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Helping prove
pharmacists’ value

I

n this, our 8th annual Changing Face of
Pharmacy report, we are excited to be
highlighting some quantitative ways that
pharmacists improve health care. It’s one
thing to talk about the great initiatives of
individual pharmacists and pharmacy teams
across the country. It’s quite another to have
the economic studies and concrete numbers
that prove pharmacists’ value in helping
achieve better healthcare outcomes.
At the Canadian Foundation for
Pharmacy (CFP), we have made it our
mandate to support the people and research
ideas that propel the profession forward.
It’s especially gratifying to see many of the
initiatives we funded now proving successful
in promoting pharmacists’ worth.
Yet even with all this newfound evidence,
there are roadblocks ahead. Governments
are still hesitant to support the idea that
pharmacists—when used properly—can save
them healthcare dollars in a variety of disease
areas, via treatment and prevention. On the
flip side, pharmacists still need to do more in
demonstrating their worth on a larger scale.
MedsCheck is a prime example of a
service that isn’t being optimized. Perhaps
the economics don’t work yet to make it
worthwhile for pharmacists. Perhaps we need
more research on what needs to be done to
enable better uptake—and governments to
better embrace these study results.
At CFP, we will continue to do our
part in supporting pharmacy forward.
This year, our Innovation Grant attracted
47 applicants and three of those will receive
a total of $135,000 to help bring their ideas
to fruition.
We believe in an expanded scope for
pharmacy that will lead to a more sustainable
healthcare system for the future. But to make
that happen, we all need to do our part. l
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Association Perry Eisenschmid,
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Long-awaited economic studies show that paying
pharmacists to provide expanded services can save
money as well as improve health By Karen Welds

P

harmacy advocacy groups and researchers
are successfully linking pharmacists’
services with economic benefits for public
and private payers—and in even better news,
key stakeholders outside of pharmacy have
begun beating the drum in response.
For example, the recent release of
an economic analysis on the impact
of pharmacists’ interventions for
hypertension management, on top of
numerous randomized controlled trials that
demonstrate improved health outcomes,
has prompted Hypertension Canada to
take action on behalf of pharmacists. “We
presented this information to provincial
governments as part of Hypertension
Canada’s World Hypertension Day initiatives,
to try to get them to support the expanded
role for healthcare professionals, including
pharmacists, in hypertension management,”
says Dr. Nadia Khan, President of
Hypertension Canada, Professor of Medicine
at the University of British Columbia and
general internist, St. Paul’s Hospital. “This
seems like a natural fit for pharmacists, within
the context of optimizing the roles of all
healthcare professionals.”
Hypertension Canada is also actively
reviewing the data on “shared care”
between physicians, pharmacists and other
healthcare professionals, including the data
on independent prescribing by pharmacists,
which the Alberta RxACTION clinical
trial has shown to deliver the biggest
clinical—and therefore economic—impact in
hypertension management.1
“We are reviewing these data and
we are supportive of all new initiatives,
based on high-quality evidence, that
help patients control their blood pressure
better,” says Khan.
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The economic analysis, conducted by the
EPICORE Centre, University of Alberta,
estimates that pharmacists who adopt a full
scope of practice can generate savings of
almost $16 billion over 30 years—and that
assumes that just half of Canadians with
poorly controlled hypertension agree to take
part. The analysis takes into account fees for
pharmacists’ consultations, including followups, based on Alberta’s current fee schedule.2
“Reducing the risk of stroke by 40%
to 50% is good, and that impresses us [as
clinicians], but it doesn’t necessarily impress
policy makers. When we can say that we
will get better clinical outcomes and we will
save money, then it becomes extraordinarily
compelling,” says Dr. Ross Tsuyuki, one of
the authors of the economic analysis, and
Director of the EPICORE Centre and
Professor of Medicine at the University
of Alberta.

Conference Board of Canada, a not-forprofit research organization, entitled The
Value of Expanded Pharmacy Services in
Canada.3 The report modelled the Canadawide implementation of reimbursed
pharmacists’ services for smoking cessation,
pneumococcal vaccinations and advanced
medication reviews and management for
cardiovascular disease (similar to the care
plans that are unique to Alberta), and
estimated total direct and indirect cost
savings of between $2.5 billion and $25.7
billion by 2035 (depending on the level of
uptake). The research also demonstrated
positive returns on investment for all three
services, and suggested that governments
would stand to see the greatest economic

Making the case to
governments
The Canadian Pharmacists Association
(CPhA), which funded the hypertension
economic analysis, has broken down the
results into provincial numbers so that
they’re more meaningful during pharmacy
contract negotiations. The association is
also keeping a close eye on another study
underway in New Brunswick, regarding
pharmacists’ services (including prescribing)
for urinary tract infections. “If the outcomes
are as positive as we expect they will be, we
will do something similar to what we did
for the hypertension study and model the
economic impact by province,” says Perry
Eisenschmid, CEO of CPhA.
The association also helped fund the
research behind a recent report from The
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“

Louise Morrin

Dr. Nadia Khan

Community pharmacists
are another potential
trusted touch point and
have a key role to play
within the broader context
of primary health care.
Louise Morrin, Alberta Health Services

”

benefits by scaling up advanced medication
reviews and management services for
cardiovascular disease.
The report was partly funded by The
Canadian Alliance for Sustainable Health
Care, a multi-stakeholder advisory arm of
The Conference Board whose membership
includes provincial health ministries,
pharmaceutical manufacturers and healthcare
professional organizations. CPhA sought
input from the Alliance to help set the stage
for acceptance of the results. “We engaged
representation from provincial drug plan
managers to help scope out the research that
was relevant to them,” says Eisenschmid. As
with the hypertension economic analysis, the
intent is for both provincial governments and
pharmacy associations to “have more tools
and information so everyone can make better
informed decisions about the future role of
the profession.”
Indeed, by the end of the year CPhA
will have its own research department to
conduct economic analyses on an ongoing
basis. “There is a lot of research around the
impact of pharmacists’ interventions on
health, but not a lot of economic analysis.
We recognized the need to build our own
in-house capacity to help fill this gap,” notes
Eisenschmid.
Louise Morrin, Senior Provincial
Director of the Kidney Health Strategic
Clinical Network, Alberta Health Services,
agrees that such research helps demonstrate
value. “For any kind of sustainability these
days, the economic analysis is important to
demonstrate value for investment,” she says,

Taking measure of quality
Green Shield Canada (GSC) is charting new territory with its Value-Based Pharmacy (VBP)
program, which uses claims data to evaluate pharmacy performance on a number of metrics,
including adherence, chronic disease management and patient safety for certain disease states
and medications. The insurer will eventually tie reimbursement to the ratings, with five-star
pharmacies receiving the highest payment amounts.
Ned Pojskic, Pharmacy Strategy Leader at GSC, emphasizes that VPB is the first of several
programs under the insurer’s new SmartSpend initiative for employee health benefits. “We
are scrutinizing the value of our spend on every healthcare professional. But it’s not about
scrutinizing in order to pay less; it’s about rational spending to ensure that every dollar spent is
generating value.”
The provider behind VBP is Pharmacy Quality Solutions, a U.S. company that has developed
the EQuIPP (Electronic Quality Improvement Platform for Plans & Pharmacies) system for
community pharmacies and benefit plan providers. According to PQS’s March 2017 newsletter,
more than 95% of all community pharmacies in the U.S. subscribe to EQuIPP. The secure, online
dashboard includes a function called “Outliers,” which identifies patients (by prescription
numbers) who have the greatest impact on a pharmacy’s overall score, for example due to low
adherence levels.
“We all know pharmacy practice is in a period of evolution and we’re here to help with that
by providing health outcomes information that up till now has not been available. If pharmacists
choose to use it, it’s practical and actionable. It can help you target your efforts to focus on
patients who are struggling,” says Pojskic.
Canadian pharmacists can access the dashboard by going through GSC’s ProviderConnect
website for its providers or directly through PQS. GSC is also taking the extra step of mailing
hard-copy score cards, every month, to approximately 6,000 pharmacies that are not registered
with ProviderConnect. “We questioned these mailings from a dollar and cents perspective,
but we recognized that uptake will be slow without them. It is really important to us to help
build that culture of quality improvement, so we decided to be proactive in pushing out the
necessary information.”
Before launching the program in October, GSC contacted provincial pharmacy associations to
enlist their aid in communicating to their members. It continues to gather their feedback as part
of efforts to ensure that VBP is a positive for both pharmacy and GSC plan members. “We have
heard some comments that this is just another cost-containment initiative from our industry. In
fact, this is not meant to be a cost-containment strategy. At the end of the day, on balance, we
may end up remunerating pharmacies to a greater level than today, but that will depend on the
level of engagement,” says Pojskic.
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adding that it can help decision-makers
address the growing list of demands placed
on budgets.
Most importantly for pharmacy, this
type of research demonstrates that paying
pharmacists to provide greater levels of
care is a necessary part of the equation, and
worth the investment. “Governments and
private payers can do more to compensate
pharmacists for the expanded scope
services they are authorized to provide.
Current reimbursement models in Canada
are outmoded and in urgent need of an
overhaul,” says Justin Bates, CEO of
Neighbourhood Pharmacy Association
of Canada.
With that in mind, the association
is working with its members to present
alternatives to government. “Neighbourhood
Pharmacies is currently working on a
major initiative to reorient pharmacy
reimbursement from a transactional model
to one that is service-based and patientfocused. The time has come for pharmacy to
become a true partner in frontline primary
care,” says Bates.

Where is the greatest value?
Another increasingly compelling argument
for policy-makers is the growing recognition
of the value of closing costly gaps in health
care. That’s certainly the case in Alberta,
which funded a multi-pronged vascular
risk reduction program. In 2012, when
she was Executive Director of Alberta
Health Services’ Cardiovascular Health &
Stroke Strategic Clinical Network, Morrin
approached Tsuyuki and his team to study
pharmacists’ ability, under expanded scope,
to identify people at risk and help them
manage their health.
“We wanted to look at hypertension,
diabetes, chronic kidney disease, smoking
and other risk behaviours and engage
pharmacists more broadly. We are very
pleased with the results,” says Morrin.
Results of the RxEACH study were
published in the Journal of the American
College of Cardiology.4
Alberta Health Services is now
developing a knowledge transfer strategy.
“We want to motivate more pharmacists to
adopt the scope of practice and be active
in screening and case-finding in their own
practices, and intervening appropriately.”

While the strategy will focus on pharmacists
first, it will eventually include educational
outreach to family physicians and the public.
An economic analysis of RxEACH is
also underway. “We are keen to get those
results to support what we’re doing, but the
knowledge transfer strategy is not contingent
on that,” says Morrin. It comes down to the
value of closing the “significant” gaps in care
for patients.
“While people with chronic diseases
who go to their family doctors are typically
well managed, we really struggle to reach
the people who aren’t regularly going
to family doctors and whose diseases or
risk behaviours are not well managed.
Community pharmacists are another
potential trusted touch point and have a key
role to play within the broader context of
primary health care,” asserts Morrin.
That’s the positioning of Hypertension

Canada as well. “Thirty-five percent of
Canadians have uncontrolled hypertension,
and it’s been at that level for about a
decade. We need new strategies to help
the current healthcare system close that
gap,” says Khan. “Pharmacists can make a
real contribution.” l

 suyuki R, Houle SKD, Charrois TL, et al. Randomized
T
Trial of the Effect of Pharmacist Prescribing on
Improving Blood Pressure in the Community: The
Alberta Clinical Trial in Optimizing Hypertension
(RxACTION). Circ. 2015;132:93-100.
2
Marra C, Johnston K, Santschi V, et al. Costeffectiveness of pharmacist care for managing
hypertension in Canada. Can Pharm J (Ott)
2017;150:184-197.
3
Gagnon-Arpin I, Dobrescu A, Sutherland G, et al.
The Value of Expanded Pharmacy Services in Canada.
Ottawa: The Conference Board of Canada, 2017.
4
Tsuyuki R, Al Hamarneh YN, Jones CA, et al.
The Effectiveness of Pharmacist Interventions on
Cardiovascular Risk: The Multicenter Randomized
Controlled RxEACH Trial. JACC 2016; 67(24):2846-54.
1

More studies help build case
Alberta Pharmacy Services Framework Study
Supported by a grant from CFP, researchers at the University of Alberta are conducting a
longitudinal study of four pharmacies that have incorporated publicly funded care plans into their
day-to-day practice.
During the three visits over a two-year period, researchers are interviewing patients,
pharmacists, pharmacy staff and other health care. They have also interviewed policy-makers
within government and healthcare professional organizations. “Having an understanding of
what everyone defines as value is really important so we can compare and contrast the different
views,” says Christine Hughes, one of the principal investigators for the project.
Researchers are also observing interactions between pharmacists and patients and how
systems are being adapted to incorporate care planning. “We will identify the challenges and
successes that can be built on and share that with other sites, as well as share the information
with policy makers who may be looking at doing this in other provinces,” says Hughes.
Study results are scheduled for release early in 2018. While preliminary results are not
available, Hughes notes that “we are definitely very excited about the results so far.”
Saskatchewan Evaluation of Pharmacist Prescribing for Minor Ailments
Researchers at the University of Saskatchewan recently wrapped up a multi-phase study on the
clinical and economic value of pharmacist prescribing for minor ailments, funded in part by CFP.
The economic analysis showed that for every dollar spent on the minor ailments program in
Saskatchewan, the province saved $2.15 in direct and indirect costs, with an increased return on
investment as time goes by. The cumulative savings are projected to reach $3.5 million in 2019.5
While outside the scope of the economic analysis, researchers also remarked upon the
savings associated with averted visits to doctors’ offices and emergency departments. “Almost
30% of patients said they would have gone to their doctor or emergency if the pharmacist had not
helped out. One person would have gone to the ER for a cold sore! This has big implications for
payers,” says Jeff Taylor, co-principal investigator.
5

Rafferty E, Yaghoubi M, Taylor J, et al. Costs and savings associated with a pharmacists prescribing for minor ailments program
in Saskatchewan. Cost Eff Rsour Alloc 2017;15:3.
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Minor ailment prescribing here to stay
Patients welcome service at Estevan Pharmasave, Saskatchewan,
where physicians are in short supply By Sonya Felix

Amgen Ad
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hen pharmacists in Saskatchewan
gained authority to prescribe for minor
ailments in 2012, pharmacist Brad Cooper
was one of the first to take the training
required to add the service to his practice.
“In reality, I have been assessing and
‘prescribing’ for ailments for as long as I
have been a pharmacist, but it was exciting
to stretch those skills and include provision
of Schedule I medication,” says Cooper, a
managing partner at Pharmasave in Estevan,
Sask. “Minor ailment prescribing adds to
our menu of services and continues to grow
year after year. It’s a good program in our
area, where there is a physician shortage
and walk-in care is non-existent.”
Wes Kreklewich, a long-time patient at
the Estevan Pharmasave, agrees that being
treated for minor ailments at the pharmacy
is a valuable service. “It’s especially great
if you have young children,” he says. “You
don’t have to make an appointment with the
doctor and spend time sitting in the waiting
room. Instead, the pharmacist’s minor
ailment service is quick and convenient—
and the assessment is usually bang on.”
“Awareness was the largest hurdle when
we started prescribing for minor ailments,”
adds Cooper. “I had already cultivated a
trusted relationship with my patients but
these new services were outside the ‘norm.’
I had a lot of ‘Hey, did you know we can
prescribe for that?’ conversations with my
patients.” As time passed, he saw more
and more people coming back, as well as
new patients referred by friends or family
members. “Feedback has always been
positive when [I’m] making follow-up calls
four to seven days after prescribing.”
By now, every province except British
Columbia and Ontario has authorized
pharmacists to assess and prescribe for a
growing list of minor ailments such as cold
sores, joint pain, mild headaches, acid reflux
and bacterial skin infections (see chart,
page 12). Saskatchewan was the first

Photo by Brian Zinchuk

W

Long-time pharmacy patron Wes Kreklewich with his pharmacist Brad Cooper.

province to reimburse pharmacists $18
as a consultation fee for the service—an
investment that has shown positive returns,
according to an economic impact analysis
done by researchers at the University of
Saskatchewan. The study, funded in part
by CFP, found for every dollar spent on
pharmacists’ prescribing for minor ailments
in Saskatchewan in 2014, the province saved
$2.15 in direct healthcare costs and indirect
costs, such as lost productivity.
While Cooper appreciates that
Saskatchewan’s drug plan has recognized
the value of the service to residents by
reimbursing pharmacists, he says the fee
isn’t enough. “Reimbursement levels are
always a challenge in our industry,” he
explains. “The $18 fee helps offset the cost
of providing minor ailment services but not
at a sufficient level.”
Despite that challenge, Cooper remains
committed to offering the service. “Minor
ailment prescribing has been a personally
rewarding service to offer to my patients
as I see the impact I have on improving
patients’ health,” he says. “Pharmacies are
truly becoming health destinations in our

communities as pharmacists are given more
and more tools in our toolkits.”
Cooper is fortunate to already have a
private consultation room for doing minor
ailment assessments and prescribing, as
required by the Saskatchewan College of
Pharmacy Professionals, but he admits
that lack of time is an ongoing issue. To
help mitigate these time constraints, the
pharmacy uses a program called Simpl to help
implement appointment-based pharmacy
services. “Patients participating in the Simpl
program have their medications synchronized
and filled on a regular cycle which reduces the
number of monthly visits and phone calls by
patients,” he explains. “It allows myself and
my staff to focus on more quality interactions
with patients when prescribing for minor
ailments, rather than dealing with large
amounts of dispensing duties.”
Acknowledging the pushback to
pharmacists gaining prescription authority,
Cooper stresses that minor ailment
assessment and prescribing is proving
its value. And demand is building from
patients. “This service is not a fad—it is
here to stay.” l
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PHARMACISTS MANITOBA

A cross-country look
at expanded services
This year’s Changing Face of
Pharmacy polled provincial pharmacy
associations on their respective
expanded scopes of practice. Our goal
is to help cast light on the differences
and similarities, and hopefully
generate thinking on what provinces
can learn from each other.
We asked each association the
following questions:
1. Most successful
When you consider all the
authorities or services in your
province’s expanded scope of
practice, which have pharmacists
adopted most successfully?
2. Most challenging
Which authority or service is the
biggest challenge?
3. What’s missing
What authority or service, if any,
would you say is missing from your
province’s scope of practice?
4. Government advocacy
What are your current activities
or priorities with government
regarding scope of practice?

10

BRITISH COLUMBIA PHARMACY ASSOCIATION
1. Injection authority. Public demand is strong.
2. Therapeutic substitution adaptations. The main reason
appears to be pharmacists’ lack of confidence to make
medication changes, and they don’t want to “step on
a physician’s toes.” Uptake is also hampered, by some
degree, by the standards, limits and conditions put in
place by the College of Pharmacists of B.C.
3. The ability to prescribe for minor ailments.
4. We are advocating for prescribing for minor ailments. In
recent months we have also changed our positioning so
that the focus is on improving the delivery of primary care
in rural areas, especially those with limited physician
resources. Underlying all our efforts, however, is the
issue of funding. Without a sustainable economic model,
expanded scope services are not likely to be successful.

1. While many pharmacists have taken additional training
to offer expanded scope services, government funding
is very limited. That means pharmacists must be
comfortable with charging patients, and that’s a barrier.
Travel health immunizations are the more common
pharmacist-initiated service since all travel vaccines
require payment, regardless of provider.
2. Again, the fact that most services require private
payment, either out of pocket or through private drug
plan’s health spending accounts.
3. Therapeutic substitution. As well, pharmacist
independent prescribing authority for immunization is
under review by the College of Pharmacists of Manitoba.
4. We are committed to engaging our government
in discussions about public funding of pharmacist
professional services, pharmacist access to electronic
health records, and full integration of pharmacists into
health record data submission, retrieval and analysis. We
have hired a government relations specialist to help with
this, and we are seeing some small, positive steps toward
improved collaboration and respectful consultation.

Changing Face of Pharmacy 2017

PHARMACISTS’ ASSOCIATION OF NEWFOUNDLAND
AND LABRADOR
1. Medication management, i.e., prescription extensions
and adaptions. It naturally flows out of dispensing,
and pharmacists have been doing it for years in an
unofficial way.
2. Minor ailment assessments and prescribing, because of
the time involved and lack of financial reimbursement.
3. Independent prescribing for more than minor ailments.
4. A top priority is reimbursement for current expandedscope services, for all patients rather than just those with
coverage from the province’s public drug plan.
Source: Glenda Power, Executive Director

Source: Dr. Brenna Shearer, CEO

PRINCE EDWARD ISLAND PHARMACISTS
ASSOCIATION
1. Influenza vaccinations due to demand from the public and
marketing efforts by pharmacies.
2. Prescribing for minor ailments due to necessity to charge
for a service that patients can receive at no personal cost
from physicians or nurse practitioners. Pharmacy teams
are also challenged to differentiate between traditional
“no cost” recommendations and patient assessments that
may or may not lead to the prescribing of a drug.
3. Independent prescribing. Pharmacists ideally would receive
the patient’s diagnosis and prescribe the most appropriate
medication, then monitor and adjust medications to achieve
pre¬determined desired outcomes.
4. We spend a lot of time enlisting the support of our
licensing body to actualize the regulatory changes
required for new services. On the government front,
discussions have become more frequent and have moved
beyond traditional talks on reimbursement as part of
the pharmacy contract, to pharmacists’ contributions in
the delivery of health care. Last but not least, we are
negotiating a new pharmacy services agreement and as
part of that are advocating for payment for professional
services and increased access to immunization services.
Source: Erin MacKenzie, Executive Director

NEW BRUNSWICK PHARMACISTS’ ASSOCIATION

ALBERTA PHARMACISTS’ ASSOCIATION (RxA)

Source: Jeff Whissell, Director, Pharmacy Practice
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1. Injection services, due to public demand.
2. Uptake has been limited in most other services because
there is little public funding and many patients are
unable or unwilling to pay for a service they can obtain
elsewhere at no cost. As well, pharmacists’ lack of time
and resources means the services are not consistently
promoted to patients.
3. Expansion of the list of products that pharmacists can
inject. As well, expansion of the list of minor ailments to
include those that require more timely intervention, such
as shingles and urinary tract infections, which would
make the service more appealing to the public.
4. Working with government, we recently launched a
project in which physicians work with local pharmacists
to improve the care of chronic-disease patients with
complex needs. We are also launching a community
pharmacist anti-coagulation management project, also
in collaboration with physicians and government. In
terms of expansion of scope, we are advocating to the
Nova Scotia College of Pharmacists to expand the lists of
injections and minor ailments for which pharmacists can
provide services.
Source: Allison Bodnar, CEO

Source: Derek Desrosiers, Director, Pharmacy Practice Support

1. Injections, especially influenza vaccinations. This success
links back to broad support through public policy, the
availability of pharmacist education and training and
public demand.
2. Refusals to fill. Right now eligibility is limited to falsified or
forged prescriptions. The service needs to be more holistic
to keep up with patients’ needs (for example, to manage
opioids and reduce medications that may not be required).
3. Alberta is fortunate to have the most comprehensive
scope of practice in Canada, but we are always trying
to understand where Albertans have needs that are not
met. We would like pharmacists to be fully recognized
as having roles in primary care, disease screening and
wellness, and patient education.
4. The Association has worked hard to ensure that the
pharmacy services are valuable and meaningful to the care
of Albertans. That continues to be our priority, as the current
Ministerial Order that supports today’s services expires on
March 31, 2018. We also work closely with researchers to
demonstrate the value of pharmacists’ services, which helps
build our case with both public and private payers.

PHARMACY ASSOCIATION OF NOVA SCOTIA

ASSOCIATION QUéBéCOISE DES PHARMACIENS
PROPRIETAIRES
PHARMACY ASSOCIATION OF SASKATCHEWAN

ONTARIO PHARMACISTS ASSOCIATION

1. By sheer volume, prescriptions for refills and flu shots.
Created
by: Matt Ward/Echo Enduring
Media
- www.echoenduring.com
1. Influenza
vaccinations:
pharmacists administered more
Prescribing for refills hasVector
consistently
been in high
than one million
shots last season. Public awareness and
(c)patients’
2009;access
Distributed
the Creative Commons
lisence.
demand as it streamlines
to care, andunder
flu
demand are tremendous.
shot provision continues to increase exponentially.
2. MedsCheck: recent changes to a more heavily
2. Anecdotally we have been told smoking cessation
standardized and documentation-intense program,
services through PACT (Partnership to Assist in the
without full integration into pharmacy software systems,
Cessation of Tobacco) can be challenging to implement,
have dramatically impacted workflow, especially for
especially in single-pharmacist pharmacies. Pharmacists
high-needs patients.
have also noted the complexity and challenge of
3. Assessment and treatment of common (minor) ailments
addictions counselling in addition to education and
supported by prescriptive authority for Schedule I
medication therapy counselling.
products; as well as the ability to downward adapt and/or
3. Prescribing for therapeutic substitution. Our regulatory
deprescribe narcotic and controlled substances.
body is assessing this as an option for the future.
4. We are advocating for fair and reasonable funding to help
4. We have become more proactive, seeking not just to
drive adoption. We have become more collaborative with
be level with other provinces, but also to pioneer new
other stakeholders, including healthcare professionals,
programs and services (including remuneration). It is
public and private payers and patient advocacy groups.
an amazing time to be a pharmacist but there are many
Our message is that public and private payer investments
challenges, especially to do with balancing government
in pharmacy services and an expanded scope of practice
budgets, fair remuneration and simply charting new
deliver system-wide cost savings, better health closer to
territory. It’s not only about readiness for change but also
home and a sustainable health system.
the importance of patience and realistic expectations.
Source: Myla Wollbaum, Director of Professional Practice

1. Prescribing for minor ailments: patients are requesting
the service and it is fairly easy to do. Pharmacists are
also confident in their capacity to do it well and consider
it a ‘low-risk’ opportunity to help patients.
2. Dosage adjustments to meet therapeutics targets. Quebec
pharmacists don’t have the necessary medical information
to efficiently provide this service. The information is
not shared easily by physicians and technology is not
facilitating the transfer of information.
3. Injection authority and programs to support
medication reviews and medication management
(including deprescribing).
4. We are working with government on a new remuneration
model that includes services under an expanded scope.
But to do that we have to consider all the rules and laws
that impact all revenue sources for pharmacy—which
means much of our advocacy has to do with related
issues, such as generic drug pricing and negotiating new
agreements with the government and private insurers.

1. Injections. October and November are now extremely
busy periods based on flu vaccine season. Many
pharmacists also inject year-round for travel vaccines,
shingles, etc. The public readily accepts and trusts
pharmacists for these services.
2. Assessments for minor ailments and adapting or
prescribing. Both take time and documentation. Without
appropriate funding from public or private payers, it’s
easier to refer the patient back to the doctor or simply call
the prescriber for permission.
3. Authority to assess more minor ailments, such as shingles
and birth control and other much-needed interventions
that consumers would be willing to pay for. As well, the
ability to initiate care plans for patients with chronic
diseases, as is possible in Alberta.
4. We are working with government to implement and
improve the electronic Drug Information System and
Prescription Monitoring Program, which provides
online access to lab values. On a related front, to
help demonstrate the value of pharmacy services, we
are funding research on the impact of pharmacists’
assessments and interventions for uncomplicated urinary
tract infections.
Source: Paul Blanchard, Executive Director

Source: Jean Bourcier, Executive Vice-President & CEO

Source: Angeline Ng, Manager, Pharmacy Practice

www.cfpnet.ca Canadian Foundation For Pharmacy
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FEES AND CLAIMS DATA FOR GOVERNMENT-SPONSORED PHARMACIST SERVICES, BY PROVINCE (UPDATED SEPTEMBER 2017)
NOTE: All content in red indicates that public funding is available only to eligible beneficiaries of the provincial drug plan.
BRITISH COLUMBIA
Patient care plans

ALBERTA

SASKATCHEWAN

MANITOBA

ONTARIO

QUEBEC*

PRINCE EDWARD
ISLAND

NEWFOUNDLAND/
LABRADOR

$52.50 per PharmaCheck
(low-income)
(12,318 claims)

$52.50 per Medication
Review (2,130 claims);
$65 per Diabetic Medication
Review (948 claims);
$20 per follow-up for
Medication Reviews, max. 4
annually (1,047 claims); $25
per follow-up for Diabetic
Medication Reviews
(369 claims), max. 4 annually

$52.50 per Medication
Review (seniors); $52.50
per Medication Review for
Diabetes (all ages);
max. 72 claims annually;
(1,629 claims)

$12 (104,170 claims
for flu)

$12 (63,315 claims
for flu for seniors and
high-risk groups)

$12.36 (9,280 claims for flu);
authority to immunize again
other infectious diseases,
no public funding

$13 (3,757 claims for flu)

NOVA SCOTIA

NEW BRUNSWICK

$60 per MedsCheck (543,902
claims); $75 for MedsCheck for
Diabetes (163,168 claims); $90 for
MedsCheck for Long-Term Care Annual
(69,833 claims); $150 for MedsCheck at
Home (24,799 claims); $25 per follow-up
(163,242 claims for MedsCheck; 44,308
claims for MedsCheck for Diabetes
Education); $50 per quarterly follow-up
for MedsCheck for Long-Term Care
Quarterly (198,510 claims)

$52.50 per Basic
Medication Review
(3,728 claims); $150
per Medication Review
Service (seniors)
(669 claims); $20 for
follow-ups, max. 2
annually (118 claims)

$100 per Comprehensive Annual Care Plan
(CACP, 130,378 claims); $125 for pharmacists
with additional prescribing authority (APA,
123,506 claims); $60 per Standard Medication
Management Assessment (SMMA,
38,770 claims); $75 if pharmacist has APA
(36,364 claims); $20 for follow-ups without APA
(373,447 claims for CACPs, 47,140 for SMMAs);
$25 for follow-ups with APA (463,930 claims for
CACPs, 56,136 for SMMAs )

Medication
reviews/management

$60 per Medication Review Standard, max. 2 annually,
6 mths apart (177,114 claims);
$70 per Medication Review Pharmacist Consultation,
max. 2 annually, 6 mths apart
(17,794 claims); $15 per
Medication Review
Follow-Up, max. 4 annually
(19,235 claims)

Medication reviews a component of CACPs
and SMMAs (see Patient care plans above)

$60 per Medication
Assessment (seniors)
(11,795 claims);
$20 per follow-up,
max. 2 annually
(3,465 claims)
$60 per Medication
Assessment and Compliance
Packaging (1,845 claims)

Immunization

$10 (557,533 claims for flu;
13,156 claims for pneumonia;
655 claims for pertussis;
620 claims for HPV;
11,218 claims for other)

$20 (533,053 claims for flu); authority for
other immunizations, inc. travel vaccines
(no public funding)

$13 (90,374 claims for flu)

$7 (79,050 claims for flu;
data not available for
pneumonia, HPV, Tdap
[tetanus, diphtheria, pertussis])

$7.50 (1,010,548 claims for flu); authority for other immunizations, inc. travel
vaccines (no public funding)

$20 per assessment and administration
of drugs by injection (169,419 claims)

Authority to administer drugs
by injection; no public funding

Authority to administer
drugs by injection;
no public funding

Authority to administer drugs by injection
and inhalation for education and
demonstration; no public funding

Authority to administer drugs to demonstrate
appropriate use; no public funding

Authority to administer
drugs by injection; no
public funding

Authority to administer
drugs by injection;
no public funding

Authority to administer
drugs by injection; no public
funding

Authority to administer
drugs by injection; no public
funding

Authority for continuity of
care prescribing and
prescription adaptations;
no public funding

Authority to adapt or renew;
no public funding

$12.50 per renewal (30+ days),
max. 1 per person annually (158,358 claims)

$14 per Prescription
Adaptation (293 claims)

Authority to adapt or
renew; no public funding

$14.83 per adaptation
(123 claims)

$11.96-$12 per Medication
Management adaptation
(33,918 claims)

$15 as part of Pharmaceutical Opinions
program

$8.96 for first 48,500 prescriptions;
then $8.37 (67,444 claims)

$14 (49 claims)

$14.83 (14 claims)

$23.92-$24 (32 claims)

Authority to substitute for out-of-stocks;
no public funding

$26.25 (366 claims, for
proton pump inhibitors only)

Authority to substitute;
no public funding

$14.83 (6 claims for eligible
drug classes)

$11.96-$12

Authority for emergency
refills; no public funding

Authority for emergency
refills; no public funding

$16 per assessment for 7 conditions where no
diagnosis is required and for 12 where diagnosis
and treatment are known (107,666 claims)

Authority to assess and
prescribe for 31 conditions;
no public funding

Authority to assess
and prescribe for minor
ailments; no public
funding

Authority to assess and
prescribe for 30 conditions;
no public funding

Authority to assess and
prescribe for minor ailments;
no public funding

Authority to initiate Schedule 1
smoking cessation therapy;
see below for funding details for
smoking cessation services

To reach therapeutic target: $15.50-$19.50 for initial
evaluation (based on condition); $40 annually for
min. 2 follow-ups for certain conditions; $50 annually
for min. 3 follow-ups for insulin-dependent diabetes;
$16 per follow-up for anticoagulation, max. 1/mth.
(128,557 claims for all)

Authority to assess and
prescribe in emergencies;
no public funding

Authority to initiate
smoking cessation
therapy; no public funding.
Authority to assess and
prescribe in emergencies;
no public funding

Authority to assess and
prescribe in emergencies;
no public funding

Authority to initiate smoking
cessation therapy; no public
funding

$15 per opinion (212,910 claims for
“Change to prescription,” 96,697 claims
for “No change to prescription,” 17,501
claims for “Not filled as prescribed”)

$19.79 (198,552 claims)

Up to $125 annually: $40 for initial
consult; $15 for up to 3 primary
follow-ups; $10 for up to 4 secondary
follow-ups (6,288 claims)

$16 to prescribe for smoking cessation as part
of minor ailments (30,423 claims out of total for
minor ailments)

Authority to prescribe for
smoking cessation as part
of minor ailments; no public
funding

Authority to assess and
prescribe for smoking
cessation; no public funding

Authority to perform a
procedure below the dermis
for education and demonstration;
no public funding
$70 for naloxone program, initial kit;
$45 for replacement kit (17,543 claims)

$18.02 for emergency contraception prescribing
(107,378 claims)

Administration of drugs
by injection
Adaptation/altering of
prescriptions, including
continuity of care and
renewals

$10 to renew and adapt
(226,296 claims)

$20 per assessment for renewal/adaptation/
discontinuation (533,393 claims for renewals;
151,679 claims for adaptations)

$6 to renew, alter dosage
form or alter missing
information (249,608 claims)

Refusals to fill

$20

$20 per assessment (8,523 claims)

1.5X dispensing fee, max.
$17.10 (16 claims)

Therapeutic substitutions

$17.20 (8,753 claims)

$20 per assessment (claims included
under adaptation)

Emergency prescription
refills

Authority for emergency refills;
no public funding

As part of prescription renewals

$10, max. 1 claim per patient
per 28 days (claims data n/a)

Authority for emergency
refills; no public funding

Minor ailments

As part of CACPs, SMMAs by those with
additional prescribing authority

$18 per Minor Ailment
Assessment for 16 conditions
(14,512 claims)

Authority to assess and
prescribe for 12 self-limiting
conditions (“minor ailments”);
no public funding

Initial-access prescribing
or to manage ongoing
therapy (exc. minor ailments)

$25 per assessment for initiating medication
therapy with APA (206,395 claims)
$20 per assessment for emergency prescriptions
(26,777 claims)

Collaborative Practice
Agreements with physicians
enable pharmacists to select,
initiate, monitor and modify
drug therapies; no public
funding

Authority for prescribing by
Extended Practice pharmacists
within the scope of their
specialty; no public funding.
Authority to prescribe in “state of
emergency;” no public funding

Pharmaceutical opinions

Smoking cessation

$10 per dispensing of
nicotine replacement therapy,
max. 3 annually
(claims data n/a)

As part of SMMAs and follow-up SMMAs;
max. 4 follow-ups

Up to $300 annually ($2 per
minute) for Partnership to
Assist with the Cessation of
Tobacco (PACT) (4,940 claims)

Other services

$10 for trial prescriptions
(claims data n/a)

$20 for assessment of appropriateness of new
prescription medications (trial prescriptions,
19,323 claims)

2X dispensing fee, max. $22.80
for emergency contraception
prescribing (7,721 claims);
$25 for medication
reconciliations (seamless
care) with prescribing or 1.5X
dispensing fee, max. $17.10
for medication reconciliations;
$7.50 for trial prescriptions;
$3.50/day for Direct Observed
Therapy for Hepatitis C drugs;
$3.50/day for methadone
managed care

Authority to prescribe for
smoking cessation;
no public funding

Authority for emergency refills;
no public funding

Information current as of September 2017, and collected from provincial ministries of health and provincial pharmacy associations. Claims data are for fiscal year ending March 31, 2017, with the exception of Quebec where the data is for year ending December 2016.
*In Quebec, legislation requires private insurance plans to pay the same fees as the public plan for pharmacists’ services, except for refusals to fill and Pharmaceutical Opinions. This chart gives claims data for the public plan only.

Authority to prescribe
for smoking cessation as
part of minor ailments;
no public funding

$11.96-$12

$23.92-$24 for Antibiotic
Medication Adherence;
$11.96-$12 for follow-ups,
max. 1 per antibiotic
(96,286 claims); $23.92-$24
for COPD Medication
Adherence; $11.96-$12 for
follow-ups, max. 2 (163
claims). Authority for trial
prescriptions;
no public funding
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How claims for services are adding up

alberta

2013
34,900

Comprehensive
Annual Care Plans

Flu shots steadily
gain momentum
across Canada, while
Alberta continues to
blaze trails with its
unique care plans;
plus a look at claims
trends for other
selected provinces
and services

British
Columbia

2017
253,900

Medication
Reviews - Standard

CLAIMS FOR Flu shots				
2012/2013

2013/2014

2014/2015

2015/2016

2016/2017

193,800

383,300

434,700

420,400

557,500

-

-

-

54,400

90,400

170,700

360,000

487,000

475,300

533,000

-

-

-

56,600

79,100

246,900

764,000

901,400

867,700

1,010,500

-

78,200

100,700

98,100

104,200

18,000

40,500

53,600

55,100

63,300

Prince Edward Island2

-

-

-

5,000

9,300

Newfoundland & Labrador3

-

-

2,800

2,825

3,757

629,400

1,626,000

1,980,200

2,035,425

2,451,057

British Columbia
Saskatchewan
Alberta
Manitoba
Ontario
Nova Scotia
New Brunswick1

Total
1
2
3

Public funding in NB limited to seniors and high-risk groups					
Public funding in PEI limited to high-risk groups in 2015/2016; expanded to total population in 2016/2017			
Public funding in NL limited to beneficiaries of public drug plan

Standard Medication
Management
Assessments

2017
177,100

2013
12,700
2014
7,500

2017
75,100

Saskatchewan

Minor ailments
prescribing

2013
30,100
Follow-Ups
(CACPs and SMMAs)

Initial-access
prescribing/managing
ongoing therapy by
pharmacists with
additional prescribing
authority

2013
186,600

2017
14,500

2017
940,700
2013
693,200

2013
11,700

Ontario

MedsCheck Annuals

2017
206,400

2017*
543,900

*In fall 2016, Ontario implemented standardized, detailed documentation requirements

Making time for expanded services

Interested?
Here’s how
Rubicon’s Simpl program is based on the
“appointment-based model” (ABM)
for pharmacy that has gathered momentum
south of the border for the past five years.
An implementation guide for Canadian
pharmacies is available at
www.pharmacyu.ca/InnovationHub
(go to the Resources section).

When people know their pharmacists by name, it’s a sure sign of a good relationship.
And it’s become a common marker for success at pharmacies that are part of Rubicon Pharmacies
Canada since the adoption of an appointment-based pharmacy practice model. “It’s wonderful for
patients and very rewarding for pharmacy teams,” says Michael Wright, CEO of Rubicon. “Through
the monthly appointments we can promote a whole array of expanded services.”
More than 5,000 patients at 65 pharmacies have enrolled in Rubicon’s “Simpl” program since
November 2015. Technicians or assistants synchronize medications for monthly pick-ups, and phone
patients one week ahead to ask about changes in health or visits to the doctor that may affect
prescriptions. Should patients raise clinical issues, the technician arranges for a consultation with the
pharmacist, which could occur at the time of pick-up or during a separate phone call or appointment.
Come pick-up day, the pharmacist focuses on the patient, not the product. “There are a lot of
informal appointments at the counter, or they can be in the counselling room. The pharmacist can
talk about their health, provide a service or even just talk about the weather. The main thing is to
get to know the patient, create name recognition and build a relationship,”
says Wright. From there, other appointment-based services naturally unfold.
“You may need to touch base five or six times about the benefits of a
medication assessment, for example, before patients take you up on it.”
Distribution efficiencies cannot be overemphasized, he adds. Synchronized
prescriptions are filled by Rubicon’s fulfillment sites or in-house during slower
periods. “Before Simpl, pharmacists could not schedule their workload. Now a
large proportion of prescription volume is taken care of two to three weeks out
and we are seeing significant improvements in work flow. Good things really
Michael Wright,
start to happen once enrollment reaches 100 patients in a pharmacy.”
CEO of Rubicon
This article was made possible through an Educational Grant by

Supporting pharmacy for a healthier Canada

Advancing the
profession since 1945
At CFP, we promote pharmacy innovation and
leadership through various research grants
and awards including:
• Innovation Fund Grant
• Pillar of Pharmacy Award
• Wellspring Leadership Award
• Lifetime Achievement
• Past President Award
• Corporate Recognition Award
To learn more about grant applications or to donate to Canada’s
only national charity for pharmacy go to www.cfpnet.ca

Find us on
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Sticking with a valuable service
Pharmacists’ injections already improving immunization rates By Sonya Felix

16

never been as issue, adds Cavanagh. “Patients
typically pay out-of-pocket for the travel
consultation, and some private health plans
will cover the cost of the vaccines. From
a business standpoint, the services attract
patients who travel a lot and there isn’t
as much cost inhibition when it comes to
paying for vaccines.”
On the other hand, Cavanagh currently
offers injections like B12 free of charge to
aid in convenience and adherence. He plans
to re-examine this in the new year. “All the
vaccines we provide are appreciated by our
patients,” he says. “It’s all about access—
pharmacies are typically open late hours
and give on-demand service, often without
an appointment.”

Moving the public
health needle
By now, most provinces allow pharmacists
to administer flu shots and other vaccines
by injection. Pharmacists in Alberta,
Saskatchewan, Manitoba, New Brunswick,
Prince Edward Island and Newfoundland
and Labrador have even broader authority
to inject any drug or vaccine (see chart, page
12). Early research already shows the value
of pharmacist-administered injections.
“We’ve seen a lot of positives with
pharmacists as immunizers,” says Nancy
Waite, co-leader of Ontario Pharmacy
Evidence Network (OPEN), which
researches the impact of pharmacistadministered vaccines among other
things. Although the number of flu
shots administered at physician offices,
public health clinics and other locations
has declined over time, she notes that
Ontario had a net increase of almost half
a million influenza vaccinations due to the
involvement of pharmacists.
“At OPEN we’re looking at the impact
of different pharmacy services and we
think that immunization is a great news
story,” says Waite. “There is huge uptake by
pharmacists and the profession should be
proud that they’ve stepped up. Now we are

www.cfpnet.ca Canadian Foundation For Pharmacy

Just the beginning

Photo by Katie Cavanagh

W

hen Gordon Bentley told his
pharmacist he was driving more than
an hour each way to get his monthly B12
shot from his doctor, he was surprised to
learn about a simpler option: he could get his
injection at the pharmacy.
“My wife and I are both in our 80s and
it was hard to get to our doctor’s office,
especially in winter,” says Bentley. “We
sometimes had to cancel appointments. But
Kawartha Lakes Pharmacy is only seven
minutes away so when my pharmacist said
he could do it for me, it was a godsend. Now
we get our flu shot there, too.”
Bentley’s pharmacist is Mike Cavanagh,
co-owner of the Kawartha Lakes Pharmacy
and one of nearly 9,500 pharmacy
professionals (including pharmacists, interns
and students) in Ontario trained to administer
injections since the province granted
authority to publicly funded flu shots in 2012.
Last year, Ontario expanded pharmacists’
injection authority to include vaccines to
protect against 13 other preventable diseases,
including hepatitis A and B, pneumococcal
disease and herpes zoster.
At Kawartha Lakes, Cavanagh was
already ahead of the game. Since 2011, a
nurse-led clinic in his pharmacy has been
providing travel vaccines through medical
directives. “Once we were given authority
to administer influenza by the Ministry of
Health, we began to look at areas we could
expand,” he says. “The two areas we started
to provide were B12 and shingles vaccines
via direct orders. We first utilized our nurse
until we were comfortable and able to
provide the services ourselves through
our workflow.”
With the responsibility shifted from the
nurse to the pharmacist, Cavanagh now does
a full assessment of the patient’s needs and
there is less red tape for patients. “We still
need a medical directive for prescribing the
vaccines but the patient doesn’t have to see a
physician since everything is onsite and I can
give the injection,” he explains.
Charging patients for travel vaccines has

“I strongly believe that pharmacists can
play an important role in the immunization
system because of their accessibility and
the trust that patients place on them,”
says Kwong, who is an epidemiologist and
scientist with Public Health Ontario and the
Institute for Clinical Evaluative Services. “I
think pharmacists providing other types of
vaccines is a great idea, because they provide
the system with more capacity to immunize
the population.”

Gordon Bentley appreciates the fact he
can get his monthly B12 shot from his
pharmacist, Mike Cavanagh.

seeing economic analysis that predicts health
savings and productivity savings, as well.”
Sherilyn Houle, who also co-leads
the OPEN research, stresses that the
convenience of pharmacist-administered
flu shots means younger, working-age
people don’t have to take time off work
to go to their doctor. “Savings we observe
are not necessarily healthcare costs but
related to productivity,” she says. “Keeping
a population healthy also means keeping up
productivity.”
A study published in the Canadian
Medical Association Journal found that
jurisdictions with pharmacist-administered
flu shots showed a modest increase in uptake
by the population compared to provinces
where pharmacists didn’t have authority
to inject.1 Although the research doesn’t
answer the question why, study author Dr.
Jeff Kwong speculates that a combination
of factors, such as greater awareness,
convenience and a shortage of doctors, could
account for the higher uptake.

Meanwhile, researchers at OPEN continue
to study the impact of pharmacists as
immunizers and are deepening their initial
analysis. For example, while earlier surveys
showed that younger people (aged 20 to 64)
were most likely going to pharmacies for flu
shots, greater awareness of the service could
lead more seniors to get vaccinated at the
pharmacy because of the convenience,
says Houle.
Kwong, too, suggests pharmacists’
expanded role could further improve
vaccination rates. “Not enough adults
are receiving the shingles vaccine and

pharmacists could help with that as long as
they are sufficiently knowledgeable about
a patient’s medical history,” he says. Other
important adult vaccines that Kwong feels
pharmacists could play a role in delivering
include: the tetanus, diphtheria and pertussis
booster; pneumococcal vaccines, human
papillomavirus vaccine and travel vaccines.
After five years with authority to
administer vaccines, starting with flu
shots, Cavanagh says pharmacists are
now comfortable with the role and most
pharmacies in Ontario offer the service.
“Fitting it into the workflow was tough
the first year but now it is as easy as pie.
We’ve learned to utilize other staff to obtain
consents and handle the transaction side, so
it has become seamless and doesn’t interrupt
our workflow,” he says.
“Patients trust us and we’ve had such a
positive response,” Cavanagh adds. “The
results so far have proven the value and we
all know this is a good thing.” l
Buchan SA, Rosella LC, Finkelstein M, et al. Impact of
pharmacist administration of influenza vaccines on uptake
in Canada. CMAJ January 2017;189(4):E146-E152.

1

How pharmacists
could improve impact
of injection authority:
• Target higher-risk populations, such as people
with asthma and cardiovascular disease.
• Learn how to respond to vaccine hesitancy and
what to say to anti-vaxxers. Immunize Canada
has helpful resources for counselling patients
(go to the “Health Care Providers” section at
www.immunize.ca).
• Promote your services to physicians and other
healthcare providers.
• Use catchy instore signage—complete with a
fee schedule—to market the convenience of
injections at the pharmacy.
• Pharmacy assistants and technicians can help
promote the service, and overcome operational
barriers by taking care of paperwork and
appointment scheduling.
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Sponsored article

With new generic options available, patients need education and support

F

ortunately, the roster of treatment options to prevent HIV has grown
substantially over the last several years. Condoms and the use of
antiretroviral treatment by people living with HIV have played a key
part. So has the consistent use of an oral medication (Truvada)1 as part
of pre-exposure prophylaxis (PrEP). Combined with regularly testing and
treatment of sexually transmitted diseases, this medication has been highly
effective in reducing the risk of HIV infection when used as directed.
Earlier this year, Health Canada approved generic medications for PrEP
that have been shown to be equally effective and will make treatment
even more accessible. As more and more patients seek these options,
the pharmacy can be the ideal go-to space for accurate information and
adherence help.
Providing a non-judgemental, safe environment in the pharmacy for
HIV patients and those at higher risk for infection, is an ideal way to
engage these patients in the communities where they live.

Taking action in the pharmacy

Sustainable healthcare
Generic drugs saved Canada’s healthcare system
close to $20 billion in 2016. But if generic drugs
were dispensed at the same percentage as in the
United States, an additional nine billion dollars
would be saved annually.*
* Canadian Generic Pharmaceutical Association, 2017

Brought to you by

The Canadian Foundation for Pharmacy thanks
Teva Canada for its sponsorship of this article.

A recent learning module developed by the World Health Organization
(WHO) for pharmacists,2 outlines ways pharmacy staff can monitor PrEP
adherence and support patients to regularly take their medications for
optimal prevention of disease.
According to the WHO, the pharmacist is in a key role to ensure accurate dispensing of prescriptions for PrEP, as well as to provide information on side-effects. For example, HIV patients may need assurance that
there are no restrictions with food when taking PrEP and that alcohol (in
moderation) is permitted.
Given that the effectiveness of this treatment in HIV prevention is
incumbent on patients taking their medications daily, pharmacists with
their pharmacy teams can monitor refills and ask about adherence during
patient visits. Being open and never critical helps ensure that patients
won’t over-report consumption and hide problems.
Other ways to assist patients with adherence is to suggest they put a
reminder on their phone when it is time to take their daily tablet, or have
it coincide with another daily action, such as brushing teeth. Alternatively, pharmacists can encourage patients to talk to other PreEP users or
join an online forum for adherence tips.

More education around HIV
To help healthcare providers address the needs of their HIV patients,
Teva has developed an accredited live webinar focusing on how to identify at-risk patients who would be candidates for PrEP. This continuing
education program for pharmacists and physicians explores best practices
and discusses the importance of adherence to maximize PrEP efficacy.
Contact your Teva sales representative for details on how to register for
an upcoming session.
Teva has also added an HIV-specific topic to its current series of pharmacist counselling guides. All guides are available at TevaPharmacySolutions.com in English and French and are accredited by the Canadian
Council on Continuing Education in Pharmacy.
By engaging in open, supportive discussions with their at-risk patients,
pharmacists can have a major impact in HIV education and prevention.
1
2

Truvada® is a trademark of Gilead Sciences Inc.
WHO Implementation Role for Pre-Exposure Prophylaxis (PrEP) Of HIV Infection, Module 6, July 2017

Hypertension heroes
Pharmacists beat a path towards better
health for patients By Rosalind Stefanac

W

hen Alberta pharmacist Lonni
Johnson was approached to take
part in a study examining the effect of
pharmacist prescribing on improving blood
pressure in the community, she was initially
apprehensive. “My first thought was, ‘I’m too
old and I’ll never be able to do this,” recalls
the 50-year-old, who has been in practice for
almost 30 years.
The lead investigator of the RxAction
study, Dr. Ross Tsuyuki, managed to
convince her otherwise. Four years later,
Johnson continues to work on various
pharmacy research initiatives. “I was getting
a little disenchanted with pharmacy but now
I’ve had a complete flip in my thinking—I
want to be the pharmacist who changes
things and I’m nowhere near ready to retire,”
she says.
The pharmacy manager at Rita’s
Apothecary & Home Health Care in
Barrhead, Alta., Johnson obtained additional
prescribing authority as a prerequisite to
joining the study. Once patients were screened
for eligibility, she provided advanced care by
conducting risk assessments and medication
reviews, ordering lab tests and educating
patients. She altered prescriptions and
prescribed to manage therapy as needed.
Follow-up consultations occurred monthly for
six months.
“I had my ‘aha’ moment with a patient
early in the study,” she says. When his
lab work revealed his cholesterol was
dangerously high, Johnson sent him
immediately back to his doctor. “Tests
showed that he could have had a heart
attack if an intervention with screening and
follow-up had been missed. We made a real
difference by being there.”
Johnson says expanded scope has
completely changed the way she practices
pharmacy. “I believe in using the patients’ lab
results to see where they’re at on a regular
basis,” she says. “The processes that were
put in place for screening and follow-up

during the study are also something we try
to routinely implement with all our patients.”

The proof is in the numbers
Proof that pharmacists have a major impact
in hypertension is more than anecdotal.
The RxAction study showed that patients
in the intervention group achieved an
average 18.3 mmHg reduction in systolic
blood pressure.1
An economic analysis of the pharmacists’
impact in hypertension management reveals
that pharmacists who adopt a full scope of
practice (i.e., with independent prescribing
authority) and who consistently support
patients with hypertension management over
their lifetime can generate significant savings
to the healthcare system. Paid pharmacists’
services that excluded independent
prescribing authority were also found to
be cost-effective.2
A recent report from The Conference
Board of Canada also showed a substantial
return on investment for pharmacists’
services around advanced medication reviews
and management of cardiovascular disease.
In fact, findings like these have helped
prompt Hypertension Canada to develop
the country’s first hypertension certification
program specifically for pharmacists, which
will be launched in 2018.
Dr. Nadia Khan, President of
Hypertension Canada, says the range of
work provided by pharmacists during the
RxAction study really highlighted the
additional benefit of using pharmacists to
help hypertensive patients. “Almost one
million Canadians have hypertension but
are unaware—we need new and accurate BP
screening strategies to target these people,”
she says. “Once patients have a diagnosis
of hypertension, and see a healthcare
professional, they are much more likely to
have their BP treated and controlled.”
Adherence is another area pharmacists
can have a big impact, believes Dr. Khan.
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Pharmacists: Playing a key part in HIV prevention

Pharmacist Lonni Johnson
checks Luke Dionne’s blood
pressure during a home visit.

Opportunities from
private payers
Insurance carriers for private drug plans are also
starting to take note of pharmacists’ potential to
improve outcomes and reduce costs in the area
of cardiovascular health.
Green Shield Canada (GSC) rolled out its
Pharmacist Health Coaching Cardiovascular
program in 2016, and Medavie Blue Cross
recently expanded its chronic disease
management benefit to include cardiovascular
support services. Both require participating
health professionals to provide proof of
additional training before claims can be
submitted for reimbursement. For pharmacists,
that training is available through most provincial
pharmacy associations (for example, the Ontario
Pharmacists Association’s Pharmacist Health
Coaching – Cardiovascular Program Training
Course, www.opatoday.com/professional/
resources/education/learn).

www.cfpnet.ca Canadian Foundation For Pharmacy

19

Changing Face of Pharmacy 2017
“Up to 50% of those taking medication
for hypertension are not taking it as
prescribed within one year of diagnosis,”
she says. “Pharmacists have a great advantage
in that they have access to prescription
filling patterns.”

Making a difference
Outside of Alberta, where scope of practice
does not include independent additional
prescribing authority, pharmacists still
improve outcomes in hypertension.
Allan Greene, a pharmacist at Murphy’s
Pharmacies in Charlottetown, PEI,
estimates that one in four of his pharmacy
patrons deals with cardiovascular issues.
“We are always looking at preventative
health, and hypertension is an area we key
in on to make a difference,” he says.
Three years ago, Murphy’s began offering
a suite of health promotion initiatives
called “Hypertension Wellness” at several
of its stores. In addition to cardiovascular
risk assessments and comprehensive
medication reviews, the pharmacy conducts
clinic days where patients can sit down
with a pharmacist or pharmacy student

to learn about their BP readings and ask
questions. Greene also involves his pharmacy
techs by having them take BP readings
and arranging follow-up visits with the
pharmacist. Workplace wellness days—
where pharmacists go to local businesses and
educate employees—are another key part of
the program’s offerings.
“It’s a wonderful opportunity to target a
common health disease and educate people
on how to manage it,” says Greene, adding
that the goal is to eventually roll out the
services to all Murphy’s Pharmacies.
“It’s rewarding as a pharmacist as I can
see the direct impact.” l
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Pharmacist Allan Greene
of Murphy’s Pharmacies.

At a glance
• 5.3 million Canadians live with hypertension.
• 15% to 20% are unaware they have it.
• Hypertension is the number-one reason for
visiting a physician.
• 10% of Canada’s healthcare dollars go to
hypertension and its comorbidities.
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Taking better aim at diabetes
Pharmacist and CDE Tino Montopoli of Orono, Ontario,
urges pharmacists to close gaps in care By Sonya Felix
bout seven years ago, Teresa Topham
was dismayed to learn she needed
insulin injections to better control her
glucose levels. “I have a severe needle phobia
and didn’t want to ‘take the needle’,” she
says. “But my pharmacist encouraged me,
gave me all the information, and when I
was ready, he showed me how to prepare
the injection and stick it in. I now take four
needles a day and, although I still don’t like
it, I’m used to it and I really appreciate how
Tino helped me.”
Tino Montopoli, co-owner of Stutt’s
Pharmacy in Orono, Ont., has been
Topham’s pharmacist since he started to
practice in Orono 21 years ago. He is a
Certified Diabetes Educator, a Certified
Insulin Pump Trainer and member of the
Diabetes Pharmacists Network in Canada
(created by The Banting & Best Diabetes
Centre). “Diabetes is my passion,” he says,
adding that he has had type 1 diabetes since
he was nine years old. “It’s a complicated
disease that’s impacted by so many factors
such as lifestyle, emotions and medications.”
he says.
These days, Montopoli spends much of
his time counselling patients and conducting
MedsCheck for Diabetes medication
reviews at his community pharmacy and
at the Peterborough Family Health Team,
where he has a medical directive to initiate
and titrate certain drugs. “Patients are often
overwhelmed with the details of their disease
so it is important to give information in
smaller packets,” he says. “With MedsCheck
we can provide the information gradually
since they can come back for follow-ups.”
Ontario implemented MedsCheck for
Diabetes in 2010 and last year enhanced the
program with new tools and standardized
documentation. Patients with diabetes are
eligible for one MedsCheck for Diabetes
annually, as well as multiple follow-ups
as long as they are performed at the same
pharmacy. Pharmacists receive $75 for the
22
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Pharmacist Tino Montopoli helped diabetes patient
Teresa Topham get over her needle phobia.

annual review and $25 for follow-ups.
A four-year review of MedsCheck for
Diabetes by researchers at the Ontario
Pharmacy Evidence Network (OPEN)
found that only about half of Ontarians with
diabetes received a MedsCheck for Diabetes
between 2010 and 2014. And very few came
back for follow-ups: only 4.1% of recipients
66 years and older and just 2.7% of those
younger than 66.1
Currently, most people with diabetes
don’t reach all three targets for A1C, blood
pressure and lipid levels, stresses Montopoli.
“Pharmacists should pay more attention to
their patients with diabetes. We can help
them understand the progressive nature of
the disease and how diet and exercise are
important for increasing insulin sensitivity.”
The new standardized documentation
and tools are steps in the right direction.
“MedsCheck for Diabetes is more regimented
now and includes a checklist of questions to
ask. It’s not a bad idea to have a reminder that
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certain things have to be done.”
He has found that getting people to
come back for follow-ups, or even the initial
consult, tends to be the biggest challenge.
Over time he’s determined that the best
approach is simply to be persistent with faceto-face reminders when people come in for
their prescriptions.
Topham is one patient who doesn’t
need encouragement to come back for a
MedsCheck. “That’s a wonderful service
because I can get answers to any queries I
have about my medications, whether it is to
do with my diabetes or aches and pains,” she
says. “Tino is always available to help me
when there are problems and, between the
two of us, we control my diabetes. l
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