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EDITORIAL

Seven Strategies to Strengthen Our
Medication-Use System
Neil J. MacKinnon

In a previous issue of CJHP, Tisdale discussed the 
magnitude of drug-related problems and the responsi-

bilities of pharmacists to provide pharmaceutical care.1

Since his editorial was published, the magnitude of this
problem has been estimated at an even higher level. Ernst
and Grizzle2 recently updated the Johnson and Bootman3

cost-of-illness model of drug-related morbidity and 
mortality in the ambulatory setting in the United States,
and they now place the annual cost at US$177.4 billion,
more than double the 1995 estimate of US$76.6 billion.

As pharmacists, we are aware that the drug-related
problems classified by Strand and others4 are common
and that they result in significant morbidity and mortali-
ty. Lazarou and others,5 at the University of Toronto, 
estimated that adverse drug reactions are the fourth to
sixth leading cause of death, claiming the lives of up to
10 000 Canadians each year.6 Medical errors result in 44
000 to 98 000 deaths each year in the United States, and
medication errors constitute the single largest category of
these errors.7 Other researchers observed that the 
number of deaths related to medication errors in the
United States increased by 257% between 1983 and
1993.8 The National Post recently reported on a soon-
to-be published study in which physicians’ knowledge of
their patients’ medication use was inaccurate 96% of the
time in 120 older adults living in Kingston, Ontario.9

These studies and others suggest that adverse drug-
related outcomes are now pandemic: the problems are
widespread, worsening, and worrisome. 

What, then, is wrong with the medication-use 
system? Grainger-Rousseau and others,10 from the
University of Florida, have proposed that for a drug 
therapy system to be considered both safe and effective,
8 elements are essential:
• prompt and accurate recognition of drug indications

and other signs and symptoms relevant to drug use 
• safe, accessible, and cost-effective medicines that

are legally available at reasonable cost
• appropriate prescribing to meet explicit (clear, 

measurable, and communicable) objectives 

• correct distribution, dispensing, and administration
of drug products, accompanied by appropriate
patient advice

• active cooperation between patients and caregivers
(what Grainger-Rousseau and others10 refer to as
intelligent adherence)

• monitoring to ensure detection and resolution of
drug-related problems

• documentation and communication of drug-related
information and decisions 

• evaluation and improvement of systems for use of
drug products and medications
How can CSHP take a leading role in improving the

medication-use system and in ensuring that these ele-
ments are in place each time a patient receives a medi-
cation? I believe that a combination of strategies is need-
ed to make Canada’s medication-use system safer and
more effective. I will review 7 strategies, which, if
embraced by CSHP, would greatly help to reduce the
pandemic of adverse drug-related outcomes.

THE STRATEGIES

Strategy 1: Promote Seamless
Pharmaceutical Care

Seamless pharmaceutical care should be promoted
both within and between institutions. CSHP and 
the Canadian Pharmaceutical Association should be
applauded for their efforts to bridge the gap in pharma-
ceutical care between institutional and community 
settings. Still, seamless care needs to move beyond a few
isolated demonstration projects to become readily
accepted and adopted as a standard of practice. Within
institutions, more effort is needed to encourage truly
multidisciplinary teams with clearly defined roles and
responsibilities in the medication-use system. Two 
nurses in Colorado, who were involved in a fatal 
medication error involving penicillin G given to a baby
boy and who have published a report of their 
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experience, realized this need: “The biggest error that
day was lack of collaboration. We should have 
collaborated with the hospital pharmacist . . . no one
person knows everything about an issue.”11 That error
and many like it can be attributed to insufficient 
communication and feedback, lack of explicit 
organizational responsibility, assumptions that “someone
else is taking care of that”, and poor documentation.
Pharmacists in all settings need to ask themselves, “Is this
patient’s progress toward drug treatment goals being
recorded anywhere, and, if so, is the information being
shared among health professionals?” 

Strategy 2: Communicate the Value of
Pharmacists to Health-Care Decision
Makers

As Tisdale1 argued, there is considerable evidence
that pharmacists can improve drug-related outcomes
and reduce costs within the health-care system. As a
profession, we have done a very good job of publishing
rigorous studies that show the value of pharmaceutical
care. For example, McLean12 has written a comprehen-
sive review of these studies, which each pharmacist
should have on hand to give to skeptical physicians and
others. Conversely, we have done a very poor job 
of communicating this information beyond our own
profession. Most of the studies have been published in
pharmacy journals that are not read by health policy
makers and administrators. Likewise, we need to
become more familiar with the publications that are
read by these individuals, such as Benefits Canada and
Canadian Healthcare Manager. 

One message that would receive a welcome recep-
tion in today’s health-care environment is our ability to
reduce health-care costs. Spending on drugs is expected
to have risen by 9% between 1999 and 2000 and to 
represent 15.5% of total health spending.13 Allan Rock,
the federal minister of health, recently stated that 
“pharmaceuticals have become the number one cost
driver in our health care system”.14 He went on to ask,
“Can these costs be managed more effectively?” We can
answer that question with a resounding “Yes! — Use
Canada’s pharmacists more effectively.”

Strategy 3: Lobby for Elimination of 
the “Quality Tax” 

A statement echoed by many pharmacists is “I’d like
to provide pharmaceutical care, but I can’t do so because
of financial realities.” Hepler calls this the “quality tax”
and argues that “a pharmacist who provides care beyond
the minimum level is financially penalized. His or her
patients may do better then they would have without this
higher level of care, but this is largely unrecognized and

unremunerated.”15 This problem of lack of financial
incentive to spend time with the patient in direct care 
is not limited to hospital pharmacists; indeed, it is a 
problem for our community pharmacist colleagues, 
nurses, and physicians. Because this problem is shared
by all health-care professionals, we would be wise to
join forces with the stronger physician and nursing 
lobbying groups to encourage changes in the 
reimbursement system to facilitate the provision of 
medical, nursing, and pharmaceutical care.

Strategy 4: Contribute to the Development
of a System for Measuring Quality in
Pharmacy 

At first glance, the development of a system for 
measuring quality may appear to address a non-issue,
given the existence of the National Association of
Pharmacy Regulatory Authorities, which sets national
standards of practice; provincial boards of pharmacy,
which inspect pharmacies and keep pharmacists
accountable to the public; and quality improvement
committees in institutions. Yet despite the existence of
these bodies, we lack a national system of reporting and
measuring many adverse drug-related outcomes such as
medication errors and preventable drug-related 
morbidity. In addition, there is no national system of
measuring the services offered by pharmacists and no
method of measuring how the provision of these 
services relates to patient outcomes. Some progress is
being made through the formation of ISMP Canada to
facilitate the reporting of medication errors and through
the development of pharmaceutical quality indicators by
the Canadian Institute for Health Information. Still, there
is an opportunity for CSHP to take a lead in determining
what should be measured in hospital pharmacy, before
external agencies dictate these measures to us. 

Strategy 5: Support Evaluations of the
Impact of Drug-Use Policies on Patient
Outcomes

Many tools and techniques are currently used to
help influence the use and cost of medications, such 
as formularies, prior authorization programs, and 
copayments. Still, there is considerable debate over the
impact of these policies on patient outcomes, as 
exemplified by the excellent exchange of ideas in the
Focus on the Formulary column in this journal. More
thorough evaluations of drug-use policies are needed,
such as Tamblyn’s recent review16 of the policy of 
prescription coinsurance and implementation of
deductibles for seniors and welfare recipients in the
province of Quebec. In her interrupted time-series 
analysis, use of essential medications decreased by 9.1%
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among seniors and by 14.4% among welfare recipients
after the introduction of cost-sharing, while the rates of
serious adverse events and visits to the emergency
department related to reductions in the use of essential
drugs increased significantly in both groups. We need to
consider the impact on patient outcomes of the drug-use
policies we set. 

Strategy 6: Help Ensure that 
Pharmacists Have Access to 
Patient-Specific Information

Many hospitals are investing heavily in information
technology systems in an attempt to reduce paperwork
and improve the efficiency of the delivery of health 
care. In many of these cases, however, the new systems
do not allow for adequate communication of patient-
specific information between departments. As a result,
pharmacists lack the information they need to provide
adequate pharmaceutical care. One could argue that a
pharmacist cannot provide pharmaceutical care at all if
he or she does not have basic information such as the
diagnosis. Access to patient-specific information should
not be limited to clinical pharmacists at the bedside; it is
also needed in the dispensary, in clinic pharmacies, and
in community pharmacies. 

Strategy 7: Provide Training for
Pharmacy’s Leaders

Canada’s hospital pharmacy supervisors, managers,
directors, and other management personnel face 
considerable pressure as the cost of pharmaceuticals
rises at the same time as the budgets of many hospitals
are reduced. In this stressful environment, training 
for hospital pharmacy’s managers and leaders occurs 
primarily on the job. There are few suitable educational
opportunities for hospital pharmacy management 
personnel, because there are no pharmacy-specific
Canadian graduate programs that concentrate on 
management training and few management-focussed
continuing education events. Furthermore, at present 
we do not know which skills are essential in hospital 
pharmacy management, whether Canada’s hospital 
pharmacy managers have these skills, and, if not, how to
best foster the learning of these skills. Clearly, there is
much to be done to address the needs of the leaders of
our pharmacy departments, upon whom the provision of
pharmacy services is so dependent.

CONCLUSION

This list of strategies is certainly not comprehensive,
but accomplishing them would take us a long way
toward making our medication-use system safer and

more effective, a goal that I suspect is important to each
member of CSHP. 
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