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1. EXECUTIVE SUMMARY

ThisCertified Pharmacist Prescribeitiative
isfocused on preventing patient harm by
redudng preventabledrugrelated problems
and providing safer transitions in care
through increased involvement of
pharmaciss, asmedicationexpers in the
delivery of patiententred collaborative
care. Improving medication management
and reducing preventable druglated
hospitalizations protects public safety and
will improve patient outcomes.

This initiativewill requireamendments to
the Fharmacists Regulation under thiealth
Professions AcAmendments to College
bylaws will also be needed.

Risks to patient safety as a result of drug
related problems or poor patient outcomes
areagrowingconcern An aging population,
multi-medication e, transfers in care,
chronic disease management, and
increasing complexity in patient care all
increase the risk of drug related problems
and put patient safety at risk. These factors
together with the challenges in providing
timely access to careffect patient health
outcomes.

5233 Framework_Pharmacist_Prescriber v201Belised 201802-16)

As a result, medication experts play an
important role in navigating the increasing
complex care involved in providing patent
with the care they need®harmacisted

drug therapy management improves clinical
outcomes for patiets, contributes to health
care cost savings, and receives high
satisfaction ratings from patients.

However(i KSNBE | N’ 3l L&A Ay

authorityto use their medication expertise
to preventdrugrelated problems and help
improvepatient health outcaes. Currently,
pharmacists in BC do not have the level of
involvement in prescribing decisions or the
ability to initiate, monitor and adjust a

LJ- G A S y-iheRapy irRaNibiedy way that is
needed to help manage these risks and
better care for patientsWhat results
without the authority to prescribe is often a
redundant and timeconsuming process,
where pharmacistmake recommendations
to other health care professionalho are
asked to approvéhem.



Reducedisk factors for chronic disease,
improvedblood glucose, improved blood
pressure, improved lipid levels, and reduced
risk for major cardiovascular events are all
examples of pharmacist prescribing in
collaborative relationships preventing harm
and improving patient outcomes in recent
studies The® opportunities to improve
patient outcomes and prevent patient harm
through pharmacist prescribing cannot be
ignored when considering patient safety.

While the College does not advocate for
changes to scopef practicefor the
advancement of the pharmagyofession, it
does consider changes to pharmacy practice
that are in the best interests of patients by
increasing public safety and improving
patient outcomes. Like the expansion of the
LIKF NYIFOAataQ NBEfS Ay
College is proposinggalation of Certified
Pharmacist Prescribers to help pharmacists
better care for their patients and protect
them from preventable drug related
problems.

Pharmacist prescribing is needadritish
Columbia to

1 improve patient outcomes,
1 prevent drugrelated problems,

1 reduce unnecessary emergency
room visits and hospitalizations,

1 improve timely access to drug
therapy, and

1 improve continuity of care.
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Framework for Pharmacist Prescribing
in British Columbia

TheFramework for Pharmacist Prescribing in
British Columbidias been developed to
establish regulation for Certified
Pharmacists Prescribeasross the Province
It includes requirements for collaboration
with other health professionals, an
education, training and evidence based
gualification process, iormation access
requirements and protection from conflict
of interest among other standardgnits

and conditions designed to protect patient
safety.

Collaboration
Forthe purpose of the frameworkhe

Ralageis rearinng splialorpiye Riaktiss, s
relationships

Collaborative practice relationships involve
developing a relationship withragulated
health professionalkho has the authority to
prescribeto:

M facilitate communication

1 determine mutual goals of therapy
that are acceptable to the patient

I share relevant health information

1 establish the expectations of each
regulated health professional when
working with a mutual patient

Collaborative practice relationships are not
tied to a specific environment or practice
setting, but set requirements fevhat must

be established to prescribe through working
GAOUK 20KSNR 2y |
collaborative practice relationships, the
diagnosiss stillprovided by physicians and
nurse practitionergor other regulated
health professionals with predging
authority). Some environments may more
easily be able support the requirements for

LI GASyd



collaborative relationships, such as hospitals
or urgent care centers. However,
collaborative relationships can still take
place in other environments where
pharmaciss are able to effectively
communicate and securely share relevant
health information with other health
LINEPFTSaarzyl fa

Separating Prescribing from Dispensing

Pharmacist prescribingrould be separated
from dispensingCertifiedPharmacist
Prescribers woulbe restricted from
dispensing medications they prescribed for a
patient. This prevents thpotential business
conflict of interest; a frequent point of
concern for respondents.

Eligibility

The application process to become a
Cerified Pharmacist Prescriber will involve
both an eviegtnce based competency
evaluation and completion of an educational
program.

The College willsean evidence based
competency evaluation to assehke
competency of applicants to prescribe in
collaboratie practice Applicants will need
to submitinformationon their clinical
background as well gmtient care cases
R20dzySyidAay3a GKS
involvement to demonstrate knowledge,
skills and abilities under each one of the
competency indicators.

Theeducation program for Certified
Pharmacist Prescribevgll include a course
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series on the responsibilities of pharmacist
prescribing. Theerieswill focus on
fundamental knowledge all Certified
Pharmacist Prescribers require to effectively
and safelyrescribe in collaborative practice
relationshipsThe College wikilso

recommend (but not require) a series of
prép&rgtary@éurses Ibasdsl oritépicsvirat
support pharmacist prescribing in
collaborative relationships.

Renewal requirements for a Certified
Pharmacist Prescriber includes proof of an
additional 15 units of continuing education
and an annual setfeclaration.

Access to Relevant Health Information

Pharmacists must be able to effectively
share and review relevant health
information in order to bable to prescribe
and effectively manage drug therapy. This
ranges from access to patient medical
records (electronic or offline), PharmaNet,
and laboratory test results, to specific input
from the patient and others on the health
care team, especially ¢hmost responsible
practitioner. Access to health information
from the patient, PharmaNet, patient
medical records, and information from
others on the patient care team are
required for pharmacist prescribing.

Oft AYAOLI £

Patient Education

The Colleg will develop a patient education
plan and a communications strategy to build
awareness and understanding of pharmacist
prescribing in BC.



2. PURPOSEOF THIS
FRAMEWORK

¢CKS /2ttS3SQa YIFIyRIGS Aa (G2 &SNS teryidIthLINR G SO

through excellence in pharmadyhs frameworkproposes the path forwd to protecting
patient safetythrough the regulation of Certified Pharmacist Prescrilmecsllaborative practice
relationships

ThisCertified Pharmacist Prescribeitiative isfocused on preventing patient harm ®dudng
preventabledrugrelated problemsndproviding safetransitions in car¢hrough increased
involvement opharmaciss$, asmedicationexpers in the delivery of patiergdentred
collaborative cardmproving medication management and reducing preventable-cgriaged
hospitalizationgrotects public safetgndwill improve patient outcomes.

Pharmacistare medication management experts and wiantify,resolve angrevent drug
therapy problems. Tdy take omplete and acurate medication historieend monitordrug
therapyto prevent patient harm from drugelated problemsThey make recommendations to
0KS LI GA Sy Qand dherg ihvolged indke patk@icarevyfen hanges to drug
therapyarerequired to prevent drugelated problemgincluding initiaion of a new drug,
discontinuation of a drug and aarfgein drug therapyMore closelynivolving pharmacisis a
LI G A Sy ( Qand présttiBing desisioddlows pharmacists tawontribute their medication
expertise more effectively and bettprotect patients fom the risks involved in drug therapy.
Gollaborativepracticerelationshiginvolvea Certified Pharmacist Prescriber anckgulated
health professionalho has the authority to prescribdeveloping a relationshigndworking

togetherto establishexpectations for caring for a mutual patigfaicilitate communication,
share relevant health information, andtermine mutual goals of therapyith the patient.
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Certified Pharmacist Prescribers would work in collaboration with the patient and other
YSYO6SNE 2 7F caréeamdnldrighherdpy plansindwould be authorized to
prescribedrug therapy includingnitiating, discontinuing andr changinglrugtherapyto
improve outcomes and prevedtugrelated problems

Certified Pharmacist Prescribers would be regulated by the College through specific standards,
fAYAOAa YR O2yRAI(A 2 yCodebhEthicardRAisiing @afs an@ (1 KS [/ 2 f
professonal practice policie®sn education program and evidence based cases would also be

part of the certification process.

This initiativewill requireamendments to the Pharmacists Regulation undeiHéalth

Professions AcAmendments to College bylawdl awiso be needed.
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3. BACKGROUND

The development of a framework for pharmacist prescribing stretches back to 2010 when the
College of Pharmacists of British Columbia Board first deciaedv®e forward with deasibility
studyto assess how pharmacistescribing could help better prevent patient harm and improve
LI GASYyG 2dziO02YSae LG 6l a& tFGSN) Ag2016AIRSR | &
{GNFGS3IAO tfly | yR 02y BhaggieHan fofi2P17/48201H2NLI 2 F
INnMayn nmp X GKS / 2 Edtablidntg RiGa@cSd PRaci#BeR matists in British

| 2T dzYo Al ¢ GKAOK LINBLIRZASR Y2@Ay3a F2NBINR gAGK
responsdl 2 (G KS a Ay Acalfoiiediadk orl sBvieréll trééseidr pdicy discussion

papersh Ly NBalLl2yaS (G2 GKS /2ttS3SQa adzooYAaairzys
informationon societal need, eligibility criteria, and managing perverse incetuaiypeescriben

addition to further stakeholder engagement.

Asa result, the College developed iitial Certified Pharmacist Prescriber Draft Framework
which included informion on societal need, proposed eligibility criteria and standéndiss
and conditions, as well as practical use cales.framework was based full independent
prescribing similar to the pharmacist prescribing authority that exists in the Prowfn&ierta
where pharmacist prescribers initiate and manage drug therapy for patients whemaeyhe
knowledgeskills and abilities to safely prescribe.

Y
K

I
i

Theinitial Draft Frameworkvas usedo facilitate stakeholder engagemenh pharmacist
prescribng in BC3akeholder engagementas conducted through series of consultations in
Spring/Summer 2016.

The level of participation during the Certified Pharmacist Prescriber Engagement was one of the
largest the College has ever experienddteCollegeheld over 15 different workshops

discussions and meetings and heard from over 25 different stakeholder groups. The College also
received over 11,400 commeritwough its online survey. Tliketailedreport on the results of

the engagemenwvasLJdzo t A a KSR 2y { Kfer beiyreticvadopthe Colegea A U S
Board inNovember 2016.

After reviewing the results of the engagement, the College Boaxk the decision tamend

the Certified Pharmacist Prescriber Draft Framework by narrowing the scope of pharmacist
prescribing ¢ within collaborative practice
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http://www.bcpharmacists.org/library/5_Programs/5-5_CPP/5180-Certified_Pharmacist_Prescriber_Framework_Draft.pdf
http://www.bcpharmacists.org/certified-pharmacist-prescriber

Stakeholder Feedback

The College used feedback from patients, pharmacists and other prescribers to revigigdand b
on the framework for pharmacist prescribing in BC.

Overall, stakeholder groups were quite divided in their level of confidehd&ih N I OA &4 G a Q
independenly prescribing Feedback indicated overwhelming support from pharmacists and
pharmacy techniciansut strong resistance from other prescribers, while the public was divided
with both support and concern.

The greatest convergence across stakeholder groups surrounded the opportunity pharmacist
prescribing could have in providing greater access to especially for minor ailments,
emergency situations, continuity of care and for patients without a primary care provider.
Feedback from pharmacists and other prescribers also highlighted that pharmacist prescribing
might work best in interdisciplinary t@ebased settings where access to more patient
information and labratorytest results, and having a physician or nurse practitioner available to
provide a diagnosis, provided respondents with greater confidence in pharmacist prescribing.

The Engagement Rexqp with stakeholder feedback on the initial framework for independent
prescribing can be found Btpharmacists.org/prescribing

Pharmacist Prescribing within Collaborative Prac tice Relationships

Pharmacist prescribing within collaborative practice would take piaceghinterdisciplinary
team-basedcarewhere physicians and nurse practitioners would contitaube responsible for

the diagnosisand &cess to health records adthgnostics, including lakatorytestresuls,

would be facilitated. Certified Pharmacist Prescribers would also be restricted from dispensing
medications they prescribed for a patient.

Reasons for restricting pharmacist prescribing to collaborativégarac

1 Interdisciplinary teambased settings
Collaborative practice involseiorking closely in an interdisciplinary team to care for
patients. In tlese teams physicians or nurse practitioners provide the diagnpais
area many other prescribers felt pharmacist prescribers would not have the expertise to
do.

1 Access to patient health information and lalratory tests
Pharmacists working in collaborative praztready have access to patient health
information and labratorytests. Lack of access to patient information, and diagnostic
tests (including latratorytest resulss) outside of interdisciplinary settings was a key
point of concern identified by many @macists and other prescribers.

1 Conflict of Interest
Separating pharmacist prescribing from dispensing and business interests removes the
concern for a potential business conflict of intergatfrequent point of concern for
respondents.

5233 Framework_Pharmacist_Prescriber v201Belised 201802-16) 10
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Developing a Framework for Pharmacist Prescribing in Collaborative Practice
Relationships

FAaSR 2y GUKS [/ 2f th&Chiege hasldevdofet a fRaindlds rpiaaknaglsE
prescribing within collaborative practid@harmacist prescribing is proposedake place
throughinterdisciplinary teanibasedcarewherephysicians and nurse practitioners would
continueto be responsible for the diagnos#nd @&cess to health records and diagnostics,
including labratorytestresults, would be facilitated. Certifiedh&macist Prescribers would also
be restricted from dispensing medicatidhsy prescribed for a patient.

In developing a neWraft Framework for Pharmacist Prescribm@ollaborative Practice
Relationships, the elements in the iniftabft Frameworkvere adjustedo reflect the revised

scope and collaborative requirements. Feedback on other areas, such as eligibility requirements
and patient educatiorwere alsoused toinform this framework

The newDraft Framework for Pharmacist Prescribm@ollaborative Practice Relationships also
focuseesmore closely on the benefit to patient carg identifying specific opportunities to
prevent patient harm and improymatient outcomesMore recent evidencand case studies
demonstratinghe benefits & pharmacist prescribing patient care have aldzeenreleased

and wereimportant toinclude

While many of the standards, limits and conditions remain the ssonegchanges were
needed tonarrow the scope of the framewot& pharmacist prescribing oollaborative
relationshipsThis included outlining hopharmacist prescribing would operate witlain
collaborativeapproachanddefining what would beequired as part of aollaborativepractice
relationship
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4. EXISTING PATIENT SAFETY
RISKS

Risks to patient safety as a result of dreigted problems or poor patient outcomes are

growing.There are many risks inherently involvegrovidingdrugtherapyas part of patient

careand nedication experts play an important role in navigating tleesimsing complex care

involved in providing patiestvith the care they needdn aging population, multhedication

use, transfers in care, chronic disease management, and increasing compjedignincareall

increase the risk of drug related problears put patient safety at riskhese factors together

with the challenges in providing timely access to care adilsct patient health outcomes.

2 KAES GKS Nraila OFy o6S YIylF3aISR 0KNRdAzZAK (GKS Ay
care teamthere arestilla | LJA Ay | LIKI nddvide hasa isks &End lcomtibuta o € (0 2
improving patient health outcomeSurrently, pharmacisisa BGdo not have the level of

involvement in prescribing decisions or the ability to initiate, monitor and ddjustJ- G A Sy i Qa R
therapy in a timely way that is needed to help manage theseamskbetter care for patients
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4.1 DRUG RELATED PROBLEM S ARE
A GROWING CONCERN

Drug related problems are a growing concern and pose a serious risk to patients that can result
in poor patient outcomes, hospitalizations or even death. Incidents occur both within hospital
and residential care settings as well as within the commuthityvever many can be prevented
when medication experts are involved in the prescribing processamishtervendo address
drugrelated problems.

Drugrelated problens

AdrugNBt I i SR LIN2o6f SY Aad RSTAYSR a +y S©@
treatment that actually, or potentially, interferes with the achievement of an optimal
outcome.

1 Need for additional drug therapy (i.e 1 Adverse drug reaction (actual and
untreated indications) potential)

1 Unnecessary drug therapy (i.e. drug
use without indication) q

=

Druginteractions

Compliance problem
1 Wrong drug (i.e. improper drug
selection)

=

Failure to receive drugs (i.e. dose
omissions and delay in treatmeht)
1 Dosage is too low

91 Dosage is too high

While many of the factors that increase the risk for dratated problemsareinherit in the
health care systerand cannot be avoided, in many castsgrelatedproblems are still
preventableThis makes it important to recognize the ongoing risks and involve medication
expertsin helping to mitigate the risk for patients.

Drugrelated problemd$ave a significanimpact on morbidity and mortality and theuill
O2yAydzS G2 AYyONBlIAaS a ./ Qa LRLWzIGAz2y | 3Sa
over the countemedicatiors and natural supplements to treat their conditions

1 Adusumilli, P.K., Adepu, R. (20Dtug Related Problems: An Over View of Vari@assification Systemisian J
Pharm Clin Re¥ol 7, Issue 4
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Elements of patient care that ddbute to drugrelated problems
1 Increased use of medications
1 Multiple chronic diseases or conditiofg®morbidities)
1 Polypharmacy (where patients are on five or more medications)
1 Transitions in care (such as discharge fragpital back into the communijty

Approximately 810% of hospital admissions are due to dreigted problemsofwhich 50%

were preventablé The Canadian Adverse Events Stuefyorteddrug and fluidrelated events

were the second most common type of adverse events in Canadian hogpitiaésscountedor
23.6% of theadverse eventdn a BC study, one than 1 in 9 emergency department visits at
Vancouver General Hospital were due to dmrelgted adverse events, and 68% of them were
preventable In addition,20% of patients discharged experienced some sort of adverse problem
and of those, 66% are drug related

Increases t@reventabledrug-related problemseadsto more hospital admissions and
readmissions. As a result, in addition to the patient hadmng-related problems cause, theyso
add a burden on the health systemhich unnecessarily takes resoureggy from patient care.

The total cost of preventablirugrelated hospitalizations in Canada is estimated at $2.6 billion
per yeaf. Inappropriate prescriptions for seniors aged 65 and oldgdsigstimated at $400
million annually to the Canadian healthcare costs and reaches $1.4 billion when theoimpact
druginduced falls, fractures and hospitalizationsiactuded’

2 Nelson, K.M., Talbert, R.M. Dmadated hospital admissions. Pharmacotherapy, 16 (1996), ppr@01

3Baker, G. R., P. G. Norton, V. Flintoft, R. Blais, A. Brown, J. Cox, E. Etchells, et al. 2004. The Canadian Adverse Events
Study: The incidence of adge events among hospital patients in Canada. CMAJ 170 (11)86.678

4Zed,P et al incidence, severity and preability of medicatiorrelated visits to the emergency depart: a

prospective study, CMAJ 2008 June 3:178(12)-2563

5 Forster, A.J., Murff, H.J., Peterson, J.F., Gandhi, T.K., Bates, D.W. (2003). The incidence and severity of adverse
events affecting patients after discharge from the hosphtah Intern Med4,138(3), 16T

8Hohl, C.M., Nosyk, B., Kuramoto, L., Zed,Butbacher, J.R., Ababan, R.B., et al. (2011). Outcomes of
emergency department patients presenting with adverse drug events. Ann Emerg Med, 58239.270

7SG. Morgan, J. Hunt, J. Rioux, J. Proulx , D. Weymann , & C Tannenbaum . (2016). Bnelcmstayf
potentially inappropriate prescribing for older adults: A ciesgtional studyCMAJ Operd(2). doi:
10.9778/cmajo.20150131
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4.2 TRANSITIONS IN CARE  INVOLVE RISKS FOR PATIENTS

Transitions in care agenormaland necessargccurrence in the health system as patiemisve
between different locations and partnerstheir care team. However, they present an increased
risk forpatients, primarily from preventable druglated problems

Patients are particularly vulnerable during transitjianme when thewpre most likely to
experience drugelated problemsTrangtionsin care involve ptients moving betweedifferent
health care locations, health care professioraislifferent levels of care within the same
location as their conditions or care needs change.

Factors that contribute to delay or omission of medications during transitions of care
1 Intention to prescribe but not prescril@new or routine drug therapy
1 Inadequate followup of problematic orders
1 Incomplete handoffs between health professionals
1 Gapsin high quality medication reconciliatioh

Approximately 40% of medications used upon admission are not continued at hospital discharge
which has the potential to cause patient hafrtn addition, he first doses of medications to be
administered cate delayed when patients are transferred between acute care and primary

care or residential care. The timely administration of certain medications is crucial to prevent

patient harm and death (e.g. antibiotics, antifungals, anticoagulants, insulin aAdyParR y Qa4 R NXz
therapy").

8 National Patient Safety Agen&apid Response RepdiPSA/2010/RRRO09: Reducing harm from omitted and
delayed medicines in hospitlPSA 201bttp://www.nrls.npsa.nhs.uk/alerts/?entryid45=66720

9 ISMPCanada Safety Bulletin, Delayed Treatnadter Transitions in Care: A Mtllticident AnalysjOctober 2016

10 Nickerson, A, MacKinnon, NJ, Robers, N, Saulnier, tthBragy problems, inconsistencies and omissions
identified during a medication reconciliation and seamless care sdi@athcare Quarterly2005;8:6572

Ut | NJAyazyQa LI GASyda Yre €288 GKSANI FOoAtAGeE G2 6FE1 &7
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Taking a complete and accurate medication history is an important step involved in transfers of
care and occur in both hospital and community practice settings. When incomplete or inaccurate
medication history is taken, itindred S& (G KS NARA&A] 2F RNMzZA NBf I SR
safety at risk. Pharmacists have the medication expertise to conduct thorough medication
histories. However, they do not have the authority to initiate or adjust-tireigapy which can

result indelays in discharge, or not enough involvement in the prescribing decisions and
insufficient drugtherapy adjustments.

Incomplete or inaccurate medication histories frequeatgurduring hospital admissions or
dischargeThiscan lead to unwanted dupktion of drugs, drug interactions, discontinuation of
longterm medications and failure to detect drugjated problem¥ ¢ all of which put patient
safety at risk and negatively affect health outcomes.

Incompleteor inaccurate medication historiesso ocur outside of hospitals in primary care

This caread to continuing drugs that are no¢ededor no longemeeded not using drugs that
areneededto prevent adverse drug reactions, using drugs or drug doses that interact with
existing medical conditions, using drugs or drug doses that interact with existing drug therapy
and inconsistent monitorint

2 Medication errors: the importance of an accurate drug his20Q9
B Highrisk prescribing and monitoring in primary care: lemmmon is it, and how can it be improved? 2012
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LJ



4.3 TIMELY ACCESSTOCAR E CANOT KEEP UP WI TH
PATIE NT DEMAND

Challenges wittimely access to caiiacrease the risks for druglated problemdor patients in
BC Lack of access to timely care also negatively impacts patient outcomes.

Canadians report longer wait times for physicians and emergency depanisits than adults

in comparable countries. Only 43% were able to get a same or next day appointment at their
regular place of caré Canadianslsovisit emergency departments more often than people in
other countries, and havengerwaits. More thart0% of Canadians said that the last time they
visited an emergency department, it was for a condition that could have been treated by their
regular providers if they had beewailable!®

In BC, many large emergency departments are congested and emevggiisogyontinue to
increase each yeabeniors, and patients who have chronic conditions or severe mental illness
and/or substance usare most affected by access to care and wait titheBeople living in rural
and remote areas BC alséaceadditional challenges as they tend to have poorer healthustat
and limited access to healtare services.

Many Canadians do not havecass to a regular medical doctehich presents challenges for
patients to receive timely access to carel presers risks to patient healtl©ver 4.5 million
Canadianare without a regular medical docts.

Being without a regular medical doctor is associated with fewer visits to general practitioners or
specialists, who can play a role in the early screening artdhigatiof medical conditions

Patients without a regular medical doctor receive services through amaikic or ER and may
not be well connected to the additional primary care services that would improve their health
status?®

As a resultphysiciansare seeking support from pharmacists and other healthcare providers to
help manage thevorkload of more and more complex patieffts

14 Canadian Institute for Health Information. How Canada Compares: ResultkFgom/ 2 YY 2y S| f G K Cdzy RC
International Health Policy Survey of Adults in 11 Courttdexessible Repoi®@ttawa, ON: CIH2017

15 Canadian Institute for Health Informati®®ommonwealth Fund Survey 2016
https://www.cihi.ca/en/commonwealtfiund-survey2016

18 Ministry of Health, British ColumbigettingPriorities for B.C. Health
http://www2.gov.bc.ca/gov/content/health/abodbc-s-health-caresystem/healthpriorities/setting-priorities-for-
bc-health

17 Ministry of Health of British Columb2015. Rural Health Services in BC: A Policy Framework to Provide a System.

18 Statistics CanadaAccess to a regular medical doctor, 2Qit#://www.statcan.gc.ca/pub/85625
x/2015001/article/1417#ng.htm

19 Ministry of Health of British Columbirimary and Community Care in BC: A Strategic Policy Framework.
http://www.health.gov.bc.ca/library/publications/year/2015/primaagpd-communitycare-policypaper.pdf

20 3ociety of General Practitioners of BC 2007. Submission tothe B&MINE 2 F | S+t GK a/ 2y @SNEAEI |
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http://www2.gov.bc.ca/gov/content/health/about-bc-s-health-care-system/health-priorities/setting-priorities-for-bc-health
http://www.statcan.gc.ca/pub/82-625-x/2015001/article/14177-eng.htm
http://www.statcan.gc.ca/pub/82-625-x/2015001/article/14177-eng.htm
http://www.health.gov.bc.ca/library/publications/year/2015/primary-and-community-care-policy-paper.pdf

4.4 AN AGING POPULATION,  POLYPHARMACY AND
INCREASED COMPLEXITY  IN PATIENT CARE

An aging population increases the complexity in providing care for patients. With many seniors
managing multiple chronic diseases and conditions and needing multiple medications, the risks
for drugrelated problems and poor patient outcomes are increased.

Across Canada, patient demographics have chamgsdlting in a greater number of seniors
needing care.fere are now more seniors than children in Canada according to theS2at%6
Canada énsus*!

This is especially relevant in BC. According to thestvy of Health, 8 has the fastest growing
population of seniors in Canada with almost 17% being age 65 or older and this is expected to
double in the next 25 yeafs.

As people get older, they need more health care, more medicatlwiscarebecomes
increasinglyomplexandthey areat a higher risk for drugelated problemsNearly twathirds of
seniors over 6yearsuse 5 or more drugs and more than emearter use 10 or more drugs
Medication use can lead to serious patient harm, especiallyen attlilts with maltiple chronic
diseases or conditions (comorbiditiesid on multiple medication®dore than onethird of
seniors aralsousing inappropriate medicatiofisAs a resultseniors are at a greater risk for
adverse drug reactions and are ftirmes more likely to be hospitalized as a re$ult.

Onehalf of British Columbians are taking one or more prescription medicatmhsedication
use is higher in individuals with chronic conditions of medium or high compié&ddultiple
medication usean lead to polypharmacthe use of inappropriate medications or more
medications than clinically indicated.

Polypharmacy is associated with adverse delated events, nonadherendegcreased risk of
cognitive impairment, impaired balance and fallstéased risk of morbidity, hospitalization, and
death?’

21 statistics Canadan aging populatiarnttp://www.statcan.gc.ca/pub/1#402-x/2010000/chap/pop/pop02
eng.htm
22 Ministry of Heah of British Columbia. 2014. 2014/18016/7 Service Plan.

23CIHI 2014 Drug Use Among Seniors on Public DrugiPsm Canada

2/ | yFRAFY LyadAaddzid F2NJISHEGK LYF2NXIGA2Y® wamnd | RGSH
2006 to 2011.

25 Health Council of Canad?014. Where You Live Matters: Canadian Views on Health Care Quality.
26 Ministry of Health of British Columb015. Primary and Community Care in BC: A Strategic Policy Framework.

2T Kwan D, Farrell B. Polypharmacy: Optimiziadication use in elderly patients. Can Geriatr J. 2014;4¢¥):21
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There is an also increasing complexity involved in the skills and knowledge required to provide
comprehensive care to an aging demographic. This makes it more difficult for any single health
professional to be able to meet all the complex needs of pati&etsm workwhere health
professionals work collaboratively to deliver cane draw on the expertise of each health

professional in the team, is being emphasized as a strategy by the Province of BC and others for
addressing the increasing complexity?

28 Ministry of Health, British Columbietting Priorities for B.C. Health

http://www2.gov.bc.ca/gov/content/health/abodbc-s-health-caresystem/healthpriorities/settingpriorities-for-
bc-health

22Team work is used interchangeably with interdisciplinary, interprofessional, multiprofessional, and
multidisciplinary throughouseting Priorities for B.C. Healgolicy papers
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. PHARMACI STOSGEVOL
ROLE I N THESPATI E
CARE TEAM

At one time, pescribing was limitethrgely to physicians. Howevan increasing focus on an
interprofessional collaborative approach in the delivery of healthcare services, especially with

chronic disease$fiaveled to expansion of prescribing rights édher healthcareprofessionals

including pharmacists.

Greaterrec Y A U A2y 2 F LIKI NXI O Airélatedl problerasiahdinipiovedrdg LINE @ S
therapy outcomes through their medication expertisesalsoled to greater involvement in

prescribing decisions acradSanada and internationall@owing pressur@n the halth care

systemfrom an increasing senior population, complexities in patient cardjraiteld access to

primary care servicdgave also been factors in expanding pharma@stgpe of practice to

provide better care for patients.
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5.1 PHARMACISTS OPTIMIZE DR UG THERAPY AS
MEDICATION EXPERTS

Medication management involves patiezgntred care to optimize safe, effective and
appropriate drug therapy. Care is provided through collaboration with patients and their health
care teams?

t KI NY I OA Médic@ionwragemekty”
1 Assess patients and their medicati@iated needs and identify actual or potential
drug therapy problems

1 Formulate and implement care plans to prevent and/or resolve drug therapy
problems

1 Recommend, adapt or initiate drug therapy whappropriate

T a2y A02NE S@Ftdz &S IyR R20dzySyid LI (A

1 Collaborate and communicate with other health care providers, in partnership v
patients

With greater involvement in prescribing drug theragyanmacist prescribers working in
collaborative practice relationshipsll beable to use their medication expertisertmre
effectivelymanagedrug therapy prevent drugelated problems and improve patient outcomes

Pharmacisted drug therapy managemeimproves clinical outcomes for patients, contributes
to health care cost savings, and receives high satisfaction ratings from patiemtexample,
preventable adverse drug events were reduced byttwals and 99% of the pharmacist
recommendations wer accepted by physicians during rounds with a pharmacist i ICU

30 This definition was collaboratively defined by the Canadian Pharmacistsafiss, Canadian Society of Hospital
Pharmacists, Association of Faculties of Pharmacy of Canada and Institute for Safe Medication Practices Canada.
https://www.pharmacists.ca/educatiepracticeresources/professionalevelopment/medicationmanagement/

31 Ramalho de Oliveira D, Brummel AR, Miller DB. Medication therapy management: 10 years of experience in a
large integrated health camystem.J Manag Care Phar2010;16(3):1895.

32 eape LL, Cullen DJ, Clapp MD, et al. Pharmacist participation on physician rounds and adverse drug events in the
intensive care unittAMA 1999;282:26270
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potential toimprove continuity of care by decreasing the number of steps a patient must take to
obtain the optimal medication regimen for their conditidn.

Pharmacists with varying levels of undergraduate, postgraduate and spedifesjoh training
related to the disease or condition achieved comparable health outcomes to physicians when
the phamacists prescribed medications to manage a range of conditions

What results without the authority to prescribe is often a redundant and-tiomsuming

process, where pharmacistsake recommendations twther health care professionalgho are
asked to aprovethem. This causes delays and inefficiencies that are not in the interest of
patient care or safety, especially in cases of adverse effects or lack of therapeutic respdnse
does not improve the overall quality of therapeutic decisi@aking Furtter, it requires patients
to visit multiple healthcare practitioners andnstrainghe time that prescribers (e.g., physicians
and nurse practitioners, etc.) havepmvide other caravithin their scopes of practice.
Prescribing authority provides pharnsts withan importanttool to contribute to the
optimization of medication use and improve patient health outcomes.

Lack of continuity and prescribing errors at transitions of care from community to hospital and
hospital to community are major causeswadrbidity, readmission, inefficiency, and patient
dissatisfaction with car&3¢ 37 2 This has become a major priority of health authorities and is a
focus of accreditation standards for hospitdBharmacists ithe hospital and the community

have a crital role in reconciling and optimizing drug therapy through these transitions.
Prescribing is a key to doing this effectively and pharmacist prescribing would contribute greatly
to achieving the goal of seamless care delivery.

33Pearson, Glen et al. An Information Paper on Pharmacist Prescribing Within aHaeiitgnadian Journal of
Hospital PharmacysS.l.], v. 55, n. 1, & 2009.

34 Cochrane Review 2016 Weeks G, George J, Maclure K, Stewarinbeditzal prescribing versusedical

prescribing for acute and chronic disease management in primary and secondary care. Cochrane Database of
Systematic Reviews 2016, Issue 11. Art. No.: CD011227. DOI: 10.1002/14651858.CD011227.pub2
http://www.cochrane.org/CD011227/EPOC_prescribinteshealth-professionalsther-doctors

s Forster AJ, Murff HJ, Peterson JF, Gandhi TK, Bates DW. The incidence and severity of adverse exgnts affect
patients after discharge from the hospital. Ann Intern Med 2003;1387.61

8 Kwan JL, Kwan JL, Lo L, Lo L, Sampson M, Sampson M, et al. Medication Reconciliation During Transitions of Care
as a Patient Safety Strategy. Ann Intern Med 2013; 1584837

37 Rennke S, Nguyen OK, Shoeb MH, Magan Y, Wachter RM, Ranji SRiniagpidatlansitional care
interventions as a patient safety strategy: a systematic review. Ann Intern Med 2013;£88:433

38 Hesselink G, Schoonhoven L, Barach P, Spijker A, Gadétatkman C, et al. Improving patient handovers from
hospital to primary care: a systematic review. Ann Intern Med 2013;152817

39 American College of Clinical Pharmacy, Hume AL, Kirwin J, Bieber HL, Couchenour RL, Hall DL, et al. Improving care
transitions: current practice and future opportunities for pharmacists. Pharmacotherapy 2012;3288326
https://accreditation.ca/medicatiomanagemenstandards
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5.2 EXPANDING ROLE OF PHARMACISTSINTHEP  ATIENT
CARE TEAM

Pharmacisi $2ope of practice has evolved in BC to better meet the needs of paResks.to
patient care and opportunities to improve outcomes are key drivers in expanding pharfhacists
scope of practice.

In 2009 pharmacistsvere given the authority to continuendadaptprescriptions writterby

authorized prescriberss well as administarjections? This was an important step, and

SELI yaArzy 2F GKS LIKIFNYIFOA&GQa & Odhife HINL LINI OG A
influenza Pharmacists now play an important role in delivering influenza vaccinexienysflu

seasorand are better prepared tprotect patientsfrom future influenzgpandemicsi! 42

Pharmacistsvere also previously granted thethority toprescribe an emergency supply of
prescription medicationdn addition,pharmacistsnay prescribe Schedule IV drtider
emergency contraception (norgestrolhdmacists havalsobeen assessing patients and
prescribingScheduldl and Ildrugs* for years

These changes helped address risks to patients that could result iretitagl problems or

poor patient outcomes, such as timely access to care. Howei@ting Schedulédrugsin

O2tft 02N GA2Y GAGK (KS LINNVASYAGAEAIN GIFONSLIST ST LANE
many other provinces iGanada

Patient safety was protectdn) the College of Pharmacists of BC as pharmesssipe of

practice expandedViethods of regulation related to the new area of practice ranged from
specifictraining,certification programs, to new requirements in College bylaws and policies (see
Appendid).

40 College of Pharmacists of BC. Pharmacists Preparing to Provide Immunizations. Vol 34AngZpi0®.
http://library.bcpharmacists.org/6 Resources/6ReadLinks/ReadLirkslAugSep2009.pdf

41 BC Centre for Disease Cont@bmmunicable Disease Cotimmunization Program
http://www.bccdc.ca/healthprofessionals/clinicalesources/communicabldiseasecontrokmanual/immunizatio

42The role of pharmacists in the delivery of influenza vaccinations.

https://www.ncbi.nlm.nih.gov/pubmed/15161077/

¥ OKSRdzf'S L+ RNHzZZ& I NB G(K2a$S LINBvhichmhybh&SpResodided by a LIK | NXY I OA & (
LK NXYIFOA&ald Ay | O0O2NRIyOS ¢4 A Drig SahertulBsRegulgtibra | LILINE SR o6&
http://www.bclaws.ca/civix/document/id/compte/statreq/9 98#Schedul®s

44 Schedule 1l drugs may be sold by a pharmacist on a nonprescription basis and which must be retained within the
Professional Service Area of the pharmacy where there is no public access and no opportunity for patient self
selection. Schedule 11l drugs may be sold by a pharmacist to any person from-8eessidbn Professional Products
Area of a licensed pharma@rug Schedules Regulation.

http://www.bclaws.ca/civix/document/id/complete/statreg/9 98#Schedules
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5.3 OTHER JURISDICTIONS  IMPROVING PATIENT CA RE
THROUGH PHARMACIST P RESCRIBING

Pharmacisthavebecome more involved in protecting patient safety and improving outcomes
through different models of collaborative prescribing across Canadatlaedinternational
jurisdictions

Arecentreview of JK F N OA&aGaQ ao02LIS 2F LIMbtangA OS | ONR & &

prescriptions is possible in all Canadian provinces exceéptBlzr internationajurisdictions
includingthe UK, parts of the USA, and New Zeala also implementegharmacist
prescribingsee Appendix).

These jurisdictionestablished pharmacist prescribing with goals focused on protecting patient
safety and improving patieutcomes

Goals of Implementing Pharmacist Prescritsitig
9 Improve access to primary care Increase drugherapy monitoring
1 Improve timely access to medicatior

1 Make better use of pdrmaciss
knowledge and skills

Reduce ER visits and hospitalizatior
Improvecontinuity of care

= =4 A -

Improve patient outcomes

4 pharmacists' Expanded Scope of PracBezember 2016http://www.pharmacists.ca/pharmaey-
canada/scop®f-practicecanada/

46 Department of Health. Improving Patients' Access to Medicines: A Guide to Implementing Nurse and Pharmacist
Independent Prescribing within the NHS in England. London: Departmegsltsf; l2006.

47MacLeodGlover, N. (2011), An explanatory policy analysis of legislative change permitting pharmacists in Alberta,
Canada, to prescribe. International Journal of Pharmacy PractiG®c¥8: doi:10.1111/j.20427174.2010.00074.x
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5.4 PRESCRIBING DECISION S INPHARMACY PROGRA MS

Pharmacists are already being trainedrtakeprescribng decisionsPharmacy education
programs are training pharmacists to be medication therapy experts who will have the
knowledgeskills and abilities to initiate and manage drug therapy and effectively collaborate
with other health professionals to deliveatientcentred teambased care.

Canadian universities, includinge fRaculty of Pharmaceutical ScienaedBC, ardéransitioning
the professional pharmacy degree program froBaehelor ofScience to eDoctor of Pharmacy
Degreeprogramwith an added bcus orprescribing and monitoring of drug therapy, and
interprofessional tearbased primary card.hecurriculum also includemost twice the
amount ofexperiential learning caringfor patients under the supervision of practicing
professionalg thanthe previousBSc Program.

Universities have also begun to offer opportunities where students across health faculties train
together to develop collaborative relationships that prepare them for collaborative practice.

ThePharmacyexamining Board of Canada which assesses the qualifications and competence of
candidates for licensing of pharmacists across Canada already includes requirements that

support pharmacist prescribing in collaborative practice relationshipst G A Sy §the | N ¢ KI
highest overall weighting, including tbe Objective SticturedClinical Examination.

G/ 2YYdzyAOFGA2Y | yR-atdfte® NEXFSEERA 2IyY R d 2y § Mo 2 NI
highly weighted as part of the clinical examinatidn.

Pharmacyesidencies® and other PharmD programs such as the GBluate PharmD degrée

and Flex Pharmiegreé* alsoprovice already practicingharmacists with the knowledgskills

and abilities to prescribe.

48 pharmacyExamining Board of Canatiétp://www.pebc.ca/index.php/ci_id/3139/la_id/1.htm

4 pharmacy Practice Residency, Faculty of Pharmaceutical Sciences, University of British Columbia.
https://pharmsci.ubc.ca/programs/pharmagpyacticeresidency

50 Graduate PharmD degrg€aculty of Pharmaceutical Sciences, University of British Columbia.
https://pharmsci.ubc.ca/programs/graduapharmddegree

51 FlexPharmD degreegFaculty of Pharmaceutical Sciences, University of British Columbia.
https://pharmsci.ubc.ca/programs/flegharmddegree
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5.5 INCREASED COLLABORAT ION BETWEEN HEALTH
PROFESSIONALS

Gollaborationand teambased carés growing between health professionals both nationally and
internationally?? >3 Research showirthat a teambased approach camproveefficiency and
effectivenesss a key driver in expanding collaborative practidarsdictions, including BC,

have taken measures to support and increase interprofessional collabdfation.

Principles of interprofessional collaboration
1 Work together with patients in response to their needs
Collaborate with other providers
Understand theroles of other providers
Develop trust and respect for others
Value the input of other providers
GCommunicate effectively

= =4 4 4 A -2

Seek direction and guidance from other providers when aspects of care are bey
their individual competence, scope of practice andpe of employment

Currently, pmarmacistsn BC participate in interprofessional collaboration through working on
OFNB GSIYa YR NBO2YYSYRAY3I RNHzZZ GKSNIF LR LX Y
care.

52 Steglitz J, Buscemi J, Spring B. Developing a patenf t SNER YSRAOFf K2YSY {e@y2LlaAra |
LINEFSNByOSa T2NJ aKFNBR RSOAaA2yaY 26623 0GSYFGAO NBGDASH D
53 Canadian Health Services Research Foundation, Teamwork in Healthcare: Promoting Effective Teamwork in

Healthcare in CanadgPolicy Synthesis and Recommendations. June, 2006.

54 Health Canada. Health care system. Accessed 2 Marchvd®dbhcsc.gc.ca/hesss/prim/aboutapropros

eng.php

55 Health Professions Regulatory Advisory Council. Interprofessional Collaboration.
http://www.hprac.org/en/projects/resources/hpramllaboration.JurisdictionReviewENFINAL.feb1208.pdf
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6. PREVENTING PATIENT HARM
AND IMPROV ING HEALTH
OUTCOMES

Pharmacist prescribing has an important opportunity to prevent harm and improve outcomes for
patients across BC.

Patient needs are growing with the rising number of patients with chronic diseases and multiple
conditions in addition ta growing senior population. To meet these nepliaymacistseed to
be able to contribute more as part of the patient care team.

Pharmacist prescribing is needed to:
1 improve patient outcomes
prevent drugrelated problems,
reduce unnecessary emergerropm visits and hospitalizations
improve timely access to drug therajyd

= =4 =4 A

improve continuity of care

Many patients recognize the value pharmacists provide in providing timely access to care and
would like to see more health services provided by pharmablste than 4 in 5 Canadiags

829 say allowing pharmacists to do more for patients will both ingtmalth outcomes and
reduce health care costs

Studies showhat pharmacist prescribing benefits patients by preventing-delaged problems
and unnecessary hospitalizations and dedthproving outcomes for patients with chronic
diseases and complernditions, providing safer transfers in care and providing more timely
access to card&reducedisk factors for chronic diseasmproved blood glucose, improved blood

56 Abucus Data. 2017. Pharmacists in Caigadlaational survey of Canadians on their perceptions and attitudes
towards pharmacists.
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pressure, improved lipid levels, and reduced risk for major cardiovascular evealteasenples
of pharmacist prescribing in collaborative relationships preventing harm and improving patient
outcomes in recent studi@g>8 >0 6061626364

It has also been shown thath@rmacistsachievecomparable health outcomes to physicians
when they managega range of conditionwith the authority to prescribé.

57 Al Hamarneh YN, Charsdi, Lewanczuk R, et al. Pharmacist intervention for glycaemic control in the community
(the RXING studyBMJ Opei2013;3:e003154.

58 McAlister FA, Majumdar SR, Padwal RS, et al. Case management for blood pressure and lipid level control after
minor stroke PREVENTION randomized controlled €isllA2014;186:57784

59 Cochrane for Clinicians (2013). Appropriate use of polypharmacy for older paiimniam Physician
2013Apr1;87(7):48384.

60 Tsuyuki R, Houle S, Charrois T, et al. A randomized thaleffect of pharmacist prescribing on improving blood
pressure in the community: the Alberta clinical trial in optimizing hypertension (RxACE®Rharm J (Ott)
2014;147:518.

61 Rosenthal M, Tsuyuki R. A commuhbiged approach to dyslipidemia manamgat: pharmacist prescribing to
achieve cholesterol targets (RXACT Sti@n. Pharm J (O2014;147(4):S20

62 Al Hamarneh Y, Sauriol L, Tsuyuki R. Economic analysis of the RxINCastadgrm J (O®P14,;147:S47

63 Dole EJ, Murawski MM, Adolphe ABaleProvision of Pain Management by a Pharmacist with Prescribing
Authority. AM J HealtiSyst Pharm. 2007; 64: %83P.

64 Finley PR, Rens HR, Pont JT, et al. Impact of a Collaborative Pharmacy Practice Model on the Treatment of
Depression in Primary Cafan J HealthSyst Pharm. 2002; 59(16): 151826.

85 Cochrane Review 2016 Weeks G, George J, Maclure K, Stewarnibedizal prescribing versus medical
prescribing for acute and chronic disease management in primary and secondary care. Cochraneddatabase
Systematic Reviews 2016, Issue 11. Art. No.: CD011227. DOI: 10.1002/14651858.CD011227.pub2
http://www.cochrane.org/CD011227/EPOC_prescribinteshealth-professionalsther-doctors
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6.1 PHARMACISTS PREVENT  DRUG -RELATED PROBLEMS

Pharmacists have unique drug therapy focused knowledge and skills, making them medication
experts. This makes them the most effective member of a health care tedemiiication,
prevention and resolution of druglated problemsThrough collaboratingith other health
professionals and the patient, pharmacists have a great opportunity to help protect patient
safety and improve patient outcomes throughmare active role in initiating and managing drug
therapy.

Currently, pmarmacistsn BC can recommerdrug therapy plans to a physician or other

LINSEAONROGSNI 2y GKS LI G AoSafréatydplayd anNidporiarblolyid ¢ KA &

preventing drugelated problems. However, without the ability to make prescribing decisions,
pharmacists cannot alwayntervene to prevent drugelated problems.

I LKL NYIFOA&U LINBSAONAROGSNI KFa GKS FoAftAde G2
initiating, monitoring and adjusting medications. With their medication expertise and

accessibility to patientsktiS& OFy LJX & Iy AYLRNIFIYyG NBES 2y

drug therapy and providg more opportunities for improved drug therapy monitoring, patient
follow up, and adjustments as needed.

They are also more easily able to quickly interveragltivess or prevent adverse effects from

drugrelated problems. Time delays for patients when a prescriber, such as a physician or a nurse

practitioner is not readily accessible, can result in delayed interventions and delayed access to
treatment which putgpatient safety at risk and contributes to poor health outcomes. In addition,

GKS LIKFNYIFOAEG YIe y20 KFE@S 2y32Ay3a 20SNIff

monitor, adjust and follow up with patients and members of the care team.

Studies hve also shown thatharmacists on hospital rounds identify, resolve, and prevent drug
therapy problems through thlemanagement and initiation of drug therapy
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6.2 PHARMACIST PRESCRIBE RS IMPROVE TIMELY
ACCESS TO PATIENT CA RE

For many patients, the firgloint of contact with the health system is through the most
accessible health professidnthe pharmacisg, this is particularly relevant when other health
professionals are unavailable or are unable to see patients in a timely masrealuable
membe of theLJ- A Gug te@mQparmaciss canwork with patients on achieving the best
drug therapy outcomes, avoiding drtgjated problems, and providing accessible and timely
care.

Patients in BC want better, faster access to health care and havecsigddentified

LIKF NYFOA&aGa yR ydzZNASa Fa 1Se LINRPFSaarzylfta o
workload®® Patientsalsobelieve an expanded scope of practice will allow health professionals to
provide a level of care more reflective béir qualifications, while increasing the efficiency and
accessibilitpfB&Q a K S I siystei®” Ol NB

Pharmacists frequently see patients with poorly controlled high blood pre&hoat 30-:90%

uncontrolled in the communijyThey alsdrequently see patigts with abnormal amounts of

lipids in their blood (about 50% in the communifjhese cases, among many, present

opportunities for pharmacists to work closely with their @atis, and others on the patienare

team to help improve health outcomes. TheépRlY I OAaidaQ | O0SaaAroAtAaide O
ability to assess, monitor and prescribe and adjust drug thedégys for timely care to be
provided This can be especially beneficial for many chronic diseases and complex conditions
where ongoing monitring and frequent follovups and drug therapy adjustments may be
needed.

66 Geoffrey Appleton, MB. Themgensus? There is no consen®&6MJ, Vol. 50, No. 1, January, February, 2008,
page(s) 1@ President's Comment.

67 Ministry of Health of British Columbia. 2007. Input on the Conversatibiealth.
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88 Tsuyuki R, Houle S, Charrois T, et al. A randomized trial of the effect of pharmacist prescribing on improving blood
pressure in the community: the Alberta clinical trial in optimizing hypertension (RxACEO®ORharm J (Ott)
2014;147:518.

69 McAlister FA, Majumdar SR, Padwal RS, et al. Case management for blood pressure and lipid level control after
minor stroke: PREVENTION randomized controlledGN&AP2014;186:57784
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®Rosenthal M, Tsuyuki R. A commubitged approach to dyslipidemia nagement: pharmacist prescribing to
achieve cholesterol targets (RXACT Sti@n. Pharm J (O2014;147(4):S20

" Cochrane for Clinicians (2013). Appropriate use of polypharmacy for older pati@nEam Physicia013
Aprl;87(7):483184.
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Involving pharmacists more closely in prescribing drugflyewithin a collaborative practice
relationship carase some of the pressure on access to primary capafmnts in BC.
Pharmacists would also be able to collaborate more efficiently with other health prawiders
hospital settings, for example ingmiding more timely access to the health professional and
medication expertise needed to provide safe transitiareare

Pharmacist prescribingill allow pharmacistto take on a larger role in medication

management, initiatind, R LJAAY 3 YR Y2yAG2NAYy3 | LI GASYydaQ
GAGK 20KSNA 2y (GKS LI GASyidQa OFNB dn&styY (2 Sya
FRRAGAZ2YFE LINBSAONROSNI 2y | LI GASyG a@elydl N (S|

acces to drug therapy and improve medication management to reduce risks and improve
outcome for patients.
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6.3 PHARMACIST PRESCRIBE RS HELP PREVENT PATI ENT
HARM DURING TRANSITI ONS IN CARE

Patients are at an increased risk for dratated problems during trait®nsin care. However,
these risks can be reduced with increased involvement of pharmacists in initregimaging and
deprescribing drug therapy during traiensin care.

Medication reconciliation, an important steptransitions incare, is proven todespecially
effective in preventing patient harm and improving patient outcoffes.

CanadiarMedication Reconciliation Outcomes

1 Using a nurs@harmacist led process, medication reconciliation was able to
potentially avert 81 adverse drug events for every 290 patients.

1 Over a six month period, implementation of a formal medication reconciliation
process upon transfer out of the émsive Care Unit (ICU) decreased the number
sampled patients found to have a medication error from 94% to nearly 0%.

1 Longterm care (LTC) residents, who had medication reconciliation completed u
return to LTC from acute care, were less likely t@ lzadliscrepancyelated adverse
event as compared to residents who did not have medication reconciliation
completed.

Gaps in high quality medication reconciliatidff during admission and discharge from hospital
can be addressed by pharmacist prescrimétis collaborative relationshipthat involve others
2y UKS LI GASYGQa OFNB GSHY 020K Ay GKS K2alLhi

72 Medication Reconciliation in Canada: Raising the Bar Progress to date and the course ahead.
https://accreditation.ca/sites/default/files/medec-en.pdf

73 National Patient Safety Agen&apid Response Report NPSA/2010/RRROO09: Reducing harm from oxhitted an
delayed medicines in hospitslPSA 201bttp://www.nrls.npsa.nhs.uk/alerts/?entryid45=66720

74|SMPCanada Safety Bulletin, Delayed Treatment after Transitions in Care:-fdidgintAnalysisOctober 2016
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For example, pharmaciktd medicationreconciliation’ during ahospital dischargean help

ease the transition of care back into the communitiiepharmacist prescriber would complete

abest possible medication histdfyas part of the medication reconciliatioandfacilitatea safe

handoff of the medication changeaacludingnitiation, adaption or deprescribingf drug

therapythrough working wittthe LJF G A Sy 6 Q& FIF YA f & LIK®e & fogethéry | YR ¢
with the patientr YR 2 0 KSNA Ay @2t @SR Ay GKS LI GASydaQa Ol
As a result, pharmacist prescribers have a valuable opptyrto improve the timeliness of

transfers of care through quality medication reconciliations and initiation of drug therapy during
hospital discharge. This is also an opportunity to improve patient outcomes and prevent drug

related problems by ensurinbd appropriate drugherapy is prescribed at discharge and

patients are not delayed in stating their therapy. Effective communication between pharmacist
prescribers in hospital or urgent care centers and pharmacigie community also supports
effectivecontinuity of care during a transférhe College of Physicians and Surgeons of BC also
specifically identified the opportunity for pharmasist make appropriate prescribing decisions

during hospital dischargés.

aLdG asSSya Sy i A NBtél pharmaclkig praNidlelpriesSriptios N tifie2od LJ

discharge, having been engaged in the medication optimization and management during the

LJ- G A Sy it Hedter féoin thé @lege of Physicians and Surgeons of British Columbia

Medication reconciliatioby pharmacist prescribers during admissions and emergency room
visits¢ including initiating and adjusting drug theraplyas also demonstrated positive results
for patient outcomes.

sLo L, Kwan J, Fernandes OA, et al. Medication Reconciliation Supported by Clinical Pharmacists (NEW) In: Making
Health Care Safer Il: An Updated Critical Analysis of the Evidence for Patient Safety Practices. Rockville yMD): Agenc

for Healthcare Research and Quality (US); 2013 Mar. (Evidence Reports/Technology Assessments, No. 211.) Chapter

25. Available fromhttps://www.ncbi.nIm.nih.gov/books/NBK133408/

w¢KS W28ak0fS aSRAOIFGAZ2Y | AaG2NEQ o.taluv O2yadAiddziSa Gf
.tal A& Y2NB O2YLINBKSyaiA@S (GKFy | NRdziAyS LINAYIFNE YSRA
interviewing the patient/family; and (2)raview of at least one other reliable source of information (e.g., review of

a central medication database, inspection of medication vials, or contact with the community pharmacy) to obtain

and verify patient medications (prescribed and-hdNXB a O Nlkslit&dfor ®afe Medication Practices

CanadaMedication Reconciliation).

"7 College of Pharmacists of BC. Certified Pharmacist Prescriber Engagement Report. November 2016. Page 23.
http://library.bcpharmadts.org/5_Programs/s_CPP/1046
Certified_Pharracist_Prescriber_Engagement_Report.pdf
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In the UK, a pharmacist prescriber completed systematic medicinecriation in theAccident

and BEmergencyDepartment and initiated an inpatient prescription chart. In these cases,
medicine reconciliation completed within 24 hours of admission increased from 50% to 100%
and prescription chart initiation in th&cident aad EmergencyDepartment increased from 6%

to 80%. The prescribing error rate was reduced from 3.3 errors to 0.04 errors per ffatient.

8 Mills PR, McGuffie AC. Formal medicine reconciliation within the emergency department reduces the medication
error rates for emergency admissions. Emerg Med J 2010;27(1-3191 Featured in The Health Foundation,

Evidence Scan: Reducing prescribingreredpril 2012.
http://www.health.org.uk/sites/health/files/ReducingPrescribingErrors.pdf
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6.4 PHARMACIST PRESCRIBE RS IMPROVE OUTCOMES
FOR PATIENTS WITH CHRONI C DISEASES AND
COMPLEX CARE NEEDS

As patientSheeds become more complex with multiple conditions and complex drug therapy
plans, collaborative relationships become increasingly impoRatiens with multiple chronic
diseases or conditions are especially vulnerable to-daged problems. They @amlso among
the patiens most affected by acces$s care and wait time&

Increasing specialization within health professions and a fragmentatspecialist expertise

results in no one healtare professional being able to meet all toenplex needs dheir

patients.As a result, patients with chronic diseases muidtiple conditionr other complex

issuegequire a team approach where pharmacists can use their medication expertise to initiate
YR YI yI 3 Ssconipex dui thekafyymhil@conduk y 3 gA G K 20KSNBR 2y
care team.

While in this more involved prescribing role, pharmamrisscribersalsobetter prevent drug

related problems and unnecessary hospitalizations or dé&thSreater access to a health

professional that can initiate, monitor and adjust drug therapy while consulting with and
AYF2NXYAY I 20§KSNI YSYo S Nan alfobenéfikpstiertdlatdhSp/addiess O NB
challenges with timely access to care.

In paticular, a recent study showed the benefit of using pharmacist prescribing to help improve

the health outcomes of patients wilfype 2 diabetes?harmacists frequently see patients with

Type 2 diabetes that have poorly controlled blood glucose (abouuB@#ntrolled in the

community).

® Ministry of Health, British ColumbBetting Priorities for B.C. Health
http://www?2.gov.bc.ca/gov/content/health/abodbc-s-health-caresystem/healthpriorities/settingpriorities-for-
bc-health

80 Kwan D, Farrell B. Polypharmacy: Optimizing medication use in elderly patients. Can Geriatr J. 2@T4;4(1):21

81 Hughes CM, Lapane KL. Pharmacy interventions on prescribing in nursing homes: from evidence to
practice.Therapeutic Advances in Drugfe®y. 2011;2(3):10312.
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Improved blood gluco¥gRxINGStudy

Prescribing by pharmacists of oral medications and insulin for patients with poorly con
Type2 diabetes thaincluded titration and patient followps that was based on the Calien
Diabetes Guidelines showed improved glycemic control. This also revealed that the pr
prescribers achieved similar improvements in controlling blood glucose as previous ph
led studies.

f The pharmacist prescriber established a collabdatNB | G A 2 y & KA LJ
family physician, established drug therapy goals together with the patient and
LIKEAAOALY G2 AYLINROGS GKS LI GASYGQa
updates could be effectively shared between the physiciarttengharmacist
prescriber.

1 The pharmacist prescribing decisions included: a switch to another oral diabete
medication, the deprescribing of an oral diabetes medication, the initiation of an
diabetes medication and the initiation of insulin. The plzanist provided ongoing
care and checked: adherence to the medication, blood glucose, HbAlc, insulin
and titration, and adverse events.

T ¢KS LI GASYydiQa FlLYAfe& LKeaAOAly ¢l a
RSOA&A2Y A | YR LHthd medigatioNsipresMhBAA NB a4 a8 g A

Pharmacists also frequently see patients with high risk for major cardiovascular kvents
particular, patients with chronic diseases are at high risk for cardiovascular ett@atscludes
patients with diabetes, chrankidney disease, established atherosclerotic vascular disease as
well as those with multiple risk factors (such as poorly controlled blood glucose/blood
pressure/lipids and current smokers).

Patient care through pharmacist prescribing has been shown to reduce the risk for future
cardiovascular events, as well as improve blood pressure, lipids, blood glucose and help patients
quit smoking. Pharmacist prescribare alscable to help patients udergo cardiovascular risk
assessments. Many patients report not having undergone an assessment despite the guideline
NEO2YYSYRIGA2y (2 dzaS (GKAa [aasSaayvySyd (2 3JdzAR
medication expertiseogether with theiraccessibily to the patient are keto improving patient

outcomes through this kind cfre

82 Al Hamarneh YN, Charrois T, Lewanczuk R, et al. Pharmacist intervention for glycaemic control in the community
(the RXING studyBMJ Ope2013;3:e003154.
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Reduced risk for major cardiovascular evVetBxEACBtudy

Pharmacist prescribing and care reduced the risk for future cardiovascular events, as \
improved blood pressure, lipids, blood glucose and smoking cessation. The reductions
cardiovascular risk were achieved on top of (not instead of) usual gygsica.

1 The pharmacist prescriber completed a training program based on current Can:
guidelines and included modules on case firgljiagntifying at risk patients),
cardiovascular risk calculation, and patient communication of cardiovascular ris
chronic kidney disease, hypertension, dyslipidemia, diabetes, smoking cessatio
and lifestyle management, and documentation of care plans.

T ¢KS LIKINYIFOAAG LINBAONROSNI SaidlofAak
family physician, establied drug therapy goals together with the patient and
LIK&@ AAOAL Y G2 NBRAzOS caidigvasculdr aventdnd érlured N.
information and updates could be effectively shared between the physician and
pharmacist prescriber.

1 The pharmactsprescriber conducted patient assessment including blood pressui
measurement, waist circumference, weight and height measurements. They als
completed laboratory assessment (HbAlc, fasting cholesterol profile, estimated
glomerular filtration rate, albumito-creatinine ratio).

1 The pharmacist prescriber developed an individualized assessment of cardiova
risk and provided the patient with education about the risk, prescribed drug ther
to meet lipid, blood pressure and blood glucose targets, amtedtthe patient on
smoking cessation.

1 The pharmacist prescriber also established regular faljsswvith the patient to
monitor effectiveness of therapy.
¢KS LIKFNYIFOAA&AG LINBAONROGSNI O2YYdzyA Ol
after each contet with the patient, sharing prescribing decisions and results frorn
patient followups and drugherapy monitoring.

To meet the needs of the rising number of patients with chronic diseases and multiple
conditions, especially in senior populations, maeglth strategies include new models of care
that emphasize interprofessional collaborative practice aiming to maximize the expertise and
scope of practice of all qualified healthcare professict&@karmacist gescribing in

collaborative relationships pports the teardbased approacheeded in the health care system
to care for the growing number phtientswith multiple chronic diseases

83 Tsuyuki RTAl Hamarneh Y,Nones CAdemmelgarn BR.he effectivenessf pharmacist interventions on
cardiovascular risk: the multicenter randomized controlled RXEACH tial Coll Cardi201667(24)2846-54.

84 Healthcare Priorities in Canada: A Backgrounder 2014 Canadian Foundation for Healthcare Improvement www.
cfhifcass.ca
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6.5 PHARMACIST PRESCRIBE RS IN COLLABORATIVE
PRACTICE CAN PREVENT PATIENT HARM AND
IMPROVE OUTCOMES

Collaborative relationships between hegitlofessionals on a patie®care team is a well

established practice for improving patient outcomes and providing more timely access to health
services.

LiQa Of SINJ GKFG GKS ¥ lugréldedfrobierisiwill cohtyiu@ Metist S G K S
and increase with an aging population and increasing complexity of patient care. Greater
involvement of medication experts in prescribing drug therapy and medication management as

part of a team based approaehe neededto reduce preventable drugelated hospitalizations

and deaths in addition to the unnecessary burden on the health system.

As we prepare to care for more and more patients while improving patient outcomes and
reducing preventable drugelated probéms, it will be important for BC to build capacity for
patientcentred collaborative care in the health syst&harmacist prescribing supports greater
collaboration between health professionals, allowing pharmacists to play a bigger role on the
LI G A g fedpa

Drawing on each health professionals dexpertise provides better patient -centred care

Pharmacists and physicians recognize that shared care should be-patigetd and delivered
throughcollaboratior®® The importance of trustand mutual®e Iy A GA 2y 2F Sl OK 2
expertise optimizes the applicati@n¥ S| OK K S| f dpdcificliddi@ng &d knawdeglge f Q &

in the provision of patient care.

Improvements to patient safety and health outcomes can be found when pharmacists and
physicians wrk together to help patients meet their care goats. €&amplea physician makes
adiagnosis and decidésgetherwith the patientwhether or not treatment is appropriat&he
pharmacistprescriber initiates and manages drug therapy which includes onowt

modification, and discontinuaticais needeaf appropriate medicatias Monitoring and follow

up with the patientogether with ongoing updates and discussions with the physician helps with
ongoing medication managememirevent drugrelatedproblemsand helgthe patient meet

their drug therapy goals.

With many opportunities for collaboration to improve patient outcomes Ministry of Health
is seeking strategies for pharmacists to work together with physicians and other healthcare
providers to improve the optimal use of drug ther&pinablingpharmacists to prescribe in

ssponald, M., King KASNE Y®X ¢ad22dzZl Az wd ¢z 't |1 FYFINYSKI |, box
Patient, family physician and community pharmacist perspectives on expanded pharmacy scope of practice: a
qualitative studyCMAJ Open5(1), E206E212. http://doi.org/10.9778/cmajo.20160135

86 Ministry of Health BC. 2017. 2017/42019/20 Service Plan
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collaborative relationshipsill be an important step in maximizitige clinical &ectivenesof
medicationsand efficienciepharmacist®ffer asmedicationexperts thatcan provide timely
and easily accessibpatientcentred collaborative care.

Collaborative relationships help provide a ccess toshared information

Better communication through electronic health records is needed to facilitatémeahnd

reciprocal elay of information about the provision of caregiarmacistprescribers and

physicians, especially between family physician practices and community pharmacies. It is much
more difficult for pharmacists working in community pharmacies and family physfiotas to

relay timely information to each other about the provision of patient care. The communication is
mainly through fax and telephone.

However, those working in collaborative relationships will have developed a plan to facilitate
communication anghare relevant health information

The transfer of information (verbal, written and electromicgadyreadily takes place between
pharmacists and physicians working at the same practice site including hospitabatesan
primary care clinics and ¢ocaed pharmacists at family physician offic€@mmunication tools
that support collaboration are expected to increase as more physicians beginRttanseNet
and other secure information sharing platforms.

Effective and shared communication betwegdarmecistprescribers and physicians enables

physicians to be notified about modification or initiation of drug therapy, and similarly for

LIKF NYIF OA&aGa G2 0S | ¢ sNglth8tdtus énd HrygFhSrapy ds providédS LI
by the physiciarOther meniers of a patient care team, suchragsepractitioners and

specialists, would also be involved in collaboration and communication as nEededample,

' aLISOAlLtAE&GQa oAfAlGE G2 NBOJA-Seérapy oRitorRd & Odza &
managed by the pharmacist.
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6.6 PHARMACIST PRESCRIBI NG SUPPORTS THE HEALTH
SYSTEM IN CARING FOR  PATIENTS

Pharmacisprescribing in collaborative relationships supptine health care systenm
providngbetter care for patientsThere is tremendous opportunity improve patient cardan
addition to improving the overaiealthof populationsand reduce coghrough pharmacist
prescribing in collaborative relationships. Pharmaxescribers are able to intervene to prevent
drugrelated problems, address pooedith outcomesinappropriate medication usand
polypharmacy in highisk populations and poor transitions in care.

These opportunities for improvements to patient care, in addition to reducing cost through
reducing preventable drugelated problems and unnecessary hospitalizations, support the Triple
I'AY FLILINZFOK (2 AYLINR@GAY3I ./ Qa KSIfGkK OF NB
The Ministryof B f G KQ& ¢NRARLI S ! AY Aay

1 Improving the patient experience of care (including quality and satisfaction)

1 Improving thehealth ofpopulations

1 Reducing the per capita cost of healthcare

This igot attainable without interprofessional collaboratiband usinga pharmacis® a
medicationexpertise to reduce preventable droglated problems that put patient safety at risk
and add arunnecessarpurden to the health care system

Table 1 outlinekey ways pharmacist interventiotisough pharmacist prescribing in
cdlaborative relationships are improving patient care. Improving overall health of populations
and reducing costs are also identified benefits. Howdlvese benefits are secondary to (and
largely a result of) the opportunity to prevent patient harm angdrove patient outcomes.

87 World Health Organization. Framework for action on interprofessional education & collaborative practice.
Geneva: World Health Cagization.
http://apps.who.int/iris/bitstream/10665/70185/1/WHO_HRH_HPN_10.3_engrdilished 2010
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Table 1: Pharmacist interventions improve care, improve health and reduce cost
Improve Improve Reduce
Care Health Cost
Poor patient outcomes Pharmacisprescribers manage and initiate drigrapy Vv V Vv

to improve patient outcomege.g. improve blood glucose,

blood pressure, lipids and reduce future risk of CVD

events)Error! Bookmark not define&rror! Bookmark not

fined. Error! Bookmark not defined.
Poor handoffs during Pharmacisted medicationreconciliations® at hospital Vv V Vv
transitions in care discharge that includes a best possible medication

historny?9, and a safe handoff of the medication changes

(includesh yYAGAL GA2Yy 2F RNHA (K

physician and community pharmacy

Issue Pharmacist Intervention

Preventable adverse dru¢ Pharmacists on hospital rounds identify, resolve, and Vv \% Vv
events that cause patient prevent drug therapy problems through theanagement

harm in acute care and initiation of drug therajisrror! Bookmark not defined.

Preventable adverse dru¢ Pharmacisted medication reviews identify, resolve and Vv Vv Vv

events that cause patient prevent drug therapy problems through the managemel
harm in residentl care and initiation of drug therapy.
Preventable adverse dru¢ Pharmacisted medication reviews for the elde?fy Vv \% Vv
events that cause patient identify, resolve and prevent drug therapy problems
harm in the frail elderly  through the management and initiation of drug therapy.
Pharmacists are involved in mudisciplinary home
monitoring programs for highsk patients discharged

from haspital.
Preventable adverse dru¢ Pharmacisted medication revievwError! Bookmark not \Y, Vv \Y,
events that cause patient efined.in teambased primary care practiagentify,
harm in primary care resolve and prevent drug therapy problems through the
patients with chronic management and initiation of drug therapy.
diseases
Polypharmacy and Pharmacisted deprescribing pharmacists provide Y, vV Y,
inappropriate medication evidencebased approaches to reducing potentially
use harmful medication burden§!

88| o0 L, Kwan J, Fernandes OA, et al. Medication Reconciliation Supported by Clinical Pharmacists (NEW) In: Making
Health Care Safer II: An Updated Critdeedlysis of the Evidence for Patient Safety Practices. Rockville (MD): Agency

for Healthcare Research and Quality (US); 2013 Mar. (Evidence Reports/Technology Assessments, No. 211.) Chapter

25. Available fromhttps://www.ncbi.nlm.nih.gov/books/NBK133408/

8¢ KS W. Sal t2aaAr0fS aSRAOIGAZ2Y 1 A&0G2NRQ 6.talov O2yaidiic
BPMH is more comprehensive than a routine primary medication history, as iSi@oht 6 M0 | &8 aGSYIF GAO
interviewing the patient/family; and (2) a review of at least one other reliable source of information (e.g., review of

a central medication database, inspection of medication vials, or contact with the community phaonoatsin

and verify patient medications (prescribed andhdhNB 8 ONRKA 6 SRO ®¢ oLy adAdGdziS F2NJ { I FS
CanadaMedication Reconciliation).

9% Hughes CM, Lapane KL. Pharmacy interventions on prescribing in nursing homes: from evidence to
practie. Therapeutic Advances in Drug Saf20611;2(3):103.12.

9l Farrell B, Shamji S, Monahan A, et al. Clinical vignettes to help you deprescribe medications in elderly patients:
Introduction to the polypharmacy case series. Can Fam Physician 2013;5285257

5233 Framework_Pharmacist_Prescriber v201Belised 201802-16) 43


https://www.ncbi.nlm.nih.gov/books/NBK133408/

/. REGULATION OF CERTIFIED
PHARMACIST PRESCRIBERS

The College of Pharmacists of BC has identified that pharmacist prescribing in collaborative
relationships can help prevent patient harm and better protect patient s&earmacist
prescribing also has the opportunity to improve outcofeepatients inBG an important

St SYSyild Ay GKS [ 2 fefieSradiiDtbroughiexcdliénye inipRarmgaiN® OA R S
As described in this framework, pharmacist prescribers in collaborative relatiomshépthe
important opportunity toprevent patient harm byeduang preventabledrugrelated problems
providing safer transitions in care, improving medication management, andipgoviore

timely access to drug therapy. The opportunity to reduce preventablerdiatgd adverse

events, hospitalizations and deaths hmproving patient outcomesannot be overlooked

While he College does not advocate &tranges to scope for the advancement of the pharmacy
professiorg a role belonging to pharmacy associatiqritsdoes consider changes to pharmacy
practice thatarein the patientsbest interest byncreasing public safety and improving patient
outcomes.Like the expansioof pharmacistole in drug administration, the College is
proposing regulation dfertified Pharmacist Prescribers to help pharmddstser care for

their patientsand protect them from preventable drug related problems.

The framework has been developedestablish reglation for Certified PharmaciBrescribers.

It includes requirements for collaboration with other health professspaa education, training

and evidence based qualification process, information access requirements and protection from
conflict of interest among other standardisnits and conditions designed to protect patient

safety.
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7.1 COLLABORATIVE PRACTICE  RELATIONS HIPS

Collaboration is an essential component of the framework for pharmacist prescribing in BC.
There are many different types of collaboratescribed within different health strategies and
policies, research studies, educational programs and regufaaoneworks ranging from
collaborative practice environmentsitdra- and interprofessionatollaboration

For the purpose othe framework for Certified Pharmacist Prescribers, the College is requiring
collaborativepracticerelationships?

Acollaborative relationship involves developing a relationship with a regulated health
professional who has the authority prescribe to

1 Facilitate communication

1 Determine mutual goals of therapy trexre acceptable to the patient
1 Share relevant healthfiormation
1

Establish the expectations of each regulated health professional when working with a
mutual patient

Collaborativepracticerelationships are not tied to a speciicvironment or practice setting, but
set requirements for what must be establishegrescribe through working with others on a
LI G A Sy ( Q.an calabbdi&ivepradtice relationships, iiagnosiss stillprovided by
physicians and nurse practitionéos other regulated health professiosalith prescribing
authority)

Some avironmentsmay be able support the requirements for collaborative relationshpe

easily such as hospitalor urgent care centers. However, collaborative relationships can still take
place in other environments where pharmacists are able to effectteshmunicate and

aSOdzNBf e akKFINB NBfSGFryild KSItOK AYyF2N¥IGAZ2Y GA
team.

92 Collaborative relationships were defined by the Alberta College of Pharmacists in their Standards of Practice for
Pharmacists and Pharmacy Technicians to set clear requirements for collaboration in pharmacy practice
https://pharmacists.ab.ca/sites/default/files/StandardsOfPractice.pdf
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7.2 SHARING RELEVANT HEA  LTH INFORMATION

Pharmacists must be able to effectively share and review relevant health information in order to
be able to prescrib@nd effectively manage drug therafihis ranges from access to patient
medical records (electronic or offline), PharmaNet, and laboratory test results, to specific input
from the patient and others on the health care teaspecially tt most responsible

practitioner.

This information is requiret take a complete and accurate medication histaryessential

stepas part of theprescribingprocessAccess to this information is necessary for a pharmacist
prescriber teeffectivelyA YA GAF GS yR YIylF3S | LI GASydQa RNz
health professionals. Communication aifloplayanimportant role in ensuringnaccurate and
complete medication history is availalff®r examplea pharmacist prescriber may reeto

NEOASSG (G(KS ydzYoSNI 2F Rz2asSa GFr{1Sy o0& | LI GASY
and others involved in #ir care to confirmtheaccurac® ¥ LI G A Sy 6 Qa ,of SRA OF G A
RAaOdzaa Wigthetdbygpalsdnd hishady of effetiveness in meetinthosegoals

Establishing how to communicate and share relevant health information as part of the
collaborativepracticerelationship will be an important step in pharmacist prescribing.

l.:.l
2 ‘
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Access to Relevant Healthinformati on

Information from the patient

1 Qurrent medication list including
overthe-countermedicatiors and
natural remedies (herbal and
vitamins)

1 Medications takemecentlywith long
half-lives (amiodarone)

1 Previous reactions to medications
including hypesensitivity reactions
(anaphylaxis) and adverse drug
reactions guch ashausea)

1 Medication adherence

Information from PharmaNet

1 Up-to-date list and date of filled
medications

1 Previous adverse drug reactions
when recorded
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Information from the Patieri¥ledical
Records

il
il

Diagnosesaindpast medical history

List of medications prescribed for the
patient (not necessarily filled)

Trials of previous therapies
Previous adverse drug reactions
Diagnostics includingboratory tests

Information from others involvkin the

L3 G

1

1

ASydiQa O NB
Case notesot otherwise included in
the medical record

Goalsof drugtherapyand history of
STFSOUAQBSySaa Ay YSSi
goals

Any other relevant insights inta

LI GASydQa 2y32iay3a OF N
condition(s)
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7.3 PATIENT EDUCATION

LGQ& AYLERNIF Y 7F2aNdkhdwiviaSy/elpict fiog collaydrafiviidiniatisy’ R
prescribingDuring the 2016 Pharmacist Prescribing Engagement, patients indicated it would be
important for patients to have a cleanderstanding of how prescribing would work for patients.
Education will play an important role in establishing the role Certified Pharmacist Prescribers can

LX e 2y | LI GASYdQa OFNB GSIYX FYyR GKS A YL NI
prescribimg.

The College will devel@patient educatiorplan and a communications strategy to build
awareness and understanding of pharmacist prescribing in BC.

The patient education plan will focus on topics such as:
How apharmacistprescriber can help providsare
How to identify a Certified Pharmacist Prescriber
Patient informed consent

Collaborative practice

Sharing kalthinformation

Medication history and patiensaessment
Ongoing medication management
Documenétion and communication

= =4 4 4 A5 -4 A5 -5 -2

Patient bllow-up andprogress reporting
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7.4 INFORMED CONSENT

t KENYIFOAaGa Ydzad KF@S G0KS LI GASYyd 2N LI GASYdQa
prescribing.

This involves ensuring thareprovidedwith sufficient information about the proposed course

of treatment, including any known serious or common side effects or adverse reactions, and
voluntarily provided their informed consent

The process for informed consent may vary depending on where the prescribing takes place. For
example, informed consent mag part of the admissions processospital orresidential care,

while a Certified Pharmacist Prescriber may directly receive informed consent within a
community pharmacy.
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7.5 PRESCRIBING AND DISP  ENSING

Separating pharmacist prescribing from dispensingoaisthess interests removes the concern
for a potential business conflict of intere$this was a frequent point of concern brought up in
the initial stakeholder consultation conducted by the College

Within this famework,a Certified Pharmacist Prescritibat prescribes a medication for a
patient must not dispense that medication.

Requiring a different pharmacist to dispenseniedicationalso ensures that a separate
pharmacisteviewsthe LJ- G4 A Sy (il Q& LINE &clinic8 assegsRen2theptiE@ionS &
CKAA OfAYAOIf FaasSaavySyd o& | LIKINYIFOAAU
drugs??

93 Health Professions A&ylaws, Schedule F, ParPart 2, and Part 3.
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7.6 PROPOSED ELIGIBILITY REQUIREMENTS

¢CKS /2tftS3SQa NBIdzZ | (A 2y is@Iignéd oNdisiréFphadnracigt K | NI | O
prescribers must demonstrate they are competent and qualified to prescribe in collaborative
relationshipsOnly pharmacists who successfully complete the application process and are

approved by the College will be granted prescribing authority.

TheColleggd St AIA0Af AlE NBIldZANBYSyia FINB olFlaSR 2y
prescribers and patients in BC in addition to a review of the pharmacist prescribing requirements

in other jurisdiction8#

The Collge heard through the 2016 Pharmacist Erisng Engagement thajpplicants should
be able to demonstrate they have the practical knowledge, clinical training and experience
needed to be ablé prescribe. While courses veesuggested as an effective way to boitd
knowledgeand skills, stakehadérs also indicatethat limiting training to an exam or test was
insufficient to become a Certified Pharmacist PrescPiber

Stakeholders also indicated th@tarmacisprescribers should have established knowledge,
skills and abilities diagnosticganddifferential diagnosjs prescribing responsibilities, physical
assessment, anitherapeutics.

Pharmacists interested in applying to become a Certified Pharmacist Prescriber will need to go
through an education, training and evidence based qualificatimreps.They will also need to
demonstrate thathey understand the responsibilities of prescribiRgarmacists wilhlso need

to knowhow to minimize potential conflicts of interest associated with prescribing and
dispensing by the same pharmacist.

Pharm acist Educational Background

Pharmacistsnust havecompleted an undergraduate degree pharmacy and siccessfully
completed the Jurisprudence Examinatiand Pharmacy Examining Board of Canaxams.

Pharmacist degrees are typicalgchelor of Science Rharmacy degrees 8&harm) or a
Doctor of Pharmacy Degré@harmD).

Entryto-practicePharmD degreprograns are now beginning to be offered at many Canadian
Universities including through th&aculty of Pharmaceutical Scienaethe University of Btish
Columbia. Doctor of Pharmacy Degpeegrans include an additional focus on prescribing and
monitoring of drug therapy, and interprofessional tebased primary care. They alsguire
almost twice the amount of experiential learningaring for pagnts under the supervision of
practicing professionatsthan previous BSc Prograrbkiversities have also begun to offer

9 1n particular, the Clage reviewed the Alberta College of Pharmacists Additional PresciriibhagiZation
eligibility requirementshitps://pharmacists.ab.ca/additiongirescribingauthorization).

9 College of Pharmacists of BC. Certified Pharmacist Prescriber Engagement Report. November 2016.
http://library.bcpharmacists.org/5_Programs# CPP/1046
Certified_Pharmacist_Prescriber_Engagement_Report.pdf
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opportunities where students across health faculties train together to develop collaborative
relationships that prepare them for caitlorative practice.

This means that moving forwaggharmacists will be graduating with additional education and
training in prescribing and collaboration, making them even better prepared for pharmacist
prescribing in collaborative relationships.

Pharmacyesidencie¥ and other PharmD programs such as the GBfluate PharmD degr&e
and Flex PharmD degféelso provideurrentlypracticing pharmacists with the knowledge
skills and abilities to prescribe.

Pharmacists mustisopass a national knowledgmsed andbjectiveSructured Ainical
ExaminatiofOSCEhrough thePharmacy Examining Board of Cartadae able to receive a
pharmacylicence ¢ KS h{/ 9 S@Ifdzad 6§Sa GKS OFyRARIFI(GSQa
and their drug therapy needs, and to apply their knowledge to ensure appropriate drug therapy
is prescribed and monitoreds part of this exam harmacistsalso have to demonstrate they
canassess patients through observation, consultation, and analyefemwhation including
laboratoryvalues, medical history and medication history.

Experience

Pharmacists must have a minimum of 1 year in practice experience to apply to be a pharmacist
prescriber with the College. They will also need to have had enougfitpraxperience to

provide examples of patient cases that demonstrate their competency to prescribe in
collaborative relationships.

Good Standing

Only pharmacists in good standing may apply for the Certified Pharmacist Prescriber designation.

% Pharmacy Practice Residency, Faculty ofrazeutical Sciences, University of British Columbia.
https://pharmsci.ubc.ca/programs/pharmagpyacticeresidency

97 Graduate PharmD degrg€aculty of Pharmaceutical Sciencesyétsity of British Columbia.
https://pharmsci.ubc.ca/programs/graduapharmddegree

% FlexPharmD degreegFaculty of Pharmaceutical Sciences, University of British Columbia.
https://pharmsci.ubc.ca/programs/flegharmddegree
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Eligibility Criteria

Pharmacists must meet the following criteria to be eligible to become a Certified Pharmacist
Prescriber

1) Have at least one year of ftilne experience in direct patient care.
2) Have collaborative relationships with other regulated epitbfessionals.

3) Have and maintain the necesg&nowledge, skills, abilitiesd clinical judgment to
enhance patient care.

4) Have the required supports in the practice environment to enable safe and effective
management of drug therapy.

Self-Assessment

Pharmacists will need to complete a saffisessment to assess their okmowledge skills and
abilities and their readiness to prescribe in a collaborative environment.

Both the Alberta Colige of Pharmacists artde Pharmacyexamining Board of Canada gsé
assessments to help applicants determine if they have the knowleklligand abilities to
practice?® 100

Evidence Based Competencyvaluation

The College will use an objective critefieferenced assessment to evaluate the competency of
applicantgo prescribe in collaborative practice. Objective critereierenced assessments are
conducted through the evaluation of evidence based on a set of established criteria to equally
assess all applicatio#®.Measuring all applications against the sameo$etiteria deters

subjective interpretation, holds all applicants to the same standard, and helps ensure public
safety.

The Colleg®iill evaluate whethea pharmacist demonstratecompetency to prescribe using six
competency indicators.

% Alberta College of Pharmacists. Additional Prescribing Authorization Self Assessment Form.
https://pharmacists.ab.ca/sites/default/files/APASelfAssessmentForm.pdf

100 pharmacyExamining Board of Canada. Document Evaluation.
http://www.pebc.ca/index.php/ci_id/3116/la_id/1.htm

ialberta College of Pharmacists. Additional Prescribing Authorization. Key Activities and Indicators.
https://pharmacists.ab.ca/sites/default/files/APAKeyActivities.pdf
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Competency tlicators for Pharmacist Prescribing in Collaborative Relationships
1. Form and maintain a professional relationship with a patient

Patient assessment

Develop care plan and follemp

Collaboration

Documentation

o 0k W

Judgment

The evaluation is completed through th@mission oEompetency information angatient

OF NB OF aSa R2 0OdzY Sdfinical jnwlveingnto deendikino@ledgapkila
and abilities under each one of the competency indicators

Applicants will need to provide information about their experience, educamtiraining. This
will also be an opportunity for pharmacists to highlight relevant praekperience, residencies
or mentorships they have been involadhat contribute to theimpreparation for the
designation of the Certified Pharmacist PrescriBearmacists should alsbow howtheir
pharmacy practice supports collaborative practice, or how they will be contributing to their
practice environment intone that supports collaborative relationships

Patient Cases

Applicants will need to demonstrate they clearly understand how to provide patient care
through pharmacist prescribing in collaborative relationsHipsy will need to describe the full
patient care process together with supporting examples for each step.

Records of care provide the strongest evidence of the preparedness of an applicant to become a
Certified Pharmacist Prescriber.

Applicants will need to subntliree real patient cases (i.eecords of care)These cases must be
within the last 2 years leading up to an application. The cases must show:

1 Collaboratior{including the elements required in a collaborative relationship)
Assessment and synthesis

Drug therapy care plan development anglementation

Monitoring and followup

= =4 4

Documentation and communication

As part of patient case submission, applicants would need to describe the patient care process
for each case.
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Patient Care Process

91 Describe the collaborative relationship with etmegulated health professiormsain
0KS LI GASyGQa OFNB GSIFY 6A0K &dzLJLi2 NI
1 Describe how patient information is gathered with supporting examples. This shc

also include how patient information that is not readily available in a pharmacy is
accessed, and how diagnostics would be acquired and ordered as needed.

1 Describe the process of patient assessment, synthesis, development of care plai
prescribing decisions with supporting examples. This should also include how to
determine whether to pescribe for the patient, or refer them back to another healt
professional on their care team.

91 Describe monitoring and folleup to ensure continuity of care with supporting
examples.

9 Describe the documentation of care provided with supporting examples.

Educational Program

Every pharmacist has knowledge, skills and abilities tailored to meet the needs of their practice.
However, some key topics are of specific relevance to pharmacist prescribing.

¢CKS /2ttS3S gAatft o0S t221Ay3 F2NJ SOARSYyOS 27
evolving practice, benefits patients, and expands their knowledge, skills and abilities in ways that
support pharmacist prescribing in collaborative relationships

As part of the education program for Certified Pharmacist Prescribers, the College will
recommend (but not require) a seriespréparatorycourses based on topics that support
pharmacist prescribing in collaborative relationships. While some pharswidisiave
education, training and experience in these areasptbBparatorycourse topics can assist other
pharmacists t@nhancetheir knowledge and training needed to apply to become a Certified
Pharmacist Prescriber.

Preparatory Courses for CediiPharmacist Prescribers
1 Collaboratior{including inter/intra professional collaboration, and collaborative practice)
Patientinterviewing and ssessmenfincluding physical assessment)
Diagnostic interpretations (including laborattegt results)
Evidence-based clinical decisionaking
Documentation

= =4 =4 4

Patientcare skills

5233 Framework_Pharmacist_Prescriber v201Belised 201802-16) 55

O«



Required Courses

The College will also develop and require a cquiegramseries on the responsibilities of
pharmacist prescribind.he course program withcus onfundamentaknowedgeall Certified
Pharmacist Prescribers require to effectiayg safelyprescribe in collaborative practice.

Responsibilities of Pharmacist Prescrillogrse Program

Prescribing responsibilities (includingrslards limits and conditions
Patientinformed consent

Collaborativepracticerelationships

Sharingand accessingelevant fealthinformation

Medication history and patientsaessment

Medication management role in pharmacists prescribing
Documenation and communication

= =2 =4 4 4 -4 -2 -

Patientfollow-up andprogress reporting
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7.7 PROPOSED RENEWAL REQ UIREMENTS

Renewal requirements for a Certified Pharmacist Prescriber includes proof of an additional 15
units of continuing education and an annual-geiflaration.

Certified Pharmacist Prescribers may warddnsder courses identified in the educational
program as having the greatest relevance to pharmacist prescad@ait of their ongoing
professional developmenHowever, prescribers may also want to focus on areas of expertise
most relevant to their practe

Each year, Certified Pharmacist Prescribers would declare they understand the responsibilities of
pharmacist prescribing in BC and have the knowledge, skills, abilities and collaborative
relationships to prescribe.

Renewal as a Certified PharmacrstsBriber will be incorporated into the existing annual
process for pharmacy professional registration renewals.
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7.8

TheCertified Pharmacist Prescribsiegally responsible for the outcomes of their prescribing

PROPOSED STANDARDS,

RSOAaAA2Y A
ensure continuity of care.

Standards

1. Pharmacists prescribe Schedutleugs vaccines, parenteraltrition and blood products

FYR €831 e phiduly dakepdviieofiteir dctodtd NIY

LIMITS , AND CONDITIONS

only within the scope of their education, training and competence

2. Pharmacists must have the patiénd

undertaking prescribing.

o 0 bk w

Pharmacists museview(i K S

to prescribing.
7. Pharmacists must conductna@edication historyhat includes:

LJretcrd®? yiedral and medication

t KFNYIFOAAGA Ydzad 62N)] O2ffl 02N 0AQSTE e
Pharmacists must review tidarmacyLJr G A réogri®piior to prescribing.
Pharmacists must review the PharmaNet patreaticationrecord wheravailable prior

2 NYeptbsénfattv§? iaformed consent before

1 developing and/or updating a best possible medication hi¥tory
f dzaAy3a NBEtAlLofS

use (prescribednd nonprescribed)

a2dz2NDSa

8. Pharmacists museview orconduct a patient assessment that may include:

T
il
T
1

physicabssessment

mental health assessment

laboratory values

diagnostic information

9. Pharmacists must complepgescriptions accurately and completely, thatlidesall
information required for @rescription®®

10. Pharmaciss are solely accountable for their prescribing decision

2In 002 NRIyOS

gAUK (GKS [/ 2ff8&38§

2F tKeaAiaOAaAlya | yR
Guidelines for Medical Record$tps://www.cpsbc.ca/files/pdf/PSGledicatRecord.pdf

103 patient record (11Health Professions A&ylaws Community; Patient record (H&jalth Professions ABylaws

Hospital; and Resident Record (13) HPA Bylaws Residential Care.

0 Sad

105 Health Professions A&ylaws, Schedule F, ParPart 2 and Part 3

Ll2aaArofsS YSRAOIGAZ2Y KA areflidaBon usé, which may beldiffétehti
TNRY 6KIFG A&

O2y il AYySR Ay
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https://www.cpsbc.ca/files/pdf/PSG-Medical-Records.pdf

11.Pharmacists musthi A F& | YR LINRPGJARS NBtSOlIyld AyTF2NNI
provider and other health professionals, asrappiate.

12.Pharmacists must have a monitoring and foligmwplan in place to monitor the
outcomes of the drug therapy.

13.PharmacissYdza it R2 OdzyYSyd Ay (GKS LI GASydiQa NBO2NR
{1 informed consent

patient assessment

prescribing decision and the rationale

patient understood the instructions provided

monitoring and followup plan

ph GASYiQa LINAYIFNE KSIFfGK OFNB LINRBJARSNI

as appropriate were notified and provided with relevant information

= =4 4 4 -

14.Pharmacists must refer the patient to d@her prescriber as appropriate.

15. Pharmaciss must only prescribe where there is a genuine clinical need for treatment,
and should only prescribe medication to meet identified needs of patients and never for
convenience, or because patients demand the natidio.

16. Pharmaciss engages in evidendaformed prescribing and considers best practice
guidelines and other relevant guidelines and resources when prescribing for patients,
including when recommending complementary or alternative health therdpas.
adverse drug reaction as defined by Health Canada is identified the pharmacist must
Yy20ATFe GKS LI GASYGQa LINF OQUAGA2YSNE YIS +y
and report the reaction to the Canada Vigilance Program regional office.

17. After prescriing, pharmacists must:

1 inform patients of the need for followp care to monitor whether any changes to
the prescription are required

1 monitor patients for any adverse events, emerging risks, or complications

1 stop drug therapy, following appropriate protucif it is not effective, or the risks
outweigh the benefits

18. Pharmacistseed tocollaborate by communicating respectfully, effectively and in a
GAYSt & gl & | 02dzi | pihlidiagicarépyoiidepardivtker ie&lts LI G A Sy
care providers agppropriate.
19.Pharmacistseedll 2 Sy 3 I 3 Smokt resgbn$illeSpyadtitbaén discussions
aimed at determining mutual goals of therapy for a patient and mutual sharing of
relevant patient information.
20. A pharmacist who transfers care to another phacist or other healtiprofessional
within the same or different pharmacy, hospital, or other healthcare facility must ensure
the accepting health care provider has the necessary information to assume care.

5233 Framework_Pharmacist_Prescriber v201Belised 201802-16) 59



Limits
1. A Certified Pharmacist Prescriber is ndhatized to prescribe controlled drug substances
which are regulated federally by t®ntrolled Drugs and Substancesahat its regulations.
2. A Certified Pharmacist Prescriber must not prescribe a drug unless the intended use
i1 anindication covered liyealth Canada

1 considered a best practice or accepted clinical practice inrpgeswed clinical
literature, or

1 part of an approved research protocol

3. A Certified Pharmacist Prescriber that prescribes a medication for a patient must not
dispense that medation

4. A Certified Pharmacist Prescriber must notgedtcribe or prescribe for a family member or
friend, unless there is an emergency and no other prescriber is available.
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Conditions

1. A full pharmacist must apply the College of Pharmacists aftBh Columbiato be a
Certified Pharmacist Prescriber to prescribe Schedule | drugs.

2. A full pharmacist must not prescribe Schedule | drugs prior to receiving confirmation
from the College of Pharmacists of &Gheir authorityas aCertified Pharmacist
Prescriber to prescribe Schedule | drugs.

3. Certified Pharmacist Prescribers must prescribe within a collaborative practice
relationship.

A collaborative relationshipvolvesdeveloping a relationship withragulated health
professionalvho has the authdty to prescribeo:

1 Facilitate communication

1 Determine mutual goals of therapy that are acceptable to the patient
9 Share relevant health information
1

Establish the expectations of each regulated health professional when working
with a mutual patient
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8. APPENDICES

Pharmacist Presciiig Casdllustrations

t KIENYIFOAadaQ tldASyd [/ FNB t NBOSaa

Other Prescribrs in B& Prescribing Parameters

Pharmacist@rescribing Authomt- Nationally and Internationally

t KENYIFOAAGA&Q 9ELI YRSRDdcéban8s 2 F t NI OiG A O
TrainingRequirements for theQurrent Scope ofPharmacistPractice

Models of Collaborative Pharmacist Prescribing

0 N o 0o A WDN P

Legislation and Regulation of Interprofessional Collaboration
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APPENDIX 1: PHARMACIST PRESCRIBI NG CASE ILLUSTRATIONS

These cases are based on actual patients encountered in practice and iljpstiextecentred
actions taken by pharmacistscollaboration with thgatient and their healthcareeamto
optimize pati@t health and medication outcomes

They are written in the standard form of health professionals communicatohgollaborating
with each otheto ensure continuity of care

Like all health professionals, pharmacists mabéectand assessformation about their

LI GASYGaQ O2yRAGAZ2Y FTYRk2NJ O2yOSNyas aedyiakKSaa
potential etiologies of problemdgvelop a care plaand perform interventions to resolve the

problems and thereby improve their pati@&nf) K $hle phérikabist communicates,

collaborates and documents in the provision of pateeritred careMany terms are used for

these fundamental components of health care provision. In the cases below, the following are

the terms used and their deftions:

G/ 2ff SO0 LI GQsBoedivernd Bigedtiva indoiniyos about the patient is

collected by the pharmacist to understand the relevant medical and medication history, and the
clinical status of the patienthis information includgzatient assessments performed by the
pharmacist, including those based on intervidmg therapy assessmeiptysical assessment,

and laboratory test interpretation.

G ! & inéhibi pharmacisés; the information is assessed by the pharmacist to analyze the

clinical effects of the drug therap8uch assessments take many forms and are influenced and

JdzA RSR o6& GKS LI GASydQa LINBaSyidldirzy yR (KS
professional judgment of the pharmacist.

& { @ y (i &aSl&sariftid of the conclusions reached by the pharmacist based on the

assessments performed. These conclusions may prompt actions in order to address and resolve
0KS LI GASYydQa A&aadzsSoaoo

G / I NBc an ihdividualized patiertentred care plan is developed by theaphacist in

collaboration with the patient and their healthcare team.

! OG0 ARPAYZAEA YO0 FNRY GKS a! aaSaavySyihaé o0sKAOK | N
AYOGSNBSYyiGA2ya GKS LIKIFNYEFOA&G LISNF2NXa Ay 2NRS
their health Modifications to the care plan are made by the pharmacist in collaboration with the
patient and their healthcare team.

at I A Sy documEniatithh By the pharmacist is made in pagient record (medical and
medication)

Cases

Cased-7F NB LINBa ONR O A YA LidedsdntORdiugl theapylwhkidgth | OK G 2
collaboration withthe patient and their healthcare team.
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Selected Medical Abbreviations used in the Gses

A+Q alert and oriented

A1C hemoglobin A1C

AR albumin to creatinine ratio
AECOPDacute exacerbation of COPD
AE atrial fibrillation

ASCVDatherosclerotic cardiovascular
disease

BP. blood pressure

CAD coronaryartery disease
CCchief complaint
CBCcomplete blood count

CHADS2/ CHA2D82&Scthe two dominant
atrial fibrillation stroke risk estimation
clinical prediction rules

CKDchronic kidney disease

COPDchronic obstructive pulmonary
disease

CVDcardiovascular disease
eGFRestimated glomerular filtration rate
EMR electronic medical record
FBGfasting blood glucose
FRSFramingham risk score
GERDgastroesophageal reflux disease
HCTZhydrochlorothiazide

HE heart failure

HPI history of present iliness

HTN hypertension

5233 Framework_Pharmacist_Prescriber v201Belised 201802-16)

Hx history
JVPjugular venous pressure
LAA left atrial appendage

LVEF / EFeft ventricular ejection fraction /
ejection fraction

MedicationHxmedication history
MMSE mini mental status exam
MPL medical problem list

NFA no fixed address

NKA no known allergies

NOAC/DOAQew oral anticoagulant / direct
oral anticagulant

NRT nicotine replacement therapy

O/E onexamination

OAC oral anticoagulant

PFT pulmonary function test (spirometry)
POCpointof-care

PMH past medical history

PVD peripheral vascular disease

QOL quality of life

SOBOEshortness of breath oaxertion
SocialHxsocial history

S&Sxsigns and symptoms
STEMISTelevation myocardial infarction
T2DM type 2 diabetes mellitus

Td boostertetanus diphtheria booster
UBT urea breath test
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CASEHEL: Diabetes and Cardiovascular Disease

A Certified Pharmacist Prescrilgth a collaborative practice relationshipateam-based
primary care clinibelpsY I yIF 3S | LI 6ASydQa RNHzZZ {KSNJI
disease

COLLECT PATIENT INFORMATION

65-yearold male presents ti BS{0Ie{/A\B 5
the primary care clinic toda
for their intake consultation
with pharmacist (initial
patient assessment prior to
seeing physician). He has ¢
meetandgreet
appointment scheduled wit|
his new GP scheduled for 2
months from now.

Lives alone
Retired
Occasional EtOH

Non-adherent to
diabetic diet

1 No regular exercise

= =4 =4 A

None MEDICATIONH 1 metformin 1000 mg
ALLERGIES / PO bid x 15 yr

IMMUNIZATION SH SISy

bid x 10 yr

1 ramipril 2.5 mgo
daily x 1 month

1 acetaminophen
500-1000 mgpo
daily PRN

7 sitagliptin 100 mg
po daily x 1 month
(stopped himself 3
months ago due to
high cost and no
seltobserved
improvement to
fasting glucose
levels)
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N/A O/E 1 Appears well, A+O

1 T2DM (diagnosed 1! VIS 1 T2DM with
yr ago) inadequate
1 HTN(diagnosed 15 glycemic control
yr ago) T HTN
1 Exsmoker (quit 151y 1 High CV risk
ago) (primary
CKD (diagnosed 3 yr ago) prevention)
9 Diabetic
nephropathy

ASSESSMENTS BY PHARMACIST

)l
il
il

= =4 =4 =4

Perform bes{possible medication history (BPMHRgluding PharmaNet
Laboratory values accessed via nhealth
Glycemic control assessment
0 Asymptomatic
Alc 9.6% (1 month ago), FBG (ac breakfastpI@mol/ICV risk assessment
Lipids: TC 5.5 mmol/L, HBL1L.0 mmol/L, LBC 3.8 mmol/L
BP 169/92 mmHg, H® 6pm and regular
Asymptomatic
Nofamily Hx of premature CVD
o Framingham Risk Score >20%

o O O O

CKD assessment
0 Asymptomatic
o {/ NI wmyp >Y2ftk[Z /NIt pn Y[KYAYyZ !
Ask patient re: most recent eye exam
Perform diabetic foot exam
Assess vaccinatidtx (influenza, pneumococcal)
Height 170 cm, weight 100 kg, BMI 34.6 kKg/m

0 Assess based omfent interview willingness to take medication, potential for
adherence, affordability of medication
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SYNTHESIS

Precontemplative re: lifestyle changes
Glycemiccontrol not at target
BP not at target

= =| =4 A

Inadequate CV risk reduction therapy

COLLABORATIVE CARE PLAN

1 Develop a care plan that is evidermsed and costffective in collaboration with the
patient

1 Consult with the prescriber on duty
o Inform prescriber about the upcomimgeet-and-greet appointment scheduled witt
his new GP scheduled for 2 months from now
Recommend initiating changes today

Reassure prescriber about the folloy telephone call in-2 weekswith the patient

InfformtheLINS & ONR 6 SNJ GKIF G 'y dzLJRFEGS 2y 0
the new GP is involved with providing patient care

0 Address prescriber concerns if needed

ACTION

9 Prescribe atorvastatin 10 npg 1 Secure special authority for linagliptin
daily and educate (rationale, 5mg PO daily (covered by PharmaCare
administration/titration, goals of and edicate
therapy, common adverse effects ¢ prescribe 1 additional serving of
their management, cost) fruit/vegetable per day and educate

T Increase ramipril to 5 mgp daily f Document all above patient assessmen
and educate actions, rationale, monitoring plan in EN

MONITORING PLAN

i1 Followup via phone in-2 weeks
1 AILC, SCr and ACR in 2 months
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BENEFITS GATIENT SEEING CERTIFIED PHARMACIST PRESCRIBER

1 Timely initiation of therapy

1 Increased efficiency (time, cost) of care by pharmacist performing initial consultati
which streamlines eventual physician assessment

f Pharmacist is working with other memb&§ G KS LI GASy dQa &S
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CASRE2: Optimizing B lood Pressure

A Certified Pharmacist Prescriber in a community pharmacy establishes a collaborative
NEBflFdA2yaKALl gA0K | LI GASYyGiQa Dt ® ¢KS O
t NSBAONROSNI 12 KSfL)I 2LIWGAYAT S (GKS LI GASYy
months.

COLLECT PATIENT INFORMATION

HP|

40-yearold male presents
at the pharmacy at 8pm on
a Friday to pick up his refill
for antihypertensives.
Reports concern that home
BP reading have been
gradually increasing and
wondering if current meds
are working.

SOCIALKM

MEDICATIONH
ALLERGIES /
IMMUNIZATIONS

Home BP readings
consistently > 140/90
recently

Gradually increasing O/E
numbers over the last 6

5233 Framework_Pharmacist_Prescriber v20XBelised 201802-16)

1 Lives with his wife. Desk
job with more work stress
recently.

9 Occasional alcohol.

1 No regular exercise. Eats
out 5-6 times a week.
Admits that he has been
gaining weight up 10 lbs
in the last 6 months.

1 NKA

1 Vaccinations: influenza, T
booster up to date

1 Medication:

o HCTZ 12.5mg po dalil
(on for the last 5
years)

o ramipril 5mg po daily
(on for the last 4 year

0 acetaminophen
500mg 2 po prn (take
for occasional
headacheg max 2
doses/day)

1 Appears well. Here with
home BP readings diary

70



months. Sees GP annually
for BP review/refills. BPs a
the time of last GP visit 6
months ago were
consistently < 140/90.
Unable to see GP in the ne
couple of montks. Not
willing to go to walk in clinit
or ED.

9 Exsmoker: Quit ~5 RIS
years ago

1 HTN diagnosed 5
years ago

ASSESSMENTS BY PHARMACIST

1 Performbestpossible medication
history (incl. PharmaNet) (BPMH)

o No medication adherence
concerns or barriers

0 No OTC NSAID use

1 Home BP monitoring routine is twice
weekly

9 Consider secondary causes of HTN

o Sleep apnea ruled out by
patient interview

o Hyperaldosteronism unlikely
based on serum K

o Hyper/hypothyroidism
improbable in 40 year old mal
no S&Sxbased on interview,
and much more probable
explanation for worsening BP
control (inactivity, weight gain,
aiNBaaz Ayl aa:

o0 HPI does not indate
secondary causes as likely, ar
alternative hypothesis for

5233 Framework_Pharmacist_Prescriber v20XBelised 201802-16)

from the last 4 weeks: 14(
155/88-95

M Uncontrolled HTN

f CKD assessment:

o No concerns noted with last
screening

1 Lifestyle Management for HTN:

o Diet: Eatinged meat 34
times/week and struggles to
eat fruits and veggies
consistently. Some juice or po
3-4 days/week as well. Salt:
FRRAY 3 al 0Al:
food is high

o 9ESNODAA&ASY ay2)
occasional 2830 minute walk
on weekends

0 Stress managemé& No tools
for managing this

1 OJ/E:Labs provided per eHealth profi
6 months ago:

o FBG:5.38
0o LDL:3.2TChol5.0HDL 1.2
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T

f

worsening BP control is 0 Lytes normal (notably, Na/K)

available o SCr85
Glycemt Control (via myeealthBC anc 1 BMI: 28

atient interview
P ) 1 FRS < 10%

o Last FBG outside normal rang
1 BP:150/90 P 70

o FamilyHxof diabetes: mother
and older brother

0 Recent increasing s and
weight increases risk for insuli
resistance

0 No symptoms of hyperglycem
but reports more carb craving

CV risk assessment:
o No symptoms of concern

COLLABORAIE CARE PLAN

)l

Develop a care plan thatesidencebased and costffective in collaboration with the
patient

o Initiate lifestyle changes immediately with the patient

Determine collaborative relationshipA G K LJ G A Sy 1 Qa Dt
o Identify patienQa Dt
o Confirm collaborative relationshipith the GP

ConsultGPon Monday

Inform GP about patient unable to see GP in the next couple of months. Not willin
to walk in clinic or ED

Recommend initiating additional drug therapgnlodipine

Provide evidence of adding additional BP therapies is supenmaxtionizing doses of
existing BP drugs

Reassure G&bout the followup in 2weekswith the patient

LYF¥F2NY (G4KS Dt GKIFG Iy dzLJRIFGS g@e/nodharge
or describe change

Address GP concerns if needed
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SYNTHESIS

BP notat target
Increasing risk for prediabetes and uncontrolled HTN in view of increasing weight
Sruggling with lifestyle management of HTN

= =| =4 A

Primary prevention for CV disease and current risk remains low

ACTION

1 Prescribe amlodipine 2.5mg po daily 1 Confirm Lifestyle Action Plan, includi
andeducate patient re: goals of 1) 1 additional fruit/vegetable
therapy, potential adverse effects serving/day
(adding additional BP therapies is 2) no added salt

superior to maximizing doses of
existing BP drugs) 3) week day walking: park 5 bloc

1 Daily BP monitoring at variable times away from work and walk.

the day, keep BP diary 1 Generate documentation and convey
to primary care provider

f LyOf dzRS Ay F2NXNI ()
inability to see primary care provider
the next couple of months

MONITORING PLAN

1 Reassess patient in 2 weeks via phone or in person
1 Update primary care provider with patient assessment (no change or describe che

BENEFITS OF PATIENT SEEING CERTIFIED PHARMACIST PRESCRIBER

ED/Urgent care/walkn clinic visit averted
Timely initiation of therapy

PNA YFNE OFNB LINPOARSNI A& AYF2N¥SR | 02

1

1

i Patient received care immediately, no referrals, no waiting

1

T t KFENXYFOAAG Aa 62NJAYy3I gAédn 20KSNI YSY
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CASB3: Polypharmacy

A Certified Pharmacist Prescrilgth a collaborative practice relationshipateambased

residential care facilitg & G 0 f A aKSa |

O2ft f I 62 NI (A JimaryN

care provider Certified Pharmacist Prescrilbepsoptimizeand address unnecessary drug

therapy to reduce the risks associated with polypharmacy.

COLLECT PATIENT INFORMATION

92-yearold female is bein FS{@&VAN8 5
assessed iaresidential
carefacilityfor regularly
scheduled énonth
medication review

CC None MEDICATIONM
ALLERGIES /
IMMUNIZATIONS

5233 Framework_Pharmacist_Prescriber v20XBelised 201802-16)

Widow

Livedn residential care
facility

Retired

2 children and 4
grandchildren all live
nearby

No EtOH

alendronate 70 mgo q week
on Sundays x 2 yr

furosemide 40 mgo daily x
3 months

KCI 8 mEgo bid x 3 months
warfarin 5 mgpo daily

rabeprazole 20 mgo daily x
3 months

metoprolol 25 mgpo bid
citalopram 20 mgo daily

brinzolamide/timolol eye
drops 1 drop ou daily

acetaminophen ER 65(B00
mgpo up to tid PRN pain

Appears well, A+O
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PMH 9 Atrial Fibrillation MPL (polypharmacy
(CHADS2 = 2)

9 Osteoarthritis
(knee, hip)

1 Hypertension

=

Osteoporosis
(diagnosed 2 yr
ago)
Depression/anxiety
CKD

Glaucoma

= =4 A A

Community
acquired
pneumonia
requiring
hospitalization (3
months ago)

ASSESSMENTS BY PHARMACIST

1 Perform besfpossible medication
history (BPMH) including PharmaNet

1
1
o Furosemide and KCI were q
prescribed on discharge from
hospital 3 months ago (admitting 1l

Functional assessment:

Ambulates with walker

Heart failure assessment:

Denies SOBOE or at rest, orthopnea

diagnosiscommunityacquired PND
pneumonia). Had never taken 1 Able to ambulate around home
either medication in the past normally

o Does not know why she takes
rabeprazole. Néixof peptic ulcer
disease, GERD or Gl bleeding

o Has never taken calcium or vitam q
D

Denies peripheral edema

= =

Recent echocardiogram: normay¥ size
and function, LVEF 55%, normal valv

Assess vaccinatidfx (influenza,

pneumococcal)
1 Emergency Department a_ssessment 1 Height 158 cm, weight 54 kg, BMI 21.
and discharge sumany reviewed from kg/r?

3 maths prior

o0 Furosemide and KCI prescribed c
admission for possible heart failui

1 O/E: BP 135/80 mmHg, HR 50 bpm a
irregularly irregular, no postural chang
in BP or HR, JVP <2 cm ASA, normal
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o Rabeprazole was prescribed for breath sounds bilaterally, no peripher:
stress ulcer prophylaxis while in edema
hospital f Denies palpitations, occasional
91 Laboratory values from last week presyncope

accessed from facility chart

o

{/ NJ pp re€l¥2nLinin2Na
138 mmol/L, K 4.0 mmol/L, INR 2

COLLABORATIVE CARE PLAN

1 Develop a care plan that is evidermased and costffective in collaboration with the
patient, caregiver and/or family

1 Consult with thegphysiciarat the residential care facility

o
o)
o)

Inform physiciarabout thecause of the unnecessary medications
Recommend initiating changes today

Reassure physiciaout thefollow-up in 1week with the patienand the
healthcare team at the facility

Infformlél KS LK@ aAOAlLyYy GKFd Fy dzZJRIFGS 2y
Address hysiciarnconcerns if needed

SYNTHESIS

1 Questionable indication for furosemide and KClI, initiated during ED visit, sx later
attributed to CAP, not heart failure. No diagnosis of HF made despite echo.

1 No identifiable valid indication for rabeprazole

1 Resting bradycardiamay not require currentase of betablocker

1 No calcium and vitamin D for osteoporosis

ACTION
91 Decrease furosemide to 20 rpg daily 9 Educate for each of the above
 Decrease KCl to 8 mpgdaily (rationale, administration/titration,
. goals of therapy, common advers
1 Decrease metoprolol to 12.5 npg bid effects & their management, cost
T Discontinue rabeprazole 1 Document in facilitpatientrecord

and convey to primary care
provider
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91 Prescribe calcium 500 npg elemental
PO bid and vitamin D 1000 urits
daily

MONITORING PLAN

Followrup in 1 weekvith the patient and healthcare team in the facility
Monitor for worsening signs or symptoms of heart failure
Monitor for palpitations/assess resting HR, BP

=A =4 =4 =4

Monitor for any symptoms of GERD

BENEFITS OF PATIEBEEING CERTIFIED PHARMACIST PRESCRIBER

1 Reduce polypharmacy

1 Potentially avoid adverse effects associated with unnecessary therapy (e.g., hypo
leading to fall, C. difficile infection secondary to chronic PPI)

1 Optimize osteoporosis therapy to prevesatrtebral/nonvertebral fracture and
associated hospitalization-#hortality
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CASH: Medication Reconciliation on Admission

A Certified Pharmacist Prescrilgth a collaborative practice relationshipateambased
community hospital practiceelpspreventthe interruption of essential chronic drugs durig
hospital stay

COLLECT PATIENT INFORMATION

35yearold female admitted FSI@I®1VABT] 1 Single

overnight to general surgery 1 Lives alone

unit at a community hospital

for cholecystectomy for T Unemployed

recurrent cholecystitis. She i 1 No children or family

assessed by thgharmacist in support

the morning. 1 Denies EtOH or illicit
drugs

1 Smoker 1 ppd x 22 yr

Right upper quadrant MEDICATIONH 1 aripiprazole 15 mgo
abdominal pain, nausea, ALLERGIES / daily in AM
abdominal tenderness IMMUNIZATIONS q divalproex 500 mgo
bid
1 sertraline 100 mgo
daily at HS

Patient was admitted for
cholecystitis 6 months ago.

1 Appears in distress
with abdominal pain

She received supportive care and nausea
and was discharged home. 1 A+Ox 3, able to
She did not have any " converse
recurrent symptoms until last appropriately

night, and promptly
presented to the Emergency
Department. General surgen
was consulted and
laparoscopic cholecystectorr
is planned for later today. Th
general surgery resident
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completed the admission
orders, but did not perfion
any medication reconciliatior
no orders currently written re
prior-to-admission
medications.

1 Schizophrenia (x 8 yr,
1 Depression/anxiety
1 Obesity

ASSESSMENTS BY PHARMACIST

Cholecystitis
Schizophrenia
Depression/anxiety

= =4 =4 A

Nicotine dependence

1 Perform besfpossible medication histor § Perform assessment of nicotine

(BPMH) including PharmaNet

o Patient receives gl weekly blister
packs

o Contact community pharmacy to
review medicatiomdministration
times

A Knowledgeable about her
medications she is very
concerned about worsening
symptoms if she does not
receive her medications

o Carries accurate home medication
list

0 Reports very good adherence (only

missed dose in past 3 months)

o All medcations deemed to be
appropriate to continue while in

hospital and not contraindicated by

surgery.

5233 Framework_Pharmacist_Prescriber v20XBelised 201802-16)

0]
0]
0]

dependence

22-pack yrHx

Never tried to quit in the past
No interest in quitting longerm,
but willing to accept nicotine
replacement therapy (NRT) whil
in hospital

Has never used NRT or
pharmacotherapy

Starting to experience symptom
of withdrawal (restlessness,
agitation, tachycardia)
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COLLABORATIVE CARE PLAN

91 Develop a care plan that is evidedzzsed and costffective incollaboration with the
patient

1 Consult with thegeneral surgery resident
o Informgeneral surgery resideabout:

A the continuation of essential chronic medicatiGhgzNA y 3 G K S
hospital stay to prevent adverse events

A addition of nicotine replacemetherapy to prevent nicotine withdrawal
symptoms

Recommend initing changes immediately

Reassur¢he general surgery resident about the dailjdw-up with the patient
LYF2NY (GKS 3ISYySNIt adzNBESNE NBAARS¥I
provided

0 Addresghe general surgery resideobncerns if needed

SYNTHESIS

Highvrisk for exacerbation of psychiatric medications due to lack of medication
reconciliationt all members of the general surgery team are currently in the operat|
room (andunavailable)

Indication for NRT to prevent/treat withdrawal symptoms

ACTION

i Prescribe medications as per home Order nicotine patch 21 mg applied
regimen including aripiprazole, daily
divalproex and sertraline 1] Explain action® patient

Documentin patient record

MONITORING PLAN

1 Pharmacist to follovup daily while in hospital
9 Assess for psychiatric symptoms
1 Assess for nicotine withdrawal symptoms
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BENEFITS OF PATIENT SEEING CERTIFIED PHARMACIST PRESCRIBER

1 Prevents adverse event due to lackmaficated psychiatric medications
1 Prevent medication withdrawal symptoms (e.g., SSRI)

1 Positive patient experience due to lack of interruption of chronic therapy, and
minimization of discomfort form mandatory temporary smoking interruption

1 Surgical team nanterrupted
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CASB: Medication Reconciliation

A Certified Pharmacist Prescrilgth a collaborative practice relationshipateambased
primary careclinichelpsprovideappropriate drug therapig initiated to ensure a safe and
effectivetransition in care during discharge from hospital

COLLECT PATIENT INFORMATION

72-yearold male SOCIALHM 1 BOH abuse
recently discharged tc 1 Smoker 1ppd

a shelter as hbadno- o
fixed-address prior. T Was NFA now living in
shelter

Admitted 3 weeks agc
due ischemic right arn
and bilateral leg
ischemia. Identified by
primary care clinic
pharmacist for med
review due to
disdharge 3 days go
from hospital Patient
not previously known
to the clinic.

1 Receives pension

He is out of meds, los §\Y//=Bl(67NF(6])\\5]
discharge prescriptior PARES €[S
IMMUNIZATION{

1 NKA

1 Patient did not have any
meds with him

1 Med list per discharge
summary:

o warfarin 7mgpo
oD

0 bisoprolol 5mgo
oD

ASA 81mgo OD

furosemide 40mg
po OD
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None
PMH 1 CAD with
(from STEMI in 2011
hospital d/c and bare metal
summary and stentx 1
CareConnect) i I TSWITNSS
27%
f PVD
1 Left atrial

appendage anc
left ventricular
apex thrombus
found while
hospitalized

ASSESSMENTS BY PHARMACIST

o ramipril 2.5mgo
oD

0 spironolactone
12.5mgpo OD

Reviewed labs from chart
prior to discharge

WBC 6.9, Hgb 123, Hct
0.38, HCV 110, Plts 460,
INR 2.2, Na 136, K 4.5, S
104,eGFR 61

Vague historian unable tc
describe what happened
in hospital or where his
discharge prescription
went

CHF with reduced Emot
on treatment

Identified thrombus; not
on anticoagulation

CAD not on appropriate
secondary prevention

1 BPMH based on discharge note, |
PharmaNet ad client. Nothing on q
PharmaNet

1 Assess vitals: BP 130/70, HR 66, we
63.5kg

5233Framework_Pharmacist_Prescriber v201Belised 201802-16)

LV/LAA thrombus

Denies numbness or unusual weakn
to arms/legs, visual changes, difficult
speaking or vertigo
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1
1

Patient currently not on any 1 Ascertain pts PharmaCare coage

medications or OTCs status (Plan |, able/willing to pay

Lab values from CareConnect deductible)

Normal liver function test 1 Ascertained that his shelter provides
Medication Management and

CHF assessment/CAD/Secondary

Outreach workers to help him store

prevention and administer his medications.
Denies orthopnea, BDE, sleeps witr Outreach workers can walk with him
2 pillows, can walk 2 blogkintil leg the lab for INR and other labwork

pain makes him stop
Denies pre/syncope
Denies angina

COLLABORATIVE CARE PLAN

1 Develop a care plan that is eviderdmased and costffective in collaboration with the
patient

1 Consult with the prescriber on duty

o Recommend restarting/initiating drug therapy today

o Inform prescriber abouhe coordination otare between the primary care clinic
and shelter

0 Reassure prescriber about the folloyy in 2weeks with the patiendt the shelter
o LYT2NY (GKS LINBAONAROSNI GKIFG Fy dzLJRF
o Address prescriber concerns if needed

SYNHESIS

1
)
1

CHF assessment: Bblocker, ACEi, diuretics should be restarted
CAD/secondary prevention: ACEi, ASA should be restarted; Statin should be initie

LV/LAA thrombus risk of sequelae (embolic stroke, peripheral embolism) as not
anticoagulated

With the supports provided by his shelter, it may be feasible to prescribe these ind
therapies
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ACTION

I Restart/initiate medications from
hospital discharge Rx

o ramipril 2.5mgoo OD
furosemide 40mgo OD
spironolactone 12.5mgo OD
bisoprolol 5mgpo OD

ASA 81mgo OD

o warfarin 7mgpo daily.

O O O O

1 Prescribe atorvastatin 10 npg once
daily.

1 Plan to titrate ACEi-liocker to target
doses (10mg, 10mg, respectively).

1 Adjust furosemide to symptoms.

1 Educate for all of the above re:
rationale, administrationitration,
goals of therapy, common adverse
effects & their management, cost

i Additional education

0 Anticoagulation: importance o
compliance, and risks of bleec
and embolic risks

0 CHF: fluid management, salt
restrictions

0 Medication education
regarding each ed and
monitoring parameters.

9 Liaise with shelter to communicate
therapeutic plan, schedule follewp,
coordinate outreach and medication
management services.

1 Document all above patient
assessments, actions, rationale,
monitoring plan in EMR

MONITORIN®LAN

1 Reassess patient in 2 weeks in person at shelter
1 Bloodwork: SrCr/eGFR, lytes, INR at 7 days.
1 Need to be re referred at 3 mos for possible echocardiogram to determine duratio

warfarin

BENEFITS OF PATIENT SEEING CERTIFIED PHARMACIST PRESCRIBER

1 Prevention of serious adverse effects /hospitalization from any of his conditions. F
could have deteriorated quickly (CHF/fluids, embolic eetny

1 Timely access to care especially for marginalized patients

1 Was able to work with his social supportstordinate supportive services

5233 Framework_Pharmacist_Prescriber v20XBelised 201802-16)
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CASBs: Chronic Obstructive Pulmonary Disease (COPD

A Certified Pharmacist Prescrilgth a collaborative practice relationshipateambased
primary care clinibelps review and adjust drug therapy forth G A Sy 41 Qa / ht ¢

COLLECT PATIENT INFORMATION

60-yearold male coming to BS10JeiVAB S
see primary care clinic

pharmacist for general

medication review.

CcC None MEDICATIONH
ALLERGIES /
IMMUNIZATIONS

HPI |

5233 Framework_Pharmacist_Prescriber v20XBelised 201802-16)

Smoking;
decreased to 13
cigs/day

FamilyHx¢ father
¢ emphysema,
mother smokes,
sister recently dx
with non hodgkins
lymphama

NKA

Warfarin titrated
to INR 23

OTCs including
senna,
CaCarbonate

Never had
flu/pneumo
vaccine

No visible distress
well groomed,
good eye contact

Height 178weight
90.2kg, RR 16,
oximetry resting
SpO2 95%, HR 7¢

Cough, productive
of grey sputum
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9 Hx of recurrent
unprovoked
PEs/DVTs,
prothrombin gene
mutationc indefinite
anticoagulation

1 COPD diagnosed 6
months ago via
spirometry. No
AECOPD since
diagnosis.

1 History of COPD
untreated

1 Gl¢ polypectomy

1 Remote history of
suicidal ideation in
the 80s

ASSESSMENTS BY PHARMACIST

1 Perform besfpossible medication history (incl. PharmaNet) (BPMH)
1 Review Spirometry results (patient has spirometry repbE)/1/FVC ratio 0.55.

9 History of symptoms: SOBOE, mild cough, worse at night, moderate grey sputum to «
during the night and AM

1 Infrequent colds
1 INR therapeutic continue same dose

1 Assess based on patient interview willingness to take medicptitential for adherence,
affordability of medication

COLLABORATIVE CARE PLAN

91 Develop a care plan that is evidedmased and costffective in collaboration with the
patient

1 Consult with the prescriber on duty
o0 Recommend initiating changes today
0 Reassure prescriber abatie followup in 1 monthwith the patient
0o LYF2NY (GKS LINBAONROGSNI GKIFG Fy dzLRI G
Address prescriber concerns if needed
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SYNTHESIS

i Patientwould benefit from initiation of chronic COPD therapy

1 Guidelinerecommended therapy for his level of severity is LABA+ICS

1 Willingness / ability to use MDIs, cost, coverage status make staimi@8i LABA, or

both debatable

1 Smoking cessation is an ianfant priority

ACTION

1 Initiate salbutamol 2 puffs QID PRM
and ipratropium 2 puffs QID

1 Education about
rationale, goals of therapy
optimal MDI use

monitoring (may need LABA
and/or ICS if regular
bronchodilator use)

smoking cessation
vaccines

MONITORING PLAN

Initiate patient seHmanagement
through COPD Action Plan

Reassess smoking cessation plan

Generate documentation and convey t
primary care provider

= =4 =4 =4

Reassess patient in 1 month via phone or in person
Reinforce COPD education and warning signs on each visit
Reassess smoking cessation plan on each visit

Update primary care provider on patient progress

BENEFITS OF PATIENT SEEING CERTIFIED PHARMACIST PRESCRIBER

9 Timely initiation of treatment
0 Reduceisk of AECOPD
o0 Improved quality of life

T t KFENXYFOAAG Aa 62NJAYy3a 6AGK 20KSNJ YSY
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CASE/: AF Stroke Revention

A Certified Pharmacist Prescrilgth a collaborative practice relationshipateambased
primary care clinibelpsreduce stroke risk for a patient by startingienagulationdrug

therapy.

COLLECT PATIENT INFORMATION

66-yearold female presents FS{01e{/A\5 5
to your primary care clinic
today, prompted by a
cardiologist who recently
diagnosed her with rent-
onset atrial fibrillationThe
cardiologist told her to talk
to her primary care provide
about starting
anticoagulation.

Asymptomatic, no specific F\I=pl[e7gu(®1\7
complaints. She presents FARSS€El=SH
the report from the
cardiologist which
documentsatrial fibrillation
and advises her primary ca
LINE A RSNJ (2
FyGAO2F 3dz |

Last seen in your clinic 6  J@J/=
months ago for routine
checkup. Developed
palpitations and dizziness 1
week ago and went to ED.
Assessed there by a
cardiologist who prompted
2RI 8Qa OAAaA
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IMMUNIZATIONS

Unremarkable

amlodipine 10 mg
podaily x 3 years
for HTN

bisoprolol 10mgo
daily x 2 weeks for
rate control since
ED visit.

NKA

Immunization
status unknown

HR 70, irregularly
irregular

Otherwise
unremarkable
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1 HTN x 3 years.

1 Hysterectomy 10
years ago for uterine
fibroids

1 Hanto initiate AF
stroke prevention
therapy

ASSESSMENTS BY PHARMACIST

1 Perform besfpossible medication history (incl. PharmaNet) (BPMH)

1 CHADS2/ CHA2DSBASc reAF stroke risk. CHADS2=1 (3.6% annual stroke risk); CHA
VASc=3 (4.3% annual stroke risk). Candidate for OAC therapy.

1 HASBLED score re: OAC major bleeding risk. Score ~0 (HTN, but contr8lédnf2ual
risk of major bleeding on any OAC).

1 Asses¥ased on ptientinterview willingness to take, potential for adherence, affordabil

SYNTHESIS

I Patient remains in AF. Ventricular rate is controlled.

1 Patient is willing to take SPAF therapy. Prefers OAC to aspirin. Wants to take a
NOAC/DOAC, butdsncerned about the cost, has no private coverage, understands
t KENXYEF/FNBE 62y Qi O20SN) dzyf Sda o6 NFIF NRyY

COLLABORATIVE CARE PLAN

91 Develop a care plan that is eviderzzsed and costffective in collaboration with the
patient

91 Consult with theprescriber on duty

o Inform prescriber about the individualized care plan based on the clinic protocc
anticoagulation starts

o0 Recommend initiating warfarin 10rpg daily and titrate to INR-2

0 F}eassuAre prescie vaboqt thq followup ,caltswighAthe E)atien,t to adjust \fvarfa}rin
R2aSa YR UKS Ay@g2t gSYSyu 2F 0KS LI

o LYF2NY GKS LINBaAaONAROSNI GKIFG Fy dzZJRI G

0 Address prescriber concerns if needed

5233 Framework_Pharmacist_Prescriber v20XBelised 201802-16) 90



1 Educate patient re: AF, stroke risk, 1 Do warfarin teaching and provide
therapeutic options, implications of written and online counselling
OAC therapy vs. aspirin vs. no thera resources
Bleeding risks, INR testing, cost, ¢ pjscuss selhonitoringand self
diet/BOH, drug interactions, # of dai adjusting via POC testing at a pharm:
doses. or at home, and advise that we can

1 Guide patient through choice of assess this once stabilized on warfari
therapy based on preferences using ¢ Generate documentation and convey
g?g'i:)n aid (e.g., spaool.com, community pharmacist and cardiologi

ib.

i Based on this, prescribe warfarin
10mgpo daily. Use dosing nomogral
schedule INR testing, follewp phone
calls to titrate to INR-3.

MONITORING PLAN

1 Reassess patiertery 24 days initially until the INR is at target
1 Reassess patient weekly once INR at target

o Gradually increase up to every 4 weeks if the INR remains stable and with
therapeutic range

1 Support patient with dose adjustments
I Reinforce AF and warfareducation
1 Update primary care provider on patient progress

BENEFITS OF PATIENT SEEING CERTIFIED PHARMACIST PRESCRIBER

1 More efficient management of drug therapy than by GP
1 Pharmacist in clinic more accessible than physician
f Pharmacistis workingwithit KSNJ YSYOoSN&E 2F (GKS LJ (A
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APPENDIX2: PHARMACI STSG6 RCARHPROCESS

Pharmacists' Patient Care Process

The Joint Commission of Pharmacy Practitioners, a coalition of national pharmacy associations that includes APhA,
recently adopted the Pharmacists’ Patient Care Process to promote consistency in patient care delivery within the profession.

Pharmacists’ Patient Care Process
Pharmacists use a patient-centarad approach in collabo-
ration with othar providers on the health care team to
optimize patient health and medication outcomeas.

Using principles of evidence-basad practice,
pharmacists:

Collect

The pharmacist assures the collection of the necassary
subjective and objective information about the

patient in order to understand the relevant medical/
medication history and clinical status of the patient.

Plan
The pharmacist develops an individualized patient-cen-
tered care plan, in collaboration with other health care
professionals and the patient or caregiver that is
evidence-based and cost-affective.

Source: hitpzwww.pharmacist.com/sites/dafaultfiles/JCPP_Pharmacists_Patient_Care_Process.pdf

Pharmacists Working in Collaboratiasith Physicians and Other Health Care Professionals, Pharmacy Health
Information Technology Collaborativgtp://www.pharmacyhit.org/pdfs/workshopdocuments/WGIPost2015

01.pdf
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APPENDIX 3: OTHER PRESCRIBERS

INBC 1

Midwives

PRESCRIBING PARAMETE

Nurse Practitioners

RS

Naturopaths

Optometrists

prescribing

routes of administration and
upper dosage limits where
appropriate.

Training Prescribing Certification requirementy 4-year undergradate degree al ai SNXa RS 3 No training requirements if they graduated after
Registrants must successfully comple| Clinical experience requires 40 No additional training; 2000.
the Prescribing Upgrade Course offel births attended as a primary however, created new Optometrists certified in Ocular Therapeutics to tr
by the Boucher Institute of midwife. competencies and update| 44 manage oculatisease as per Bylaws Schedu
Naturopathic Medicine (BINM) h { / 9dleeee streams of Quccessfully completed a 2@ur therapeutic
including aronline courseandoral practice are used to pharmaeutical agent updating course given at an
exam register NPs: family, adult] {ine after January 1, 2004 and has also successf
and pediatric completed one of the followinga) a 10chour
course in ocular therapeuticd) the Treatment and
Management of Ocular Disease section of the
National Board foExaminers in Optometrgr (c)
the ocular therapeutics section of the national
qualifying examination.
Schedule | Schedule I, Il and.lll Schedule I, 1A, 1l and IlI Schedule I, 1A (controlled | Schedule I, Il and 111
of Drugs prescriptions), I
Listof List of excluded drugs (e.gntibiotics | Inclusive list of drugs. List of drugs: Schedule I, | Limited list of drugsGlaucoma agents, topical
Drugs with narrow therapeutic index and IA, Il NP prescribes in areg treatment of eye disease.
antipsychotics. registered to practice
(family, adult, pediatric)
Standards | Usual and customary standards for | Standards provide indications, | Usual and customary Standards for the treatment of eye disease

standards for prescribing.

Standards for amjlaucoma medication prescribin

Comanage with ophthalmologist for glaucoma
Inform patients they have a choice to be manage
by an optometrist or ophthalmologist for glaucom
Must refer to arophthalmologist if condition does
not improve or worsens.

5233 Framework_Pharmacist_Prescriber v20XBelised 2018-02-16)

93



Appendix3: Otherprescribersin BC (continued)

Naturopaths

Midwives

Nurse Practitioners

Optometrists

Limits Camot prescribe drugs for a number of Limited to pregnancy, | Limits and conditions by drug No glaucoma drugs for patients age < 30.
categories. lactation and labour. | category A drug category with the
y2Gl GA2Yy ab2 9E
that NPs may prescribe all drugs
that categoryA drug category with
the letters C (continuation
prescribing only) and/or O (canng
prescribe) mean there are
restrictions on NP prescribing.
Conditions | Can request special authority Conditions around Restrictions on prescribirgsee Cannot prescribe if glaucoma is advanced.
medications prescribing some above.
drugs in collaboration
with a medical
practitioner, e.g.,
controlleddrugs for
labour.
Narcotics Under the federaControlled Drug Yes Yes No
Substances Act and Regulations
authority to prescribe narcotics and
controlled drugs, including
benzodiazepines
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APPENDIX 4:PHARMACISTS OPRESCRIBING AUTHORIT Y -

NATIONALLY AND INTER

NATIONALLY

Pharmacists Initiating Prescriptions in Canadian Provinces

Can Initiate Prescription Drug  Can Order and Interpret

Province
Therapy Laboratory Tests
BC X
AB \Y Vv
Pending legislation, regulation, or policy
SK Y . )
for implementation
MB \% V (authority limited to ordering lab tests)
ON For smoking/tobaccoessation X
ac qu smqklng/tobacco cessatiéor Vv
minor ailments
Pending legislation, regulation, or policy
NB \Y . )
for implementation
PH For smoking/tobacco cessatiéor Pending legislation, regulation, or policy
minor ailments for implementation
NS Y, Y
For smoking/tobacco cessatiéior
NL - . X
minor ailments

Pharmacists' Scope of Practice in Cana@anadian Pharmacists Associatiddecember 2016
https://www.pharmacists.ca/cpha-ca/assets/File/cphaon-the-issues/ScopeofPracticeinCanada_DEC2016.pdf

Pharmacists Initiating Prescriptions Internationally

Country

Can Initiate Prescription

Drug Therapy

Can Order and Interpret Laboratorjests

UK \ \Y
\Y
USA Y >75% of the States and federal government (arn

forces and Veterans Affairs)
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APPENDIX 5: PHARMACI| EKBPANDED SCOPE OF PRACTICE IN
CANADA, DECEMBER 2016

Pharmacists' Scope of Practice in Cana@anadian Pharmacistéassociation December 2016
https://www.pharmacists.ca/cpha-ca/assets/File/cphaon-the-issues/ScopeofPracticeinCanada_DEC2016.pdf
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