










30 pharmacyconnection • November/December 2008

   Case 1

Falsification of records following a 

dispensing error

Member: Antonio Colavecchia

Pharmacy: �St. Clair Pharmacy, 

Toronto

Hearing Date: September 10, 2008

Facts
This case proceeded by way of an 
Agreed Statement of Facts and 
Joint Submission on Penalty con-
cerning the dispensing of 30 Phyllo-
contin 225mg for the patient on or 
about March 27, 2007, when only 
Divalproex 125mg and Adalat 60mg 
had been prescribed for her. 

The prescription in question was 
written as follows:

 
Divalproex 125 mg 125 mg qam.
Pt will continue in 250 mg qpm
30
Adalat XL
60mg O.D.
30

On March 27, 2007 Mr. Colavec-
chia, based on his reading of the 
prescription, dispensed the follow-
ing for the patient:

• �30 APO-DIVALPROEX 125MG 
TAB 1 TABLET EVERY 
MORNING 

• �30 ADALAT XL 60MG TAB 
TAKE 1 TABLET DAILY

• �30 PHYLLOCONTIN 225MG 
TAB 1 TABLET IN THE 
EVENING

In the letter of complaint 

initiating the investigation in this 
matter, the prescribing physician 
indicated that the intention of the 
prescription had been to decrease 
the patient’s usual dose of Dival-
proex 250mg twice daily to 125 
qam and 250 qpm, or 125 mg in the 
morning, with the usual 250 mg 
in the evening, as specif ied in the 
prescription.

If he were to testify, Mr. Colavec-
chia would say that on or about 
March 27, 2007, the patient called 
him to obtain the pharmacy’s fax 
number. At that time she advised 
him that a new medication had been 
prescribed to her by her doctor. The 
patient then faxed the prescription 
to the pharmacy, and the medica-
tion was delivered to the patient at 
her home by the pharmacy.

If he were to testify, Mr. 
Colavecchia would say that, in read-
ing the prescription, he noted that 
the dosage of Divalproex was being 
changed from the previous dosage. 
He would testify that he read the 
words “Pt will continue in 250mg” 
as “Phyllocontin, which he believed 
to be the new medication referred 
to by the patient in her phone call. 

If he were to testify, Mr. Colavec-
chia would say that he knew that 
Phyllocontin did not come in 250mg 
dosage strength, and that he there-
fore called the doctor’s office. He 
would testify that it was confirmed 
to him by the secretary that the dos-
age for Phyllocontin was for 225mg. 
Mr. Colavecchia would testify that he 
made a note of this call to the doctor’s 
office on the prescription, in which he 
wrote: “225 mg ok called Dr”.

However, the prescribing phys-
ician’s off ice has no record of any 
telephone call concerning the pre-
scription from Mr. Colavecchia or 
anyone else at the pharmacy on or 
about March 27, 2007, or at any 
other time, which gave rise to an al-
legation that Mr. Colavecchia had 
falsif ied a record.

Admission of Professional 
Misconduct
In response to the allegations in the 
Notice of Hearing (at paragraphs 1, 
3, 5, 6), Mr. Colavecchia acknow-
ledged that he failed to maintain the 
standards of practice of the profes-
sion, falsif ied a record relating to 
his practice, breached sections 155 
and 156 of the Drug and Pharma-
cies Regulation Act, and engaged in 
conduct that would reasonably be 
regarded by members of the profes-
sion as disgraceful, dishonourable, 
and unprofessional, with respect to 
the dispensing of the Phyllocontin to 
the patient when Divalproex 125mg 
had been prescribed. 

Decision and Reasons
From the Agreed Statement of 
Facts, it is clear that there is agree-
ment that a dispensing error oc-
curred and that Mr. Colavecchia 
took steps to conceal this. 

Mr Colavecchia’s admission of 
the latter fact shows a blatant dis-
regard of his obligation as a phar-
macist to the public and to fellow 
members of the profession.

Similar violations of this nature 
have been dealt with by past pan-
els of the Discipline Committee, and 

deciding on discipline
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the Panel in this case was provided 
with ample precedents which dem-
onstrate that the Joint Submission 
on Penalty falls well within the par-
ameters of a reasonable disposition. 
The Panel saw no reason to deviate 
from precedent.   

Order
1.	 A reprimand;
2.	�Specif ied terms, conditions, or 

limitations on Mr. Colavecchia’s 
Certif icate of Registration, re-
quiring him to complete success-
fully, at his own expense and 
within 12 months of the date of 
the Order, remedial training, as 
follows:

	 a. �Applied Ethics in Pharmacy 
Practice, offered by Professor 
Zubin Austin, Leslie Dan Fac-
ulty of Pharmacy at the Uni-
versity of Toronto;

	 b. �the Pharmaceutical Jurispru-
dence seminar and examina-
tion, offered by the College;

	 c. �the Confronting Medica-
tion Errors workshop, offered 
by the Ontario Pharmacists’ 
Association;

	 d. �Canadian Pharmacy Skills 1, 
Module 4 – Patient Counselling 
Skills;

	 e. �Law Lesson 2 (The Regulation 
of Pharmacy Practice);

	 f. �Law Lesson 4 (Standards of 
Practice); and

	 g. �Law Lesson 7 (Professional 
Liability) from the Canadian 
Pharmacy Skills Program, of-
fered through the Leslie Dan 
Faculty of Pharmacy at the 
University of Toronto.

3.	�A suspension of Mr. Colavec-
chia’s Certif icate of Registration 
for a period of two months, with 
one month of the suspension to 
be remitted on condition that the 
Member complete the remedial 
training program specif ied above.

4.	�Costs to the College in the 
amount of $4,000.00.

Reprimand
This case resulted from a dispens-
ing error, This type of error gener-
ally occurs due to some type of neg-
ligence, but can be minimized if ap-
propriate checks and balances are 
in place to ensure the right drug is 
given to the right patient in the right 
dose. As a standard of practice, pa-
tient counselling is required when a 
new prescription is dispensed to any 
patient. 

Although the Agreed State-
ment of Facts makes no mention 
of the quality of patient counsel-
ling, the Panel felt the dispensing 
error could have been prevented by 
proper dialogue with the patient. 
The pharmacists on the Panel were 
at a loss to understand why a bron-
chodilator was dispensed when 
there was no documentation of 
asthma in the patient’s medication 
history.

The most troublesome part of 
this case was Mr. Colavecchia’s 
deliberate falsif ication of the rec-
ord in an attempt to avoid respon-
sibility for his actions. Members 
of the College are professionals in 
whom the public places its trust, 
and Mr. Colavecchia’s miscon-
duct has undermined that trust. 

The Panel hopes this was an isolat-
ed incident and that Mr. Colavec-
chia has learned from the experi-
ence. Mr. Colavecchia has been or-
dered to take remedial courses, and 
the Panel has asked him to use the 
knowledge he gains to practise at a 
higher level than his actions demon-
strated in this case.    

   Case 2

Appeal of Discipline Penalty

Member: Mr. Roshdy Boshara

Pharmacy: �Bay-Wellesley Pharmacy, 

Toronto

Appeal Hearing Date: Sept. 12, 2008

Facts
The facts of the discipline hear-
ing are summarized in the January/
February 2007 Pharmacy Connec-
tion. Mr. Boshara appealed one of 
the penalty terms imposed by the 
Discipline Committee. This term 
prohibits Mr. Boshara from having 
any proprietary interest in a phar-
macy, and from working at a phar-
macy in which a family member has 
a proprietary interest for a period of 
three years. 

Mr. Boshara’s appeal was heard 
by the Ontario Superior Court of 
Justice Divisional Court on Septem-
ber 12, 2008. The Court dismissed 
his appeal.

The Court noted that the deci-
sion of the Discipline Committee was 
based upon an Agreed Statement of 
Facts and a guilty plea by Mr. Boshara 
to allegations of misconduct related to 
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fraudulent billing practices in respect 
of one patient. By agreement, the de-
cision also imposed five other penalty 
terms on Mr. Boshara. These aspects 
of the Order were not challenged. 
Mr. Boshara sought to have the sixth 
penalty term of the Order regarding 
the three-year ban set aside or, al-
ternatively, to have the sixth penal-
ty term substituted with a spot audit 
requirement. 

The Court rejected Mr. Boshara’s 
submission that the Discipline Com-
mittee considered the lateness of his 
acknowledgement of guilt to be an 
aggravating factor when it imposed 
its sanctions stating that Counsel 
for the College had made this  clear 
in his submissions at the discipline 
hearing, and nowhere in the Disci-
pline Committee’s Reasons for De-
cision could the Court f ind anything 
from which to infer that the Com-
mittee punished Mr. Boshara for the 

lateness of his plea.
The Court also rejected Mr. 

Boshara’s submission that the min-
or dollar amount of the fraud in-
volved made the Discipline Com-
mittee’s sanction unduly harsh and 
disproportionate. 

The Court concluded that the 
Discipline Committee was moved 
by the number of individual false 
claims, together with Mr. Boshara’s 
efforts to conceal his wrongdoing by 
falsifying records, even while the in-
vestigation was ongoing. 

Further, the Court rejected Mr. 
Boshara’s submission that the Com-
mittee’s decision punishes his wife, 
who owns a pharmacy. The Court 
noted that the proscription against 
the appellant working for his wife 
was consistent with the Disci-
pline Committee’s concerns. In 
view of the sustained level of mis-
information in the form of falsif ied 

prescriptions, the Committee de-
termined that protection of the 
public was required, and that Mr. 
Boshara’s access to a pharmacy 
as an owner was not in the public 
interest. 

The Court concluded it was rea-
sonable to ensure that Mr. Boshara 
not benefit indirectly from his in-
volvement in his wife’s business. The 
Court noted that the character of Mr. 
Boshara’s wife was not an issue but 
that Mr. Boshara’s character was.

In sum, the Court found the 
Discipline Committee’s decision to 
be reasonable, in that nineteen sep-
arate acts of dishonesty were fol-
lowed by ongoing attempts to con-
ceal them, right up to the time of 
the hearing. 

In dismissing Mr. Boshara’s ap-
peal, the Court ordered him to pay 
costs of $15,000 to the College.  

bulletin board

Eric Bruce joined the College at the beginning of Septem-
ber as the Acting Decisions Coordinator in the Investiga-
tions and Resolutions department to fill a maternity leave. 
Eric was called to the Bar this year and has been awarded 
many honours of distinction that include the Justice M.J. 
Moldaver/Carswell Prize in 2007and the James Jefferson 
Prize in Health Law in 2007. He has also served in the Of-
fice of the Chief Justice, Superior Court of Justice.

Jocelyn Dipaling, who has been providing services on 
a temporary basis, has recently joined the College in a 
permanent staff position in the Client Services depart-
ment. Jocelyn had previously covered a maternity leave at 
the College and brings many years of administrative experi-
ence.  
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Many drugs widely used in infants and children are 
not commercially available in oral liquid dosage 
forms. Since infants and young children are un-

able to swallow solid dosage forms, pharmacists are often 
challenged to provide a suitable extemporaneous oral liquid 
for these patients.

Information on the formulation and stability of many ex-
temporaneous preparations is often lacking. In some instan-
ces, the pharmacist may not have access to the information, 
may lack a required ingredient, or lack the experience and 
confidence in preparing a suitable final product. As a result, 
the pharmacist may choose to dispense the adult solid dos-
age form with the instructions to split the tablet into smaller 
pieces to obtain the required pediatric dose. This practice 
can introduce the potential for error as the following case 
illustrates.

Case:
A nine-year-old patient was admitted to hospital with heart 
and renal failure. She was treated with a regimen of ACE 
inhibitors, beta-blockers and diuretics. The beta-blocker 
carvedilol was started at a dose of 0.1mg/kg/day in two 
divided doses. Since the child weighed 20kg, a daily dose of 
1mg twice daily was required.  An oral suspension was ex-
temporaneously compounded in the hospital pharmacy and 
the appropriate dose administered. 

Upon discharge, a prescription for carvedilol 1mg BID was 
given to the child’s parent. The prescription was subsequent-
ly taken to a local community pharmacy for processing. On 
reading the prescription, the pharmacist decided to dispense 
the 3.125mg tablet with the label instruction to give one-third 
of a tablet twice daily. The parent either misunderstood the 
instructions or encountered difficulty in cutting the tablets 
into thirds. As a result, the child was given one whole tablet 
twice daily or more than three times the prescribed dose.

focus on error prevention

Ian Stewart, R.Ph., B.Sc.Phm

Toronto Community Pharmacist

 Pediatric dosages

A few days later, the child returned to the Heart Failure 
clinic with her medication for a follow up. The error in dos-
ing was therefore discovered. Fortunately, the child did not 
experience any long-term ill effects. 

Possible Contributing Factors:
•  Lack of a commercially available oral dosage form appro-

priate for pediatric patients.
•  The dispensing of tablets which required cutting into thirds. 

The tablets dispensed are small and not scored making it 
difficult to accurately cut into three equal parts.

•  Possible miscommunication between the pharmacist and 
parent. 

Recommendations:
•  Whenever possible, avoid the need to spilt tablets into 

smaller segments to obtain a specific pediatric dose. This 
practice can lead to the administration of an incorrect dose 
due to the difficulty in splitting tablets accurately.1 Uneven 
breaking of tablets can result in fluctuations in the admin-
istered dose.  This can be clinically significant in the pedi-
atric population.

•  Avoid rounding off dosages whenever possible as this can 
lead to the administration of an incorrect dose with the po-
tential for harm in the pediatric population. In the above 
example, even if the tablets were split precisely into thirds, 
the dose would still be incorrect.

•  Whenever a prescription is received for a unique pediatric 
dosage not available commercially, seek out and access an 
appropriate resource for published formulas. This may in-
clude The Hospital for Sick Children Department of Phar-
macy website at www.sickkids.ca/pharmacy .

•  Adhere to the published formula for which there is ad-
equate stability data.   

•  If unable to extemporaneously prepare the product, con-
sider referring the patient to another pharmacy with the 
expertise or contact the hospital pharmacy from which the 
patient was discharged for guidance. 

•  Take steps to confirm that the parent understands and will 
administer the correct dose to pediatric patients.    

References:
1.   Marriott JL, Nation RL, Splitting tablets.  Australian Pre-

scriber, 25(6): 133-135, 2002.



34 pharmacyconnection • November/December 2008

ONTARIO
January 21, 2009
Pharmacists Role in Methadone 
Maintenance Treatment 
Ottawa, ON
Center for Addiction and  
Mental Health
Contact:  Peter Williams
Tel: (613) 569-6024
Email:  Peter_Williams@camh.net

GTA
Nov 5-7
Thrombosis Management
Leslie Dan Faculty of Pharmacy
University of Toronto
Contact: cpd.pharmacy@utoronto.ca

November 15, 2008
Canadian Society of Hospital 
Pharmacists Ontario
Branch Annual General Meeting  
and Educational Sessions
Educational Sessions &  
Awards Evening
University of Toronto
Contact: Susan Korporal
Email: skorporal@cshp.ca

November 15, 2008
Obesity Certificate Program
Ontario Pharmacists Association
Contact: education@dirc.ca
November 24-25, 2008

November 15, 2008
Caring for Children after a Heart 
Transplant:  A Symposium for 
Health
Professionals
The Hospital for Sick Children
Contact:  Anne Dipchand
Email:  anne.dipchand@sickkids.ca

November 24 - 25, 2008
E-Health and Medical Records
150 King St West, Toronto
Contact: www.insightinfo.com
1 888 777-1707

December 3, 2008-09-25
Root Cause Analysis Workshop - 
Intermediate Level
Ontario Hospital Association
Contact: gfernandes@oha.com
(416) 205-1398

ON-LINE CE
http://www.rxcertified.ca
Online fee-based certificate courses 
developed by the
Drug Information and Research  
Centre (DIRC) and rx-
BriefCase.com. Currently offering:
- Diabetes Patient Care Level 1
- Obesity Program

http://www.camh.net/education/
Online_courses_
webinars/safe_baby_webinars.html
Webinar series continuation:  
Exposure to psychotropic
medications and other substances  
during pregnancy and
lactation: Mid-late November 2008: 
alcohol, antipsychotics,
tobacco, anti-epileptic drugs
Register: online
Contact: Robyn Steidman  
(416) 535-8501, extension 6640.

http://209.200.99.173/CTI2/de-
fault.asp
Online Clinical Tobacco Interventions 
for Health Care Professionals

CE FOR PHARMACY 
TECHNICIANS
February 2009
27th Pharmacy Technicians 
Conference
Humber College North Campus, 
Toronto
Register online @ pharmacy.humber.ca
Contact: Irene Van Vliet
(416) 675 6622 ext. 4691

Visit the College’s website: www.ocpinfo.com for a complete listing of upcoming events and/or available 

resources.  A number of the programs listed below are also suitable for pharmacy technicians.

CE resources
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laws & regulations

Drug and Pharmacies Regulation Act (DPRA)  * s
Amended June 4, 2008 
Regulations to the DPRA:
DPRA R.R.O. 1990, Regulation 545 – Child Resistant Packages
DPRA Ontario Regulation 297/96 Amended to O.Reg. 173/08 – General
DPRA R.R.O. 1990, Regulation 551 Amended to O.Reg. 172/08 – General

Drug Schedules  **
Summary of Laws Governing Prescription Requirements, 
Transfers, Refills, Prescription Drug Ordering  and Records
June 2007 OCP
Canada’s National Drug Scheduling System –  
August 27, 2008 NAPRA (or later)

Regulated Health Professions Act (RHPA)  * s
Amended 2007 
Regulations to the RHPA:
Ontario Regulation 39/02 -Certificates of Authorization Amended to 
O.Reg. 666/05
Ontario Regulation 107/96 – Controlled Acts Amended to O.Reg. 296/04
Ontario Regulation 59/94 – Funding for Therapy or 
Counseling for Patients Sexually Abused by  Members

Pharmacy Act (PA) & Regulations  * s
Amended 2007 
Regulations to the PA:
Ontario Regulation 202/94 Amended to O.Reg. 270/04 – General
Ontario Regulation 681/93 Amended to O.Reg. 
122/97 – Professional Misconduct

Standards of Practice  s
Standards of Practice, January 1, 2003 OCP
Standards of Practice for Pharmacy Managers, July 1, 2005

Drug Interchangeability and Dispensing 
Fee Act (DIDFA) & Regulations  * s
Amended 2007 	
Regulations to the DIDFA:
R.R.O. 1990 Regulation 935 Amended to O.Reg. 321/07 – General
R.R.O. 1990 Regulation 936 Amended to O.Reg. 205/96 – Notice to Patients

Ontario Drug Benefit Act (ODBA) & Regulations  * s
Amended 2007 
Regulations to the ODBA:
Ontario Regulation 201/96 Amended to O.Reg. 264/18 – General

Food and Drugs Act (FDA) & Regulations    **  '
Updated as of December 31, 2006
Amendment 1478 & 1491 – Addition of two medicinal ingredients 
to Part I of Schedule F. Reg. SOR/2007-224, Oct 25/07
Amendment 1476, 1502, 1511 and 1512 – 
Addition of nine medicinal ingredients to Part I of 
Schedule F. Reg SOR/2007-234, Oct 25/07
Regulations Amending the Food and Drug Regulations (Project 1551
- Lanthanum salts) (February 7, 2008)

Controlled Drugs and Substances Act (CDSA) **
Current as of July 27, 2008

Regulations to the Controlled Drugs 
and Substances Act (CDSA) **
All regulations updated August 13, 2008
Benzodiazepines & Other Targeted Substances Regulations
Marihuana Medical Access Regulations
Precursor Control Regulations
Regulations Exempting Certain Precursors and 
Controlled Substances from the Application of 
the Controlled Drugs and Substances Act
Narcotic Control Regulations  **

OCP By-Laws      By-Law No. 1 – December 2007  s
Schedule A - Code of Ethics for Members of the 
Ontario College of Pharmacists - December 2006
Schedule B - “Code of Conduct” and Procedures for 
Council and Committee Members - December 2006
Schedule C - Member Fees - Effective January 1, 2007
Schedule D - Pharmacy Fees - Effective January 1, 2007
Schedule E – Certificate of Authorization – Jan. 2005
Schedule F - Privacy Code - Dec. 2003	

Reference s
OCP Required Reference Guide for Pharmacies 
in Ontario, August, 2008

  *  �Information available at Publications Ontario (416) 326-5300 or 1-800-668-9938 www.e-laws.gov.on.ca
 **  Information available at www.napra.org
 '  �Information available at Federal Publications Inc.  Ottawa: 1-888-4FEDPUB (1-888-433-3782) 

Toronto: Tel: (416) 860-1611 • Fax: (416) 860-1608 • e-mail: info@fedpubs.com
 s  �Information available at www.ocpinfo.com
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