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DECISION OF THE INVESTIGATING COMMITTEE  
 

IN THE MATTER OF THE  
PHARMACEUTICAL PROFESSION ACT OF ALBERTA 

 
IN THE MATTER OF AN INVESTIGATION REGARDING 

THE PROFESSIONAL CONDUCT OF 
A PHARMACIST/LICENSEE 

 
October 23, 2007 

 
 

Introduction 
An Investigating Committee was appointed by the council of the Alberta College of 
Pharmacists (the College) consisting of Bob Sprague (Chair), Donna Kowalishin and Sonal 
Ejner. The Investigating Committee convened on May 28, 2007. The role of the committee 
was to investigate, under the terms of Part 7 of the Pharmaceutical Profession Act, R.S.A. 
2000, c. P-12. 
 
Purpose of the Investigation 
The Investigating Committee held a hearing to inquire into the following complaints or 
matters regarding the registrant’s conduct as both a pharmacist and the licensee and pharmacy 
manager of a pharmacy and as the proprietor of the pharmacy: 
 

1. On-site visits to the pharmacy by the patient safety advocate and complaints 
director of the Alberta College of Pharmacists on February 12, March 8 and March 
14, 2007, found the dispensary area of the pharmacy in complete disarray. The 
state of the dispensary area was so cluttered, messy and disorganized that both 
representatives of the Alberta College of Pharmacists were concerned that public 
safety was at risk. 

2. The pharmacist/licensee as holder of the pharmacy license for the pharmacy did 
not maintain the pharmacy, stock and compounding and dispensing equipment in 
clean and sanitary condition and in proper working order as required by section 
27(3)(a) of the Pharmaceutical Profession Act. 

3. The dispensary area of the pharmacy was not equipped and maintained as required 
by section 44(4) of the Pharmaceutical Profession Regulation. 

4. The premises and the pharmacy were not kept in a clean and orderly condition as 
required by section 45(3)(a) of the Pharmaceutical Profession Regulation. 

5. The pharmacy did not have a quarantine area for the storage of drugs that were 
outdated, damaged, deteriorated, misbranded or adulterated or that were in 
immediate or sealed outer or secondary containers that had been opened as 
required by section 45(3)(c) of the Pharmaceutical Professional Regulation, or if 
there was such a quarantine area, it was not being used properly. 

6. The drugs in the pharmacy were not stored or handled in a safe and secure manner 
as required by section 45(6) of the Pharmaceutical Profession Regulation. 
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7. Drugs that were outdated, damaged, deteriorated, misbranded or adulterated, 

including any drugs in immediate or sealed secondary containers that had been 
opened were not quarantined and physically separated from other drugs until they 
were destroyed or returned to their supplier as required by section 45(10) of the 
Pharmaceutical Profession Regulation. 

8. The pharmacist/licensee as the holder of the pharmacy license did not comply with 
the Standards of Practice of the Alberta College of Pharmacists as required by 
section 27(3)(b) of the Pharmaceutical Profession Act. Particulars of the 
Standards of Practice that were not complied with are set out in items 9 to 14 
below. 

9. The pharmacy and the pharmacist/licensee as a pharmacist did not present a 
professional appearance as required by section 1.2 of the Standards of Practice. 

10. The pharmacist/licensee was not practicing competently and professionally in 
accordance with the Pharmaceutical Profession Act, Regulation, By-laws and 
Standards of Practice as required by section 2.1(a) of the Standards of Practice. 

11. The pharmacist/licensee had not demonstrated that he was knowledgeable about 
the proper storage and disposal of drugs and nonprescription medicines as required 
by section 3.10 of the Standards of Practice. 

12. The condition of the dispensary area was such that the pharmacist/licensee was not 
able to ensure that he could comply with the requirements regarding the storage 
and disposal of drugs and nonprescription medicines required by section 5.2(a) of 
the Standards of Practice. 

13. The pharmacist/licensee did not ensure that the pharmacy operations of the 
pharmacy were designed to protect the public and the people working on the 
premises as required by section 6 of the Standards of Practice and in particular he 
failed: 
(a) to ensure that the pharmacy was maintained in a professional manner as 

required by section 6.1(a) of the Standards of Practice; 
(b) to ensure that the external and internal appearance of the pharmacy inspired 

confidence in the pharmacy services that could be provided as required by 
section 6.2(a) of the Standards of Practice; 

(c) to ensure that adequate space, facilities, equipment and supplies were 
maintained to fulfill the needs of the professional, educational and 
administrative functions of the pharmacy service to ensure patient safety 
through proper storage, preparation, dispensing, distribution of drugs and 
nonprescription medications as required by section 6.3(a) of the Standards 
of Practice; 

(d) to use a quality improvement program to monitor pharmacy operations as 
required by section 6.4 of the Standards of Practice; 

(e) to maintain adequate staffing with respect to workloads that allowed the 
pharmacy to practice in accordance with the Act, Regulations, By-laws and 
Standards of Practice as required by section 6.5 of the Standards of 
Practice. 

14. The general disarray, clutter, disorganization and condition of the dispensary 
placed patient safety at risk and failed to protect and advance the health and safety 
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of clients of the pharmacy contrary to the requirements of Principle 1, Guideline 1 
of the Code of Ethics By-law. 

15. The pharmacist/licensee failed to maintain high professional standards in his 
operation of the pharmacy contrary to the requirements of Principle VII of the 
Code of Ethics By-law. 

16. The pharmacist/licensee failed to continually improve his level of professional 
knowledge and skill contrary to the requirements of Principle VIII, Guidelines 1 
and 2 of the Code of Ethics By-law. 

 
The circumstances and specific allegations noted above were reviewed to determine whether 
there had been a breach of all or any of Section 57(a)(i), 57(a)(ii), 57(a)(iii), 57(a)(iv). 
57(a)(v), 57(a)(vi) of the Pharmaceutical Professions Act. 
 
It was alleged that this conduct on the part of the pharmacist/licensee constituted unskilled 
practice of pharmacy or professional misconduct or both, and that it also constituted 
proprietary misconduct. 
 
The Investigating Committee was asked to determine whether the above noted conduct 
constituted professional misconduct or unskilled practice, or proprietary misconduct or some 
combination of the three. 
 
Summary of Evidence 
The Hearing consisted of the following evidence: 
 

1. Testimony from Mr. Merv Blair (Complaints Director, ACP), corroborated with 
photographic evidence from his visit to the pharmacy on March 14, 2007, 
demonstrated that the pharmacy was maintained in an extremely disorderly and dirty 
state. Mr. Blair thought it was such a priority that he spoke to the Infringement 
Committee that day with the primary concern being public safety. This action 
followed after store visits by Mr. Randy Frohlich (Patient Safety Advocate, ACP), on 
February 12, 2007, and March 8, 2007. During both visits by Randy Frohlich, the 
pharmacy was determined to be in complete disarray, and a preliminary investigation 
was ordered by the Infringement Committee, resulting in Merv Blair’s visit to the 
pharmacy on March 14, 2007. On a subsequent visit to the pharmacy on March 27, 
2007, more photographs of the pharmacy, where there had been some changes in 
cleaning the pharmacy, were taken. Pharmacy inspections by Randy Frohlich are 
continuing. 

 
2. The results of further investigations by Randy Frohlich are summarized as follows: 

 
 Testimony from Mr. Randy Frohlich, from a pharmacy visit February 12, 

2007, demonstrated to the Investigating Committee a pharmacy in complete 
disarray. Mr. Frohlich re-visited the pharmacy on March 8, 2007 and the 
pharmacy was still in a state of complete disarray. Further photographic 
evidence from subsequent pharmacy inspections was presented to the 
Investigating Committee. 
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 On April 2, 2007, positive steps had been made in organizing the pharmacy. 

Expired medications, however, were still found in the pharmacy cabinets. 
 On April 5, 2007, the pharmacy was relatively clean but still outdated 

medications along with an unorganized narcotics cabinet and outdated product 
were found at the pharmacy. 

 On April 13, 2007, the dispensary was organized but outdated products were in 
the cabinets. 

 On April 16, 2007, the dispensary was organized and outdated products had 
been removed. 

 On April 20, 2007, the pharmacist/licensee was maintaining a clean and 
organized dispensary. 

 On April 23, 2007, the dispensary remained clean and organized. 
 On May 18, 2007, the dispensary remained clean and organized. 

 
 The Investigating Committee recognized that the pharmacist/licensee was the only 

pharmacist at the location and another pharmacist would not be working there until 
July 2007. 

 
3. The concern of the public’s safety was of primary importance during all of the 

pharmacy inspections and the store visits included photographic evidence to support 
this concern. 

 
4. Testimony from the pharmacist/licensee stated he did not clean the dispensary from 

February 12 to March 8 because he was very busy and was the only pharmacist and 
person working at the pharmacy. (This statement is not an acceptable excuse for a 
cluttered and extremely disorderly pharmacy.)  There have not been any patient 
complaints registered with the college over the years the registrant has been the 
pharmacist at the pharmacy. With repeat inspections, the pharmacist/licensee kept the 
dispensary clean and organized. 

 
Submissions from Counsel 
5. The college’s counsel stated that the Notice of Hearing was a long list of allegations. 

Also, a college inspector cannot shut down a pharmacy. The college has to follow a 
process. To his knowledge, there had not been any patient complaint registered with 
the college at this time. The potential for dispensing errors and public harm, however, 
was very possible with the completely disorganized working conditions of the 
pharmacy. 

 
 6. The pharmacist/licensee’s counsel stated that the pharmacy was busy and messy but it 

did not mean the pharmacist/licensee was incompetent as a pharmacist. Patients had a 
choice of visiting four other pharmacies in the area, but they continued to return to the 
pharmacist/licensee. The length of time between the college’s response to this matter 
and the seriousness of patient safety was presented to the Investigating Committee for 
their consideration. 
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Findings: 
Findings of the Investigating Committee were based on evidence provided through the 
exhibits and testimony of sworn witnesses during the course of the hearing. In addition, the 
Investigating Committee considered the arguments made by legal counsel for the college, 
registrant’s counsel, and the registrant. The committee found that the pharmacist/licensee 
engaged in conduct of professional misconduct and/or proprietary misconduct as noted below. 
From the Notice of Hearing the respective committee decisions were as follows: 
 
 Allegation 1 The evidence presented by the college plus photographs of the 
pharmacy dispensary area clearly indicated a pharmacy in complete disarray. The serious 
disorder and uncleanliness at the pharmacy places the public safety at risk. The time frame of 
the visits and the working conditions of the pharmacy on subsequent visits indicated this is a 
recurring and ongoing problem. 
    The committee found this allegation well founded and it amounted to 
professional misconduct and proprietary misconduct. 
 
 Allegation 2 The evidence presented and photographs of the pharmacy environment 
clearly showed improper pharmacy maintenance. The pharmacy inventory, compounding, and 
dispensing equipment were not in a sanitary condition as required by section 27(3)(a) of the 
Pharmaceutical Profession Act. This was the responsibility of the pharmacy licensee holder. 
    The committee found this allegation well founded and it amounted to 
professional misconduct. 
 
 Allegation 3 The committee found this allegation well founded and it amounted to 
professional misconduct and proprietary misconduct. The committee came to this conclusion 
because of the photographic evidence and testimony from the college inspectors who visited 
the pharmacy on the specific occasions. Examples of improper unrestricted work area, 
working aisles, proper medication storage and other prescription department requirements 
under section 44(4) of the Pharmaceutical Profession Regulation were clearly not met. The 
dispensary area was dirty and disorderly. 
 
 Allegation 4 This allegation was well founded and was supported by the evidence 
presented to the committee. Section 45(3)(a) of the Pharmaceutical Profession Regulation 
clearly states a licensed pharmacy is to be kept in a clean and orderly condition. This is an 
absolute requirement of the profession of pharmacy so that the public’s safety is not placed at 
risk. 
    This allegation amounted to proprietary misconduct. 
 
 Allegation 5 As per section 45(3)(c) of the Pharmaceutical Profession Regulation, 
on evidence that was presented to the committee, that a proper quarantine area for the storage 
of medication must be implemented. In this instance, a quarantine area was not implemented. 
Such disorder did not indicate that outdated, damaged, deteriorated, misbranded or adulterated 
medications were not being dispensed to patients. This was a serious risk to the pubic. 
    This allegation was well founded and amounted to professional 
misconduct and proprietary misconduct. 
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 Allegation 6 This allegation was well founded and amounts to proprietary 
misconduct. The medications, by the evidence presented to the committee, undoubtedly 
showed section 45(6) of the Pharmaceutical Profession Regulation was not being followed. 
Again, the public was at risk when medications were not properly handled and stored. 
 
 Allegation 7 The initial pharmacy visit by the college along with subsequent visits 
demonstrated this allegation was an ongoing and serious problem. Outdated, damaged, 
deteriorated, misbranded or adulterated medications were not quarantined and physically 
separated from the other medications. The committee was not presented with any evidence 
that demonstrated the pharmacy medication inventory was properly quarantined. Again, a 
serious public risk factor. 
    The committee found this allegation well founded and it amounted to 
proprietary misconduct. 
 
 Allegation 8 As the pharmacy license holder, the pharmacist/licensee did not comply 
with the Standards of Practice as required in section 27(3)(6) of the Pharmaceutical 
Profession Act. The particulars of this are set out in allegations 9 to 14. This allegation based 
on the evidence presented to the committee was well founded and amounted to professional 
misconduct. 
    Professional standards are set to protect the public and the pharmacy 
practice environment and what was presented to the committee by the pharmacist/licensee did 
not demonstrate this. 
 
 Allegation 9 The evidence presented did not clearly show that the 
pharmacist/licensee was not professional in his appearance. It was also the committee’s 
understanding that the general public did not have a clear view of the dispensary area where 
the pharmacist/licensee dispensed. 
    So as the allegation refers to a “professional appearance”, the 
committee found this allegation not well founded. 
 
 Allegation 10 The committee did not have enough evidence that the 
pharmacist/licensee was not practicing competently. The committee did, however, find this 
allegation well founded when “competently and” was deleted from this allegation. Not 
practicing professionally was clearly presented to the committee as required by Section 2.1(a) 
of the Standards of Practice.  
    This allegation when “competently and” was deleted, was well founded 
and amounted to professional misconduct. The Committee announced the allegation 
amendments. 
 
 Allegation 11 The photographic evidence presented to the committee taken of the 
pharmacy was enough evidence that the pharmacist/licensee was not knowledgeable about the 
proper storage and disposal of drugs and non-prescription medications. Such knowledge is a 
requirement of being a pharmacist, as per section 3.10 of the Standards of Practice and must 
be followed through as a professional and must be adhered to. 
    This allegation was well founded and amounted to professional 
misconduct. 
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 Allegation 12 Photographic evidence along with repeated pharmacy visits 
demonstrated to the committee a pharmacy not compliant with section 5.2(a) of the Standards 
of Practice. Proper medication storage and disposal is necessary to ensure the public receives 
safe and proper prescription and non-prescription medications.  
    This allegation was well founded and amounted to professional 
misconduct. 
 
 Allegation 13 This allegation as stated in the Notice of Hearing, including all 
subsections (a) to (e), was well founded. The evidence and photographs presented clearly 
demonstrated that pharmacy operations as performed by the pharmacist/licensee were not 
designed to protect the public. The Committee believed that the operations were in such a 
continuous disarray, and run in an unprofessional manner, with improper medication 
procedures as to have the potential to lead to unforeseen public hazards. There was not a 
quality improvement program to monitor pharmacy operations in place. The workload that the 
pharmacist/licensee practiced in also created a danger to himself and was not in accordance 
with the Act, Regulations, By-laws, and Standards of Practice. The staffing level was totally 
inadequate in the committee’s view. Repeated visits by the college had created some practice 
changes, but only after repeated visits was pharmacy practice changed. In the committee’s 
opinion, the pharmacy practice of the pharmacist/licensee should not have required such 
ongoing visits by the college to improve the pharmacy operations and the practice of 
pharmacy. This further demonstrated a disregard to the standards of the profession of 
pharmacy and the high standards the profession maintains for the care of the public. 
    This entire allegation amounted to professional misconduct and 
proprietary misconduct. 
 
 Allegation 14 Based on the evidence presented, the committee deleted the words “and 
failed” from this allegation and inserted the words “and this fails to” in its place. The 
committee reviewed the requirements of Principle 1, Guideline 1 of the Code of Ethics By-
law and determined this allegation was well founded. 
    This amounted to professional misconduct. The Committee announced 
the allegation amendments during the verbal findings. 
 
 Allegation 15 The committee reviewed Principle VII of the Code of Ethics By-law 
and determined this allegation to be well founded. The high professional standards were not 
being met as evidenced by the photographs and repeated pharmacy visits by the College. 
    This amounted to professional misconduct. 
 
 Allegation 16 The evidence presented did not demonstrate that the 
pharmacist/licensee failed to continually improve his level of professional knowledge. 
    This allegation was therefore not well founded. 
 
 
ORDERS 
The findings of the Investigating Committee for Allegations 9 and 16 were not well founded. 
Allegations 1, 2, 3, 4, 5, 6, 7, 8, 10, 11, 12, 13, 14 and 15 were all well founded. These 
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findings were orally presented to the registrant, registrant’s counsel, and counsel for the 
college along with the Committee’s decisions of professional and/or proprietary misconduct. 
The respective counsels then gave their submissions. 
 
The college commented on the lengthy list of allegations. Furthermore, the counsel said that 
an inspector of the college cannot shut down a pharmacy. The college has to follow a process 
and only an Infringement Committee can shut down a pharmacy. There has not been a 
dispensing error by the pharmacist/licensee at his pharmacy. However, the professional 
standards are in place to minimize the potential for medication errors. The working conditions 
of the pharmacy were not conducive for professional pharmacy practice. 
 
This is not the pharmacist/licensee’s first incident before the college; the Committee was 
presented with the three previous disciplinary cases against him, which were well founded. 
The registrant’s practice of pharmacy was determined to be detrimental to the pharmacy 
profession. 
 
Previous findings against pharmacist/licensee 
This was not the pharmacist/licensee’s first time with regards to this matter. This matter has 
been brought to the Investigating Committee and resulted in subsequent disciplinary action on 
December 4, 1986; April 18, 1990; May 7, 2002 and now, May 28, 2007. 
 
   December 4, 1986 
   It is alleged that you, since about the month of December 1982, did fail 

to keep your pharmacy clean, neat and sanitary in all its departments and that 
such conduct is detrimental to the public interest. 

 
   The Council has declared the matter of complaint well founded. 
 
   April  18, 1990 
  1. It is alleged that you, between about the month of April 1987, and the 

month of February 1990, did fail to keep your pharmacy clean, neat and 
sanitary in all its departments and that such conduct is detrimental to the public 
interest. 

   
2. It is alleged that you, between the month of April 1987, and the month 
of February 1990, did fail to maintain an adequate prescription indexing and 
filing system and that such conduct is detrimental to the public interest. 

   
3. It is alleged that you, on or about the 31st day of January 1990, did 
display a lack of candor towards an auditor-inspector of the Alberta 
Pharmaceutical Association, by telling him that the reason for the condition of 
your pharmacy, as described in the two proceeding paragraphs, was that you 
were reorganizing the dispensary, while knowing that to be untrue, and that 
such conduct is detrimental to the public interest. 
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  The council has declared all allegations in the matter of complaint well 

founded. 
 
   August 31, 2001 

1. The pharmacist/licensee as holder of the pharmacy license did not 
maintain the pharmacy, stock and compounding and dispensing equipment in 
clean and sanitary condition and in proper working condition as required by 
Section 27(3)(a) of the Pharmaceutical Profession Act. 
 
2. The premises and the pharmacy were not kept in a clean and orderly 
condition as required by Section 45(3)(a) of the Pharmaceutical Profession 
Regulation. 
 
3. The pharmacy did not have a quarantine area for the storage of drugs 
that are outdated, damaged, deteriorated, misbranded or adulterated or that are 
in immediate or sealed outer or secondary containers that have been opened as 
required by Section 45(3)(c) of the Pharmaceutical Profession Regulation. 
 
4. The drugs in the pharmacy were not stored and handled in a safe and 
secure manner as required by Section 46(6) of the Pharmaceutical Profession 
Regulation. 
 
5. Drugs that were outdated, damaged, deteriorated, misbranded or 
adulterated or that were in immediate or sealed outer or secondary containers 
that had been opened were not quarantined and physically separated from other 
drugs until they were destroyed or returned to their supplier as required by 
Section 45(10) of the Pharmaceutical Profession Regulation. 
 
6. The pharmacy did not present a professional appearance as required by 
section 1.2 of the Standards of Practice. The pharmacy operations were not 
carried out in a manner designed to protect the public and people working on 
the premises as required by Standard 6.1(a) of the Standards of Practice. 
 
7. The pharmacist/licensee did not ensure that the pharmacy was 
maintained in a professional manner as required by Section 6.1(a) of the 
Standards of Practice. 
 
8. The pharmacy did not present, in its external and internal appearance, 
an appearance that would inspire confidence in pharmacy services that can be 
provided as required by Section 6.2(2) of the Standards of Practice. 
 
9. The pharmacist did not use a quality improvement program to monitor 
pharmacy operations as required by Section 6.4 of the Standards of Practice. 

 
  This conduct was found to be detrimental to the interest of the public and to 

public safety, to harm the standing of the profession of pharmacy and to 
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demonstrate a lack of skill and judgement. The Committee finds that these 
actions, made with neither disgrace nor dishonour, constitute both unskilled 
practice and professional misconduct. 
 
February 7, 2002 

   An Appeals Committee of council met to consider the orders of the 
Investigating Committee appointed to consider matters with regard to the 
pharmacist/licensee’s professional conduct from the August 31, 2001 matter. 
The findings of the Appeals Committee of council were as follows: 

 
1. That the pharmacy license for the pharmacy be suspended for a period 
of 30 days. After this time, the pharmacy must undergo an inspection by the 
Alberta College of Pharmacists before the license will be reinstated; the cost of 
which will be borne by the pharmacist/licensee. This order of suspension 
remains suspended provided that there are no further findings of misconduct. 
After 180 days the suspensions order will be removed. 
 
2. That the pharmacist/licensee be suspended from practicing pharmacy 
for a period of 30 days. This order of suspension remains suspended provided 
that the pharmacist/licensee practices pharmacy under the supervision of a 
pharmacy manager. After 180 days, the suspension order will be lifted. 
 
3. Notwithstanding the orders outlined in points 1 and 2, the 
pharmacist/licensee shall not engage in the sole practice of pharmacy for a 
period of two years. During this time, he must practice pharmacy only under 
the supervisions of a pharmacy manager. 
 
4. Notwithstanding the orders outlined in points 1 and 2, the 
pharmacist/licensee shall be prohibited from functioning as a pharmacy 
licensee for this same two year period. 
 
5. The pharmacist/licensee is to develop a quality improvement program 
for presentation to the complaints director within 45 days. 
 
6. The pharmacy is to undergo random inspections by the college, to a 
maximum of eight inspections over the next 24 months. 
 
7. That the pharmacist/licensee be required to pay all costs related to the 
investigation, the hearing, inspections over the next 24 months, and the costs of 
the appeal. A payment schedule can be arranged with the registrar. 

   These orders are to take effect February 7, 2002. 
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Then the registrant’s counsel presented his submission to the Committee. The registrant’s 
counsel commented on how there had not been any complaint registered with the college and 
the public had been safe. Yes, the pharmacy was busy and messy but it did not mean the 
pharmacist/licensee was not competent. The patients in that community had four other 
pharmacies they could choose but they kept returning to him. The counsel believed there was 
a gap in the college’s response time to the seriousness of the patient safety matter. 
 
 
As a result of the findings, the Investigating Committee made the following orders. 
 
The Investigating Committee ordered that: 

1. The pharmacist be suspended from the practice of pharmacy for a three-month period. 
  
2. The pharmacist must not engage in the sole practice of pharmacy for a period of 10 

years. During this 10 year period, the registrant must practice pharmacy as a 
pharmacist only under the supervision of a pharmacy licensee/manager. 

 
3. The pharmacist cannot be a licensee of a pharmacy in Alberta for a period of 10 years. 

 
4. The pharmacist be fined a total of $30,000 as a result of the findings of professional 

and proprietary misconduct from the decisions of the Investigating Committee.  
 

5. Random pharmacy inspections of the location by the College will occur six times per 
year for the first two years. Then, four times per year for the balance of the 10-year 
term that the pharmacist is not a licensee of a pharmacy. The costs of these inspections 
are to be borne by the registrant.  

 
6. The Investigating Committee further recommended that all official College pharmacy 

visits or inspections be documented each time by the College when visiting any 
pharmacy in Alberta. The pharmacist and/or pharmacy licensee in turn will also 
acknowledge that such a visit or inspection has occurred.  

 
7. All costs associated with this hearing and the investigations by the College are to be 

the responsibility of the pharmacist/licensee.  
 
In making these orders the committee noted the previous disciplinary actions involving the 
pharmacist and stated that it was necessary to make clear to the pharmacist how serious the 
situation was and to set conditions to ensure that this conduct was not repeated. 
 
For education of the membership, these findings will be published in the college’s newsletter. 
The pharmacist/licensee’s name and the pharmacy must not be identified in this newsletter for 
there has not been any patient complaint registered with the college at this point in time. The 
pharmacists of Alberta need to know that a disorderly and dirty pharmacy will eventually lead 
to dispensing errors and public harm. Further to this, selected photographs will be included in 
the newsletter, but again, must be such as not to identify the pharmacist/licensee or the 
pharmacy. 
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