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into
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REGISTER FOR OPA’S PROFESSIONAL
DEVELOPMENT PROGRAMS
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Assessing and Prescribing for Minor
Ailments

Asthma Management: The Essentials

Biologics and Biosimilars - An
Introductory Education Program for
Pharmacists (free for members)

Board Certified Geriatric Pharmacist
(BCGP) Preparation 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

FAQs and a Drugs Update on
Contraception and Abortion Care

Interprofessional Relationships and
Conflict Management in Primary Care

Injections and Immunizations Refresher
Program

Management of Dehydration During
Travel (free)

Managing Your Pharmacy: The Business
Essentials

MedsCheck Refresh: Implementing the
Revitalized Program

Opioid Addictions and Substitution
Therapy Online Modules (free)

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 Ins and Outs of Marijuana: A
Pharmacist’s Guide To Medicinal
Cannabis

The MASTER Plan for Diabetes
Continuing Education Program

Third Party Audits: An Introduction

Coming soon!

Live programs

Methadone, Buprenorphine
and the Community
(Niagara Falls - Jan 19,
North York - Feb 2)

@ An Update on Oral
Anticoagulation

Frequently Asked
Questions about Opioid
Agonist Maintenance
Treatment Webinar (Mar 11,
Mar 13)

CDE Exam Preparation
Course

Three Faces of Success:
Case Studies for Opioid
Agonist Maintenance
Treatment Webinar (Feb 11,
Feb 13)

Implementing Smoking
Cessation Services in
the Pharmacy

For a complete list of live and online programs offered
by OPA, visit the professional development section of
www.opatoday.com.

ONTARIO
PHARMACISTS
ASSOCIATION

Advocating Excellence
in Practice and Care
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About the Ontario Pharmacists Association

The Ontario Pharmacists Association is the largest
advocacy organization, continuing education, and
drug information provider 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.
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Mike Cavanagh, Bill Wilson, Allan H. Malek, Allan
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Contact us

Ontario Pharmacist is published by the

Ontario Pharmacists Association

155 University Ave. Suite 600

Toronto, ON M5H 3B7
416-441-0788
416-441-0791

mail@opatoday.com
www.opatoday.com

1-877-341-0788
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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.

Al 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.

© 2018 Ontario Pharmacists Association

Tell us what you think

Send letters to the editor to:

Michelle Cochrane

Communications Specialist

Email: mcochrane@opatoday.com

Fax: 416-441-0791

Mail: Ontario Pharmacists Association

155 University Ave, Suite 600, Toronto, ON MSH 3B7

Canadian Publication # 40052564



arlier this year, | participated in a

panel discussion on value-based

pharmacy at the Canadian Foun-

dation for Pharmacy conference.
| was one of five panelists who pre-
sented their positions and thoughts on
value-based pharmacy. This isn't new.
I've been speaking formally about val-
ue-based pharmacy for at least year
and have had informal discussions for
much longer.

Without a doubt, OPA supports
improved patient outcomes through
measurement. As front-line health-
care professionals, we know all too
well the impact that pharmacists’ care
can have on our patients. We see them
frequently. get to know them person-
ally, and know whether their current
therapy is affecting their health out-
comes positively. It only makes sense
that pharmacists want to implement
the tools that will help measure out-
comes effectively. And. we know that
these tools to measure outcomes
have been successfully implemented
in jurisdictions outside of Canada.

But, implementation of these tools
and this process needs to be done in
a manner that is fair, transparent, and
patient-focused. To reach this desired
state, pharmacies and pharmacy pro-
fessionals will require significant
change in order to navigate to this
desired state. Changes include, but
would not be limited to the following:

+ Investments in infrastructure and
technology will be required by phar-
macy operators;

« Access to patient health records
will be needed;

+ Pharmacists’ expertise will need to
be better integrated in primary care

MESSAGE FROM THE CHAIR

Measuring
Patient Outcomes
Effectively

BY MIKE CAVANAGH
BOARD CHAIR

through an expanded scope of prac-
tice and prescribing authority; and

+ Appropriate reimbursement sched-
ules would be required in order to
facilitate and sustain these services.

The Green Shield Canada program
consists of eight measures based on
clinical guidelines which are divided
into three categories:

Adherence to drug therapy

- Hypertension
» Cholesterol
- Diabetes

Chronic disease management

- Diabetics using statins

- Asthma patients with uncontrolled
disease and who are using high
doses of rescue medication

- Asthma patients not using a control-
ler medication

- Patients completing the Health
Coaching program

Safety of medication use

- High risk medication use

Pharmacists got their first look at
scorecards and how their pharmacies
were faring in October 2018. What has
been clear thus far is certain metrics
are inadvertently affected negatively
because of misinterpretation of data.
OPA is working closely with our part-
ners and Green Shield Canada to
address these issues.

Reimbursement is scheduled to be
implemented in year three of GSC's
program. Pharmacies will be reim-
bursed based on their rating. Store
reimbursement can be affected neg-
atively up to 3% and positively up to
5%. Currently, our understanding is

WINTER 2018

that 60% of pharmacies will be penal-
ized, and 40% of pharmacies will be
incentivized. One major concern raised
by OPA is the fact that these penalties
will be on the total cost of the pre-
scription, not just the fees and markup.
Further evaluation and development
on these measures need to happen to
ensure that they are fair and equitable.

The Ontario Pharmacists Association
is taking a strong interest in this pro-
gram. To date, OPA has collaborated
with our national body, the Canadian
Pharmacists Association, to develop
principles as to what might constitute
"Pay for Performance" initiatives, and
how a multi-stakeholder solution for
a metrics-based system in Canada
might be further developed. OPA has
also been invited to serve as part of a
quality-based initiative, co-led by the
Ontario College of Pharmacists and
Health Quality Ontario, to identify
pharmacy metrics. While this initia-
tive is very different from the Green
Shield Canada program, the underly-
ing principles that surround multiple
pharmacy and pharmacist measure-
ments remain consistent. As a result,
we are working closely with both
organizations to ensure any metrics to
evaluate performance and standards
are fair, transparent and actionable.

| want to stress to all of our members
and non-members in the pharmacy
profession that application and use
of pharmacy metrics will be integral
to advancing our healthcare system
and improving patient outcomes. This
is a good thing. Now it is up to us to
reshape our business models and
deliver our services in different ways
than we ever have before.

ONTARIO PHARMACIST /' 5



his summer, Bill Wilson was
appointed interim Chief Exec-
utive Officer (CEQ) at OPA.

Over the next 6 to 12 months,
Bill will work with senior management
and the Board to facilitate the develop-
ment and implementation of OPA’s new
strategic plan and take a lead role in
helping OPA to secure a permanent CEO.

Bill received his Bachelor of Science in
Pharmacy (B.S.P) from the University
of Saskatchewan and subsequently
completed a hospital pharmacy resi-
dency at the Toronto General Hospital.
Bill has held several positions in hos-
pital pharmacy management including

OPA'’s 2019 Membership Campaign

is Now Open

Welcome!
New Interim CEO Appointed

Toronto General Hospital. Sunnybrook
Health Sciences Centre and most recently
was Director of Pharmacy and Audiology
at Mount Sinai Hospital in Toronto.

Bill has experience with a number
of pharmacy associations including
serving as President of the Cana-
dian Society of Hospital Pharmacists
(CSHP) nationally and provincially,
President of the Canadian Pharmacists
Association, a past member and Chair
of the Canadian Pharmacy Residency
Board and has served as a member of
the Board of the Ontario Pharmacists
Association. He is currently the Vice
President of the Canadian Foundation
for Pharmacy. He served on several

For more than S0 years, an OPA membership has
provided pharmacy professionals with the knowledge
that they are part of something bigger — protecting
their interests with best-in-class insurance programs,
advocating on behalf of the pharmacy profession and
providing them with tools and resources to stay ahead
of the curve in healthcare and optimum patient care.

The pharmacy profession is transforming, and it’s critical

that you help shape.

Be part of the change!

Renew your membership at opatoday.com
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committees with these organizations
and continues to be involved strate-
gically. Bill also served as a part-time
lecturer at the Leslie Dan Faculty of
Pharmacy at the University of Toronto
in the Social/Admin Division. Bill is
also involved in consulting as well as
chairing a community-based Ethics
Review Board.

Bill looks forward to engaging
with as many OPA members as he
can. He can be reached by email at
bwilson@opatoday.com.

ONTARIO
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PrescrdelT

What happens when this happens?

Lost or damaged prescriptions can delay or prevent your patients
from taking the medications they need. That's why PrescribelT™,
a national not-for-profit e-prescribing service, is committed to
helping health care practitioners enhance patient safety, improve
continuity of care and facilitate better health outcomes. No more
paper. No more faxes. And no new technology — PrescribelT™
integrates seamlessly with your pharmacy management system.

Visit PrescribelT.ca to learn more.




Rock Solid
In A Hard
Workplace

Logic

BY ALLAN MALEK, EXECUTIVE VICE-PRESIDENT AND

CHIEF PHARMACY OFFICER, OPA

n April 2007, the Government of

Ontario did an amazing thing. While

certainly not intended as a quid pro

quo for the massive impact that
came with the passage of the infamous
Transparent Drug System for Patients
Act, 2006, affectionately known as
“Bill 102", the MedsCheck™ Program
was introduced into community phar-
macy practice. According to then
Minister of Health and Long-Term Care
George Smitherman, [MedsCheck] is
the first program of its kind in Canada
and it will ensure that people are get-
ting the most from their medications
by taking them properly and safely. We
recognize pharmacists for the valuable
role they play in patient care - that is
why we have created the MedsCheck
program.”

Despite the lingering pains from Bill 102,
pharmacists in Ontario welcomed the
program’s introduction as the begin-
ning of something bigger, although
arguably, we might not have real-
ized just how big and onerous that
shift would be. "We are delighted
the government is supporting the
MedsCheck program as it will better
utilize the skills and abilities of pharma-
cists as front-line health care providers
to deliver medication-related patient
care," said Ken Burns, then the Chair of
the Board for OPA. "The MedsCheck
involves the pharmacists’ assessment
of a comprehensive medication list. This
helps patients, pharmacists, physicians
and other health care providers work
together to improve patient outcomes."

I don’t think we can find anyone in this
province that would disagree with the
conceptual value and the promise of

the MedsCheck program. Of course,
we all wanted (and still want) the
program to succeed to deliver better
patient care through better informed
patients, caregivers and health pro-
viders, most notably primary care
providers. But hindsight is a wonderful
thing. and knowing what we know now
of the shortcomings of the original
program and the significant opera-
tional challenges associated with 2016
‘refreshed” implementation, many
would suggest the program really
needs a set of defibrillator paddles.

But optimism lingers on and no one
is suggesting that MedsCheck’s time
is done. But there is significant work
to be done with the program in order
for it to help tell our story. Pharma-
cists know in their hearts that if only
given the opportunity - in a stable,
business environment - they can and
would deliver a higher quality of care
to patients and prescribers and better
value and efficiency to government
and the entire health system.

The challenges facing patients in our
very fast-paced world are only growing.

- Patients continue to struggle to
manage their chronic health con-
ditions and improve their quality of
life. They look for a magic bullet or
panacea of prescription medica-
tion, alternative therapies, and other
treatment modalities, including OTCs
and even recreational cannabis;

- "Hallway healthcare” is a growing
concern as patients are seeking
increased access to care but cannot
get it in a timely fashion. Many

ONTARIO PHARMACIST / WINTER 2018

Ontarians turn to their pharmacist,
the most accessible of health pro-
fessionals, but many pharmacists
find that despite their training and
expertise in medication and chronic
disease management, their hands
are tied by restrictive regulations
that are not seen or needed in other
provinces;

Confusion and illogic continue to
confound patients in terms of where
to get a flu shot or other public-
ly-funded immunizations, as it has
this year for the high dose flu shot
for Ontarians 65 years and older.

Pharmacy unfortunately finds itself
facing multiple and almost predictable
barriers. We are continually seen as an
easy target to help solve whatever
fiscal ailments befall the govern-
ment. Drug price reductions, fee and
mark-up caps, frivolous yet aggres-
sive audit clawbacks - the list goes
on. Irrational and unfair regulations
and policies frustrate and financially
penalize pharmacists who are trying
to do the right thing for their patients,
in many cases troubleshooting prob-
lems created elsewhere in the system.
It all bubbles up to the creation of a
frantic pharmacy marketplace that has
not seen stability for a very long time.

Sincethe launchin2016 of the refreshed
MedsCheck, with its extremely heavy
level of documentation, we are hear-
ing that less consultations are being
done overall and that the patients who
would truly benefit the most from a
MedsCheck are not getting one. Perhaps
not unexpectedly, the profession gets
harshly criticized for focusing too much



on revenue streams and bottom lines
and not nearly enough on their patients.
And the solution from those outside of
the profession looking in? "Just add
another pharmacist to the team.”

And so here is the disconnect. While
we can all agree that many things
need to be done to realize the hope
and promise of the MedsCheck pro-
gram (perhaps rebranded?), it is
imperative to know why it has failed
to deliver on its value and to tell our
story. Regulators, government offi-
cials and financial auditors all need to
acknowledge some very big problems
that are theirs to address:

1. Pharmacy must be given time to
stabilize and regroup. Bill 102 in 2006,
drug system reforms in 2010, generic
price reductions, and fee, mark-up and
remittance payment reductions in 2015
with very little else to show in terms of
a giveback all push the profession back
on its collective heels. And no sooner
than a new equilibrium is reached,
more rounds of cuts and reductions are
introduced. It's time for these to stop
so that pharmacy can breathe, regroup,
re-stabilize and refocus.

2. Government must acknowledge
the complexity of patient care and
appropriately incentivize the work
that needs to get done. There are a lot
more expectations from pharmacists
with the refreshed MedsCheck, and yet
the funding is still the same as it was
for the program in its original format.
Furthermore, complex patients take a
lot more time and effort to manage,
and that additional investment of time
and effort needs to be appropriately
remunerated.

3. Paper-based documentation is a
non-starter. So too is the expectation
that the profession must create their
own solution to convert the rigid doc-
umentation forms and to incorporate
them exactly to specification into mul-
tiple technological platforms. This is a
government program, and so it is their
issue to fix, albeit with help from the
profession.

All that said, we too in pharmacy -
owners and pharmacists alike - need
to accept some of the responsibility
as well. As stated earlier, MedsCheck
conceptually is a really good program
and the refreshed program’s expecta-
tions really capture what we do and
know better than anyone else. We

know drugs - this is our space and we
need to own it. What's the risk of not
owning it?

« Someone else may come in to yank
it away from us. Nurses have already
said they could do it.

« Artificial intelligence is here, and the
knowledge patients, caregivers and
prescribers seek may be only a few
keystrokes away.

- Amazon..enough said.

Aside from illogical and often regres-
sive legislation, regulation and
policies, we need to own our future,
and medication management is ours
to have - or to lose. We know the
MedsCheck program is far from per-
fect but shunning it until it is perfect
may have dire consequences. Time is
not on our side. There is a $15 billion
bullseye that the Ontario Govern-
ment sees as its deficit target, and
simply put, every dollar spent by the
government is being looked at micro-
scopically. Let's not lose sight of the
forest for the trees, lest we lose the
baby with the bathwater.

“[MedsCheck] is the
first program of its
kind in Canada and
it will ensure that
people are getting
the most from

their medications
by taking them
properly and safely.
We recognize
pharmacists for

the valuable role
they play in patient
care - that is why
we have created
the MedsCheck
program.”

JUDICIAL REVIEWS

COLLEGE OF PHARMACISTS

DAMIEN R.

FROST

No charge initial consultation.
Know your options.
Protect your reputation.

Legal advice & assistance,
when you need it.

DAMIEN FROST

Senior Partner
t: 416.923.1900
dfrost@damienfrost.ca

& ASSOCIATES,
BARRISTERS.

PRACTICING SINCE 1981

ONTARIO DRUG PLAN
MOHLTC

30 St. Clair Ave W, Suite 202 Toronto, ON M4V 3A1
DAMIENFROST.CA
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Medication Therapy
Management for

Older Adults

BY ALLAN CHOI. BSCMRS, BSCPHM. DIP. HEALTH INFORMATICS

harmacists in most practice
settings have an important
role to play in identifying
and preventing drug-
related problems in the older
adult population. Older adults are
more vulnerable to drug therapy
problems as a result of the numerous
physiological changes that occur as
they age, and many of them also have
multiple disease conditions that lend
themselves to polypharmacy.

OPA sat down with Janet Chong-Lee,
clinical pharmacist for the Carefirst
Geriatric Assessment and Intervention
Network (GAIN) Clinic at the Central
East Local Health Integration Network
(LHIN), and one of the presenters

and developers for the Board
Certified Geriatric Pharmacist (BCGP)
Preparation Course program available
through OPA.
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What is the Board Certified Geriatric

Pharmacist (BCGP) designation?

The BCGP designation is a credential obtained through the
Board of Pharmacy Specialties (BPS) for pharmacists who
have demonstrated that they have the advanced knowledge
and experience to:

1. Focus on the special needs of older patients who may have
concurrent illnesses taking multiple medications;

2. Resolve complex medication-related issues that arise in
the geriatric patient population.

If BCGP is an American designation,
what are the benefits of having the
designation in Canada? Is it recognized

in the pharmacy field?

The BCGP has become recognized as the gold standard for
determining which pharmacists are qualified to contribute
at advanced practice levels with respect to geriatrics. There
are currently 600 BCGPs in Canada. Many employees seek
pharmacists with additional training and certifications such
as the BCGP designation. The benefit of pursuing the BCGP
designation is to equip yourself with the skills and knowledge
needed to recognize and resolve complex medication-related
issues that are present in your older patients regardless of
your geographical location.

Why did you decide to complete the
BCGP designation, and how has having

it focused your practice?

| pursued the BCGP designation so | can improve my practice,
as | felt the geriatrics knowledge obtained during my pharmacy
degree were insufficient to meet the needs of my complex
older adult patients. Also, | felt it was a great way to distinguish
myself from other pharmacists because obtaining the BCGP
designation demonstrates dedication, perseverance and a
desire for continuous improvement. Obtaining my BCGP
designation was crucial in me landing my current position. It
provided me with the knowledge and resources to transition
into my role seamlessly and enabled me to excel at what | do.



For pharmacists working

in hospitals, how can they
improve their individual practice
by completing the BCGP
designation? Is there a demand
in the healthcare sector for this

area of expertise?

In hospitals, we are often focused on resolving
the immediate issue at hand, and it can be
difficult to foresee whether the treatment plan
will be sustainable in-home in the long run. For
example, if an older adult is admitted to hospital
for hyperglycemia, this could be easily resolved in
hospital with a basal-bolus regimen. The patient
is stabilized and discharged home. However, what
if the patient lives alone with no family, does
not consistently eat meals, and there are also
cognitive concerns? While a home care nurse
could potentially come in and provide insulin
injections, it's very taxing on our healthcare system
to provide home care nursing indefinitely three
to four times a day. Another concern is that the
home care nurse may not have enough time to
coordinate the injections with the timing of meals.
I am confident that hospital pharmacists with the
BCGP designation will be able to enhance the
care they provide to older adults, and be able to
provide the best treatment plan in light of the
entire patient clinical picture, as opposed to the
best therapeutic plan.

How did you prepare for the
BCGP exam? Do you have any
tips or recommendations on how

to best prepare for the exam?
First, | would encourage self-discipline. You should
be able to devote time on a regular basis to review
the material.

Next, | would consider taking a BCGP Exam
Preparatory Course such as the one available
through OPA. This will save you a lot of time
because the learning materials will meet these
objectives. And finally, | would refer to the Board
of Pharmacy Specialties (BPS) BCGP Detailed
Content Outline as well as the breakdown of the
exam so you can prioritize what to focus on.

The BCGP course consists of online modules and
a multiple-choice assessment. It covers various
disease states and essential skills for geriatric
pharmacy practice based on the BCGP exam
content outline. The program is designed to help
participants prepare for the BCGP examination,
and increase their expertise in delivering pharmacy
care to an older adult population.

For more information on OPA’s
preparatory course, visit
www.opatoday.com/224203.

Janet Chong-Lee

Clinical Pharmacist for the Carefirst

Geriatric Assessment and Intervention Network
(GAIN) Clinic, Central East LHIN




MEMBER HIGHLIGHT

Turning
creative
ideas into
innovative
outputs

BY PARNIAN GHAFARI
RPH MSC BSCPHM BCGP PHARMD

In a fast-paced competitive and
continually advancing world
like pharmacy, companies need
more from their employees
than ever before. Never has it
been more crucial to nurture
and enhance innovation.
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In 2014, the Clinical Innovation and
Quality Team at Medical Pharmacies
identified a new service innovation
that would expand a pharmacist's
role within long-term care (LTC)
settings. This opportunity was
recognized based on the medication
needs of LTC residents as they move
through transitions of care and the
lack of consistent involvement of
a pharmacist at the time of these
transitions.

A pharmacy service beyond the
provincially required quarterly medication
review, the Better Coordinated Cross
Sectorial Medication Reconciliation
(BOOMR) initiative was developed.

BOOMR is a quality improvement
initiative that involves a clinical
pharmacist remotely leading a
novel interdisciplinary medication
reconciliation (MedRec). It has been
shown to:

- improve health outcomes
such as reducing drug related
problems and polypharmacy;

* improve immunization rates;

- improve resident and
family engagement;

- create opportunity to
implement the Institute
for Safe Institute for Safe
Medication Practices' (ISMP)
"Five Questions to Ask
About Your Medications";

- increase the quality of
information shared;

- improve workflow
efficiencies between
healthcare providers; and

+ achieve real cost savings
to the healthcare system.

| have been fortunate to work with
mentors who foster a mindset of
growth and innovation. Carla Beaton,
the Vice President of Clinical Inno-
vation and Quality Improvement at
Medical Pharmacies, is one of those
mentors. Through her experience, |
learned how to turn creative ideas
into innovative outputs and be open
to the idea that the status quo can be
challenged.

In collaboration with pharmacy col-
leagues, Denis O'Donnell, Amanda
Propp. Michael Hum, Luna Deker and

Hrishi Navare, we have been able to
enhance the BOOMR initiative and raise
the bar on medication reconciliation in
LTC settings. We now incorporate perti-
nent laboratory results into our MedRec
to reduce unnecessary testing required
on admission. This unique approach
at information sharing at the time of
MedRec has challenged the status quo
of ordering routine lab tests for new
admissions with the potential to improve
clinical outcomes and reduce costs.

My dream has always been, and will
remain, to change the way we practise
pharmacy.

Itis my hope that our pharmacist-driven
models of care will highlight innova-
tive opportunities to use the expertise
of a pharmacist, and will further build
patient-centred, team-based care that
addresses the unmet needs and gaps
in care for LTC residents dealing with
complex conditions.

My dream has always
been, and will
remain, to change
the way we practise
pharmacy.

HEALTH LAW

Providing advice and representation
to pharmacists on OCP and other
health law matters.

LAD KUCIS | Partner

Certified Specialist (Health Law)
T1416.864.3114
LKucis@grllp.com

Registration « Complaints * Investigations ¢ Discipline * Reviews/Appeals
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Frailty in Pharmacy

BY NARDINE NAKHLA, COLLEEN MAXWELL, MINA TADROUS

on-prescription medication

use has increased in recent

years'”, due in part to the

deregulation of medicines
from prescription to over-the-counter
(OTCQ) status®, the aging population,
increasing polypharmacy and the
growing self-care movement.

Current data from the United States
illustrate particularly high prevalence
estimates for concurrent prescription,
non-prescription and natural health
product (i.e, supplements and herbals)
use among older community-dwelling
adults! These trends have raised con-
cerns about increased chances for
potentially inappropriate non-pre-
scription medication use, drug-drug
(and drug-supplement) interactions
and heightened risks for adverse
health consequences, especially for
vulnerable older adults.®*

Though often viewed as beneficial
and low risk, non-prescription prod-
ucts may pose safety concerns when
combined with other medications,
used in vulnerable older patients or
not used according to package/label
instructions. The potential risks of
non-prescription medications may
be heightened for older adults with
frailty because of their increased like-
lihood for multimorbidity, pre-existing
physical or cognitive impairments,
and age-related physiological and
pharmacokinetic changes, including
reduced clearance of pharmacologi-
cally active compounds 2516

Increases in use of select categories
of non-prescription medications (e.g.
sleep aids and other anticholinergic
agents; analgesics) are particularly
worrisome given the health risks posed
by these agents, including increased
impairment in cognitive functioning
and adverse effects on the gastroin-
testinal and renal systems.’®®®

Safe and effective use of non-pre-
scription medications is dependent
on the knowledge, perceptions and
related behaviours of both pharma-
cists and their older patients.

Although older adults are likely to be
the heaviest users of non-prescrip-
tion and prescription medications,
current information on patterns of
non-prescription use in Canada is
scarce, including whether use is higher
among persons with higher frailty.
Similarly absent are data regarding
older patients’ perspectives, beliefs
and knowledge about the optimal use
of non-prescription medications and
the relevance of frailty in altering the
balance of benefits and risks associ-
ated with these products.

While community pharmacists play a
significant role in advising and coun-
selling older adults regarding their
non-prescription medication use®%
their role in identifying and managing
potential concerns of non-prescription
use among older adults with frailty
is unclear. Additionally, their under-
standing and knowledge of frailty.
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including strategies for detecting it,
remains unknown in Canada.

Potential Impact

To bridge the clinical care gaps that
currently exist in the literature, our
multidisciplinary team of researchers,
clinicians and stakeholder partners from
across Canada is actively engaged in the
activities described below. We believe
this work will enhance our current
understanding of strategies to optimize
pharmacotherapy and self-care prac-
tices”® among older Canadians with
frailty.

We believe our research will add three
major benefits to the literature and phar-
macy practice:

1. Better understand current knowledge
and perceptions of frailty among
community pharmacists and older
patients;

2. Estimate current patterns of non-pre-
scription medication use in older
adults with frailty; and

3. Collect pilot data on the feasibility
and acceptability of frailty screening
in the community pharmacy setting.



Research Activity Timeline

1. Survey to Canadian pharmacists
to assess their knowledge
and perceptions about frailty
and frailty assessments in the
community pharmacy setting.

2. Estimate current patterns of
prescription, non-prescription
and natural health product
use by age, sex and frailty
status among a representative
sample of Canadian adults.

Phase 2

Focus groups with older adults,
caregivers and pharmacists on their
knowledge, beliefs, information and
care needs, and practices regarding
non-prescription medications and
on the role of frailty detection.

\AJ

Conduct pilot work to explore
the feasibility and acceptability
of frailty screening in the
community pharmacy setting.

For more information or to contact the research team, email UWpharmacyresearch@gmail.com.

Dr. Nardine Nakhla, clinical
lecturer and researcher at
the University of Waterloo
School of Pharmacy; adjunct
lecturer at the University of
Toronto - Leslie Dan Faculty
of Pharmacy: practising
community pharmacist.

Dr. Colleen Maxwell, professor
and university research chair
with the Schools of Pharmacy
and Public Health & Health
Systems, University of Waterloo
and adjunct scientist with

the Institute for Clinical
Evaluative Studies (ICES).

Dr. Mina Tadrous, research
associate with the Ontario
Drug Policy Research Network
(ODPRN) at St. Michael's
Hospital, practising pharmacist
and assistant professor at

the University of Toronto.
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n Ontario, patients with complex needs account for more

than 60 per cent of healthcare spending. The majority of

these patients see six or more physicians and are taking

an average of 13 different medications. These patients,
who often have multiple chronic condition like diabetes,
congestive heart failure, and chronic obstructive pulmonary
disease, would likely benefit from increased pharmacist
involvement in the coordination of care. Current practice
often does not proactively include pharmacists, particularly
those working in the community, as part of care teams
responsible for working with these patients and managing
their transitions between areas of healthcare.

“We haven't really leveraged pharmacists enough,
says Sara Guilcher, assistant professor at the Leslie Dan
Faculty of Pharmacy who is looking at ways to better
integrate pharmacists to enhance patient care. "Medication
management is at the core of a pharmacist’s clinical practice
and contribution to patient care, so there is an opportunity
here for pharmacists, especially those in the community,
to play an important role in providing care to patients with
complex health and social needs.”

To lead this work, Guilcher is collaborating with Health
Quality Ontario (HQO) as an embedded clinician researcher,
supported by a salary award from the Canadian Institutes for
Health Research (CIHR). HQO's focus on improving health
of patients with complex needs through coordinated care
and timely, relevant research provides Guilcher with the
platform and connections she needs to co-develop research
questions and deliver analyses that can help achieve a higher
quality of care.

"We know that transitions from one sector of the
healthcare system to another are the most vulnerable
periods for patients,” says Lee Fairclough, vice-president,
quality improvement at HQO. “If these transitions aren’t
well managed. the result could be a worsening of patient
conditions and hospitalizations that might have been
avoided.”

As an embedded clinician researcher, Guilcher can also offer
emerging scientists under her academic supervision the
opportunity to participate in this kind of applied research.
Guilcher explains that the thinking behind the embedded
researcher role came out of a “growing recognition that
we train students in the peer model often without making
important links to the end user. We need to develop research
questions in collaboration with the people who rely on the
research to make policy or system-level decisions, and this
is a great way to do it.”

In addition to this work, Guilcher is actively exploring ways to

improve transitions in care for older adults with a hip fracture
or a delay in discharge from hospital. Hip fractures are one
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Enhancing Quality of
Care for Patients with
Complex Needs

BY KATE RICHARDS, UNIVERSITY OF TORONTO,
LESLIE DAN FACULTY OF PHARMACY

of the top causes of hospitalizations among the older
population and have significant direct costs. Patients with
hip fractures transition on average to three different care
settings prior to reaching their final destination, increasing
risk of readmission to acute care as well as adverse
medication events.

“We are interviewing clinicians across different health
sectors, patients and caregivers, as well as decision-makers
in order to understand care journeys across the continuum
and how we can improve patient experiences and outcomes,”
she says. "The perspective of pharmacists will be important
to understand how we can make these transitions safer and
overall more optimal."

If you would like to learn more about this research, please
email Guilcher.Lab@utoronto.ca.
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JORDAN GLICK WAS A PROSECUTOR FOR
THE ONTARIO COLLEGE OF PHARMACISTS

College investigations and hearings are stressful, time consuming
and can lead to significant professional and personal consequences.
They require a specialized response from a knowledgeable lawyer.

As a prosecutor, Jordan was regularly consulted by the Ontario
College of Pharmacists on investigations and retained to conduct
Discipline Hearings.

Now you can draw on Jordan’s experience as former counsel to the
College when responding to a complaint or report, or if you are the
subject of a disciplinary proceeding.

CONTACT JORDAN FOR A FREE CONSULTATION

GlickLAW Tel: 416-596-2960 ext. 235 116 Simcoe Street, Suite 100

www.glicklaw.ca Email: jglick@glicklaw.ca Toronto, ON, M5H 4E2

Biologics and Biosimilars Knowiedge

An Introductory Education Program " Practice

for Pharmacists é |

is for hospital and community pharmacists who are interested
in gaining a better understanding of the role of biologics

and biosimilars in patient care. Biologics and biosimilars are
revolutionary drugs that assist in the management of many
chronic conditions that pharmacists see in their patients. This
online professional development program gives participants
a foundation-level awareness and understanding of biologics
and biosimilars and their role in patient care. Additionally, the
differences between innovator biologics and biosimilars are
reviewed, as well as the implications of changing between
biologics and biosimilars through case discussions.
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Mental Health

10 Tips for Pharmacists

BY SALEEMA BHAIDANI AND STACEY D ANGELO,
WHOLE HEALTH PHARMACY PARTNERS

Helping patients
affected by mental
illness is an important
undertaking. Here are
10 tips to help in your
pharmacy practice.

Looking for more tips? Talk
to your patients! Ask them
how you can enhance your

practice to cater to all their

health needs and make their
overall experience in the
pharmacy a positive one.

1. Be considerate of your patients.

It's easy to get so focused on the task at
hand that we miss what our patients want
and need from us. Take time to notice them.

2. It's okay to be treated with medication.
Patients may fight with the idea of taking
medications, even if they know it will
help. Remind them that what they are
suffering from is a medical condition
and deserves treatment. Talking candidly
about medication benefits and potential
adverse effects can help them overcome
any concerns.

3. Offer privacy.

Post signage indicating that privacy is
a priority at your pharmacy. Use your
counselling room or talk to patients by
phone if that makes them most comfortable.

4. Let them tell their story.

People living with mental health
challenges and their caregivers often just
want someone to listen. They may feel
more open to talking with others that have
been through what they are going through.

5. Go that extra mile.

Sometimes their symptoms may be
projected on the staff at the pharmacy.
Try to be patient. Use verbal cues to try to
redirect their behaviour and see how you
can help.

6. Adherence to medications is often
difficult.

Implementing the Appointment-Based
Model into your pharmacy can help
patients with their medication adherence
and allows for quality time and dialogue
with the pharmacist.

9. You don’t have to do it alone.

You may uncover situations patients
are dealing with that are not pharmacy-
specific, such as trouble with relationships,
socioeconomic factors like the inability to
find a job or food, etc. If you identify an
issue, help connect them with the right
resources in your community.

7. Caregivers need support too.
Conveniences such as refill reminders
and compliance packaging or delivery can
relieve added stress carried by caregivers
and family members.

8. Anyone can be dffected.

Use screening tools such as the Patient
Health Questionnaire (PHQ-9) to help flag
patients who are experiencing symptoms
that could relate to depression. Early
identification can go a long way.

10. SMILE.
Sometimes the simplest strategies go a
long way.
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Ask OPA

Why would higher-than-recommended
doses of second-generation
antihistamines be prescribed?

BY TIFFANY BARKER, BScPhm, RPh

Pharmacists may receive prescriptions for second-generation
antihistamines (sgAHs) prescribed at up to four times the
standard dose. The indication for this could be treatment of
chronic urticaria (CU).

CU is a condition affecting 1-2% of the population and is
characterized by continuous or episodic hives over a period
lasting six weeks or longer. Approximately half of patients
with CU also have angioedema.'® The pathogenesis of urticaria
is complex and involves the release of histamine and other
mediators from dermal mast cells2?

Since urticarial symptoms are primarily mediated by
H;-receptors, Hj-antagonists are the cornerstone of
pharmacotherapy?® Guidelines from the United States
published in 2014 recommend a stepwise approach to the
treatment of CU. The first step of the four-step treatment ladder
is standard-dose sgAH monotherapy. taken on a continual
basis. Various options comprise the second step, including a
two- to four-fold increase in the approved sgAH dose, as this
may have greater efficacy when response to standard doses
is insufficient.? Similarly, 2018 European guidelines (endorsed
by AAAAI" and ACAAI™) recommend standard-dose sgAHs
as first-line treatment with up to four-fold sgAH dosing as
second-line therapy in the management of CU.f2 Escalating
from the first to second step may be considered if symptoms
are not adequately controlled within one to four weeks (earlier
if symptoms are intolerable).'*4 High-dose sgAHs, which can
be administered as divided doses, should be trialed for two to
four weeks before moving to the next step.234 Once urticaria is
consistently controlled, gradually decreasing the antihistamine
dose (e.g. every two to four weeks) may be appropriate.'®

Studies specifically assessing higher doses of sgAHs are
limited, with improved efficacy not shown for all agents!
Desloratadine has the strongest evidence for higher dosing,
whereas evidence is weak for fexofenadine and conflicting for
cetirizine! According to a systematic review, 63% of patients
with insufficient response to standard-dose sgAHs found
that higher doses helped control pruritus (studies included in
this review were of relatively low quality and had significant
heterogeneity)® Large double-blind controlled trials comparing
high doses of various sgAHs are still needed.*®

There is potential for increased risk of adverse effects from
high sgAH doses; however, doses used for CU appear to be
well-tolerated.* Caution regarding sedation may be warranted.®

Table 1. Common second-generation antihistamine
doses for adults with urticaria*?

Second-generation Dose for urticaria
antihistamine
Cetirizine 10-40 mg/day
Desloratadine 5-20 mg/day
Fexofenadine 180-540 mg/day
Loratadine 10-40 mg/day

}$ Excerpted from U.S. guidelines, which do not address dosing of bilastine and
rupatadine? European guidelines state that studies using up to four-fold higher-
than-recommended doses of bilastine and rupatadine have shown benefit?
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AAAAI: American Academy of Allergy, Asthma & Immunology
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B Further details of the stepwise therapy recommendations can be

found in the complete U.S. and European urticaria guidelines®


https://www.aaaai.org/Aaaai/media/MediaLibrary/PDF%20Documents/Practice%20and%20Parameters/Urticaria-2014.pdf
https://www.ncbi.nlm.nih.gov/pubmed/29336054
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Therapeutic Options

INTRODUCTION

Migraine is a neurological disorder
characterized by recurrent episodes
of moderate to severe headaches
accompanied by systemic symptoms
such as nausea, vomiting, and/or light
and sound sensitivity.'? Migraines can
be classified based on frequency:
episodic migraines (<15 headache
days per month) or chronic migraines
(215 headache days per month for >3
months).2 During a migraine attack,
approximately 90% of sufferers
experience moderate to severe pain,
75% experience impaired function,
and 33% require bed rest# Although
medications can be taken to treat a
migraine, the potentially debilitating
nature of this condition may warrant
the use of prophylactic therapy.

EPIDEMIOLOGY

Migraine is the most common type of
headache amongst patients seeking
help for headache disorders? It is
ranked as the third most prevalent
medical condition and the second

most disabling neurological disorder

in the world according to the World
Health Organization.' In the general
population, the annual prevalence of
migraine is 12%.'¢ It is more common

in women than men, with annual and
lifetime prevalence of 18% and 33%

in women compared to 6% and 13% in
men, respectively.”® Amongst Canadian
adults, approximately 2.6 million
women and 1 million men have suffered
migraines.* Migraines also tend to occur
more commonly in people 30 to 39
years of age?

THERAPEUTIC OPTIONS

By Victoria Ip, BScPhm, RPh, BCGP

PATHOPHYSIOLOGY AND ETIOLOGY
Migraines are believed to be a result
of neuronal dysfunction in the brain
causing intracranial and extracranial
changes?® Neuronal dysfunction
causes a phenomenon called cortical
spreading depression, a depolarizing
wave that moves across the cerebral
cortex leading to activation and
sensitization of the trigeminovascular
system.2® This results in the release
of vasoactive neuropeptides (e.g.
substance P, calcitonin gene-related
peptide, neurokinin A) that are associated
with neurogenic inflammation of the
cerebral blood vessels, which leads to
pain and other migraine symptoms?2®
Serotonin may also contribute to
migraine pathogenesis, however its
exact role is unclear?

RISK FACTORS AND TRIGGERS
Migraines may be inherited® An individual
has a 40% chance of having migraines

if one parent is affected, however, this
likelihood increases to 90% if both parents
have a history of migraines® Poor sleep
quality and obesity have also been
associated with an increase in migraine
frequency and severity? In addition, rapid
head motion, sneezing, physical exertion,
constant movement, and straining while
having a bowel movement can worsen
migraine headaches? The probability
that a migraine will occur can increase
upon exposure to migraine triggers.®
These may include lifestyle factors (e.g.
irregular or too little sleep, missed or
skipped meals, lack of exercise), dietary
factors (e.g. caffeine, nitrites, alcohol),
environmental factors (eg. visual stimuli,
weather changes, high altitude), hormonal

factors (e.g. menstrual cycle changes,
menopause, hormone therapy), and
psychological factors (e.g. stress)25¢

SIGNS AND SYMPTOMS

Typical migraine attacks usually consist
of four phases: prodrome, aura, headache,
and postdrome, although not all may be
present? The prodrome usually starts
24 to 48 hours before headache onset
and symptoms may include euphoria,
depression, irritability, food cravings,
yawning, neck stiffness, and constipation?
Approximately 25% of patients may
experience an aura, which can occur
with or without a headache, develops
over at least 5 minutes, and lasts 5 to
60 minutes2s Aura symptoms are fully
reversible and can include visual (e.g.
flickering lights, seeing spots or lines,
partial vision loss), auditory (e.g. tinnitus,
noises, hearing loss), somatosensory
(e.g. numbness, paresthesia), motor (e.g.
jerking or repetitive movements, inability
to move part of the body), and/or speech
disturbances?® The headache associated
with migraines is usually moderate to severe
in intensity and described as unilateral/
bilateral, throbbing/pulsating, and
aggravated by physical activity or head
movement.'® Although the headache
usually peaks in intensity at 1 hour and
generally lasts 24 hours, the duration
can range between 4 to 72 hours.! Other
symptoms may include nausea and/or
vomiting, photophobia, phonophobia,
cutaneous allodynia, vertigo, and/or
cognitive impairment.® A postdromal
phase may occur after the headache
resolves and is characterized by pain at
the previous headache location upon
sudden head movement? In most cases,



patients will feel drained or exhausted,
however some may feel mildly elated
or euphoric? Referral for further
investigation should be made for red
flag symptoms, such as thunderclap
onset, fever, new onset after S0 years
of age, atypical symptoms, aggravation
by neck movement, jaw symptoms,
increase in headache severity or
frequency, changes in headache
patterns, and neurological signs (e.g.
stiff neck, reduced consciousness).*”

MIGRAINE PREVENTION

Prophylactic medications can be used to
reduce the frequency of migraine attacks.
Although 25% to 38% of migraine
patients are expected to benefit from the
use of prophylactic therapy, only 3% to
13% of those patients use prophylaxis.®
Therefore, it is important to recognize
which patients may benefit from therapy,
which medications can be used, and
how to monitor therapy. Table 1 provides
information on who should be considered
for migraine prophylaxis while Box 1
outlines general principles associated
with the use of prophylactic medications.

Pharmacotherapy

In general, one prophylactic medication
should be tried at a time® The most
commonly used drugs for episodic migraine
prophylaxis are beta-blockers, tricyclic
antidepressants, and topiramate, however
other agents have also demonstrated
efficacy.® Table 2 outlines some of the
prophylactic medications that can be used
for prevention of episodic migraines in
adults. Choice of therapy will be influenced
by evidence for efficacy, contraindications,
side effect profiles, comorbid conditions,
migraine severity, and patient preferences’”®

Beta-Blockers - Beta-blocker use can
result in at least a 50% decrease in
migraine frequency in 40% to 80%

of patients." Initial choices include
propranolol, metoprolol, or nadolol,
however, propranolol is the best studied
of these for migraine prophylaxis.’
Atenolol can also be used, but less
evidence exists for this option.” Although
beta-blockers are commonly used

for migraine prevention, they are not
suggested as initial therapy in patients
over 60 years of age, smokers, or patients
with certain conditions (e.g. erectile
dysfunction, low blood pressure)”®

Tricyclic Antidepressants (TCAs) -
TCAs have shown an 80% efficacy
rate, compared to placebo, in achieving
at least a 50% improvement in
headaches." Amitriptyline is commonly
used since it has the most data;
however, despite the lack of clinical
trials, nortriptyline is felt to have

Table 1. Potential Candidates for Migraine Prophylaxis™*

Indication for Use Details

Frequent migraine attacks

24 attacks per month or 28 headache days per month

Decreased quality of life

Despite appropriate use of acute medications and
lifestyle modifications

At risk of medication-overuse
headache due to frequent use of
acute medications

Eg. triptans, ergots, opioids, and/or combination analgesics
used on 210 days per month; acetaminophen and/or
NSAIDs used on 215 days per month

Unable to use acute treatment
medications

Due to contraindications, treatment resistance, or
adverse effects

Diagnosed with a rare migraine
subtype

E.g. migraine with brainstem aura; aura symptoms that
are frequent, prolonged, or uncomfortable; hemiplegic
migraine; or migrainous infarction

Box 1. General Principles for Use of Prophylactic Medications for Migraines'#

that used for depression)

Help set realistic patient expectations:

frequency is considered successful)

for maximal response in some cases)

prophylactic medication in most patients

+ When choosing therapy. consider comorbid conditions (e.g.. depression, epilepsy.
hypertension, obesity), but be aware that monotherapy may not optimally treat both
conditions (e.g. the tricyclic antidepressant dose used for migraines may be different than

+ Start with the lowest dose possible and gradually increase until effectiveness or target
dose is reached, or until adverse effects occur

+ Have the patient keep a headache diary to record headache frequency, medication use,
and disability levels to assess effectiveness of prophylactic treatment

- Goals of therapy: reduction in frequency, severity, or duration of acute attacks
(prophylaxis may not eliminate headache attacks; a 50% reduction in headache

- Medications must be taken daily: substantial benefit may not be seen for 4-8 weeks

« A 2-3 month trial is necessary to evaluate effectiveness (6 months may be necessary

- If substantial benefit is seen in the first 2 months of therapy, continuing prophylaxis
for several more months may further increase benefit

+ Females of childbearing age should be advised of the potential adverse fetal effects of
prophylactic medication and appropriate precautions or options should be chosen

« After 6-12 months of successful prophylactic therapy, consider gradual discontinuation of

similar efficacy.®" Nortriptyline may
also be better tolerated as it has
fewer anticholinergic side effects.”°
TCAs should be used with caution
in those with cardiovascular disease
as they have been associated with
serious effects such as arrhythmias,
QT. prolongation, heart block, and
orthostatic hypotension.”

Anticonvulsants - Migraine frequency is
reduced by at least 50% in about half of
patients on topiramate and in over 40%
of patients on divalproex. Although
gabapentin has been historically

used, more recent clinical trial data
have shown that it is not useful for
preventing episodic migraines and it is
therefore no longer recommended.”®

Serotonin-Norepinephrine Reuptake
Inhibitors - Venlafaxine has been
associated with a median reduction of
three fewer headaches over two months
compared to placebo as well as a reduction
in headache severity"

Angiotensin-Converting Enzyme Inhibitors
(ACEls)/Angiotensin Receptor Blockers
(ARBs) - ACEIs/ARBs can cause a 25%
decrease in migraine days compared to
placebo." Although lisinopril costs less
than candesartan, it has less efficacy
evidence and may have more side effects®

Serotonin Antagonists — Migraine frequency
is reduced by at least 50% in over 40% of
patients who use pizotifen; however, side
effects of weight gain and sedation may

limit its use™*

THERAPEUTIC OPTIONS



Table 2. Prophylactic Migraine Medications’ "

INITIAL DOSAGE;

TITRATION* TARGET DOSAGE COMMENTS

DRUG

Beta-Blockers (First-line)

Propranolol 20 mg BID; increase by 40 mg/day 40-120 mg BID* * Consider in patients with hypertension, angina
weekly * Contraindicated in asthma, insulin-dependent
diabetes, heart block

M BID; i 100-2 ivi BID;
etoprolol 50 mg ; increase by 50 mg/day 00-200 mg/day (divided ; + Nadolol and atenolol may have fewer CNS
weekly SR taken OD) )
side effects

Nadolol 20-40 mg OD; increase by 20 mg/ 80-160 mg OD
day weekly

Atenolol 50 mg OD: increase by 50 mg/day 100-150 mg OD
weekly

Tricyclic Antidepressants (First- or second-line)

Amitriptyline 10 mg HS: increase by 10 mg/day 10-100 mg HS ¢ Consider in patients with concomitant depression,
weekly (Doses up to 150 mg HS have anxiety, insomnia, tension-type headache

been used as needed/tolerated) | « Caution in elderly due to anticholinergic effects

Nortriptyline 10 mg HS; increase by 10 mg/day 10-100 mg HS
weekly (Doses up to 150 mg HS have
been used as needed/tolerated)

Anticonvulsants (First- or second-line)

Topiramate 15-25 mg OD; increase by 15-25 mg/ | 25-50 mg BID * Consider as first-line in overweight patients
day weekly (May increase up to 100 mg BID or for severe migraines (little effect on mild

but this may increase risk of to moderate migraines)
side effects) * Caution about nephrolithiasis, acute myopia,

CNS depressant effects

Divalproex 250 mg OD; increase by 250 mg/ 500-1500 mg/day (divided BID) | » Consider as first-line for severe migraines
day weekly (little effect on mild to moderate migraines)
* Monitor liver function tests

Serotonin-Norepinephrine Reuptake Inhibitors (Second-line)

Venlafaxine 375 mg OD: increase by 375 mg/ 150 mg OD * Consider in patients with depression, anxiety
day weekly

Angiotensin-Converting Enzyme Inhibitors/Angiotensin Receptor Blockers (Second- or third-line)

Lisinopril 10 mg OD; increase by 10 mg/day 20 mg OD * Consider in patients with hypertension
weekly * Lisinopril has more side effects than
d t
Candesartan 8 mg OD: increase by 8 mg/day 16 mg OD candesartan
weekly

Serotonin Antagonists (Third-line)

Pizotifen 0.5 mg HS; increase by 0.5 mg/day 15-4 mg/day (can divide BID or | * Somnolence and weight gain should be
weekly (can divide dose into TID TID; doses up to 3 mg can be monitored
dosing) given as a single dose)

Max: 6 mg/day

Calcium Channel Blockers (Third-line)

Flunarizine 5-10 mg HS:; if at 5 mg increase to 10 mg HS ¢ Avoid in depression or those with
10 mg HS after 1-2 weeks extrapyramidal disorders
* Contraindicated in hypotension, heart failure,
arrhythmia
Verapamil 40 mg TID:; increase to 80 mg TID 240-320 mg/day (divided TID; * Not recommended for routine use due to
over 1-2 weeks SR divided BID) insufficient evidence for efficacy
SR:160 mg OD: increase to 120 mg Doses >480 mg/day are not ¢ Consider in hypertension, angina
BID over 1-2 weeks recommended ¢ Avoid concomitant use with beta-blockers

BID = twice daily: CNS = central nervous system; HS = at bedtime; OD = once daily; SR = sustained-release; TID = three times daily

*

Dosage titration can be done every two weeks if necessary to avoid side effects®

# Some sources only recommend a target dose of up to 160 mg/day (divided OD [for long-acting formulation] or BID), however it has also
been suggested that up to 320 mg/day can be used.”®"
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Calcium Channel Blockers (CCBs) - Good
efficacy data exists for flunarizine use in
migraine prophylaxis, but its side effect
profile of precipitating depression and

causing weight gain and extrapyramidal
effects may limit its use.® Verapamil has
been used for many years despite the poor
quality of evidence supporting its use.”®

Alternative Options

Calcitonin Gene-Related Peptide (CGRP)
Receptor Monoclonal Antibody Antagonist
- Erenumab (Aimovig™) received Health
Canada approval in August 2018 for
migraine prevention in adults who have
at least four migraine days per month.”
In about half of patients, it can result

in at least a 50% decrease in migraine
frequency, and versus placebo, can
prevent 1-2 more episodic migraines per
month." Erenumab is dosed at 70-140
mg subcutaneously once monthly and
common side effects include injection site
reactions and constipation.? Erenumab
may be considered for use in patients
with adherence issues, poor response,
side effects, or drug interactions with oral
medications! Although not seen in clinical
trials, there is a theoretical concern for
cardiac adverse effects since erenumab
blocks CGRP, a potent vasodilator widely
distributed in the body."® More head-to-
head trials comparing erenumab with
standard therapy are required in order to
determine its place in therapy.®

Natural Health Products - Magnesium
citrate 300 mg twice daily, riboflavin
400 mg once daily or divided twice daily,
and co-enzyme Q10 100 mg three times
daily have all been used for migraine
prophylaxis® These options have few
side effects, thus making them attractive
alternatives to patients.® However, based
on expert opinion, they may have lower
efficacy than other drug choices and thus,
should not be considered first-line in
most cases®"° Butterbur demonstrated
some efficacy in small placebo-controlled
trials, but is not recommended for migraine
prophylaxis due to the lack of quality
control and/or the presence of hepatotoxic
and potentially carcinogenic pyrrolizidine
alkaloids in some available products®®
Feverfew is not recommended due to
conflicting efficacy evidence®®

Special Populations

Refractory Patients — Refractory patients
are those who continue to experience
migraines despite optimal use of acute
and prophylactic medications and
trigger and lifestyle management.©

Polypharmacy may be indicated in
individuals who have failed to respond
to adequate trials of medications from
at least two of the four main classes of
prophylactic medications (beta-blockers,
anticonvulsants, TCAs, and CCBs).© Little
scientific evidence exists to support the
use of polypharmacy and the risk of
adverse effects and/or drug interactions
may be increased; specialist referral
should be considered in these cases.”®

Chronic Migraines — Chronic migraines
are often treated with many of the
same prophylactic medications used for
episodic migraines despite the paucity of
efficacy evidence® Of these medications,
topiramate has the best evidence for
efficacy. but amitriptyline can also be
considered® Although onabotulinumtoxinA
is not recommended for episodic migraine
prevention, it is recommended for
prophylaxis of chronic migraines®*

Menstrual Migraines — Standard migraine
prophylaxis options can be used for
patients who experience severe menstrual
migraines and do not obtain relief from
acute treatment?® In addition, short-term
prophylaxis can be an option in patients
who primarily experience perimenstrual
migraines and have regular, predictable
menstrual periods.® Naproxen and
hormonal agents (e.g. estradiol cream or
patch) have been used for intermittent
short-term prophylaxis® However, the
use of frovatriptan 25 mg twice daily
starting two days before expected
menses onset and continuing for a total
of 5-7 days has demonstrated the best
evidence for efficacy”® Other potentially
effective options for menstrual migraines
include perimenstrual use of naratriptan
or zolmitriptan, or the continuous use of
low-dose oral contraceptives.”®

Pregnancy/Lactation - Medications for
migraine prophylaxis should be avoided
in pregnancy and lactation whenever
possible®° If necessary, magnesium,
propranolol, metoprolol, and amitriptyline
can be considered.® Nortriptyline is
also an option, however routine use is
not recommended due to insufficient
evidence® Divalproex is considered to
be compatible with breastfeeding but
is teratogenic and should be avoided

in pregnancy or women of childbearing
potential.”©

Nonpharmacologic Interventions
Headache diaries can be used not only
to monitor the frequency and severity

of migraine attacks, but to also identify
migraine triggers in order to develop a
plan for avoidance and/or management?®
Lifestyle management strategies
include maintaining regular exercise,
good sleep hygiene, and consistent
dietary habits while reducing excessive
caffeine intake.*® Stress management
techniques include relaxation training,
cognitive behavioural therapy, pacing
activity, and biofeedback.# Acupuncture
and transcutaneous electrical nerve
stimulation can also be considered®™
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BY ZAHAVA ROSENBERG-YUNGER, PhD, MA, Hon BSc AND

SAYAKO YOKOYAMA, MPH, BSc(Pharm). ACPR

ovember 12-18, 2018 marked
World Antibiotic Awareness
Week. Leading up to this, OPA
highlighted the amazing work
that hospital pharmacists
have contributed to the global health
concern of antimicrobial resistance
(AMR) and are now calling on community
pharmacists to become more involved in
antibiotic stewardship activities.

Antimicrobials play an essential role in
fighting disease; however, inappropriate
use has led to the rise of resistant
organisms, making treatment of infections
increasingly difficult. In Canada, antibiotics
are prescribed more frequently thanin other
Organisation for Economic Co-operation
and Development (OECD) countries, and
60 per cent of antibiotic prescriptions in
OECD countries were for inappropriate
conditions! If left unaddressed, global
mortality from AMR infections is expected
to increase from approximately 700,000
annual deaths to more than 10 million in
20502 Additionally, costs associated with
medical care resulting from antimicrobial-
resistant organisms have been estimated
at $1 billion annually in Canada?

There are many initiatives implemented
to address AMR including antimicrobial
stewardship (AMS) programs? AMS
programs focus on interventions that
decrease AMR, optimize health outcomes,
minimize adverse events, and reduce
costs without lowering the quality of
care? These programs mitigate misuse
and overuse of antibiotics, the main
contributors to AMR, and aim to ensure
judicious antimicrobial use? Generally,
interprofessional teams lead the AMS
programs and often include pharmacists
specializing in infectious disease.* Hospital

pharmacists have played a critical role
within hospital AMS programs including
developing guidelines and/or protocols
for treating bacterial infections® as well
as implementing formulary restrictions.
They have proven their ability to reduce
AMR through a variety of initiatives
including (but not limited to) ensuring an
antibiotic with the most narrow spectrum
of activity that is appropriate for the patient
and infection is administered, monitoring
stop-dates, switching to oral step-down
therapy from intravenous administration®
as well as reviewing and following up
culture and susceptibility reports.® These
initiatives have led to an increase in the
identification of inappropriate antibiotic
use®and a decrease in the emergence of
adverse effects and AMRS7

Community pharmacists are uniquely
positioned within the healthcare system to
discuss AMR issues with both patients and
prescribers at the point of dispensing, and
can play a greater role in AMS activities®

To this end, OPA has created a number
of tools for community pharmacists to
assist them with becoming more involved
in these activities. Visit www.opatoday.com
to download. These tools are designed to
help pharmacists evaluate appropriateness
of antibiotic therapy and identify potential
issues. Templates are also available for
documentation and communication of
recommendations to prescribers.

Additionally, OPA is collaborating with
Brett Barrett, Adjunct Clinical Assistant
Professor and Lindsay Dockrill, PharmD
(candidate) at University of Waterloo,
and Emily Black, Assistant Professor at
Dalhousie University, on a project which
examines antimicrobial stewardship

strategies implemented by primary care
pharmacists and investigates any barriers
or facilitators to implementation of
these strategies. Stay tuned for results
of this work.
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Prepare for the

Not for the Wo rSt i

DEBORAH CELEMENCKI, B.COMM., CEBS
CONSULTANT. JOHNSON INC.

The Good:

Although it is an
uncomfortable subject,
more people are forced
to talk about it, and

it often hits closer

to home because
almost everyone
knows someone who
has been diagnosed
with a condition

such as cancer, heart
disease or stroke.

National cancer

statistics at a glance™:

- 206,200 new cancer
diagnoses and
80,800 deaths from
cancer occurred in
Canada in 2017

- About one in two
Canadians will develop
cancer in their lifetimes
and one in four will
die of the disease.

+ 60% of Canadians
diagnosed with
cancer will survive at
least five years after
their diagnosis

References:

1 Canadian Cancer Society, www.
cancer.ca/en/search/?g=statistic

2. Heart and Stroke Foundation
of Canada, www.heartandstroke.
ca/what-we-do/media-

Heart health facts®:

- Heart disease is the
second leading cause
of death in Canada

« There are an estimated
70,000 heart attacks
in Canada; one every
seven minutes

+ Up to 40,000 cardiac
arrests occur each
year in Canada; one
every 13 minutes

» 9in 10 Canadians
have at least one
risk factor for heart
disease and stroke;
representing more than
24 million Canadians

The Not So Pretty:

Critical Illness
Insurance

People are surviving serious diseases. With the advancements in medical science,
more people are beating the odds. Even the most devastating of illnesses, such
as cancer or heart disease, are seeing survival rates higher than ever before, and
a better chance to maintain quality of life.

It's difficult to predict who will suffer a critical illness, or when one might
happen. Consider these statistics:

Facing the facts about

kidney disease?:

+ 1in 10 Canadians has
kidney disease, and
millions more are at risk

+ An average of 15 people
per day are told that
their kidneys have failed

+ The number of
Canadians being treated
for kidney failure has
more than tripled in
the past two decades
with diabetes being
the leading cause
of kidney failure

centre/news-releases/
monday-highlights-from-the-
canadian-cardiovascular-congress

The Kidney Foundation of
Canada, www.kidney.ca/

document.doc?id=9034

If you don't have critical illness insurance, you may not have the financial means to
safeguard your financial lifestyle or that of your family. The additional expenses
of a potentially lifelong illness can challenge anyone's financial planning.
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Insurance

Q&A

I have health, life and disability coverage.
Is that enough?

While traditional insurance products are integral parts of
financial protection, they are not designed to meet the
needs for those diagnosed with a life-long critical illness.

A health plan will certainly help pay for the cost of many
of your expenses, but may not cover them all. Plus, many
plans have maximums and co-pays that can still be a
financial burden when the expenses are high. Life insur-
ance provides cash to protect the financial interests of your
family in the event of your death. Disability insurance pro-
vides monthly income replacement, which helps you cover
the same expenses you had prior to your diagnosis only.

None of these coverages will go the distance to protect
your assets (RRSPs, investments, family home, etc) when
you are unexpectedly diagnosed and live with serious ill-
ness. Even the best financial plans can be derailed by such
an event. For example, drawing from an RRSP to pay for
additional medical expenses impacts your financial retire-
ment plans and has immediate income tax implications.

How can critical illness coverage help to
protect my financial planning?

A critical difference — this is where critical illness insurance
comes into play. Critical illness protection is not a substi-
tute for either health, life or disability insurance. Critical
illness is designed to complement these, by providing a
tax-free lump sum of money to assist you, the patient, to
adapt to changing circumstances.

Critical illness insurance is still relatively unknown in
the overall insurance marketplace by comparison, but
it is becoming increasingly popular with those who take
financial planning to heart. Surviving a critical illness is
something to celebrate and should not be a bittersweet
experience tarnished with financial catastrophe.

What can | do with the money | receive
from a critical illness plan?

The money you receive is yours to do as you see fit. The
financial challenges of living with a critical illness can vary
dramatically from person to person. For example, critical
illness insurance benefits are often used to pay for home
healthcare or for drug prescriptions that are not covered
by your health plan or OHIP, or even to seek medical treat-
ment abroad, if that is what you want. The money can go
towards making renovations to a home, such as adding a
wheelchair ramp for improved mobility. It can also provide
a financial “cushion” to help meet the monthly financial
demands if there is a shortfall in your regular income or a
delay in your disability payments.

One of the greatest advantages of critical illness insurance
is that you, the beneficiary, can use the money in whichever
way you decide it most benefits you and your family.

Are there really no restrictions on the
money received?

None. Critical illness Insurance is all about living.

For some people - often those who are diagnosed in an
advanced stage of illness - critical illness insurance rep-
resents something that is priceless -- the opportunity to
make a dream come true.

Some people choose to use their critical illness coverage
to take their family on a special trip or vacation that will
leave everyone with lasting, happy memories. Others might
choose to make a dream purchase or go on a personal
adventure that they might not have been able to afford.

For more information, visit
www.opatoday.com/professional/insurance
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Pharmacy
Ownership

What You Need to Know

BY MIKE JACZKO AND MAX BEAIRSTO

f you aspire to own your own phar-
macy one day, keep in mind that
ownership can take several forms
that will affect your liability and tax-
ation. In this last of a three-part series
we'll fill you in on some key aspects of
sole proprietorship and joining a part-
nership, and when it makes sense to
incorporate your business.

Going Solo

Owning 100 per cent of a business
means you can call all the shots—it's
the simplest way to operate a business.
But it also means youre personally
liable for your pharmacy’s debts and
obligations. If anyone decides to sue
the business, your personal assets are
at risk.

For example, if one of your customers
slips on the floor in your pharmacy
and successfully sues you for dam-
ages incurred, you will have to pay the
settlement personally. If that involves
millions or even tens of thousands of
dollars, you may need to sell your per-
sonal assets (i.e., cottage, home, etc)
to foot the bill.

Under current law, a sole proprietor
and the owner are the same legal
entity. That means whatever the

company earns in a year is deemed to
be the income of the owner and there-
fore reported on personal income
tax. Given that personal tax rates are
generally higher than corporate tax
rates, expect to have a higher tax bill if
you've earned a substantial amount in
a sole proprietorship.

Sharing the Load

The only difference between a sole
proprietorship and a business part-
nership is that there is now more than
one owner. That means all owners are
personally liable and must report their
share of the income on their personal
tax returns.

Your creditors will often insist that
owners are joint partners so they can
collect all their debts from one partner
if needed—instead of claiming from
each based on their percentage own-
ership. The “easier” partner would pay
the creditor fully and then have to sue
the other partner for their share of the
liability. Basically. this means the cred-
itor has to do less in collecting debt.

Is it time to incorporate?

As a legal entity, a corporation is sep-
arate from its owner(s), which means
any debts and obligations become the
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responsibility of the corporation rather
than the owner(s). The good news is
that this means your personal assets
will not be exposed to creditors. The
bad news? There are exceptions where
a creditor, such as a bank or landlord,
will insist that the shareholder[s] of
the corporation personally guarantee
any obligations before they provide
any loans or resources.

Incorporating a business is also more
expensive to set up because it requires
you register it with the government.
(You can easily identify if a business is
incorporated if “Limited,” “Ltd.” “Incor-
porated” or “Inc.” is included at the end
its name.)

From a tax perspective, incorporating
your business as a separate entity—and
filing a separate corporation income
tax return—can have several advan-
tages. For example, the tax liability on
income earned by the business can
be split between the corporation and
owners through salaries and dividends.

Whichever path you choose towards
pharmacy ownership. be sure to factor
in your exposure to taxation and liabil-
ity to ensure you make the best choice.
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Terms and Conditions: Valid for online ticket purchases only. Offer valid for 20% off per admission ticket. Valid until
December 31, 2018. Cannot be combined with other offers. Not valid during Friday discounted hours. Not valid for
Friday Night Live or any other separately ticketed programs. The ROM is an agency of the Government of Ontario.

ols
cC

O

Simply register for your GoodLife Fitness Corporate
Membership today at corporate.goodlifefitness.com

As an OPA member, you pay just $429 plus
applicable taxes, per member, per year or $19.19
plus tax bi-weekly”! Plus, you get:

. . « Access to over 250 GoodLife Fitness « Child minding (available at an
The Ontarlo PharmaC|stS Clubs across Canada additional fee)
. o o - Corporate rate extended to four - Seeking a health or fitness
ASSOCIatIOI‘I IS pleased to additional family members assessment? Ask the club about a
= = - State-of-the-art cardio equipment LifeChanger
Contlnue to Offer a speCIal - All free weights and weight machines » 24 hour locations (select clubs only)
H . - i « Access to the GoodLife Fitness
rate program with e o oup Fines” o5 Member Advantage Progrom - savings
GOOd Llfe Fltness ClubS! you in achieving your goals and special offers from over 100

popular brands
- Towel Service (where available)

Find out more in the Membership Benefits section at
www.opatoday.com.

*Subject to change

Online registration now available

ONTARIO PHARMACIST / WINTER 2018


https://www.opatoday.com/professional/membership/benefits/attractions
https://www.opatoday.com/professional/membership/benefits/attractions
https://www.opatoday.com/professional/membership/benefits/goodlife

Professional Development

Grants Waiting for You

BY JON JONES, MBA, CPA, CMA

DIRECTOR, PROFESSIONAL DEVELOPMENT, OPA

HealthForceOntario
provides financial
support for health
professionals
through the Allied
Health Professional
Development

Fund (AHPDF)

ractising members of nine

allied health professions —

pharmacists included — are

eligible to apply for up to $1,500
per year for professional development
(PD) courses and programs. This is a
little-known program that is available
to pharmacy professionals.

AHPDF improves healthcare professionals
access to professional development
(PD) activities in order to:

- Advance clinical practice knowledge
and skills to continuously improve
the quality of patient care

+ Contribute to the provision of more
effective and efficient healthcare
service delivery

- Advance clinical practices in priority
healthcare areas

- Integrate evidence into professional
practice

+ Assist healthcare professionals to
become change agents and to adapt
to changing expectations and patient
healthcare needs

Pharmacists have access to the
majority of this funding. In 2017-
2018, more than $732,000 in funding
was claimed by pharmacists alone,
but more than $201000 in eligible
funding was unclaimed by pharmacy
professionals.

WINTER 2018

Types of fees that are eligible for the fund:

+ Tuition fees

- Registration fees

- Fees for workshops, courses,
conferences or seminars

« Fees for distance learning and
education acquired outside of Canada

+ Reimbursement funding for
PhD students

When applying for the fund, it is
important to ensure that you complete
the forms correctly. If the forms are not
completed correctly, you may not be
given a chance to resubmit them and
you could be denied the funding. If you
need help completing the forms, OPA’'s
Practice Support Network can help.
Send an email to info@opatoday.com.

For more information on the Allied
Health Professional Development
Fund or to apply for funding, visit
www.ahpdf.ca.

ONTARIO PHARMACIST



Flu shots

available
herel

Ask your pharmacist
about getting your
flu shot.

It’s quick, convenient, and gives you peace of mind that you are
protected. For details about how you can get your flu shot, talk
to your pharmacist or a pharmacy staff member today!

ONTARIO
PHARMACISTS
ASSOCIATION www.opatoday.com
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