes - dry skin, crawly itchy 
skin, acne

• Sexual dysfunction, reduced libido
• Hair loss and hirsutism
• Dry eye
• Hearing loss
• Teeth and oral cavity changes
• Joint pain and body aches
• Headaches
• Bloating
• Sore breasts

VASOMOTOR SYMPTOMS

VMS — hot fl ashes and night sweats — are 
the most commonly reported symptoms 
of menopause and aff ect 60 to 80% of 
women. VMS may start in perimenopause 
and continue into postmenopause, on 
average for 7.4 years with some women 

Table 1. Benefi ts and risks of hormone therapy3 

Benefi ts Risks
Lessens VMS
Lessens vaginal dryness and tissue atrophy 
Reduces sleep problems
Prevents and treats osteoporosis
Lowers risk of heart disease
Helps prevent diabetes

Stroke
Thromboembolism
Breast cancer (after 3-5 years on EPT)
Endometrial hyperplasia and cancer (estrogen 
therapy without a progestogen in women with 
a uterus)

VMS = vasomotor symptoms; EPT = combined estrogen and progestogen therapy

reporting VMS for longer than 10 years.5 
The exact cause of the hot fl ashes isn’t 
entirely known. It may be related to small 
fl uctuations in core body temperature 
superimposed on an extremely narrow 
thermoneutral zone which results in 
sweating or shivering whenever there’s a 
small change in body temperature, either 
up or down. Other risk factors, such as 
obesity, smoking, limited physical activity, 
and additional triggers (e.g., exercise, hot 
weather, alcohol, spicy food, hot drinks) 
can generate hot fl ashes.3

PHARMACOLOGICAL THERAPY

HORMONE THERAPY
Hormone therapy (HT) consisting of 
estrogen and/or progestogen, is the 
most eff ective treatment for VMS and 
Genitourinary Syndrome of Menopause 
(GSM) and prevents bone loss as well 
as fractures. 3 HT may also improve other 
menopause symptoms, such as reduced 
libido, joint and muscle pain, mood swings, 
and sleep disturbances. Additionally, HT 
may reduce coronary risk and improve 
long-term bone health.4 

HT should be part of an overall approach 
that includes lifestyle recommendations 
including proper nutrition, physical activity, 
smoking cessation, and low alcohol 
consumption to maintain the health 
of women in perimenopause through 
to postmenopause.2 Treatment must 
be individualized to address current 
symp toms as well as prevention of 
cardiovascular disease (CVD), osteoporosis, 
and dementia, with consideration given to 
personal and family history, risk factors, 
expectations, needs, preferences, and 
values. Individualized treatment maximizes 
benefi ts and mini mizes risks (Table 1), while 
periodic assessment ensures the benefi ts 
and risks of continuing or discontinuing 
HT are regularly reviewed.2 Health care 
providers must identify the most appropriate 
type of HT, eff ective dose (which is often 
the lowest), formulation, route of 
adminis tration, and duration of use, based 
on the best available evidence. Upon 
discontinuation of HT, either abruptly 
or by tapering the dose slowly, 50% of 
women report recurrence of VMS.4 

HT is recommended to treat symptoms 
and prevent disease in women who 
experience induced menopause before 
the age of 45 because they are at 
higher risk of CVD, osteoporosis, mood 
disorders, and dementia; treatment 
should last at least until the average 
age of menopause.2 

The benefi ts of initiating HT in healthy 
women with no contraindications, who 
are younger than 60 years of age, and 
within 10 years of menopause (i.e., 
FMP), as well as in women with high 
risk of bone loss and fracture usually 
outweigh the risks for the treatment of 
bothersome VMS.5

Examples of contraindications to hormone 
therapy include the following:5

• Unexplained vaginal bleeding
• Severe active liver disease
• Prior estrogen-sensitive breast or 

endometrial cancer
• Coronary heart disease
• Stroke
• Dementia
• History or inherited high risk of 

thromboembolic disease
• Hypertriglyceridemia
• Porphyria cutanea tarda

Women over 60 years of age who 
experience bothersome menopause 
symptoms aff ecting their quality of life 
may wish to continue using HT. Women 
should be educated regarding the risks 
of HT beyond 60 and the decision to 
continue treatment, at the lowest 
eff ective dose, should be made in 
conjunction with the health care provider, 
taking into consideration the benefi ts 
versus the risks.2

ESTROGENS 
Due to hepatic fi rst-pass eff ect, 
17β-estradiol (or simply estradiol), an 
endogenous estrogen, converts to 
estrone, and less than 5% of the oral 
estradiol dose remains unchanged in 
the plasma. Transdermal and topical 
preparations avoid hepatic fi rst-pass 
eff ect, undergo hepatic metabolism, and 
achieve high concentrations of estradiol; 
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hence they can be prescribed at lower 
doses than oral estrogen preparations. 
Transdermal and topical preparations 
cause less variability in estrogen blood 
levels than oral preparations but there 
is substantial interpatient variability.2,3

Conjugated estrogens are a mixture of at 
least 10 estrogens obtained from natural 
sources, usually the urine of pregnant 
mares, and have been used in most 
clinical trials. Most other oral estrogens 
are derived from plant sources such 
as yams or soy. There is no evidence 
that plant-based products are clinically 
superior to equine sourced estrogen. 5 
Estrogen preparations are available in 
many forms: oral, transdermal, topical 
gel, intravaginal cream or tablet, and 
vaginal ring.3,6 

PROGESTOGENS
Progestogens include progesterone and 
progestins. Progesterone is produced 
naturally by the ovary and is synthesized 
in the laboratory for therapeutic use. Mi-
cronized progesterone results in improved 
oral absorption. Progestins (e.g., medroxy-
progesterone acetate (MPA), megestrol, 
norethindrone, levonorgestrel, and dro-
spirenone) are synthesized products; they 
are not identical to progesterone but have 
progesterone-like activity.3 

The primary function of progestogen 
therapy (PT) in menopause is to protect 
the endometrium of women with a uterus 
who are using estrogen therapy (ET) 
for menopausal symptoms. Dose and 
duration of PT are important to ensure 
adequate endometrial protection. The 
estrogen thickens the endometrium while 
the progesterone prevents endometrial 
overgrowth. Women with contraindications 
to ET can use progestogens alone to con-
trol VMS. Several estrogen-progestogen 
therapy regimens are available. There’s 
insuffi  cient knowledge to recommend one 
system over the other and most women 
prefer the continuous-combined regimen 
because it avoids cyclical bleeding.1,3 

Approved prescription products in Canada 
for menopausal symptoms include the 
following:3

• Estrogen products: oral, transdermal, 
injectable, and vaginal

• Progestogen products: oral, injectable, 
intrauterine, and intravaginal 

• Combination estrogen-progestogen 
products: oral and transdermal

• Other oral products: tissue selective 
estrogen complex (e.g., conjugated 
estrogens/bazedoxifene), tibolone

• Androgen products: oral, transdermal, 
and injectable 

SAFETY OF HORMONE THERAPY

The most common adverse drug reactions 
(ADRs) of HT include nausea, bloating, 
weight gain, fl uid retention, mood swings 
(progestogen-related), breakthrough bleed-
ing, headaches, and breast tenderness. 
There are also rare risks of breast cancer 
with combined estrogen and progestogen 
therapy (EPT), endometrial hyperplasia 
and cancer with inadequately opposed 
estrogen, VTE, and biliary issues. 

Risks of HT diff er for diff erent women 
and treatment can vary, depending on 
type, dose, duration of use, route of 
administration, timing of initiation (age), 
and whether a progestogen is needed. 
The Women’s Health Initiative (WHI) 
trial results published in 2002 have led 
to signifi cant fear associated with the 
use of HT. Hormone use has decreased 
and many women have been denied or 
have avoided HT for the management of 
menopause symptoms and have suff ered 
needlessly. Healthcare providers should 
understand the risks of HT and help 
women put the risks into perspective.5, 6 

For example, according to WHI Trial results, 
the following were seen: 7

• 26% increase in risk of breast cancer 
meant an increase from 30 to 38 per 
10,000 women each year

• 29% increase in risk of coronary heart 
disease meant an increase from 30 to 
37 per 10,000 women each year

• 41% increase in risk of stroke meant 
an increase from 21 to 29 per 10,000 
women each year

Newer observational data and reanalysis 
of older studies, including the WHI, accord-
ing to age and time since menopause, 
suggest that for healthy, recently meno-
pausal women, the benefi ts of HT (estro gen 
alone or with a progestogen) outweigh its 
risks, with fewer CVD events in younger 
versus older women.2

Breast cancer rates in the WHI decreased 
with use of estrogen alone and did 
not increase signifi cantly for the fi rst 
seven years in women on estrogen plus 
progestogen; however, it is acknowledged 
that the risk does gradually increase 
over time, primarily in older women. With 
all the emphasis on the risks of hormone 
therapy, the benefi ts of HT— e.g., relief of 
hot fl ashes, night sweats, vaginal atrophy, 
and the prevention of osteoporosis and 
osteoporotic fractures, diabetes, and colon 
cancer – were insuffi  ciently acknowledged.7

Meta-analysis of randomized controlled 
trials (RCTs) report a signifi cant reduction 
in all-cause mortality in women who 

initiate HT when younger than 60 years 
of age and/or who are within 10 years 
from menopause onset.3 

BIOIDENTICALS 
Bioidentical hormone therapy (BHT) isn’t 
an offi  cial scientifi c term and it means 
diff erent things to diff erent people. The 
Endocrine Society defi nes bioidentical 
hormones (BH) as “compounds that have 
exactly the same chemical and molecular 
structure as hormones that are produced 
in the human body.” 8 Progesterone and 
17β-estradiol are therefore BH, are used 
in many pharmaceutical products, and 
are subject to strict regulations.9 

Products containing estrogen or prog-
estogen, regardless of the manu facturing 
source (commercial or custom-compounded) 
will have similar benefi ts and risks. Many 
women believe that custom-compounded 
BH that claim to be “natural” are made 
from plants or yams, not from synthesized 
estrogen, and erroneously believe these 
are safer. BH are not “natural”, they must 
be synthesized in the laboratory for thera-
peutic use. In addition, they do not undergo 
the same rigorous testing as a commercial 
product that requires Health Canada 
approval. Product inserts explaining the 
benefi ts, risks, and contraindications of 
the product may not be provided with 
custom-compounded BH.3,9 Endometrial 
cancers have been diagnosed in women 
on BHT that includes estrogen but 
insuffi  cient progesterone to inhibit the 
stimulatory eff ect of the estrogen on 
the lining of the uterus.2 Compounded 
hormone therapy may be a good option 
for women who cannot tolerate a 
government-approved therapy due to 
allergies to ingredients, or require a dose 
or formulation that is not available.3 

ANDROGEN THERAPY

TESTOSTERONE
Testosterone levels decrease with age in 
both men and women. In postmenopause, 
estradiol levels decrease by more than 
80% and testosterone levels by 25%. After 
removal of both ovaries, estrogen levels 
decline steeply, and testosterone levels 
fall by more than 40%. Testosterone 
therapy, in postmenopausal women and 
women who have undergone bilateral 
oophorectomy, may be benefi cial for 
psychological health and sexual function. 
Women with loss of sexual desire and/or 
arousal should be assessed and treated 
for other possible causes of sexual 
dysfunction before initiating treatment 
with testosterone. Because there are no 
approved androgen therapies for women 
in Canada, using preparations formu-
lated for men poses many challenges 
and the benefi ts must be weighed 
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against the risks. Testosterone therapy 
should be stopped if a woman has not 
experienced a signifi cant benefi t in 6 
months.3 Oral androgen therapy can cause 
acne, alopecia, hirsutism, voice changes, 
clitoral hypertrophy, personality change, 
dyslipidemia, and more.3 

Dehydroepiandrosterone (DHEA) and dehy-
droepiandrosterone sulfate (DHEAS) are 
precursors of both estrogen and test-
osterone. Therapy with DHEA has been 
proposed for treatment of postmenopausal 
symptoms. Clinical trials of systemic DHEA 
haven’t shown benefi t over placebo for 
improvement of sexual function and well-
being in postmenopausal women. Vaginal 
therapy with DHEA may be helpful in the 
management of vulvovaginal atrophy (VVA), 
dyspareunia, and sexual dysfunction. In 
Canada there are no approved commercial 
preparations of DHEA.1,2

NON-HORMONAL THERAPY

Some women cannot, or prefer not to, 
take HT for their menopause symptoms. 
These women can be off ered non-
hormonal therapies, but these aren’t as 
eff ective at ameliorating menopause 
symptoms as HT and do not off er protec-
tion against bone loss or dementia. There 
are few head-to-head trials comparing 
HT with non-HT therapies.2

Some of the drugs that have shown 
potential to alleviate VMS are selec-
tive serotonin reuptake inhibitors (SSRIs), 
serotonin-norepinephrine reuptake inhibi-
tors (SNRIs), and some antiepileptic drugs. 
Gabapentin may be helpful for night sweats 
and insomnia; venlafaxine, desvenlafaxine, 
paroxetine, citalopram and escitalopram 
have some effi  cacy in reducing VMS. 
SSRIs can worsen symptoms of sexual 
dysfunction. Paroxetine should be avoided 
in women taking tamoxifen because of 
potential interactions. Clonidine has many 
adverse eff ects and is only slightly more 
eff ective than placebo.2 

COMPLEMENTARY AND ALTERNATIVE 
MEDICINE (CAM)

Complementary and alternative medicine 
(CAM) may include dietary (e.g., soy) 
and herbal therapy (e.g., black cohosh, 
evening primrose oil, fl axseed, maca, etc.), 
massage therapy, acupuncture or stress 
management treatments, and is utilised 
by more than half of women in the 
meno pause transition. Despite a robust 
industry in over-the-counter products for 
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the management of menopause symp-
toms, there’s limited and confl icting 
evidence about these products’ effi  cacy. 

Some studies are placebo-controlled 
and fi nd limited effi  cacy of the product 
over placebo. It’s important to remember 
that the placebo eff ect may explain 
around 30% of symptom improvement 
with CAM.3 Healthcare providers should 
be aware of evidence-based information 
available for CAM when discussing treat-
ment options with women and encourage 
products that have been reviewed by 
Health Canada.3

Cognitive Behaviour Therapy (CBT) and 
hypnosis have shown effi  cacy in reducing 
VMS. Other therapies such as weight loss 
and mindfulness-based stress reduction 
may be benefi cial but further research 
is needed.5

GENITOURINARY SYNDROME OF 
MENOPAUSE (GSM)

GSM is a term coined by the North 
American Menopause Society (NAMS) to 
describe a cluster of symptoms commonly 
present in menopausal women:

• Dryness, burning sensation, and 
irritation in the genital area;

• Vulvovaginal atrophy (VVA): thinning, 
drying and infl ammation of the 
vaginal tissues;

• Poor vaginal lubrication during sex, 
decreased elasticity, discomfort or 
pain with intercourse, and impaired 
sexual function; 

• An urgent need to urinate, painful 
urination, or recurrent urinary tract 
infections (UTIs)

Unlike VMS that tends to get better 
with time, GSM worsens with time after 
menopause due to the longer absence 
of estrogen.2 

Vaginal moisturizers, lubricants, and 
regular sexual activity may be helpful 
for some women, but they do not reverse 
most atrophic changes. Lubricants are 
used during sexual activity to enhance 
lubrication and decrease pain, and 
moisturizers are used on a regular 
basis to restore normal vaginal pH and 
relieve vaginal dryness but are not as 
eff ective as estrogen. Lubricants can 
be used with moisturizers if needed 
during intercourse. Regular sexual 
activity may improve vaginal function 
by increasing blood fl ow to the area and 

stretching of the vulvovaginal tissue. For 
women who do not have regular sexual 
intercourse or have vaginal narrowing, 
gradual careful stretching of the vagina 
with special dilators taught by a pelvic 
physiotherapist specialist may be 
helpful. 

Low-dose vaginal estrogen therapy is 
more eff ective than systemic estrogen 
therapy for symptoms of VVA. It 
also helps reduce UTIs and improves 
symptoms of overactive bladder, but 
not urgency or stress incontinence.2, 9 

Low-dose vaginal estrogen preparations 
have minimal systemic absorption 
and consequent ADRs, and additional 
progestogen therapy is not indicated. 
Some experts defi ne low-dose vaginal 
estrogen as ≤50 mcg estradiol or ≤0.3mg 
conjugated estrogens per ≤0.5 g cream, 
or estradiol 10 mcg per vaginal tablet. 
Since VVA is a chronic condition it is 
important to start treatment early to 
avoid irrevocable atrophic changes and 
treatment needs to be continued. 1,2,10 
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Following the formal 
investigation of a complaint 
to the Ontario College of 
Pharmacists (OCP) the 
Inquiries, Complaints and 
Reports Committee (ICRC) will 

decide how to address a pharmacist’s 
conduct, and may make a referral to 
the Discipline Committee. This is the 
most serious disposition the ICRC can 
make, and can intensify what is likely 
an already stressful situation for a 
pharmacist. Referrals to the Discipline 
Committee can also be made by the 
Accreditation Committee or the Quality 
Assurance Committee. What follows is 
a brief guide to discipline hearings.

The Discipline Committee sits in panels 
comprised of both professional and 
public members, and fulfills a role that 
is somewhat comparable to a judge in 
a trial. The Discipline Committee hears 
allegations of professional misconduct 
or incompetence, and makes findings 
of fact as to whether the allegations 
against a pharmacist are proven. 

Following referral to discipline from 
the ICRC, the Discipline Committee will 
send a pharmacist a Notice of Hearing, 
which will state the time, place, and 
purpose of the hearing, including the 
specific allegations. 

Discipline hearings are typically held 
at the offices of the OCP in Toronto. 
Hearings are recorded and transcripts 
can be ordered. A prosecutor will rep-
resent the OCP at the hearing, and 
Independent Legal Counsel to the Dis-
cipline Committee will typically also be 
present. In some cases, the complainant, 
a public interest group, or a professional 
association might also attend. 

The OCP is required to provide phar-
macists with copies of all documents 
and things that it will refer to or give in 

evidence at the hearing and to provide 
a witness statement or summary of 
evidence for any witness to be called 
prior to the hearing. A pharmacist must 
produce the same information before 
the commencement of the hearing. If a 
party intends to call an expert witness 
at the hearing, the party must serve an 
expert report on the other party. 

Prior to a discipline Hearing, the OCP 
will hold a pre-hearing conference. The 
purpose of this facilitated conference 
is to reach an agreement on as 
many issues as possible and, if the 
pharmacist and the OCP cannot arrive 
at a resolution, schedule the hearing. 
Pre-hearing conferences are, in general, 
confidential and without prejudice.

The OCP will post on its website the 
names of pharmacists scheduled 
to appear before the Discipline 
Committee, the dates of their hearings, 
and summaries of the allegations 
against them. Discipline hearings are 
generally open to the public.

A discipline hearing is a formal, 
adversarial process that is similar 
to a trial, with pharmacists and the 
OCP each presenting their side of 
the case. The OCP prosecutor will 
have the burden of proving the 
allegations against a pharmacist. The 
Discipline Committee may proceed in 
a pharmacist’s absence. 

Where the pharmacist is found guilty 
of professional misconduct or incom-
petence, the Discipline Committee will 
also rule on an appropriate penalty, 
which may include the following: 

 › An in person reprimand before  
the panel; 

 › A maximum fine of $35,000, to be 
paid to the Minister of Finance; 

 › Terms, conditions, or limitations on 
a certificate of registration; and/or

 › Suspension or revocation of a 
certificate of registration. 

The Discipline Committee may also order 
a pharmacist to pay all or part of the 
OCP’s costs and expenses. In rare cases, 
the Discipline Committee can order the 
OCP to pay costs to a pharmacist.

If a pharmacist is found guilty of 
professional misconduct following a 
discipline hearing, the OCP is required 
to publish a summary of the decision.

A pharmacist or the OCP may appeal 
a decision of the Discipline Committee 
to the Divisional Court. 

Pharmacists are allowed to represent 
themselves before the Discipline 
Committee. However, because of the 
serious nature of discipline hearings, it 
is prudent for pharmacists to consider 
retaining experienced legal counsel.

Josh Koziebrocki is the principal lawyer 
and founder of Koziebrocki Law. He 
represents numerous pharmacists and 
has extensive experience dealing with 
regulatory issues. He can be reached 
at 416-925-5445.

josh@koziebrockilaw.com  
www.koziebrockilaw.com

OPA members: In addition to contacting 
legal counsel of your choice, it is advis-
able to contact your insurance provider 
as soon as you are notified of an OCP 
investigation. Your professional liability 
insurance policy may have coverage to 
assist with legal expenses associated 
with your response.

What Pharmacists Need 
to Know About Discipline 
Hearings at the OCP
JOSH KOZIEBROCKI
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You could get caught if your 
store insurance policy does 
not include professional 
liability insurance or you 

do not have Individual Professional 
Liability (Malpractice) insurance. 

The Ontario Pharmacists’ Association 
store insurance program automatically 
includes professional liability 
insurance. However, store insurance 
obtained from sources, other than 
OPA, could be without professional 
liability insurance. 

The most common areas where 
professional liability claims arise are 
mechanical errors or omissions as a result 
of lack of consultation, patient receiving 
excessive medication, failure to advise 
patient of known or expected hazards, 
improper generic substitution, release 
of patient records without permission, 
or lack of written documentation.

Here is a scenario that could 
potentially happen. A pharmacist 
might be under the impression that the 
store insurance automatically includes 
professional liability insurance and, 
therefore, did not see the need to 
purchase any individual insurance. If a 
claim were to arise and was reported 
to the insurance broker/agent, there 

could be a possibility of no coverage 
through the store insurance. Since the 
pharmacist would not have purchased 
additional coverage, he/she could be 
personally liable in this situation. 

To ensure that the store insurance 
does, indeed, include the professional 
liability coverage, it is imperative that 
the insurance broker/agent verifies 
this for you. The interpretation of the 
policy wording should remain with the 
insurance expert to confirm to you in 
writing that the policy will respond to 
claims arising out of error or omission 
as a pharmacist. 

You could get caught even when the 
store insurance includes professional 
liability insurance. Generally, the 
store policy responds to claims only 
while you are on duty in the store or 
conducting business for the store. 

You could get caught if the store 
insurance professional liability limit, 
shared by all employees, including 
pharmacists, has been exhausted prior 
to you filing your claim. 

You could get caught if your store 
insurance territorial limits are not 
extended to the United States. That is, 
if a suit were brought against you in 

the United States, the store insurance 
would not respond to the claim. Again, 
the Ontario Pharmacists’ Association 
store insurance program does extend 
to include United States in the 
territorial limits definition.

You could get caught by not having 
legal expense insurance coverage for 
OCP disciplinary hearings. The majority 
of store insurance policies do not provide 
for coverage for the legal expense 
incurred by your lawyer defending you 
at OCP disciplinary hearings.

In summary, protect yourself fully in 
the event of a professional liability 
claim. To do so, you should (1) ensure 
that your store insurance includes 
professional liability insurance 
and (2) you should have Individual 
Professional Liability (Malpractice) 
insurance to protect you 24 hours a 
day and to cover legal expenses at 
OCP disciplinary hearings.  

Don’t get caught without 
Professional Liability 

Insurance!
RONALD POOLE, RMCO, CONSULTING PRINCIPAL 
RISK AND INSURANCE MANAGEMENT SERVICES
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Medication reconciliation (MedRec) is a 
process of ensuring complete and accurate 
transfer of medication information 
during transitions of care.1 A transition 
of care is commonly defined as a patient’s 
movement between an outpatient and 
inpatient setting, but can also include a 
shift in the level of care within an institution, 
or change in healthcare providers (HCPs).2 

Implementing MedRec has been a 
Required Organizational Practice by 
Accreditation Canada since 2006, and 
is a worldwide safety priority for the 
World Health Organization.1 Studies 
have demonstrated the effectiveness 
of pharmacist involvement in MedRec 
and their impact in reducing medication 
errors.2 However, limited resources may 
be a barrier to pharmacists completing 
MedRec as required.2 With the expanding 
scope of pharmacy technicians and 
their familiarity with medication classes, 
dosages, scheduling and routes of 
administration, they are in an ideal 
position to be involved in MedRec.3 

MedRec requires the assembly of a best 
possible medication history (BPMH).3 
Medication information is collected from 
the community pharmacy, interviews 
with the patient and their caregiver/
family members, and any additional 
medical records to create the BPMH.3 
According to Safer Healthcare Now!, 
trained pharmacy technicians can 
accurately compile the BPMH and 
identify medication discrepancies.4

The majority of studies examining 
pharmacy technician participation in 
MedRec are from inpatient settings.5 
According to a recent review, technicians 
involved in MedRec in hospital settings 
were responsible for obtaining the BPMH 
(91% of studies) and reconciliation of 
medication histories (43% of studies).5 
The most common medication 
discrepancies identified include: missing 
medications, incorrect dosages and/

or frequency, and incorrect medication 
names.5 Technicians were found to 
be as accurate as pharmacists when 
preparing the BPMH, and several studies 
demonstrated improved accuracy when 
compared to nurses and physicians.5 

One small study based in a community 
pharmacy evaluated the implementation 
of MedRec with technician involvement.6 
Patients who were recently discharged 
from hospital were identified, and a 
technician would begin by interviewing 
the patient using a standardized 
MedRec form. Depending on availability, 
a discharge medication list would be 
obtained by either the technician or 
pharmacist. Finally, the pharmacist 
would compare and reconcile the BPMH 
and discharge medications, noting any 
discrepancies or errors and taking the 
necessary steps to resolve them. Despite 
being a single-site study that enrolled 
only 25 patients, it demonstrates the 
feasibility of implementing MedRec 
in a community setting and potential 
distribution of roles.6 

In order for pharmacy technicians to 
successfully engage in the MedRec 
process, training on how to complete 
a BPMH and interview patients is 
essential.3 The Canadian Society of 
Hospital Pharmacists offers a course 
titled ‘BPMH Training for Pharmacy 
Technicians’, with the aim of preparing 
technicians for this role.7 

A notable outcome of pharmacy 
technician involvement in MedRec is the 
satisfaction and feedback from other 
HCPs, who reported improved accuracy 
of BPMHs (when compared to nurses 
or physicians) and increased time to 
address other patient care needs.8 
By involving pharmacy technicians in 
MedRec and cementing their roles in 
the healthcare team, all HCPs benefit 
and are able to practice within their 
scopes more effectively.

Question: Can pharmacy technicians play a role 
in medication reconciliation?
BY MANAL ROSTOM, PHARMD, RPH, ACPR
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Pharmacy Technician Bundle

$100 +tax (save more than 50%)

The OPA Pharmacy Technician Bundle will raise your knowledge on the key 
elements of pharmacy required for pharmacy technicians. Keep up-to-date 
on common drug interactions, learn about wearable technology cannabis 
and how your personal brand can help you raise your profi le.

Visit www.opatoday.com/professional/membership/pdbundle 
or email education@opatoday.com to register

5 Course Description for Pharmacy Technician Bundle

 › Applying NAPRA Non-Sterile Compounding Standards 
into Practice

Applying NAPRA’s Non-Sterile Compounding Standards into 
Practice provides an in-depth understanding of NAPRA’s 
non-sterile compounding standards and the application of 
standards into your practice.

The modules cover key points from NAPRA’s non-sterile 
compounding standards such as performing risk assess-
ments, identifying the diff erent level of requirements for 
non-sterile compounding, applying standards into your daily 
practice using commonly seen compounds and answering 
frequently asked questions such as determining beyond-
use-date, fi nding master formulas and wearing personal 
protection equipment.

 › Identifying Drug Interactions
Drug interactions can cause serious harm, and when pre-
scribers and pharmacists are not aware of some drug use, 
these interactions can be missed. Pharmacy technicians, 
with their knowledge of products, interaction with patients 
buying OTCs, and ability to take thorough medication his-
tories, can help identify patients at risk of harm from drug 
interactions.  This module covers scope of practice, language 
and types of drug interactions. It also off ers suggestions on 
how pharmacy technicians can identify and refer patients in 
need of further assessment to pharmacists.

 › Wearable Technology
Should drugstores start selling wearables? Would they then 
transform into biometric data hubs? Hardly a week goes 
by without an announcement about a new wearable or a 
new feature added onto an existing one. The data collected 

through wearable technology ranges from blood glucose 
and stress levels, to step counts, blood pressure and many 
other statistics. Coupled with artifi cial intelligence, the fl ood 
of information coming from these devices already presents 
impressive results. Although drugstores are well positioned 
to sell wearables, most of these devices are sold online 
directly through manufactures and other retailers such as 
Best Buy or Apple. Will we see the rise of “digiceutical” pre-
scriptions, and will wearables become the go-to tool for 
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lead to decreased stigma associated with its use and allow 
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addressing questions and concerns regarding cannabis use.
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Professional Development 
Pharmacy Technician Bundle

$100 +tax (save more than 50%)

The OPA Pharmacy Technician Bundle will raise your knowledge on the key 
elements of pharmacy required for pharmacy technicians. Keep up-to-date 
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 › Personal Branding for Pharmacy Professionals
Find out what makes you unique and how you can stand out 
in a crowded job market.  Together we will explore the fun-
damentals of determining your personal brand. We will also 
discover how others experience your brand, both in-person 
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