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ABSTRACT

Background: Greater burdens of comorbidity and exposure to
unique environmental factors predispose incarcerated individuals to
polypharmacy and inappropriate prescribing. There is limited literature
investigating polypharmacy within the correctional health setting.

Objectives: To determine the median number of medications prescribed
per client at facilities in British Columbia, to determine the proportion

of clients meeting the definition for polypharmacy, to identify the top
medication categories prescribed, and to screen for potential drug
therapy problems among those with polypharmacy.

Methods: An observational point prevalence study of adult clients with
one or more active medications on the census date at 5 correctional
health facilities in British Columbia was conducted. Clients were excluded
if they had one-time or no medication orders on the census date.

Results: Of the 500 clients screened, 420 were included in the final
analysis. Across the centres, the median number of medications ranged
from 3 to 5 per client, and the rate of polypharmacy ranged from

23% to 41%. Of the scheduled medications, opioid agonist therapy and
psychotropics were the leading categories prescribed across all facilities.
Non-opioid analgesics were the top “as needed” medications prescribed
at 4 of the 5 facilities. The leading potential drug therapy problem
identified was drug interactions resulting in additive sedation.

Conclusions: Polypharmacy was present within all facilities in this
study, with more than 25% of clients affected at 3 of the sites. The top
medications prescribed aligned with those identified in the literature;
however, there remain opportunities for therapy optimization.
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INTRODUCTION

Polypharmacy is commonly defined as taking 5 or more
medications, including prescription, over-the-counter, and/or
traditional and complementary therapies.! Irrespective of
the appropriateness of the individual medications, polyphar-
macy is associated with various risks, including death,

RESUME

Contexte : Le fardeau plus important associé aux comorbidités et

a I'exposition a des facteurs environnementaux uniques prédispose

les personnes incarcérées a la polypharmacie et a des prescriptions
inappropriées. La littérature sur la polypharmacie dans le cadre des services
de santé dans le milieu correctionnel est limitée.

Objectifs : Déterminer le nombre médian de médicaments prescrits par
client dans des établissements en Colombie-Britannique; déterminer la
part de clients répondant a la définition de la polypharmacie; recenser les
principales catégories de médicaments prescrits; et procéder au dépistage
des problémes potentiels de thérapie médicamenteuse chez les clients
présentant de la polypharmacie.

Méthodologie : Une étude observationnelle de prévalence ponctuelle des
adultes prenant un ou plusieurs médicaments actifs a la date du recensement
a été menée dans 5 établissements de santé correctionnelle en Colombie-
Britannique. Les clients étaient exclus s'ils navaient qu‘une prescription
unigue ou aucune ordonnance médicamenteuse a la date du recensement.

Résultats : Sur les 500 clients testés, 420 ont été inclus dans I'analyse
finale. Dans les différents centres, le nombre médian de médicaments variait
de 3 a 5 par client, et le taux de polypharmacie variait de 23 % a 41 %.
Parmi les médicaments programmés, la thérapie agoniste des opioides et
les psychotropes étaient les principales catégories prescrites dans tous les
établissements. Les analgésiques non opioides étaient les médicaments les
plus prescrits « au besoin » dans 4 des 5 établissements. Les interactions
médicamenteuses entrainant une sédation additive constituaient le principal
probléme potentiel de la thérapie médicamenteuse recensé.

Conclusions : La polypharmacie était présente dans tous les
établissements de cette étude, avec plus de 25 % des clients touchés
dans 3 des sites. Les principaux médicaments prescrits étaient en accord
avec ceux indiqués dans la littérature; cependant, il reste des occasions
d'optimiser la thérapie.

Mots-clés : polypharmacie, santé correctionnelle, incarcération

adverse drug reactions (ADRs), admission to hospital, drug-
drug or drug-disease interactions, and poor adherence.??
Clients in correctional health settings may experience
polypharmacy.*> Internal (unpublished) data from the
British Columbia Correctional Health Services revealed
an average of 6.6 medications prescribed per client in 2022.
Incarcerated individuals often suffer a higher burden of
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comorbidities than the general population,® specifically
more communicable diseases and mental health and sub-
stance use disorders.! Although greater health demands may
necessitate multiple medications, concerns about polyphar-
macy exist. For instance, prescribing multiple agents
before initial regimens are optimized has been identified
as an issue in the correctional health literature.* An Aus-
tralian systematic review on the prescribing of psychotropic
drugs in the corrections setting revealed polypharmacy as
a common theme, specifically the use of multiple PRN (“as
needed”) medications.” Furthermore, there are concerns
that psychotropics may be inappropriately prescribed to
subdue clients rather than to treat their underlying medical
condition.” Excessive or inappropriate prescribing may also
contribute to misuse or diversion of medications, as well as
interactions with illicit substances.?

There is minimal literature investigating medication
use patterns in the correctional health setting.>”? This
study was undertaken to characterize the medication ther-
apy of clients in correctional facilities in British Columbia,
with a particular focus on polypharmacy.

METHODS

Study Population and Participant Selection

An observational, point prevalence, multicentre review of
prescription data from electronic medical records (EMRs)
was conducted. To ensure adequate representation by sex,
client status (sentenced, remanded), and geography, 5 prov-
incial facilities that receive medical services from BC Correc-
tional Health Services were selected: Alouette Correctional
Centre for Women (ACCW), Fraser Regional Correctional
Centre (FRCC), Prince George Regional Correctional Cen-
tre (PGRCC), Surrey Pretrial Services Centre (SPSC), and
Vancouver Island Regional Correctional Centre (VIRCC).
ACCW is the only all-women’s facility in British Columbia,
mostly with remanded clients. FRCC is an all-male facility
for sentenced clients, whereas the remaining sites house pri-
marily remanded males. These facilities are managed by BC
Mental Health and Substance Use Services (BCMHSUS). All
provincial facilities are served by one centralized pharmacy.
Facilities do not use preprinted order sets; instead, all medi-
cations are prescribed on an individual basis.

Consistent with the literature, we identified a single
census day for each facility to calculate medication preva-
lence.>® To maximize the data available for assessment, the
BCMHSUS analytics team identified the highest bed count
day between July and December 2022 at each site to be the
census date. These dates were July 27 for FRCC, Novem-
ber 16 for VIRCC, November 21 for SPSC, December 9 for
ACCW, and December 11 for PGRCC. Selection was limited
to July 2022 onward because prescribers were mandated to
include diagnosis information in the EMR prescription field
after this date, and this information informed our secondary

outcome assessment. For each date, the analytics team
randomly selected a convenience sample of 100 clients per
facility for screening. Clients who were 18 years or older with
one or more medications (scheduled or PRN) active on the
census date were included in our analysis. Those with one-
time orders and those not taking medications were excluded.

The University of British Columbia Children’s and
Women’s Clinical Research Ethics Board deemed this pro-
ject to be a quality improvement initiative, which was thus
exempt from ethics approval.

Outcomes

The primary outcomes were the median count of medica-
tions (scheduled and PRN) and the proportion of clients
with polypharmacy (based on scheduled medications only)
at each facility on the census date. Secondary outcomes were
the top 5 prescribed medication classes for scheduled, PRN,
and high-risk medications at each facility and potential drug
therapy problems (DTPs) among clients with polypharmacy.

High-risk medications were categorized as “high-alert”,
“independent double check”, or “double check”, as per
BCMHSUS drug policies.!*!! High-alert medications (e.g.,
methadone) have an increased risk of causing significant
harm if administered in error.!” Independent double check
medications (e.g., parenteral narcotics) require 2 clinicians
to separately verify the medication and address any discrep-
ancies before administration.!! Double check medications
(e.g., insulin, oral narcotics) require 2 clinicians to verify
the medication together before administration.!! In screen-
ing for potential DTPs, medications were assessed accord-
ing to their dose, their appropriateness for the indication(s)
listed, potential interactions, and duration of therapy. DTPs
were categorized according to the Canadian consensus on
clinical pharmacy key performance indicators.'?

Data Collection

The BCMHSUS analytics team extracted de-identified pre-
scription data from the clients’ EMRs, which included
details about medication regimens, prescription durations,
and diagnoses (where available). A pharmacy resident
investigator (L.L.) categorized the data in an Excel spread-
sheet (Microsoft Corporation) and screened for potential
DTPs, with clinical pharmacist investigators (M.B., B.L.)
randomly auditing data for 10% of the records. Discrepan-
cies were resolved by consensus.

The following baseline characteristics were collected:
age, sex, Indigenous self-identification, facility, and diagno-
ses (where available). Medications were categorized by their
respective drug classes; those that did not fall into the prespe-
cified categories were sorted as “other.” Multiple strengths
or routes of administration for the same medication were
counted as one entry. Long-acting injectable antipsychotics
and injectable opiate agonist therapy (OAT) given before the
census date were included if the next dose was ordered for
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the correct interval. Once the 5 most commonly prescribed
medication classes were determined, the proportion of cli-
ents taking at least one medication from each of the given
classes at each facility was calculated.

Statistical Analysis

Means and medians were used to describe continuous vari-
ables, and proportions were used for dichotomous vari-
ables. All analyses were performed using Microsoft Excel.

RESULTS

Of'the 500 clients screened, 420 met the inclusion criteria for
our analysis (Table 1); the remaining 80 were not taking any
medications. Indigenous self-identification (First Nations,
Meétis, Inuit) ranged from 10% to 22% at each facility.

The median number of medications ranged from 3 to
5 per client (Table 2). VIRCC had the greatest proportion
of clients with polypharmacy (41%), followed by ACCW
(36%), FRCC (28%), SPSC (24%), and finally PGRCC (23%).
Polypharmacy was most prevalent in the 30- to 39-year
age group at ACCW, FRCC, and VIRCC, and among those
40 years of age or older at PGRCC and SPSC. Among those
who self-identified as Indigenous, VIRCC had the greatest
proportion with polypharmacy.

Except at PGRCC, OAT was the most commonly
prescribed scheduled medication, followed by either
second-generation antipsychotics or “other antidepres-
sants”, which encompassed medications other than selective

TABLE 1. Baseline Characteristics

serotonin reuptake inhibitors, serotonin-norepinephrine
reuptake inhibitors, and tricyclic antidepressants (Table 3).
Trazodone and mirtazapine were the most common agents
in the category of other antidepressants. Beyond the psycho-
tropics, melatonin, the sole agent in the “sleep” category,
and antihistamines, predominantly hydroxyzine, were
frequently prescribed. Wide use of topical dermatological
products, including corticosteroids and acne compounds,
was seen across the centres as well.

Of the PRN medications, non-opioid analgesia
(acetaminophen, nonsteroidal anti-inflammatory drugs
[NSAIDs]) was the most frequently prescribed medication
category at 4 facilities (Table 3). All centres had short-acting
B.-agonists and short-acting muscarinic antagonists, as
well as a gastrointestinal agent (laxative or acid reducer),
among their top medications. ACCW and SPSC had anti-
psychotics (first- and second-generation) as the fifth most
commonly prescribed PRN medication.

The high prevalence of OAT was reflected in the data
for high-risk medications (Table 3). Nonparenteral narcotics,
primarily buprenorphine/naloxone and slow-release forms of
oral morphine, was the leading category at all facilities. Except
at PGRCC, liquid methadone was the next most frequently
prescribed agent, followed by parenteral narcotics, which con-
sisted exclusively of extended-release buprenorphine.

The DTPs identified in this study were all considered
“potential” due to our inability, in the absence of a chart
review, to confirm their relevance. The most common poten-
tial DTP category was ADR, encompassing issues such as

Facility?; No. (%) of Patientsb<

ACCW FRCC PGRCC SPSC VIRCC
Characteristic (n=89) (n=178) (n = 86) (n = 88) (n=179)
Age (years) (mean =+ SD) 39.8 +10.1 441 £12.5 41.7 £10.9 N1+ 42 £11.8
Sex, male 0 (0 78 (100) 86 (100) 88 (100) 79 (100)
Facility type Mixedd Sentenced Mixedd Remand Mixedd
Age (years)
18-29 1 (12) 6 9 (10 9 (10 10 (13)
30-39 40 (45) 26 ( 34 (40) 37 (42) 30 (38)
40-49 23 (26) 23 (2 26 (30) 21 (24) 21 (27)
>50 15 (17) 23 (2 17 (20) 21 (24) 18 (23)
Indigenous self-identification
Yes 17 (19) 9 (12) 16 (19) 9 (10) 17 (22)
No 70 (79) 62 (79) 48 (56) 72 (82) 52 (66)
Unknown 2 (2 7 22 (26) 7 (8 10 (13)

SD = standard deviation.

3ACCW = Alouette Correctional Centre for Women, FRCC = Fraser Regional Correctional Centre, PGRCC = Prince George Regional Correctional Centre,
SPSC = Surrey Pretrial Services Centre, VIRCC = Vancouver Island Regional Correctional Centre.

bExcept where indicated otherwise.

Percentages within a section of a given column may not sum to 100 because of rounding.

dPrimarily remanded clients.
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drug-drug interactions, drug-disease interactions, and
unsafe medication due to client risk factors (e.g., low renal
function)!? (Figure 1). All ADR-related DTPs were due to
drug-drug interactions, primarily additive sedation from
concomitant prescribing of OAT, sedating antipsychot-
ics (e.g., olanzapine, quetiapine), sedating antidepressants
(e.g., mirtazapine, trazodone, tricyclic antidepressants),
hydroxyzine, cyclobenzaprine, and/or gabapentinoids. Other
drug-drug interactions observed in this study included addi-
tive anticholinergic burden and QTc prolongation.

The next most common potential DTP category was
unnecessary drug therapy. This category included long-term
use of natural health products for unclear indications, dupli-
cation of therapy (e.g., co-prescription of a selective serotonin
reuptake inhibitor and a serotonin-norepinephrine reuptake
inhibitor), triple or quadruple antipsychotic therapy, and
extensive prescription lengths for medications that would war-
rant earlier reassessment (e.g., 1-year course of antidiarrheal,
proton pump inhibitor, or scheduled high-dose NSAID).

Use of medications with limited evidence was cap-
tured under the potential DTP of “ineffective drug”. This
category included long-term cyclobenzaprine for low-back
pain'® and hydroxyzine for sleep.!* Lastly, under the poten-
tial DTP of “dose too high”, we found a total of 5 clients
who were taking quantities of NSAIDs exceeding the daily
allowable dose.

DISCUSSION

Polypharmacy was present in all facilities, ranging from
23% to 41% of clients in each centre, although its prevalence

was likely underestimated, given that PRN medications
were excluded from the count. While often associated
with adults 65 years or older,’® polypharmacy also affects
younger populations due to factors such as mental health
conditions, lack of a primary care physician, poor medical
record keeping, and disjointed transitions in care.!® Staff
turnover,® incomplete medication histories, and health
complexities,* in addition to environmental factors indu-
cing or aggravating poor health, have also been identified in
the correctional health literature as potential contributors
to inappropriate prescribing and polypharmacy.

The top scheduled medications in BC correctional
facilities (OAT, psychotropics) were unsurprising. Accord-
ing to 2022 BC Correctional Health Services statistics,
more than 60% of clients had mental health or substance
use concerns,'” which would explain the high prevalence of
OAT and psychotropics. Sleep disorders are also extremely
prevalent in correctional facilities due to overcrowding,
excessive noise, interruption of daily routines, temperature
variation, substance withdrawal, uncomfortable bedding,
and concomitant mental health conditions.!® Due to the risk
of diversion and misuse, antihistamines, melatonin, and
psychotropics with a sedating profile are prescribed pref-
erentially over hypnotics for treatment of sleep problems.®

The high prevalence of substance use and conditions
resulting from incarceration, such as anxiety or sleeping
issues, may lead to somatic disturbances requiring anal-
gesia.!? This factor may have contributed to non-opioid
analgesics being the most prescribed among the PRN medi-
cations. Laxatives were also among the top PRN medications
prescribed, possibly due to opioid-induced constipation or

TABLE 2. No. of Medications and Rate of Polypharmacy, by Age Group

Facility?; Outcome Result

ACCW FRCC PGRCC SPSC VIRCC

Outcome (n =89) (n=178) (n = 86) (n =88) (n=179)
No. of medications (median and IQR)

Overall 5 (3-8) 3 (2-5) 3 (2-5) 3.5 (2-5) 5 (4-8)

18-29 years 3 (2-8) 2.5 (1.25-3.75) 3 (2-4) 2 (1-3) 4 (3-7)

30-39 years 4 (2-8) 3.5 (2.25-6) 3 (2-4) 4 (2-5) 5 (4-7)

40-49 years 4 (3-6) 3 (1.5-4.5) 4 (2.25-7) 4 (2-6) 5 (3-7)

> 50 years 8 (5.5-12) 3 (2.5-5) 4 (2-5) 4 (3-8) 6 (4.25-9)

Self-identification as Indigenous 5 (4-9) 3 (3-6) 2.5 (2-4) 6 (3-8) 6 (4-7)
No. (%) meeting definition of polypharmacy®

Overall 32 (36) 22 (28) 20 (23) 21 (24) 32 (41)

18-29 years 3 (3) 1 (1) 1 (1) 0 (0) 3 4

30-39 years 15 (17) 9 (12) 4 (5) 6 (7) 13 (16)

40-49 years 6 (7) 5 (6) 8 (9) 7 (8 7 9

> 50 years 8 (9) 7 9 7 (8 8 (9) 9 (11)

Self-identification as Indigenous 6 (7) 3 (4 3 (4 6 (7) 7 (9

IQR = interquartile range.

3ACCW = Alouette Correctional Centre for Women, FRCC = Fraser Regional Correctional Centre, PGRCC = Prince George Regional Correctional Centre,
SPSC = Surrey Pretrial Services Centre, VIRCC = Vancouver Island Regional Correctional Centre.
PAIl percentages are calculated in relation to the total number of participants for the particular centre, as stated in the respective column heading.
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TABLE 3. Top Categories of Scheduled, PRN, and High-Risk Medications

Facility?; % of Clients Taking > 1 Medication from Class

Rank ACCW (n = 89) FRCC (n = 78) PGRCC (n = 86) SPSC (n = 88) VIRCC (n =79)
Scheduled

1 OAT (42%) OAT (49%) Other antidepressants (55%) OAT (51%) OAT (63%)

2 SGA (40%) SGA (27%) OAT (47%) Other antidepressants ~ Other antidepressants

(35%), SGA (35%) (42%)
3 Dermatological Other antidepressants SGA (35%) SSRIs (25%) Sleep® (30%)
preparations (29%) (22%)
4 Other antidepressants  SleepP (19%), dermatological NSAIDs (16%) Dermatological SGA (20%)
(26%) preparations (19%) preparations (22%)
5 Sleep® (25%), NSAIDs (15%) Gabapentinoids (14%) Antihistamines (16%) Antacids (19%)
antihistamines (25%)

PRN

1 NSAIDs (37%) APAP (13%) SABA or SAMA (9%) APAP (17%) NSAIDs (47%)

2 APAP (28%) NSAIDs (12%) NSAIDs (8%) NSAIDs (11%) APAP (32%)

3 Laxatives (17%) Antacids (1%), SABA or APAP (6%) SABA or SAMA (7%) Laxatives (18%)

SAMA (1%)

4 SABA or SAMA (11%) NA Laxatives (4%) Antacids (2%) Antacids (10%)

5 Antipsychotics (7%) NA Antacids (2%) Antipsychotics (1%) SABA or SAMA (8%)
High-risk

1 Nonparenteral Nonparenteral Nonparenteral Nonparenteral Nonparenteral

narcotics (23%) narcotics (27%) narcotics (34%) narcotics (32%) narcotics (33%)

2 Methadone liquid (12%)  Methadone liquid (21%)  Parenteral narcotic (11%)  Methadone liquid (17%) Methadone liquid (28%)

3 Parenteral narcotic (7%)  Parenteral narcotic (5%) Methadone liquid (9%)  Parenteral narcotic (2%) Parenteral narcotic (4%)

4 Subcutaneous insulin (1%) Subcutaneous insulin (3%) Subcutaneous insulin (1%) Subcutaneous insulin (1%) NA

APAP = acetaminophen, NA = not applicable, NSAID = nonsteroidal anti-inflammatory drug, OAT = opiate agonist therapy, SABA = short-acting ,-agonist,
SAMA = short-acting muscarinic antagonist, SGA = second-generation antipsychotic, SSRI = selective serotonin reuptake inhibitor.

3ACCW = Alouette Correctional Centre for Women, FRCC = Fraser Regional Correctional Centre, PGRCC = Prince George Regional Correctional Centre,
SPSC = Surrey Pretrial Services Centre, VIRCC = Vancouver Island Regional Correctional Centre.

bThe drug category “sleep” consisted only of melatonin.

m Adverse Drug Reaction Unnecessary Drug Therapy Ineffective Drug M Dose too High

50

40
2
€
=
S 30
% —
*

20 ——
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0

ACCW FRCC PGRCC SPSC VIRCC
Facility

FIGURE 1. Breakdown of drug-related problems by facility. ACCW = Alouette Correctional Centre for
Women, FRCC = Fraser Regional Correctional Centre, PGRCC = Prince George Regional Correctional
Centre, SPSC = Surrey Pretrial Services Centre, VIRCC = Vancouver Island Regional Correctional Centre.
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constipation from poor dietary intake. Use of short-acting
bronchodilators may be explained by the higher prevalence
of tobacco use disorder, asthma, and chronic obstructive
pulmonary disease observed in incarcerated individuals,
as described in the literature.? Interestingly, we observed
greater prescribing of PRN antipsychotics for female cli-
ents. Gender-related differences in prescribing were high-
lighted in a point prevalence study of European inmates.’
In that study, there was greater psychotropic prescribing
among female clients, potentially due to greater mental
health concerns, as well as social and situational factors of
imprisonment disproportionately affecting women.’?

In the current study, there was substantial use of high-
alert medications, mostly accounted for by the large quan-
tities of OAT prescribed. Use of high-alert medications
carries an inherently greater risk of harm if the drugs are
administered incorrectly. These observations support the
need for periodic review of medication administration poli-
cies and procedures based on patient safety event data and
best practice guidelines to ensure client safety.

Despite limited data, we would like to highlight our
results for the Indigenous client subgroup, which in Can-
ada consists of First Nations, Métis, and Inuit peoples.?!
Indigenous peoples make up approximately 6% of the
BC population?? and were overrepresented in our study,
accounting for approximately 16% of the clients. Nonethe-
less, our data may still underrepresent the proportion of
Indigenous clients in custody in British Columbia, given
that 2022 data estimated an average of 35% of individuals
who self-identified as Indigenous.?? We hypothesize that
underreporting may be rooted, in part, in the extensive
history of systemic racism faced by this population, lead-
ing individuals to avoid self-identifying as Indigenous out
of fear of discrimination, mistrust, and stereotyping at the
point of care.?* Indigenous peoples are also at increased risk
of polypharmacy, as they tend to have a higher prevalence
of chronic conditions than non-Indigenous individuals.?*
However, disparities in access and fears of mistreatment
leading to avoidance of the health care system contribute to
potential undertreatment in this population.??

The lack of a chart review hindered us from performing
a comprehensive DTP assessment. As a result, not all DTP
categories were assessed, and DTPs identified were con-
sidered “potential”, as their clinical relevance could not be
accurately determined. The DTPs identified are hypothesis-
generating, however, providing areas for potential opti-
mization and justifying the performance of comprehensive
chart reviews to better understand prescribing prac-
tices. For example, the large quantities of hydroxyzine
prescribed, presumably for sleep, may indicate a need to
review approaches to insomnia management, including
correcting underlying factors such as pain, mood disorders,
environment, and routines. Another example is the use of
multiple antipsychotics observed in some clients, including

at subtherapeutic doses. It may be beneficial to perform an
in-depth assessment for prescribing appropriateness, such as
determining whether adequate medication trials are being
performed before adding or switching agents. Additionally,
it would be worthwhile to investigate whether clinicians are
performing an in-depth psychiatric history to determine
the pattern of past medication trials to prevent using agents
that offer minimal benefit to clients.

Overall, the results of this study enhance our under-
standing of polypharmacy in BC correctional centres. To
our knowledge, this study is the first of its kind in British
Columbia, laying the foundation upon which subsequent
studies can explore prescribing practices in these centres,
the appropriateness of medications prescribed, and the con-
cept of rational polypharmacy through an in-depth chart
review. Within our own setting, it may also be important to
compare the appropriateness of medication use at centres
with and without an on-site clinical pharmacist. Clinical
pharmacists play an integral part in interdisciplinary teams,
ensuring effective, safe medication therapy. Their active
role in overseeing and optimizing medication management
may reduce the risks of polypharmacy. Moreover, insights
from future studies may highlight prescribing practices and
direct future education for the health care team to optimize
patient care outcomes.

Limitations

Several factors limit the interpretation of results in this study.
The point prevalence design allows only a snapshot of medi-
cation use, without accounting for changes over time. As well,
we only considered individuals who were taking medications
on the census date at each centre; therefore, our medication
counts may be inflated. Additionally, the methodology may
have introduced sampling bias. Several factors may have
affected each client’s medication count on the census date.
For example, if the client recently entered the facility, regular
medications may not have been reviewed and reordered by
the on-site physician. Conversely, extra medications may have
been added temporarily for acute substance withdrawal upon
admission. Also, certain days may have underrepresentation
of medications due to lack of an on-site prescriber.

Another limitation of our methodology was the exclu-
sion of PRN medications from the analysis, which may
have led to underestimation of polypharmacy. Future
studies should include data from medication administra-
tion records to capture PRN use and thus allow for more
accurate medication counts. Differences in bed counts
across the 5 sites led to inconsistent representation of cli-
ents from each facility, affecting generalizability. Our data
source also lacked the ability to distinguish between new
and re-admitted clients, leading to potential data duplica-
tion. Finally, the absence of a comprehensive chart review
prevented us from thoroughly assessing medication appro-
priateness and ascertaining the presence of certain DTPs.
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CONCLUSION

In this study of correctional centres in British Columbia, the
rate of polypharmacy ranged from 23% to 41%. The most
frequent prescriptions aligned largely with expectations for
this unique population; however, opportunities to optimize
therapy remain. Future studies should include chart reviews
to allow better characterization of medication use and quan-
tification of polypharmacy in this vulnerable population.
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