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Drug shortage and patient safety

By Marvin, Ng, Jim Kong, and Certina Ho

rug shortage has been an on-

going issue and has been de-

scribed in various literature as

a challenge common to both
hospital and rerail pharmacy setrings o-
day. For the purpose of this article, “drug
shortage” is defined as any shortage of a
prescription medicarion in a pharmacy's
inventory. The causes of drug shortages are
rarely due to any one singular outstanding
factor, but rather a combination of several
causes.

Drug shortage issues can be broadly in-
terpreted from a supply and demand per-
spective. Drug supply issues can include,
the drug not being available due to man-
ufacturing problems, availability of raw
ingredients, safety concerns, and discon-
tinuation of products, erc. Contrarily, the
demand for drugs may shift drastically due
to poor pharmacy inventory management,
disease outbreaks, or a shift in prescribing
practice, etc.

The consequences of drug shortages of-
ten lead to negative effects in the patient
CaTe COntinuum AcToss varions settings.
The most common consequences incl
* Delay in treatment

& Discontinuation of treatment

* Receiving a less effective drug or formu-
lation

¢ Extra time required to locate alternative
drug by pharmacy staff
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pharmacy department
Parient safety-relared issues in the acute

care setring have been described in several

reports. However, these issues may not ap-
ply to the community pharmacy setting;
and hence, the impetus for this multi-in-
cident analysis.

Medication incidents associated with
drug shortages were collected from the
Community Pharmacy Incident Reporting
(CPhIR) Program and analyzed by medi-
cation safery analysts from ISMP Canada.
Two major themes were identified from
this analysis, which were further subdivid-
ed into subthemes as seen in Table 1.

Table 1

Themes and Subthemes Derived fram Analysis
of Incidents Related fo Drug Shorfage

Theme Subtheme

Deviation from the  + Risk of overdose
Intent of the Original * Risk of under-dose

Prescription + Incorrect drug
- Patient confusion and
misunderstanding
Near Misses » Association error

+ Incorrect brand se-
lected

+ Incorrect strength

- Patient confusion and
misunderstanding

Deviation from the Intent of the
Original I’rescriptiun - Modifying a pre-
seription due to drug shortages s a com-
mon practice, but is often a mnhi-s[cp
process utilizing relatively complex calcu-
lations to attain an equivalent efficacious
Qll') {'\" 3‘;][{ mcn1l)l:]'5 :\']1[1“1([ Llpp]‘r' in[lcﬂ
pendent double checks to the order entry
and dispensing processes in order to ensure
patient safery.

Near Misses — These are medication
incidents rhat could have caused harm
to the parient, bur were prevented or in-
tercepred in time by the pharmacist, the
pharmacy staff, or the patent. Most of
these reported incidents stated thar the
patient often misunderstood the changes
to their medication due to drug shortage.
If left unresolved, these incidents could
potentially lead to negarive outcomes such
as non-compliance and/or incorrect use of
the medication.

ISMP Canada recommends the follow-
ing to mitigare drug-shorrage associared
medication incidents:

1. Independent double checks should be
implemented in the pharmacy workflow.
Having a dialogue with the patient when
the medication is being picked up may also
serve as an independent double check to
ensure that the right medication is being
dispensed to the right patient.

2. Thoroughly counsel the patient on the
identity of the altered medication, the ap-
propriate directions for use, erc. will help
to avoid any misunderstandings and inap-
propriate use of the medication.

3. Follow-up or monitoring is imporeant in
L|c;iling with issues of L|r|1g shnr[ag\_‘.s, espe-
cially in cases where an alternate brand of
the medication has been dispensed. Some
patients may be sensitive to brand changes
and respond differently (better or worse)
cnm]’,t;lrr;d to I:hr; pn_‘.\'imls L‘T;H'I(l thl’:‘y' were
taking for their condition.

The incidents gathered from this mulri-
incident analysis have reinforced the nega-

Examples of Canadian Resources
for Handling Drug Shortages

The following is a list of Canadian
resources that may be helpful for
pharmacies with respect to handling
drug shortages.

Canadian Drug Shortage Database
= hitp://www.drugshortages.ca

Drug Shortages: A Guide for
Assessment and Patient Management
(Canadian Pharmacists Association
(CPhA), 2010)

= hitp://www.pharmacists.ca

Drug Shortages (Canadian Society of
....... | Pharmacists (CSHP)

* Nttp//www.cshp.ca

Drug Shortages (University of

Saskatchewan medSask)

= hitp://medsask.usask.ca

Drug Shortages and Medication Safety

Concems (ISMP Canada)
* Nttp://www.ismp-canada.org

tive impacts thar drug shortages can have
on patient safery. Drug shortages continue
to be an inevitable issue that many phar-
macists, patients, and health care provid-
ers must ]({lcc (%) 9 B¢ rf,_‘;_:ll].'lT I_".{lb'l&, I_Tllt LI‘::r'ii?”S
can be taken to prevent the likelihood of
“'\'.:_’J'Jt]‘\"\' CUECOmes. m
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