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Despite many attempts through trials and studies to 

establish identifiable health benefits by providing phar-

macists a larger role in the health care system, there are no 

good success stories involving new payment models for 

anything other than dispensing services. Not to the extent 

needed to demonstrate a sustainable payment model 

which both pharmacy and payers are prepared to adopt 

on a very widespread basis. Until such a payment model 

exists, community pharmacy will continue to rely almost 

exclusively on the monies paid on the volume of dispens-

ing, and distribution which occurs. There will continue to 

be limited revenue generated for providing services other 

than dispensing.

The question that many involved with the profession 

have been trying to answer is how does a payment get 

generated for the services provided by the pharmacist? If 

the health benefits that can be achieved are real, how can 

the payment for the service provided also become real? 

These questions have gone unanswered for decades, but 

the answers likely need to be found very quickly given the 

current threats to existing sources of revenue to commu-

nity pharmacy.

Three of the Ontario/Western Provinces have “reformed 

generic prescription drug pricing” in their respective juris-

dictions in an effort to save hundreds of millions of dol-

lars. It is way too premature to pass judgment on what is 

actually being accomplished by seeking these savings. It 

is worth noting that without exception, those payers who 

generally pay for the vast majority of dispensing services 

in jurisdictions with “reformed generic prescription drug 

pricing”, expect to cumulatively save substantial dollars.

It isn’t hard to understand the excitement created 

when “savings” are found in a health care system which on 

a daily basis seems overpowered by current demands and 

underfunded to satisfy or respond to existing identifiable 

health needs. 

Unfortunately for all pharmacists the majority of the 

“savings” which are being sought will come directly from 

funding which currently flows for payment of pharmacy 

services. We all know that savings have to come at some-

one’s expense. The professional allowances have become a 

fundamental component to the operation of community 

pharmacy. How community pharmacy responds to these 

reduced revenues is not known, and in all likelihood there 

will be many different forms of response depending on a 

community’s circumstances. 

Community pharmacy always manages to respond.
MsP

show Me the Money
ediTorial

There is a lot that can be said about the progress pharmacists have made to date for being paid for non-dispensing services. 

The bottom line, unfortunately for the profession, is that the progress achieved has been minimal. a recent american article 

addressed the progress which pharmacists have made south of the border respecting payments for pharmacist provided 

“professional/cognitive services”.

Congratulations to MSP Vice-

President, Michelle Glass and her 

husband Roni Estein on the birth 

of their daughter, Gabrielle Hannah, 

a little sister for Miriam. Gabrielle 

weighed in at 5 lbs 13 oz. and arrived 

on Jan.11, 2011.

The MSP Communication 
Committee is seeking a hospital 
pharmacist to contribute regular 

articles regarding hospital 
pharmacy related topics for the 

newsletter. If you are interested in 
submitting articles with a hospital 
pharmacy focus for publication in 
Communication please contact 
MSP at info@msp.mb.ca or call 

the office at (204) 956-6680.
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ADVANCING 
GENERICS 
Customized 
Business Solutions 

At Apotex, we are committed to providing you with  
a breadth of innovative solutions designed to fit your busy 
practice — delivering tangible results for you, your customers  
and your business.

When it comes to affordable healthcare solutions, you can 
count on Apotex for quality products. One more way we are 
Advancing Generics.

www.apotex.ca 
www.ApotexResourceCentre.com

Copyright © 2011, Apotex Inc. All rights reserved.



Pharmacist Awareness Week

WHEREAS this year’s theme is Pharmacists’ advice: helpful with every dose; 
and

WHEREAS pharmacists are consistently ranked as one of the most trusted and 
respected professionals in our health care system, making  
important contributions to the health of our residents; and

WHEREAS pharmacists provide valuable front-line services, including  
programs such as medication reviews, antibiotic awareness  
programs, seniors’ safe medication programs, children’s safe 
medication programs, and smoking cessation services, to help 
promote and maintain our health; and

WHEREAS during Pharmacist Awareness Week, pharmacists in the Province 
of Manitoba will promote the many ways that pharmacists help 
people live healthy lives through medication counselling, disease 
management and health education;

Now therefore let it be known that I, Theresa Oswald, Minister of Health for  
the Province of Manitoba, do hereby proclaim the week of March 6 – 12, 2011,  
as

Pharmacist Awareness Week

in Manitoba and do commend its thoughtful observance to all citizens of our 
province.

  Minister
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For thirty years Pharmacists-at-risk has been providing 
support for Manitoba pharmacists facing personal prob-
lems. established in 1981 to help struggling pharmacists, 
Pharmacists-at-risk assists with compassionate help and 
understanding instead of the stigma of punishment.

Vernon Cooke, Pharmacists-at-Risk co-founder and 
long standing committee member, remembers how phar-
macists faced a growing need for support in their profes-
sion before the formation of the program.

“Pharmacy was different than it is now,” Cooke 
recalled. “The Manitoba Pharmaceutical Association had 
no means to help pharmacists that were in trouble. At that 
time there was no resource to help pharmacists before 
they went in front of council and maybe faced suspension 
or the loss of their license.”

Until the establishment of Pharmacists-at-Risk, pro-
fessionals dealing with personal issues faced their prob-
lems in isolation. The inability to identify an individual’s 
problem, combined with the lack of motivation to seek 
treatment, created further challenges. As well, the under-
lying cause of a pharmacist’s personal problem often went 
unaddressed or unnoticed.

With no independent body to address these issues the 
Manitoba Pharmaceutical Association was responsible 
for disciplining pharmacists when a member’s conduct 
became the subject of a hearing held by the Discipline 
Committee. As a result of these cases, pharmacists were 
often faced with fines or suspensions instead of personal 
assistance and support.

Realizing that pharmacists in Manitoba could benefit 
from a professional support network, Mr. Cooke, Mr. Don 
Braun and the late Mr. Norm Taylor, together with assis-
tance from an allied medical ‘at risk’ program, formed 
Pharmacists-at-Risk with the support of the Manitoba 
Pharmaceutical Association.

“The committee felt that if we could reach people 
before the Association stepped in they could go back to 
their jobs without having any disciplinary action taken,” 
Cooke said. “Before that pharmacists weren’t able to make 
a mistake without it going on their permanent record.”

Mr. Cooke remembers that when the program started 
in 1981 the most prevalent problem was alcohol abuse. 
Today the program has expanded to provide a number of 
supports for individuals struggling with a host of issues 
including drug addictions, financial difficulties, marital 
issues and other personal problems. The program strives 
to work in the pharmacist’s best interest by keeping all 
cases and inquiries strictly confidential.

While the program continues to make headway, there 

are still challenges.
“It’s not easy to approach someone with an addiction 

problem and intervene,” said Cooke. “What we try to do is 
intervene at the early stage and get the person into treat-
ment and monitor them afterwards for varying periods of 
time depending on individual cases.”

Pharmacists-at-Risk receives some of their fund-
ing through the annual Manitoba Pharmacy Conference 
silent auction which is made possible through donations 
and support from the Manitoba Society of Pharmacists, 
the Manitoba Pharmaceutical Association as well as con-
ference sponsors. The funds raised help support a web-
page and an emergency phone line. The program also 
has a relationship with the Faculty of Pharmacy at the 
University of Manitoba and brings in speakers to fourth 
year students to raise awareness for the services that 
Pharmacists-at-Risk provides. The committee meets eight 
times a year.

Pharmacists provide an essential service for the well 
being of the community. Pharmacists-at-Risk, for the past 
thirty years, has acknowledged this service by remaining 
committed to the health and well being of Manitoba’s 
pharmacy community.

Pharmacists-at-risk: Thirty Years of service

Celebrating 
30 Years

The Pharmacists-at-Risk committee was 
established in 1981 by Mr. Verne Cooke,  
Mr. Don Braun, and Mr. Norm Taylor.  
Their vision was to provide a support 
group for pharmacists experiencing 

personal problems that could affect their 
competency in practicing their profession. 

We are proud to have been able to serve the 
pharmacists of Manitoba for 30 years.

“let us help...yOu...keep it together”

FeaTure arTicle
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What is halitosis?

halitosis or bad breath [latin, halitus, 
breath + Greek –osis, condition] is defined as an offensive, 
foul breath odor caused from a variety of etiologies such as 
poor oral hygiene, dental or oral infections, or the ingestion 
of certain foods.1

What causes bad breath?
Bad breath is the result of the breakdown and fer-

mentation of food left in the mouth by 
anaerobic gram-negative bacteria. The 
by-product of this metabolism produces 
vile smelling sulfur compounds (hydrogen 
sulfide, methyl mercaptan). These bacteria 
may be present in gum (gingival) disease 
or periodontal disease especially if there is 
any ulceration or dead tissue present (Figure 1). The bacte-
ria can accumulate in pockets or sometimes deposit onto 
the back of the tongue.

Other factors such as Sjögren’s syndrome, drugs that 
dry the mouth (anticholinergics) and increased buccal pH 
can contribute to bad breath (Figure 2). Foods such as gar-
lic and onions, beverages (coffee) and spices with strong 
flavors or odors (assafoetida) can leave behind smells 
that last long after the food or spice has been consumed. 
Alcoholic beverages can also contribute to halitosis.

Most cases (~85 %) of bad breath are from oral problems:
•   Gum (gingival) disease
•   Periodontal disease
•   Smoking

•   Foods, spices and beverages that have strong odors
•   Dental cavities
•   Yeast infections in the oral cavity
Other health issues can cause halitosis, for example:
•   sinus or naso-pharyngeal infections
•   cancers affecting the oral cavity
•   pulmonary infections
•   regurgitation of food when lying down or bending 

over (diverticulitis)
Stomach upsets do not cause bad breath. While pass-

ing gas may be equally malodorous, 
bad breath is not a reflection of diges-
tion in the stomach or lower bowel 
function.2 Not considered halitosis, 
diabetic ketoacidosis produces a 
fruity scent, hepatic failure may have 
the smell of sulfur and renal failure 

the odor of urine.

How is bad breath evaluated?
The patient may complain of halitosis or perhaps 

their family or friends have clearly stated that their breath 
smells bad. The first step is to ask the patient about their 
oral health and hygiene habits:

•   Do you use dental floss or some method of cleaning 
inter-dental spaces?

•   Do you eat foods that have strong odors?
•   Do you smoke, drink coffee or alcoholic beverages?
•   Are you using any prescription or non-prescription 

medicines?
•   Do you floss and brush your teeth after each meal?
•   Do you wear dentures?
•   Have you had a cold or sinus infection recently? Do 

you have a fever?
•   How often do you visit the dentist?

The sniff test
Patients are asked to avoid strong smelling foods for 

48 hours. For 2 hours prior to the test avoid eating, chew-
ing, drinking, smoking, gargling or rinsing the mouth. The 
patient exhales 10 cm away from the examiners nose first 
with the mouth open and then with the mouth closed. 
Halitosis caused by oral problems smells strong, rotten or 
pungent. Halitosis caused by systemic problems can have 
a less pronounced odor that is abnormal (fruity, sulfurous 
or urine-like).

When should the patient seek medical or dental help?
Suggest a visit to the dentist or doctor if there is:
•   a discharge from the nose
•   foul smelling sputum

FeaTure arTicle

halitosis

Meera B.  Thadani
M.sc.(Pharm.)

Figure 2. Extraoral 
conditions or medications 

can cause dry mouth. 
The tongue is red, tissues 

irritated and can look 
tough and leathery.

Figure 1. This patient needs a dentist (a). Lack of proper 
dental hygiene can cause gingivitis, periodontal disease, 

bad breath and ultimately loss of the teeth (b).

(a ) (b )
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•   fever present
•   a lesion(s) present

How is bad breath treated?
1.   Prevention is the best treatment. 

Oral hygiene that includes flossing 
and brushing at least twice daily 
with toothpaste and toothbrush with soft or ultra soft 
bristles will reduce halitosis. Keeping a toothbrush at 
work to brush teeth after eating is highly recommended. 
Dentists will suggest replacing the toothbrush every 3 
months. Remove dentures at night and clean them well 

before placing into the mouth for 
the day.
2.   Visit the dentist for cleanings 

and check-ups every 6 months to 
prevent periodontal disease and 
dental caries.

3.   Stop smoking or chewing tobacco. Ask the pharmacist 
to help you QUIT!

4.   Drink plenty of water during the day to avoid a dry 
mouth. The use of sugarless gum or candy will stimulate 
the production of saliva that will help to remove food 
particles and bacteria from the oral cavity.

5.   If there are foods that are causing the bad breath, try to 
avoid them.

6.   Keep a list of the medications you take. Those that cause 
dry mouth can contribute to bad breath.

7.   Oral health is part of your overall well-being. Loss of 
teeth can affect the way a person looks, speaks, eats and 
socializes. This can have a negative impact on the qual-
ity of life. Visit your dentist regularly. They will suggest 
the best type of toothbrush, flossing aids, toothpastes 
and mouthwashes best suited to the individual.

The bottom line
Most cases of halitosis are the 

result of the breakdown and fermenta-
tion of food left in the mouth by anaerobic 

gram-negative bacteria.
Other disorders may cause halitosis and are 

accompanied by other symptoms and findings.
Bad breath is not a reflection of digestion in the 

stomach or lower bowel function.
Mouthwashes mask halitosis. They help only for a 

short time and their repeated use does not solve the prob-
lem. The best treatment for halitosis is to prevent it with 
good oral hygiene. This includes bi-annual visits to the 
dentist who will also check for any underlying causes at 
each visit. An ounce of prevention is a pound of cure!

References:
1.   J. H Dirckx, Stedman’s Concise Medical Dictionary 

for the Health Professions, 3rd edition, Williams & 
Wilkins, Baltimore, 1997.

2.   Thadani, M.B., Gone With the Wind, Communication, 
August, 2010.

3.   http://www.cda-adc.ca/en/oral_health/oral_health_
life.asp?intPrintable=1

ANNUAL GENERAL MEETING
April 16th, 2011 

9:00 am
The Delta Hotel

350 St. Mary Ave., Winnipeg, MB
Members who wish to receive an advance 

copy of the Annual Report, please  
contact the MSP office at 956-6681 or 
1-800-677-7170 prior to April 1, 2011  

and a copy will be mailed to you.

N E W  G R OW T H,

Strong Roots

For more information call: (204) 631-5506

Independent banner programs,  
services and supports:
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By following a well-formulated asset allocation strategy, you 
can stabilize your portfolio and increase your peace of mind 
at the same time.

What is asset allocation? Simply put, it is a strategy for 
answering two basic questions:

(a) What type of assets should I have in my portfolio?
(b) How much of each should I have?
I cannot overstate the importance of asset allocation 

when it comes to building a successful portfolio. Asset allo-
cation provides you with a roadmap for selecting appropri-
ate investments, and for re-balancing your portfolio before, 
during, and after market volatility. As such, it is one of the 
cornerstones of successful investing.

The rationale for asset allocation
The idea of asset allocation is an old one (at least as old 

as the saying “don’t put all your eggs in one basket”). But 
the idea really took off in the late 1980s, when investment 
whiz Gary Brinson (whose financial research in the subject 
has become one of the cornerstones of modern investment 
strategy) discovered in one investigation that more than 
90% of portfolio performance could be attributed to how 
assets were allocated. Slightly less than 5% was accounted 
for by the actual securities held, while less than 2% was due 
to market timing. In other words, asset allocation decision 
turned out to be ten times more important than everything 
else put together!

Successful asset allocation begins with a simple rule: 
we should all look for the combination of assets that gives 
us the greatest potential return for an appropriate level of 
risk. The right asset allocation for you may not be the right 

allocation for me, depending on the difference in our per-
sonal risk tolerance, but the principle comes down to this: 
take on as much risk as you have to in order to accomplish 
your investment goals. And no more.

How do I begin?
You can start by asking yourself a simple question: 

“Given my personal risk tolerance, and individual objec-
tives, what portion of assets should I allocate for growth, 
what portion for income, and what portion for liquidity?”. 
This is the secret to successful asset allocation—figure out 
what you are trying to accomplish with your investments, 
and then organize your portfolio in the way that is most 
likely to make those goals a reality.

Putting asset allocation to work
Once you’ve outlined your investment objectives, you 

should be able to determine an appropriate asset mix. If 
it’s growth you’re after, you’ll want to allocate a significant 
amount of your wealth to equities, which have historically 
outpaced other assets when it comes to growth. If your 
objective is income, you’ll want fixed-income investments 
such as bonds, preferred shares, and perhaps income trusts 
or real estate. These investments offer the most consistent 
income flow. And if the goal is safety and liquidity, short-
term investments such as GICs, T-Bills, or money-market 
mutual funds will dominate.

No matter what your objective, you’ll want to reserve a 
portion of your portfolio for each of these main categories. 
Such a balance will make market volatility a lot less of a 
problem in your portfolio, and will help you sleep better 
at night.

The importance of asset allocation
asset allocation is the key to investment success

 

 
 
 
 
 
 

The Blando Group is the preferred Wealth Management partner of the Manitoba Society 
of Pharmacists and its members. We offer a comprehensive approach to building and 
protecting your wealth. 
 

For a personalized review of your portfolio, please contact: 
 

Robert W. Blando, B.Comm. (Hons), PFP, LU, Senior Wealth Advisor 
(204) 946-9223 or 1-800-324-0266 X223 
robert_blando@scotiamcleod.com 
 

Shane Verity, Investment Associate 
Kim Mathers, Administrative Associate 

 

Financial Advice  •  Investments  •  Estate & Retirement Planning    
 

 ® Registered trademark of The Bank of Nova Scotia, used by ScotiaMcLeod 
under license. ScotiaMcLeod is a division of Scotia Capital Inc. Scotia 
Capital Inc. is a Member–Canadian Investor Protection Fund. 
 

  

Professional Wealth Management Driven by Personal Service 
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The Faculty of Pharmacy students have made a tremendous 
effort to raise money in hopes of finding a cure for multiple 
sclerosis (Ms). They have created a team for the annual Ms 
Walk in canada called, ‘Team Pharmacy’, which has currently 
raised over $24,000 this year alone. They have already raised 
over $50,000 over the last three years! This makes them the 
largest contributor in Manitoba, and second in canada.

Recently, the team reached their first goal of raising 
$20,000 for MS. To encourage the team to reach this goal 
Mike Namaka, a clinical specialty MS pharmacist and pro-
fessor at the Faculty of Pharmacy promised to dye his hair 
red in front of many students, staff, and media personnel. 
On February 14, 2011 he did just that! If Team Pharmacy 
reaches their second goal of $30,000 Mike will also be a 
mascot for the team on the day of the walk, and he will 
shave the letters MS into his newly dyed red hair.

The Professional Relations Committee urges you to 
help support our students and to follow their admirable 
lead to help Manitobans find a cure. You can help by either 
joining the walk with the pharmacy team or creating a team 
on your own. Go to http://mssociety.ca/en/events/scwalk/
default.htm for information. 

To donate under Team Pharmacy, click ‘Top Fundraisers’ 
on the left hand side, then ‘Top 100 teams’, then ‘Team 
Pharmacy’, and finally, click ‘Pledge my Team Online’. 
You can also go online directly to http://msofs.mssociety.
ca/2011WALK/SponsorTeam.aspx?&PID=1244671&L=2.

Help our students become the #1 team in Canada and 
raise money towards a cure for MS!!!

TeaM PharMacY – The Multiple sclerosis 2011 Walk

FeaTure arTicle

Students from the Faculty of Pharmacy are joined by Kelly 
Butler from the Blue Bombers and Chrissy Troy from HOT 

103 (first row 2nd from left) and Kristine Petrasko from the 
Faculty of Pharmacy (first row, far right).

Manitoba Society of Pharmacists
ANNUAL GENERAL MEETING AGENDA

Saturday, April 16, 2011, 9:00 am 
The Delta Hotel, 350 St. Mary Ave., Winnipeg, Manitoba

Chair – To be announced
 1. Minutes of the Annual General Meeting, April 10, 2010
 2. Business Arising
 3. President’s Address  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . M. Baxter
 4. Auditor’s Report
 5. Finance Report . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . A. Desjardins
 6. Executive Director’s Report . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . S. Ransome
 7. MSP Committees
 7.1 Communications Journal Committee . . . . . . . . . . . . . . . . . . . . . . . . . . . . A. Desjardins
 7.2 Membership Committee . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . J. Ell
 7.3 Economics Committee . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . G. Harochaw
 7.4 Professional Relations Committee . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . G. Romanetz
 7.5 Government Relations Committee . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . M. Baxter
 7.6 Pharmacare Committee . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . M. Glass
 7.7 Insurance Committee . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . E. Kuber
 7.8 Good Governance Committee . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . T. Pattern
 8. Liaison Reports
 8.1 Canadian Pharmacists Association Liaison . . . . . . . . . . . . . . . . . . . . . . . . . K. Petrasko
 8.2 Student Liaison . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . K. Ens
 9. New Business
10.  Closing Resolution
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The power of student energy is an amazing thing to capture.
They have so much drive, dedication and will. The challeng-
ing part is to seize the right moment. There are so many 
charities out there that can be helped. Why Ms?

Well for one thing, Manitoba happens to have one of 
the highest rates of MS in Canada. There 
are over 3,000 people in Manitoba living 
with the disease. We all know some-
one that is affected by it, and that is 
why we chose MS. We also discovered 
that MS research is a big part of the 
Faculty. Dr. Mike Namaka (Professor and 
Neuroscientist) works directly with these patients through 
the End MS program, his clinic and his research.

Team Pharmacy has grown into something quite large. 
With over 100 members helping over the last three years, 
the team has already raised over $50,000! This year alone, 
they have already raised over $24,000. By walking, the stu-
dents are helping to raise awareness for people living with 
MS, and at the same time, they are gaining a much better 
understanding of how the disease can affect so many lives 
around them. By giving just a little of their own time, they 
have given back so much more to their community.

The Manitoba Society of Pharmacists (MSP) has also 

honed in on this opportunity and has joined forces with 
the students at the faculty for Pharmacist Awareness Week 
(PAW) 2011!

For each PAW event that the students put on for the 
pharmacies in Manitoba, they will receive a minimum of 
$150 towards the MS walk fundraising. It’s a win-win situa-

tion. The pharmacy hires a student and 
they arrive with all the materials set to go! 
The pharmacy receives a receipt for their 
donation. You can’t lose.

The topics of choice for this year 
were: Smoking Cessation, the Manitoba 
Medication Return Program, Cough & 

Cold, and It’s Safe to Ask. For next year bookings, please 
contact Sara Smith, third year Pharmacy student, at smit-
ty4321@hotmail.com or umsmi278@cc.umanitoba.ca.

We are asking Manitoba Pharmacists to tell us about 
their PAW event. Your success story and collaboration with 
a student just might be the catalyst for bigger change in the 
future. We want to share your experience with colleagues 
and inspire others to strive for excellence. Take pictures 
and send them in to: info@msp.mb.ca!!

For more information about Team Pharmacy, or to 
help with the cause, please go to: http://msofs.mssociety.
ca/2011WALK/SponsorTeam.aspx?&PID=1244671&L=2

students and Ms
FeaTure arTicle

KrisTine PeTrasKo

D’ARCy & DEACON LLP enjoys a carefully built reputation 
as one of the foremost law firms in Winnipeg. Our lawyers 
bring comprehensive experience and proven expertise to 
the institutions, businesses, organizations and individuals 
we serve. Respect for the well-being of our clients, while 
maintaining the flexibility required to ensure the provision 
of direct and cost-effective representation and counsel, 
remain the cornerstones of our practice.

As part of that mandate, D’ARCy & DEACON LLP is proud 
to provide legal services to Members of the Manitoba Society 
of Pharmacists (“MSP”). In consultation with the MSP, the 
Firm has developed a unique Legal Assistance Program to 
maximize advantages available to Manitoba Pharmacists.  
Written information regarding D’ARCy & DEACON LLP 
and the Legal Assistance Program is 
available to all Members from both the 
Firm and MSP.

Grant A. 
Stefanson

(204) 925-5376

Richard M. Rice
(204) 925-5358

McKesson Canada is Proud to Support  
The Annual Manitoba Pharmacy Conference

We Offer Quick Delivery Services Including:
Same Day Service in Winnipeg

Next Day Service Outside of Winnipeg  
and Surrounding Areas

Contact Information:
Toll Free Customer Service: 1-800-665-1073

Website: www.mckesson.ca
Location: 10-1680 Notre Dame Ave., 

Winnipeg, Manitoba  R3H 1H6

McKesson 2011 Golf Tournament
SAVE THE DATE!

This year our tournament will be held on  
Wednesday, June 29, 2011. 

Please watch for more information on your  
McKesson invoices.
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Multiple sclerosis (Ms)
Overview:

1.   What is MS?
2.   Symptoms of MS
3.   MS Information Tidbits
4.   Types of MS
5.   Potential Causes of MS
6.   Diagnosis of MS
7.   Treatment of MS
8.   Role of the Pharmacist
9.   Summary

1.)  What is MS?
Multiple Sclerosis is a 

disease affecting the central 
nervous system (CNS) which 
includes the brain and spinal 
cord. It is characterized by the 
destruction of myelin, which 
is a protective layer that sur-

rounds the axons (nerve fibres) responsible for the conduc-
tion of electrical messages throughout the body. The myelin 
sheath is thought to be attacked by the body’s immune sys-
tem, resulting in inflammation, plaques, lesions, and the 
disruption of communication signals travelling along the 
axons. This disruption can occur in any area of the nervous 
system and therefore can lead to an array of different MS 
symptoms.

2.)  Symptoms of MS
The symptoms of MS vary from person to person 

depending on the severity of the disease and the area of 
the axons that are affected. Hence, patients with MS may 
present with very different symptoms than one another. 
The main symptoms of MS include:1

•   Balance and dizziness
•   Bladder dysfunction
•   Bowel constipation, diarrhea, incontinence
•   Cognitive impairment
•   Depression
•   Dry mouth
•   Dysarthria or difficulty speaking
•   Dysphagia (difficulty swallowing)
•   Fatigue and Fatigability
•   Gait (difficulty walking)
•   Hormonal influences for women with MS
•   Inappropriate affect (also known as pseudo bulbar 

affect, emotional incontinence, involuntary emotion-
al expression disorder – IEED) characterized by invol-
untary or uncontrollable laughter or crying (occurs in 
10% of patients, is treatable with TCAs or SSRIs)1

•   Incoordination
•   L’hermitte’s (Electric shock sensation radiating down 

spine and neck flexion)
•   Mood Lability/Bipolar Disorder
•   Optic Neuritis (inflammation of the optic nerve)

•   Pain
•   Paroxysmal Symptoms
•   Sensory Impairment, Numbness/Tingling
•   Spasms

•   Spasticity
•   Tremor
•   Uhthoff’s Phenomena (Heat 

Intolerance)
•   Useless Hand Syndrome (of 

Oppenheimer)
•   Weakness

3.)  Multiple Sclerosis Tidbits of Important Information:
MS is considered a young adults disease because it is 

primarily diagnosed in men and women between the ages 
of 15 and 40 years of age. It occurs more than 3 times more 
in women than in men, but men often have the more debil-
itating forms of the disease. MS has been found in patients 
as young as 2 years old.1 The following information was 
taken from the MS Society of Canada’s website:1

•   ‘Canadians have one of the highest rates of multiple 
sclerosis in the world.

•   MS is the most common neurological disease affect-
ing young adults in Canada.

•   Every day, three more people in Canada are diag-
nosed with MS.

•   MS was first identified and described by a French 
neurologist, Dr. Jean-Martin Charcot, in 1868.

•   We don’t know what causes MS but researchers are 
closer to finding the answer.

•   55,000 to 75,000 Canadians have multiple sclerosis.
•   Prevalence rates range from one MS case per 500 

people to one MS case per 1,000 across the country.
•   The MS Society estimates, based on current preva-

lence rates, that approximately 1,000 new cases of 
MS are diagnosed in Canada each year.

•   MS is not a fatal disease for the vast majority of peo-
ple with MS. Most people who have MS can expect 
to live a normal or near normal life span, thanks to 
improvements in the treatment of symptoms and in 
other therapies for people with MS.’

4.)  Types of MS
There are 4 types of multiple sclerosis, and they all 

have different decline patterns. The figures defining the dif-
ferent types of MS were taken from the Canadian Multiple 
Sclerosis Society’s website at: http://mssociety.ca/en/infor-
mation/types.htm.
 1.)    Relapse-Remitting MS (RRMS): This is the most com-

mon form of MS (about 85% of patients start with 
this type), and also is the mildest form. In this type of 
MS, the patient experiences episodes of acute attacks 
referred to as relapses, exacerbations, or flare-ups.3 The 
attacks can be new symptoms, or the worsening of pre-
existing symptoms.1 The attacks are stable and are not 

FeaTure arTicle

PaM Johnson
B.sc. Pharm.
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considered to 
be a progres-
sion of the dis-
ease, and the 
patient gener-
ally recovers 
c o m p l e t e l y 
(figure 1a) or 
nearly com-
pletely (figure 
1b).1 RRMS is 
c a t e g o r i z e d 
into two dif-
ferent forms:
 Benign MS: 
in which a 
patient expe-
riences an 
episode of MS 
s y m p t o m s , 
but then goes through remission for 15-20 years after 
diagnosis. Sight and touch are primarily affected in 
these types of patients.1It is difficult to predict this type 
of MS so treatment still must be considered.1

 Clinically Isolated Syndrome (CIS): Also referred to as 
‘probable MS’, this type of RRMS is characterized by a 
single episode of neurological symptoms. It is usually 
diagnosed when a physician finds laboratory evidence 
that suggests the patient has had a second relapse of 
the disease.1 ‘In very early MS, it may be necessary to 
follow-up with the patient and repeat investigations a 
few months later to find evidence of a second defining 
MS attack.’1

 2.)   Primary-progressive MS (PPMS): this form of multiple 
sclerosis is characterized by the lack of remission epi-
sodes. The patient continues to have symptoms of MS 
that tend to get worse and worse over time. Figure 2a 

represents a steady 
decline, while 
figure 2b repre-
sents temporary 
i m p r o v e m e n t s 
which are possible 
during the course 
of this type of MS. 
A p p r o x i m a t e l y 
10% of people 
diagnosed with MS 
have PPMS and it 
is the only form of 
MS to affect men 
and women equal-
ly. PPMS tends to 
be diagnosed after 
age 40.

 3.)   S e c o n d a r y -
p r o g r e s s i v e 
MS (SPMS): 
Patients typi-
cally present 
with RRMS 
first, and may 
e v e n t u a l l y 
advance to 
s e c o n d a r y -
p r o g r e s s i v e 
MS. Patients 
with SPMS 
continue to 
have relapses, 
and no lon-
ger recover 
c o m p l e t e l y. 
Gradually their 
MS symptoms 
accumulate and lead to the progression of the disease 
and eventually disabilities. More than 50% of patients 
with RRMS will eventually progress to SPMS within the 
first 10 years, 90% within 25 years.3 Figure 3a repre-
sents MS in the early stages when there are periods of 
remission, then the disease progresses, while figure 3b 
represents accumulating disability.

 4.)   Progressive-Relapsing MS (PRMS): is the least com-
mon form of MS (5%).3 This type shows progression 
from onset with clear acute relapses with (Figure 4a) or 
without (Figure 4b) recovery.3

5.)  Potential Causes of MS:
The exact cause of MS is unknown, and there is no 

cure. However, there are many theories that have come to 
light with regard to the cause of MS:

•    Immunological disease: It is thought that MS is an 
autoimmune disease in which the body attacks the 
central nervous 
system, destroy-
ing the myelin 
sheath and dis-
rupting mes-
sages between 
the body and 
brain.3

•   Environmental: 
It has been 
found that peo-
ple born in an 
area with a high 
incidence of MS 
that move to an 
area with a lower 
incidence of MS 
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before the age of 15 acquire the risk level of their new 
home; however, people who move after the age of 15 keep 
the risk of their original birth place.3 This indicates that 
an environmental factor to MS is extremely likely. It has 
been thought that a deficiency of Vitamin D could be a 
culprit for MS due to the fact that the prevalence of MS is 
a lot less close to the equator, and the highest incidence 
of MS is in the Northern hemispheres.

•   Infectious: It is thought that a particular bacteria or virus 
may be responsible to cause MS to become active.3 Many 
bacteria and viruses have been studied, but none thus far 
have proven to be the cause of MS.

•   Genetics: MS is not considered to be a genetic disease, 
but it has been found that if you have a parent with MS 
you are 20-40 times more likely to develop the disease 
yourself.2 ‘Scientists theorize that MS develops in indi-
viduals who are born with a genetic predisposition to 
react to some environmental or infectious agent.’3

6.)  The Diagnosis of MS:
‘The diagnosis of patients with RRMS usually involves 

a review of the patient’s medical history, a physical exam, 
a neurological exam, an MRI scan, electroencephalogram 
(EEG) and, occasionally, other procedures such as a lumbar 
puncture.’2 The lesions and plaques found on the myelin 
sheaths are evident in an MRI of the brain and present as 
white spots in the MRI. In order to be diagnosed with MS, 
other medical conditions must be ruled out, and there must 
be at least 2 MRIs showing lesions, taken at least 3 months 
apart. The patient also has to present with symptoms 
with certain specifications separated by time and space. 
This means that the patient must have symptoms that 
are typical of MS that last more than 24 hours (and could 
last several days, weeks or months), relapses of symptoms 
must occur at least 1 month apart from one another, and 
the symptoms must be located in two different areas of the 
body to showcase the problem is throughout the body and 
not in just one area. For example, a patient may exhibit 
symptoms in the optic nerve leading to temporary vision 
loss, and at least a month later may exhibit a tingly feeling 
down their leg for an extended period of time.

Type of Medication Medication name approved for What types of Ms? how it Works side effects dose neutralizing antibodies?

Interferon 
beta-1a

avonex relapsing forms of Ms. also for treatment of 
people at risk for developing clinically definite 
Ms (cdMs).

a protein derived from cells of mammals, 
via recombinant dna techniques. This 
protein is normally made by the body to 
block both the activity of certain immune 
system cells and the passage of these cells 
into the central nervous system, therefore 
preventing these cells from causing 
inflammation and damaging the myelin.

The most common side effects include flu-like 
symptoms (fatigue, chills, fever, muscle aches, and 
sweating) and injection site reactions (swelling, 
redness, discolouration, and pain). Most of these 
symptoms tend to improve over time. less 
common side effects include some liver, blood and 
thyroid problems, as well as allergic reactions and 
depression.

30mcg 
iM every 
week.

Yes, but seems to be 
less than the other 
beta·interferons.

rebiff Treatment of relapsing forms of Ms (rrMs 
and sPMs). although rebiff did not affect 
progression of disability in sPMs, clinical 
trials have shown that people with sPMs with 
relapses experience benefits with respect to 
relapses and Mri disease activity compared 
to those receiving placebo.

a protein derived from cells of mammals, 
via recombinant dna techniques. This 
protein is normally made by the body to 
block both the activity of certain immune 
system cells and the passage of these cells 
into the central nervous system, therefore 
preventing these cells from causing 
inflammation and damaging the myelin.

same 44mcg 
sc 3x/
week, 
doses of 
22mcg 
3x/week 
also 
available.

Yes

Interferon 
beta-1b

Betaseron Treatment of people with rrMs who are 
ambulatory to reduce the frequency of 
attacks. Treatment of sPMs and for treatment 
of people at risk of developing clinically 
definite Ms (cdMs).

Made from bacterial cells using 
recombinant dna techniques.1 it works in 
the same way as the avonex, protecting the 
body from certain immune system cells.

same 250mcg 
sc q 2 
days.

Yes

extavia approved for the treatment of patients with a 
single demyelinating event with 2 lesions on 
Mri to delay progression to definite Ms. also 
approved for rrMs and sPMs.

Made from bacterial cells using 
recombinant dna techniques.1 it works in 
the same way as the avonex, protecting the 
body from certain immune system cells.

same 0.25mg 
(8 Miu) 
sc q 2 
days.

Yes

Glatiramer copaxone Treatment of people with rrMs who are 
ambulatory. also for the treatment of people 
at risk of developing clinically definite Ms 
(cdMs).

a synthetic protein made up of a 
combination of four amino acids that 
chemically resemble a component of 
myelin.1 copaxone induces the production 
of immune cells that are less
damaging to myelin.1

less common side effects include some liver, 
blood and thyroid problems, as well as allergic 
reactions and depresslon.1

The dose 
is 20mg 
sc/day.

Ga·reactive antibodies 
are not neutralizing 
and do not alter the
principal 
immunological effects
of Ga.1

Natalizumab Tysabri Tysabri is indicated as a monotherapy 
(not combined with other therapies). 
recommended for people with Ms who have 
not responded adequately to other disease-
modifying therapies or who are unable to 
tolerate them. later option due to increased
risk of progressive multifocal 
leukoencephalopathy (PMl) a rare brain 
disease with no treatment options caused by 
the Jc virus that can cause severe disability 
or death, usually affecting people with 
suppressed immune systems. The drug’s 
manufacturers recommend that people who 
take Tysabri should enrol in the canadian 
Tysabri care Program at 1-888-827-2827.

is a type of protein called a monoclonal 
antibody that is produced from mammalian 
cells using recombinant dna techniques. 
First in a class of agents called selective 
adhesion molecule inhibitors. in Ms, 
inflammatory T cells enter the central 
nervous system by attaching to the blood-
brain barrier with “sticky molecules”, called 
alpha-4 lntegrlns. Tysabri blocks alpha·4 
integrin and prevents T cells from entering 
the central nervous system, where they 
cause inflammation and damage to myelin.

The most common serious side effects of Tysabri 
therapy are infections and allergic reactions (rash, 
swelling, difficulty breathing). Three cases of PMl, 
including 2 deaths, have been reported. Treatment 
may be associated with infusion-related reactions 
(headache, dizziness, fatigue, rash). less common 
side effects include anemia, cough, muscle 
cramps and depression. increased risk of PMl. 
healthcare professionals must monitor people on 
Tysabri for any new sign or symptom that may 
be suggestive of PMl, and treatment should be 
withheld immediately at the first sign or symptom 
suggestive of PMl.

300mcg 
q 4 wks 
via iv 
infusion.

Yes. Persistent 
nabs to Tysabri are 
associated with a 
lesser treatment 
effect and an 
increased risk of 
hypersensitivity 
reactions and/or 
infusion-related 
reactions. antibody 
testing should be 
performed if nabs 
are suspected

Table 1: Treatment Options for Multiple Sclerosis
Source: Canadian Society of Multiple Sclerosis: Treatments: Modifying the Disease Course. Website: http://mssociety.ca/en/treatments/modify.htm. Accessed February 6, 2011.
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7.)  Treatment
There is NO cure for MS. Therefore, it is important 

that a patient’s quality of life is especially considered with 
regard to this debilitating disease.

   a.) Non-Pharmacological Treatment
Treatment should be facilitated by a team of healthcare 

professionals and support systems including physicians, 
pharmacists, physiotherapists, psychologists, occupational 
therapists, dieticians, social workers, nurses, and family. It 
has been shown that heat slows down the conduction of 
signals through the nerves, so a patient with MS may ben-
efit from avoiding heat. Living a healthy lifestyle with diet 
and exercise can also be beneficial.

Support programs are also available for patients and 
families of those with MS. The Multiple Sclerosis Society 
of Canada provides information and referral, supportive 
counselling, support and self-help groups, recreational 
and social programs, and financial assistance. Go to http://
mssociety.ca/en/help/services.htm for more information.

   b.) Pharmacological Treatment
There are different classes of medication that are used 

to treat MS. Some medications are immune modulators, 
which help to slow down the progression of the disease. 
Steroids are given to decrease the severity and duration of 
symptoms, and symptoms are managed with many differ-
ent medications.

Immune Modulating Medications:
Currently there are 3 different types of immune modu-

lators, including 5 different medications for the treatment of 
MS: interferon beta-1b, interferon beta-1a, and glatiramer 
acetate. A sixth medication called natalizumab is also avail-
able, and is considered to be a selective adhesion molecule 
inhibitor. These therapies can cost between $20,000 and 
$40,000 a year. Before initiation of these therapies, other 
possible diagnoses must be ruled out. Consult the above 
chart for basic information about MS immune modulators 
and natalizumab. For more detailed explanations please go 
to the following website through the MS Society of Canada: 
http://mssociety.ca/en/treatments/modify.htm.

Neutralizing Antibodies:
Some of the immune modulator treatments have been 

associated with neutralizing antibodies (NAb). ‘It is not 
known if NAbs completely “neutralize” the clinical benefits 
of therapy. Some research has found that a higher NAb level 
may be associated with a lesser treatment effect . . . Studies 
are continuing in this area, as is the development of a stan-
dardized NAb test.’1

Steroid Management:
Steroids including prednisone and iv methylpredniso-

lone are used during relapses to treat inflammation of the 
myelin sheath. This helps to reduce the severity and dura-
tion of the relapse and speed up the return of function.1 
Side effects include difficulty sleeping, stomach upset, and 
irritability.1 Long term use can affect the liver, kidneys and 
bone density and therefore, is not recommended.1

Other Medications:
Methotrexate, cyclophosphamide and mitoxantrone 

are other agents found to decrease the activity of the 

immune system.2 These agents are usually reserved for 
patients not benefiting from or tolerating other first-line 
therapies.2 Cladribine and Fingolimod are two other medi-
cations currently being studied for the treatment of MS.2

Symptom Management:
Patients with MS often have many different symptoms 

that sometimes need to be treated individually. Please visit 
the following webpage from the Multiple Sclerosis Society 
of Canada website to see excellent charts with symptom 
management options: http://mssociety.ca/en/treatments/
managesymptoms_chart.htm.

8.)  Role of the Pharmacist
Pharmacists are the most accessible health care pro-

fessionals, and are readily available to answer any ques-
tions about multiple sclerosis from patients and family. It is 
important that as a pharmacist you recognize your patient’s 
needs and help them with the management of their symp-
toms. Many patients will need supplemental medications 
to their immune modulator medications including antide-
pressants, antispasmodics, pain medications, and others. 
You can inform your patients about the various risk/ben-
efit ratios with the medications, and teach them how the 
medications are going to help them. The most important 
goal is to improve the patient’s quality of life, so that must 
be considered in all aspects.

9.)  Summary
MS is a debilitating disease, characterized by the 

destruction of the myelin sheath surrounding the axons 
responsible for conducting electrical messages between 
the body and the brain. It is thought to be an immuno-
logical disease with possible environmental, genetic, and 
infectious factors. MS affects 3 times more women than 
men, and affects 1 out of every 500-1000 people in Canada. 
There are four different types of MS which represent differ-
ent rates of decline, and there is no cure. Treatment options 
include symptom management, steroids for relapses, and 
immune modulators. Pharmacists can help by answer-
ing the questions and concerns of MS patients and their 
families, as well as informing the patients and their families 
about the benefits and side effects of the medications. The 
most important goal for MS patients is to improve their 
quality of life.

References:
1)   The Multiple Sclerosis Society of Canada. Website: http://mssociety.ca/en/informa-

tion/default.htm. Accessed Feb 5, 2011.
     a.   Treatments: Modifying the Disease Course: Website: http://mssociety.ca/en/

treatments/modify.htm. Accessed February 6, 2011.
     b.   Treatments: Treating Relapses (Exacerbations, flare-ups, attacks). Website: http://

mssociety.ca/en/treatments/treat_relapse.htm. Accessed February 6, 2011.
     c.   About MS: Types of MS: Website: http://mssociety.ca/en/information/types.htm. 

Accessed February 6, 2011.
     d.   About MS: MS Symptoms: Why do MS Symptoms Develop Website: http://msso-

ciety.ca/en/information/symptoms.htm. Accessed February 6, 2011.
     e.   About MS: Managing MS Symptoms: Website: http://mssociety.ca/en/informa-

tion/symptoms_manage.htm. Accessed February 6, 2011.
     f.   Living with MS: Services for You and Your Family: Website: http://mssociety.ca/

en/help/services.htm. Accessed February 6, 2011.

2)   Wenjun Zhu, Ph D Candidate, BSc. Pharm., MSc, Josee-Anne Le Dorze1, BSc.Pharm, 
Michael Prout, BSc. Pharm, Emma Frost, Ph.D, Mike Namaka, Ph.D.Pharmacy 
Practice National Education Program: CE lesson. An Overview of Relapsing Remitting 
Multiple Sclerosis (RRMS) and Current Treatment Options. November, 2010.

3)   Kalb, Rosalind, PhD, Editor. MS: The Genetic Connection: 2006 North American 
Education Conference. Multiple Sclerosis Society of Canada.

16   C o m m u n i C at i o n  m a r C h /a p r i l  2011



recently, there was a survey conducted by MsP on a num-
ber of current topics. one of the questions asked if mem-
bers thought that all Manitoba pharmacists should pay dues 
to MsP, because of the benefits that all pharmacists receive 
from MsP’s efforts. i am sure the results of the survey are 
very interesting and many people will be on either side of 
the fence, but one thing is certain: all pharmacists benefit 
from MsP, some more directly than others, and pharmacists 
make a good living in this province. no one can argue that. 
so, should only some pay while all benefit?

MSP is the economic and profes-
sional promotion wing of the profes-
sion. Much like Doctors Manitoba and 
the Manitoba Dental Association, MSP 
is responsible for getting and keeping 
money in our pockets and for promot-
ing what pharmacists can do, through 
print, radio and television ads. The services provided come 
at a cost and EVERY pharmacist in this province benefits 
(wages have doubled since I graduated 10 years ago). It 
will be even more important in the future for the advocacy 
organization to have sufficient funds available to ensure 
pharmacy’s voice is heard. MSP also negotiates with gov-
ernment, publishes Communication magazine and is the 
voice of pharmacists in Manitoba. The benefits of an MSP 
membership were promoted to me first by my boss, and I 
suggest that all employers should do the same with their 
staff.

You may not always agree with what MSP does, or the 
decisions that are made, but the profession will need extra 
revenue going forward as there will be many battles to 
fight. We will be lobbying government to reduce impacts 

of drug reform and kiosks, promoting an expanded scope 
of practice to the public and to other health professionals, 
and ensuring that pharmacists have access to the educa-
tion and training necessary for fulfillment of our evolving 
professional responsibilities.

Is it fair that only some people via membership dues 
are funding these efforts? I have not always been a member 
of MSP, and I now feel that letting my membership lapse 
in years past was a mistake. When the going is good we 
sometimes forget or are unaware of all the time and effort 
that went into making things as such. We only need to look 
at nearby provinces to predict that generic pricing reform 
may be on the horizon in Manitoba – are you ready to man-

age that change by yourself? I suggest 
that now is the time for all pharmacists 
to lend their support to MSP.

It is a crucial time for the practice of 
pharmacy. We need to ensure the long 
term sustainability of the profession. No 

matter what side of the fence you sit on, 
one thing is for certain: Whether you practice in hospital, 
community, in an academic or administrative setting, or 
elsewhere, support of each other’s initiatives going forward 
will be imperative.

Please Note: MSP has had several requests for hospi-
tal content in Communication. This is an excellent idea 
and we need someone to help out. If you are interested in 
writing a hospital-related article, or a regular column, for 
Communication magazine, please contact the MSP office 
at info@msp.mb.ca. Personally, I would like more updates 
on what is happening in the hospitals around the province. 
I hear great feedback from pharmacy students that have 
done rotations in the hospitals, but more first-hand infor-
mation on the program and clinical services being admin-
istered by hospital pharmacists would be insightful.

FULL TIME PHARMACIST REQUIRED: BRANDON CLINIC 

PHARMACY, 36 McTavish Avenue East, Brandon, MB requires 

a full time pharmacist (37.5 hours per week) to join our 

professional team of 5 pharmacists. No evenings, Sundays or 

holidays. Please contact Wayne Couling by mail, phone or  

email at: 36 McTavish Avenue East, Brandon, MB R7A 2B2;  

Work (204) 728-3642; Home (204) 728-8791;  

Email: clinicph@mts.net.

TIME FoR A CHAngE In yoUR PHARMACy CAREER?  

ZELLERS PHARMACY GRANT PARk announcing new opportunity 

in Winnipeg. Full time pharmacist, very attractive package, 

flexible schedule, continuing education, friendly staff and a lot 

more. Please contact Rasha Guirguis, Pharmacy Manager, at 

Zellers Pharmacy Grant Park to express your interest or request 

further information. E-mail: guirguisrasha@yahoo.com or  

Cell: (204) 218-6452.

classiF ieds

FeaTure arTicle

alan laWless

should We all Pay?
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PrograM at a glaNCE 2011

FrIDaY aPrIl 15, 2011
12:30-7:00 pm Registration Desk Open 2nd Floor Lobby

1:00-2:00 pm Session A - Improving Patients’ Lives Ballroom B

2:00-3:00 pm Session B - Dementia: Pharmacist’s Role in Alzheimer’s Ballroom B

3:00-3:30 pm Refreshment Break 2nd Floor Lobby

3:30-5:00 pm Session C - Medication Safety Ballroom B

5:00-7:00 pm
Wine & Cheese Reception Victoria

Young Leaders Award Presentation

SatUrDaY aPrIl 16, 2011
8:00 am-7:00 pm Registration Desk Open 2nd Floor Lobby

8:00-8:30 am Continental Breakfast for Pharmacy Technicians Ballroom C

8:30-9:00 am Continental Breakfast 2nd Floor Lobby

8:30-12:00 pm Pharmacy Technician Program Ballroom C

9:00-10:00 am MSP Annual General Meeting Ballroom A

10:00-10:30 am CPBA Update Ballroom A

10:30-11:00 am Refreshment Break with Exhibitors Victoria

11:00-12:00 pm MPhA Annual General Meeting Ballroom A

12:00-1:30 pm Buffet Lunch with Exhibitors Victoria

1:30-4:30 pm Issues Forum:  Where are the drugs and how do I get them? Ballroom A

2:45-3:15 pm Refreshment Break with Exhibitors Victoria/Albert

6:00-7:00 pm Conference Chair Reception & Silent Auction Ballroom A

7:00-11:00 pm Annual Awards Banquet Ballroom B

SUNDaY aPrIl 17, 2011
 8:30 am-4:00 pm Registration Desk Open 2nd Floor Lobby

9:00-9:30 am Continental Breakfast 2nd Floor Lobby

9:00-4:00 pm Q.U.I.T Workshop Kildonan

9:30-11:45 am

Concurrent CE Sessions

Session D1 - The Nerve to Serve/Dare to Care Ballroom A

Session D2 - Clear Thinking on Opioids and Pain Campaign B

10:30-10:45 am Refreshment Break 2nd Floor Lobby

11:45 am - 1:30 pm MPhA Awards Luncheon Ballroom B

1:30-3:00 pm

Concurrent CE Sessions

Session E1 - Get Better Together Ballroom A

Session E2 - Diabetes Strategy for Pharmacists Campaign B

2:15-2:30 pm Refreshment Break 2nd Floor Lobby

1:30-4:30 pm Welcome to the Profession: Frequently Asked Questions Campaign A

3:15-4:30 pm Session F1 - Ovarian Cancer Survivors Campaign B

3:15-4:30 pm Session F2 - Headline News for Pharmacists Ballroom A



 Reduced Rates for MSP Members 
 Building, Inventory and Equipment 
 Business Interruption (Loss of Income) 
 Commercial General Liability 

 

            INSURANCE BROKERS INC. 
“Commitment to Excellence”“Commitment to Excellence”“Commitment to Excellence”“Commitment to Excellence”
R                           UBAN 

Phone: 204-988-5000   
Fax:     204-988-5003 

300-570 Portage Avenue 
Winnipeg , MB   R3C 0G4 

E-mail:  mblank@rubaninsurance.com 

Matthew Blank, B.A., Account Executive  

Joshua D. King, CIP, Account Executive  
E-mail:  jking@rubaninsurance.com 

 10% Discount Group Advantage  
 1st Time Claims Forgiveness “Claims Protector” 
 Comprehensive Insurance Form 
 Identity Theft Coverage 

 Homeowners, Condominiums and Tenants 
 Seasonal/Secondary Residences 
 Boats & Motors 
 Personal Liability Protection 

 Employee Dishonesty 
 Robbery & Hold-Up (on/off business premises) 
 Stock Spoilage  
 Professional Liability Protection 
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Q&a: GeTTinG To 
KnoW Your ManiToBa 
PharMacisTs

Name: Vernon cooke
Place/Year of Graduation: 
University of Manitoba, 1948

Years in Practice: 40

Currently Working: Retired

Accomplishments in pharmacy: 
1981 Pharmacist of the Year,  
1983 MPhA Centennial Award (Pharmacists at Risk),  
1994 MPhA Centennial Award (Pharmacists and Friends 
Winnipeg Harvest), 1987 MPhA Honorary Life Membership, 
1995 Bowl of Hygeia. Worked as a pharmacist at Sinclair 
Pharmacy from 1948 to 1952. Medical Service Representative 
at Eli Lilly from 1952 to 1965. Owner of Chapman Pharmacy 
Ltd. from 1965 to 1984. Between the years of 1950 and 1990 
served in the following roles: 
1950-52 Member of MPhA Education Committee
1958 Entertainment Chairman – CPhA Conference
1971 General Chairman – CPhA Conference
1972-74-76-78 Elected Member of MPhA Council
1975-78  Member of Faculty of Pharmacy Council, University 

of Manitoba
1976-78 Member of CPhA Council of Delegates,
1975-78  Member of Manitoba Drug Standards & Therapeutics 

Committee
1979  Member of Committee to Evaluate Drug Distribution 

and Pharmacy Service in Manitoba Nursing Homes
1980-85 MPhA Continuing Education Committee 
1981  Formation of Pharmacists at Risk Committee (Chairman 

from 1981-90)
1986 MPhA By-Law Committee
1988-90  Board of Manitoba Health Organization and Board of 

Canadian Long Term Care Organization

Family: Wife Arlyn, 3 daughters, 8 grandchildren, 3 great 
grandchildren

Hobbies: Curling, gardening, reading, working out at the 
Wellness Centre

Community activities: Long term care. 

Favorite thing about Manitoba: Diverse landscapes and seasons

Pet peeves: Politics

Favorite fictional character and why: Sherlock Holmes’s Dr. 
Watson for his ability to solve cases 

What could you do without forever: Peanut butter

What couldn’t you do without for even a day: Newspapers

What you love about pharmacy: It gave me the opportunity 
to attend University; and an opportunity to meet and work 
with a tremendous number of interesting people (both within 
pharmacy and those who were customers) who made it all 
worthwhile. Also, the opportunity to give something back 
through the Pharmacists at Risk Committee. 

Do you know someone who is making a difference in the pharmacy 
community? We would like to highlight them in this article!  

Please contact the MSP office at (204) 956-6681 or info@msp.mb.ca.

ALL CANDIDATES  
FORUM

ELECTION to the  
MSP BOARD  

of DIRECTORS
ThURSDAy, MAR. 24, 2011

FROM 7:00 P.M.TO 9:00 P.M.

SAMUEL COhEN AUDITORIUM, 
ST. BONIFACE RESEARCh CENTRE

351 TAChE AVE.

FIND OUT THE CANDIDATES’ 
POSITIONS ON IMPORTANT ISSUES 
FACING ThE PhARMACy PROFESSION 

For more information, please contact:

The Manitoba Society of Pharmacists

Phone: 204-956-6681 

or 1-800-677-6686

Email: info@msp.mb.ca
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The lasT Word

Bottled up in the Pipeline:
a Few Modest suggestions to cure  
the drug supply crisis
Pharmacists across canada have reported shortages of 
commonly prescribed drugs. in december, the canadian 
Pharmaceutical association issued a report that showed 
that on a national basis, 81.2 per cent of dispensing phar-
macists had trouble finding medications needed to fill a 
prescription. The number of pharmacists reporting prob-
lems in the week prior to the survey rose to 93.7 per cent.

The CPhA survey attempted to identify the causes of 
shortages and found many. Viewed as a supply chain, the 
problem of lack of availability breaks down into lack of 
overall management of the chain by any 
single authority or management system, 
shortages of raw materials, regulation 
that leads to production delays, prob-
lems in specific manufacturing plants 
that delay delivery of supply, shortages 
of containers and the politically potent 
problem that “new pricing regimes in 
provinces…act as a disincentive to production of particu-
lar drugs.” There was no mention of underproduction of 
some drugs that become very popular, such as shingles 
vaccine, Zostavax, sales of which exceeded the manufac-
turer’s estimates. 

The problem of short supply is getting worse, CPhA 
data show. In 2004, 63% of pharmacists said they had 
trouble getting product during one shift. In 2004, 80% of 
pharmacists said they had trouble getting product in the 
week prior to the survey.

The CPhA survey is vital in its implication that the 
drug supply chain of the country is breaking down. While 
there are supply chain problems in Europe and the U.S. as 
well, the Canadian situation is distinct. The causes cluster 
into a single hub of issues.

 The problem is most acute in the production of old 
generics such as tetracycline, for which there are few 
makers and little money to be made. “In 2010, the total 
sales of tetracycline in Canada amounted to $800,000,” 
says Jeff Connell, spokesman for the Canadian Generic 
Pharmaceutical Association in Toronto. “The problem 
begins with prescribers, who do not use it much any-
more,” he explains. Few scripts, few sales. Few sales, scant 
production. 

When shortages develop, queuing takes over. The 
effect of market regulation that restricts financial returns 
is to limit production. That’s where delays and lineups 
begin. In the case of dispensaries, it means pharmacists 
have to shop their orders or in some cases find substitutes 
for what they cannot get from their wholesalers or other 
sources.

Drug supply management is not the same as manag-
ing warehouses of hardware staples such as nails. Shelf life 
limits discourage bulk buying on very large scale as does 
technological change. 

Modest returns in much of the drug manufacturing 
industry and high risks of lawsuits for 
damages caused by drugs discourage 
investment. Michael Decter, formerly 
Ontario’s Deputy Minister of Health and 
now a Bay Street investment banker, has 
called drugs “the next tobacco.” Put the 
two together and the sensible conclu-
sion for investors is to stay with safer 

products or services.
When all the issues are combined, the conclusion is 

that cost minimization, which is consistent with the idea 
that a single payer can wheedle costs down by market 
power, results in supply restriction. It is much like put-
ting a finger in a leaking dam. Stop one leak and another 
appears. 

The problem of constricted drug supply has been 
made worse by supply chain management practices such 
as buying drugs in one jurisdiction and then shipping 
them to another to capture higher resale prices. Cross 
border shopping by American patients has reportedly led 
to supply cuts by some U.S. name brand drug manufac-
turers.

Some modest suggestions:
Much of the price management that has been used 

by provincial drug formularies, including substitution 
of generics and substitution of therapeutic equivalents, 
has resulted in increased demands for some drugs and 
reduced demand for those less favoured. 

It would be possible to set a time to market standard 
and allow makers of what authorities regard as excessively 
expensive drugs to supply their products when delays 

andreW allenTucK
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become excessive. But in the Newtonian Law of Markets, 
which is that every regulatory measure has an equal and 
opposite countermeasure, one can be sure that some drug 
makers would game the system. If delays lead to higher 
pricing and more profit, then many drug makers would 
figure out that slow shipping is advantageous.

Adding more makers to the pool of companies that 
supply a given drug is also not a sure cure. Some makers 
of drugs supply inadequate or even counterfeit products. 
Sourcing drugs from unknown companies can require 
lengthy testing. It is not a quick fix. Moreover, Health 
Canada is not going to relax its standards to allow in drugs 
of unknown purity or efficacy, Mr. Connell says.

What, then, can be done? Here is a modest proposal: 
Rather than reward slowness, create rewards for carry-
ing the costs of higher production, including the risk that 
some product may not be sold. That could be guaranteed 
sale programs that would relieve drug makers of the costs 
of overproduction. Leftover inventory could be bought by 
government. It would be a cost to the system, but it would 
encourage production.

There are other indirect rewards for enhanced sup-
ply chain management. Preferential tax rates available for 
companies that make designated drugs would also reward 
efficient or abundant production without allowing the 

makers to game the system by creating shortages and then, 
as some makers of brand name drugs do, selling their more 
expensive products. Drug makers, aware that increased 
sales would lower their taxes, would act predictably. But 
managing tax breaks by identifying and restricting eligible 
drugs might limit tax drain.

The downside of these modest measures is that the tax 
system would have to carry the costs of improving drug 
pipelines. But there is a tradeoff. If more drugs wind up 
being sold, there would be more taxes collected from enti-
ties in the supply chain. 

The bottom line is just this: To eliminate or reduce 
drug pipeline shortages, pay the drug makers more, take 
off some of the handcuffs that have bound them, interfere 
less with supply-restricted drugs, encourage production 
not just with more profit (which presumably rises with 
unit sales) but with reduced taxes.

The problems that regulation has created can be 
reduced by careful reduction of regulations or payment of 
compensation for excessive regulation. While unavailabil-
ity of drugs can be a big problem for patients, pharmacists 
and prescribers, a few small changes to the drug produc-
tion and substitution systems and to taxation of manufac-
turers could fix many of them.

Looking to enhance your future in the 
Pharmacy profession?

We are a company dedicated to both pharmaceutical care and customer 
care. Every year, we increase our commitment to bring the best service to our 
patients, in over 1,400 Pharmacies across North America. 

At Safeway, you will enjoy a supportive work environment, career advancement 
opportunities and a competitive compensation package. We also offer 
relocation packages.

 Link Your Future to the Safeway Team.
If you are interested in learning more about community pharmacy practice opportunities or long term care specialization opportunities, 
contact a member of our pharmacy recruiting team.

View and apply for Pharmacist Career Opportunities at www.safewaypharmacy.jobs

FARZIN RAWJI, B.Sc. Pharm
Manager, Pharmacy Recruiting 
CANADA SAFEWAY LTD.
Phone (780) 439-4337, Fax 780-439-4227
Email: farzin.rawji@safeway.com

CHRISTINE LEE, B.Sc. Pharm
Pharmacy Recruiter. 
CANADA SAFEWAY LTD
Phone (604) 301-2632, Fax 604-322-2508 
Email: christine.lee@safeway.com

successprescription for

We currently have an opportunity for a 
full-time Pharmacist in Winnipeg, Manitoba.
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