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How many patients die annually in the US from preventable errors in hospitals?  
By: ROBERT MILLER 

 

As has been discussed in numerous classes on quality and patient safety within hospitals and 

pharmacies, it is impossible to begin a discussion about medication safety without referencing the 

Institute of Medicine’s 1999 seminal article To Err is Human and its estimation that 98,000 people could 

potentially be dying annually in the US from preventable errors in hospitals. Of course, it’s important to 

understand that patient safety is a philosophy that should be instilled into medical cultural and how we 

approach patient care, rather than simply something we’re doing in response to a single report. That 

being said, to know where we’re going we have to know where we’ve been, and to this end the numbers 

do matter. 

 

It is important to analyze these numbers 

not so that we can find a number we are 

“comfortable” with, but instead so that we can 

have some measure against which to assess 

progress. As any staff pharmacist at a hospital 

can attest, there is such a thing as “safety” 

overload – endless notifications about drug 

interactions that are clinically irrelevant (“alert 

fatigue”), checklists to make sure you did all the 

checklists, and it seems almost every patient 

advocacy society thinks we should do additional 

screening for their disease of choice (e.g., 

depression interviews before every surgery). However, there can most certainly be too much of a good 

thing. We have to accept that how we institute patient safety comes at an opportunity cost – the things 

we choose to pay extra attention to requires diversion of attention away from other things. Above all, it 

is imperative we use the scientific method to sort through the numbers and that we adhere to agreed-

upon definition for patient safety issues that that we can assess if things are actually helping the 

situation. One can think that the only thing worse than being killed or maimed by a preventable error is 

having those same people that committed the act that harmed pretend we are in a “post-error” medical 

culture and that it won’t happen again, with no evidence to defend such a position. 
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To Err is Human methodology 

 

It cannot be overemphasized how important To Err is Human is – it was the 

first true wake-up call that preventable errors were a serious deal. Most 

importantly, it revealed that “never” events were not really never events – people 

really were dying or permanently injured from inexcusably negligent practices such 

as amputating wrong limbs, fatal overdoses by misreading a decimal, and other 

related misadventures. However, it must also be placed into context. To Err is 

Human was the first paper of its kind in a field of study that did not have 

established research methodology, as a result, it is actually quite skimp on details 

of how the study was actually performed.  

 

So where does the infamous 98,000 number actually come from? It is actually from a separate 

paper published in 1991 in the NEJM based on the findings of the Harvard Medical Practice Study1,2. 

These authors reviewed 30,121 records of 51 randomly selected acute care, non-psychiatric hospitals in 

New York State in the 1984. They calculated there were 3.7% “adverse events” and that within these 

58% were attributable to error; it was also found that 70.5% resulted in no disability beyond six months, 

but that 2.6% resulted in permanent disability and 13.6% resulted in death. Following this, they 

estimated that among the 2,671,863 patients discharged that there would be 98,609 events. At its most 

fundamental, the methodology is basically a simple multiplication equation: 

 

𝐧𝐚𝐭𝐢𝐨𝐧𝐰𝐢𝐝𝐞 𝐡𝐨𝐬𝐩𝐢𝐭𝐚𝐥𝐢𝐳𝐚𝐭𝐢𝐨𝐧𝐬 X % of 𝐚𝐝𝐯𝐞𝐫𝐬𝐞 𝐞𝐯𝐞𝐧𝐭𝐬 X  

% of 𝐩𝐫𝐞𝐯𝐞𝐧𝐭𝐚𝐛𝐥𝐞 𝐚𝐝𝐯𝐞𝐫𝐬𝐞 𝐞𝐯𝐞𝐧𝐭𝐬X % of 𝐝𝐞𝐚𝐭𝐡𝐬 𝐟𝐫𝐨𝐦 𝐩𝐫𝐞𝐯𝐞𝐧𝐭𝐚𝐛𝐥𝐞 𝐚𝐝𝐯𝐞𝐫𝐬𝐞 𝐞𝐯𝐞𝐧𝐭𝐬 

 

So how does this math work out? There were 33,600,000 hospitalizations annually in the US at 

the time, so based on 3.6% adverse events in which 58% were preventable and 13.6% resulted in a 

fatality – this provides the infamous 98,000 upper limit for deaths caused by a preventable error. 

 

The fundamental issue with this estimation is that it requires the assumption that an adverse 

event was not an anticipated potential consequence of therapy. In the discussion section, the authors 

noted that adverse events correlate with more drastic interventions – and this is exactly what would be 

expected. The point is that many of these may not actually be errors of negligence per-se, but situations 

in which the risk-benefit analysis was judged acceptable because more favorable solutions had failed. I 

argue that this is as much a modern cultural phenomenon as it is a medical culture phenomenon – people 

no longer “die quietly” in the hospital, at the behest of both patient and patient families (and sometimes 

physicians), sometimes drastic action is taken in hopes someone will beat the odds. Basically, once has 

to ask the question: Is it really preventable if the prevention means not initiating treatment in a seriously 

sick or ill patient? 
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The Journal of Patient Safety 2013 report & methodology 

 

 After nearly 15 years for the medical world to ruminate on the implications and take action based 

on the recommendations of To Err is Human, the Journal of Patient Safety published an updated estimate 

in 2013 of an astonishing 400,00 people annually dying to preventable hospital associated errors. This 

number is heartbreaking – it implied the methodology of To Err is Human failed (not surprising), that 

patient safety has become worse, or both. However, once again, it requires diving into the methodology. 

 

 This paper is actually a meta-analysis of 4 other patient safety studies, rather than an 

independent study. In fact, it is closer in methodology to a systemic analysis in that it pools the patients 

within the studies (n = 4252) as opposed to weighing studies against each other. Using this data, the 

author concluded that 400,000 – nearly half a million Americans – die annually from preventable hospital 

associated errors. How was this number determined, based on the data? On initial analysis, the author 

found there were 200,000 deaths annually, but he added a “correction factor” and increased this number 

2-fold because he makes an assumption that there are “hidden” preventable errors that by definition 

cannot be reported, these include: Errors of omission, errors of commission that were not reported, and 

failure to make life-saving diagnoses. This would move his calculation of medication error related deaths 

from the eighth most common cause of death in the US to the third. While there’s little doubt that these 

three factors do contribute to the total amount of adverse events, the phrase ‘extraordinary claims 

require extraordinary evidence’ comes to mind, and an estimation built on an estimation does not 

suffice. 

 

However, even without this assumption, the 200,000 number is still relatively high. In the 

discussion section, the reason is made clear – the author neglected to realize that in doing his calculation 

the number of preventable errors was a percentage within a percentage. Basically, using To Err is Human 

methodology, he does his calculation as 34,000,000 (national hospitalizations) times 69% (the average 

percent of preventable errors) times 8.9 (the fatality rate of those errors) to reach 200,000. What’s 

missing? The percentage of adverse events! The 69% preventable adverse events must be nested within 

the 13% adverse events – that is, the data is that 13% of patients experience an adverse event and 69% 

of those people experience a preventable error. When this math is properly done with his own data, it 

reveals a calculation of 34,000,000 x 0.13 x 0.69 x 0.089 which comes out to about 29,000 annual deaths 

due to preventable hospital-associated errors. Again, I must stress that this isn’t to say this number is 

“great, good job guys, we can go home”, but to point out that it is much more in agreement with the 

estimations made by To Err is Human and is more in-line with our expectations – on one hand, evidence-

based care and improved technology benefits patient safety; on the other hand, more technology means 

more last-line efforts can be attempted for patients who are willing to undergo the risks. Thus, we expect 

that although patient safety has improved, other factors work against the numbers we use to measure 

it, ultimately meaning little progress is observable. 
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What do we need to do? First, we need to create some 

kind of standard for when we consider a preventable medication 

error truly preventable – obviously these events occur along a 

spectrum of risk-benefit analysis. It may sound callous, but there 

is a difference between a physician failing to take internal bleeding 

seriously and allowing a 19 year old patient to bleed out and die, 

when compared to a 90 year old who codes four times, survives, 

but dies of hospital acquired pneumonia later. Second, it’s been 

30 years since the data from To Err is Human was generated – just 

as we’ve experienced a revolution in evidence-based medicine for 

deciding the best therapeutic option between drugs and 

procedures, there’s no reason patient safety should not advance its methodology from flimsy estimation 

from extrapolation to more rigorous prospective cohort and experimental studies. Along the lines, it’s 

also important that patient safety advocates control the “language” of patient safety – too often the 

phrase is hijacked by special interest groups, profession advocacy groups, and law firms to push a 

political agenda. This not only serves no benefit in actually promoting patient safety, it cheapens the 

challenges patient safety specialists in a hospital setting face daily and replaces their role with 

meaningless buzzwords and oversimplified solutions. 

 

Patient safety remains a huge issue, but to some degree we’ve failed to see the forest from the 

trees. To me, the most terrifying thing in researching this is not that we don’t know how high or low the 

number is – it’s that in 2015 we still have only a very wide range based on estimation rather than true 

event reporting and that the reality is we don’t know the extent of harm we are causing or mitigating, 

despite thousands of hours we’ve trying to create solutions. 
 

References: 
1. Institute of Medicine (US) Committee on Quality of Health Care in America; Kohn LT, Corrigan JM, Donaldson MS, editors. To Er r is Human: Building a 

Safer Health System. Washington (DC): National Academies Press (US); 2000.PubMed PMID: 25077248. 

2. Brennan TA, Leape LL, Laird NM, Hebert L, Localio AR, Lawthers AG, Newhouse JP, Weiler PC, Hiatt HH. Incidence of adverse events and negligence in 

hospitalized patients. Results of the Harvard Medical Practice Study I. N Engl J Med. 1991 Feb 7;324(6):370-6. PubMed PMID: 1987460. 

3. James JT. A new, evidence-based estimate of patient harms associated with hospital care. J Patient Saf. 2013 Sep;9(3):122-8. doi: 

10.1097/PTS.0b013e3182948a69. Review. PubMed PMID: 23860193. 
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P1 Year in Review 
By: AUSTIN HINKEL 

 

As the end of the school year approaches, replete with what are sure to be final exams which 

once again evoke the consideration that we have all made a drastic mistake in choosing pharmacy as a 

career, since surely no career is worth the stress, anxiety, and nausea that comes from both preparing 

for and facing the behemoths that are pharmacy school finals, and which my class of P1’s have only just 

come to know. In the face of these and other challenges that simply must be endured as a part of the 

process in our collective effort to become pharmacists, it may be beneficial to take a look back at why 

we chose this path for ourselves, and what influences and experiences occurred to make us think that 

we should become pharmacists, despite knowing what a challenge it would be. Perhaps looking back 

and re-examining those formative moments will provide the inspiration needed to get through the tough 

times that inevitably find their way into our lives as pharmacy students. For some, those definitive and 

memorable experiences may have come from encounters you have had either in a pharmacy, with a 

pharmacist, or working as a pharmacy technician. For others who have not ever worked in a pharmacy 

as a technician, and even for those that have, a look back through just the first year of pharmacy school 

may reveal additional events and experiences that have strengthened the commitment to become a 

pharmacist. 

From my perspective, P1 year at the 

UHCOP has offered numerous experiences 

which have made me excited about a future as 

a pharmacist, as well as more motivated and 

especially more prepared to achieve that end. 

Coming into the first year, I was cognizant of 

the fact that every student, myself included, 

has their strengths and weaknesses that can 

always be improved upon. Given the fact that I 

have never worked in a pharmacy, I knew that 

developing patient interaction skills would be an area requiring emphasis.  

Fortunately, many opportunities presented themselves in the form of patient counseling 

competitions, health fairs, and even some lectures on the basics of patient communication. I remember 

that I was noticeably anxious before my first patient counseling session, but as I finished up I realized 

that I, in fact, did not die, which is always a morale boost. As I subsequently participated in more 

counseling sessions, whether for a grade or in a competition, I noticed improvement in my ability to ease 

into the session, remain calm, and come out more confident. I am still a long way off from calling myself 

an expert patient counselor, but at the same time I know that I have improved and will continue to do 

so. The patient interaction at my first health fair was also anxiety inducing event, especially given the 
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fact that the event was incredibly hectic, I was quite green as a taker of blood pressure and that many, 

if not most, of the patients did not speak English. Regardless, I still managed to benefit from the 

experience, both in improving my ability to measure blood pressure and in coping with awkward and 

chaotic situations. Once again, I still have plenty of room for improvement but progress, not perfection, 

is the goal. Aside from the patient interaction aspect of pharmacy school, the abundance of information 

that I have learned, whenever I sit back and look at it, seems modestly immense. One demonstrative 

example of this would be my transformation from knowing absolutely nothing about many of the 

commonly prescribed drugs, since I had never worked in a pharmacy, to knowing brand and generic 

names, classes, indications, and dosages for a respectable amount of them.  

This past year has also seen a marked 

improvement in my willingness to abandon my 

comfort zone and participate in things that ordinarily 

I would not. The main instance of this would be 

deciding to join a fraternity, something I never 

thought I would ever do given the baggage that 

unfortunately comes along with many of them. 

However, it is a decision I do not regret, since through 

pledging and being initiated into Phi Delta Chi I have been introduced to many amazing people and fun 

times that otherwise I more than likely would have missed out on. Additionally, expanding into 

leadership positions and taking on the added responsibility that comes with them is a first for me. In 

undergrad organizations, I never much felt qualified or simply interested in many of the general officer 

positions that were available, but fortunately through the various organizations at UHCOP there exist 

positions that I have a genuine interest in and in which I am not entirely clueless, at least I hope as I 

compose this article as Assistant Script Editor.   

In short, the first year of pharmacy school has hardly been a piece of cake, but despite the 

challenges there have been a number of triumphs, not only for myself, but others as well, I would 

imagine. When comparing myself now to the person I was in a room full of strangers on the first day of 

orientation, I am happy to see the progress that has been made. However, observing progress should 

not also result in becoming complacent. Instead it should build confidence and inspire us further. After 

looking back on the steps that led us to where we are, and we turn to look on the future, I suppose I 

could leave you with a little nugget of wisdom I picked up from Yahoo CEO Marissa Mayer through a 

speaker at a residency event this year. You can take it or leave it, but she said, “I always did something I 

was a little not ready to do. I think that's how you grow. When there's that moment of 'Wow, I'm not 

really sure I can do this,' and you push through those moments, that's when you have a breakthrough.” 

This happened to me several times throughout P1 year, and hopefully will continue not only for myself, 

but for all of us. Although some upcoming situations may be perceived as unsettling, nerve-wracking, or 
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simply terrifying, it is when you power through them that you improve and therefore reveal a new, best 

version of yourself. 

Return of the Physician Dispensing Bill to Texas 
By: HIRESH TAILOR and EDWIN NG of NCPA 

 

House bill 1483 or better yet known as the Physician Dispensing bill is back from the 2013 veto. This bill 

states that physicians and therapeutic optometrists were able to prescribe and dispense certain aesthetic drugs. 

During the past the Texas Pharmacy Association played an integral part in the effort to persuade the governor to 

veto the bill. That was in the year 2013, but now it has resurfaced this year of 2015 and it is worse than ever. This 

bill has been modified from dispensing 3 all the way to 11 aesthetic drugs! This carries many dangerous and various 

risks to numerous patients especially in terms of drug interactions. Pharmacists and pharmacy technicians are 

licensed by the state to handle these medications only after extensive training.  

While it’s true that many specialist physicians will have knowledge 

about the select few drugs they use in their day-to-day practice, there’s no 

guarantee that these drugs will exclusively be used for aesthetic purposes. 

Further, while the bill is clearly intended to increase the revenue only 

certain specialties, there is no clause preventing any physician, regardless 

of scope of practice, from prescribing them indiscriminately. Anyone who 

works retail has recognized an issue with physicians sending anyone with 

acne to the pharmacy with an Accutane without due diligence – now 

imagine them dispensing it without any oversight.  Pharmacies are regulated to have the highest possible 

standards of security, temperature and inventory control, while physicians’ offices do not meet any of these 

standards or hold any type of regulations. The Texas State Board of Pharmacy makes sure pharmacies are in 

compliance and in regulation of state law. Allowing physicians to prescribe and dispense will definitely create an 

immediate and obvious dangerous conflict of interest.  

It’s also important to understand who is behind this bill. While there is obviously a financial motivation 

for the Texas Medical Association to promote the legislation, it is dishonestly being presented as a way to improve 

“access” to a legislature that is cognizant of the atrocious access to medical in West Texas and willing to substitute 

judgement for a siren-song. In reality, the bill is strongly funded and promoted by the pharmaceutical industry 

and will only improve the financial status of some of the most lucrative private medical practices (dermatologists 

and ophthalmologists). The bill does nothing to help the struggling primary care physicians in West Texas. 

Even as stated by Texas Governor Rick Perry “These drugs even though used for aesthetic purposes are 

still prescription strength drugs with dangerous side effects and interaction and should remain to existing safety 

protocols and oversight.” It’s bad to have any type of health care providers to dispense any type of 

pharmaceuticals to patients besides the one profession that was designed for it. Pharmacists must promote, 

preserve, and protect the public health, safety, and welfare by fostering the provision of quality of pharmaceutical 

care to the citizens of Texas through the regulation of the practice and operation of pharmacies, and the 

distribution of prescription drugs in the public interest. 
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As students we must be aware of pharmacy legislation – this bill and many others will affect our future 

and it is our obligation to voice our opinions against it. If this physician-dispensing bill was to go through, who 

knows what will happens next after this bill? Next thing they will want is to do is dispense more than just 11 drugs. 

We are the next generation of pharmacists and we must put a stop towards any type of intrusion towards our 

profession. We must act quickly to protect not only for us aspiring pharmacists, but also the safety of the patients 

we serve. 

References 
1. http://www.texaspharmacy.org/page/PhysicianDispensing 
2. http://c.ymcdn.com/sites/www.texaspharmacy.org/resource/resmgr/Advocacy/2013_Legislative_Report.pdf  
 

The Discovery and Potential of Teixobactin 
By: AUSTIN HINKEL 

 

Perhaps one of the most worrying, if not downright 

frightening, trends facing medicine and health care is the dilemma 

of antibiotic resistance. We now live in an age where bacteria are 

evolving and adapting mechanisms to subvert commonly available 

antibiotics more quickly than scientists and researchers have been 

capable of discovering, testing, and developing new antibiotic 

drugs; a post-antibiotic era might in the near future. This results in 

major challenges that health care providers must face, including Methicillin-Resistant Staphylococcus 

aureus (MRSA) infections, severe nosocomial infections, and cases of Tuberculosis where the causative 

bacteria are resistant to all known antibiotic drugs. The discovery of early antibiotic agents, their 

subsequent use and, more specifically, overuse are primary causes for the problem of resistance today. 

As more antibiotics began to be prescribed and the continued increase of inappropriate antimicrobial 

use continued to rise, bacteria adapt by rapidly developing resistance to current antimicrobials. This 

continued pattern of adaptation and proliferation can persist until either a new, effective antibiotic is 

applied or infections by these strains become simply untreatable. Fortunately, recent work carried out 

by the start-up company NovoBiotic Pharmaceuticals in Cambridge, Massachusetts has made early, but 

significant, strides in the battle against resistant bacteria. 

 

To understand the importance of the 

work undertaken by Kim Lewis, the director of 

the Antimicrobial Discovery Center at 

Northeastern University at Boston, it is first 

important to understand a few points. First, 

many antibiotic drugs that are utilized today 

were not developed synthetically. Rather they 

were isolated from bacterial cultures grown in a 

http://c.ymcdn.com/sites/www.texaspharmacy.org/resource/resmgr/Advocacy/2013_Legislative_Report.pdf
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lab. For instance, Alexander Fleming discovered that Penicillium rubens, when cultured in the proper 

environment, was capable of producing the famous antibiotic compound known today as penicillin, thus 

sparking the modern age of antibiotic discovery. The second important note is that there are some 

bacterial species have yet to be isolated and cultured in the laboratory setting. This is not due to a lack 

of effort, but rather the fact that scientists simply do not know the required growth and environmental 

factors that particular bacterial strains require, or because the required environment cannot be 

replicated in the lab. This means that these uncultured bacteria are unable to be studied in a controlled 

setting, and therefore any antimicrobial substances they may produce remain to be found. In short, in 

order to find new antibiotics, new ways of culturing bacteria need to be applied. This is exactly what Kim 

Lewis and her team have done, and already a great deal has been accomplished that may translate to 

new and incredibly effective antibiotics being used in the near future. 

 

By utilizing what is known as an isolation chip, or 

iChip, Lewis and her team were able to isolate and 

culture numerous species of bacteria that were unable 

to be grown in a lab beforehand. To put it simply, an 

iChip is a device capable of isolating a single bacterial cell 

from a dilute suspension of cells in a chamber between 

two semipermeable membranes. The iChip can then be 

set in the bacteria’s place of origin, for example buried 

in the soil, and allowed to incubate. This essentially 

leaves the bacteria free to grow and develop in their natural habitat, as opposed to on a petri dish in a 

lab, with all of the naturally occurring ingredients required available via diffusion through the iChip’s 

semipermeable membranes. The iChip method of incubation was shown to produce rates of microbial 

recovery notably superior to current techniques. One species of bacteria that was newly incubated using 

the iChip, Eleftheria terrae, proved to be particularly interesting. E. terrae was subjected to tests 

determining antimicrobial activity, as were other newly isolated bacteria, but it stood out as particularly 

active. The antibacterial compound in question came to be named teixobactin, and was shown to be 

effective against a number of Gram-positive bacteria, including M. tuberculosis, C. difficile, B. anthracis, 

and S. aureus. What is more, no mutant strains of S. aureus or M. tuberculosis available to the 

researchers were found to develop any resistance to teixobactin. This is likely due to the fact that 

teixobactin works by directly inhibiting lipid precursors of peptidoglycan, mainly lipids II and III, rather 

than on proteins or enzymes involved in peptidoglycan synthesis. These lipid precursors are highly 

conserved moieties in eubacteria, which is why teixobactin appears to be efficacious against so many 

Gram-positive pathogens. Given its success in in vitro studies, teixobactin was applied to in vivo studies 

involving mice. It was quite effective in a number of instances, most notably in treating mice with MRSA 

infections wherein each infected mouse treated with teixobactin survived. Subsequent experiments 

showed that the PD50 of teixobactin, which is the protective dose at which half of the infected animals 
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survive, was favorable to vancomycin, the main antibiotic currently used to treat MRSA, at a mere 0.2 

mg/kg versus 2.75 mg/kg.  

 

Although the use of teixobactin in the clinical setting is still a long way off, it is a promising step 

forward in the battle against bacterial resistance. This is especially true given the modest effort exerted 

in discovering Eleftheria terrae and its potent antimicrobial agent. If one compound like teixobactin could 

be found from a previously unculturable bacterial species, it is possible that there may be others waiting 

to be identified. One can hope that this progress will provide a sense of optimism for health care 

providers currently facing the challenge of resistance, perhaps in addition to a plethora of new antibiotic 

drugs effective in treating even the most stubborn infections. However, should this be the case, it is 

pivotal that we, as health care providers and providers in training, do not allow the same level of overuse 

of antibiotics which contributed to the current dilemma of resistance to be reached. Instead, we should 

enhance our awareness of and adherence to antimicrobial stewardship as new antibiotics continue to 

be discovered and developed. 
 

References 
1. Ling LL, Schneider T, Peoples AJ, et al. A new antibiotic kills pathogens without detectable resistance. Nature. 2015;517(7535):455-9. 

2. Nichols D, Cahoon N, Trakhtenberg EM, et al. Use of ichip for high-throughput in situ cultivation of "uncultivable" microbial species. Appl Environ 

Microbiol. 2010;76(8):2445-50. 

3. http://www.pri.org/stories/2015-01-19/scientists-discover-potent-new-antibiotic 
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The ethics of compounding a lethal injection 
By: ROBERT MILLER 

 

There are three drugs giving sequentially that are commonly used in the conventional US lethal 

injection protocol. These include sodium thiopental or pentobarbital (an ultrashort-acting or short acting 

barbiturate, respectively), pancuronium (a non-depolarizing muscle relaxant), and potassium chloride 

(which produces cardiac arrest). 

 

State governments have always had 

challenging in dealing with physicians in regards to 

lethal injection. Because participation violates their 

medical ethics, very few are willing to be present to 

help establish protocols and even fewer will be 

present to pronounce death. All relevant organized 

groups that represent physicians have been firm in 

their positions that no physician can have their career 

jeopardized by a refusal to participate. 

 

So where do pharmacists enter? One issue is that thiopental has almost no medical use outside 

of lethal injection, and the few unconventional uses are incredibly dubious, such as psychiatric use to 

counter phobias and use as a “truth serum”, whereas its legitimate use in surgical anesthesia has been 

replaced by propofol. In 2013, Hospira, the final US company producing thiopental ceased its production. 

One can speculate this is because of a sense of public relations and reputation, though there is also a 

possible a financial angle – only ~50 executions are performed per year (with Texas performing half), so 

it’s difficult to justify a manufacturing endeavor that is not heavily subsidized. Somewhat amusingly, one 

solution state governments attempted was to import thiopental from unregistered supplies in other 

countries – a clear and obvious FDA violation, and an example of the left hand doing something that 

right doesn’t know. 

 

As a result of this, there is a thiopental shortage and 

all thiopental will expire within this year, so many states 

have switched their protocols to using to pentobarbital (a 

short-acting barbiturate) or midazolam (a 

benzodiazepine). The failure of these ‘alternative’ 

formulations is they do not work nearly as well or reliable 

as thiopental and are responsible for the numerous 

botched educations that have appeared in the news over 

the past few years in which people suffer in pain for several 
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minutes or as much as 2 hours in the worst recorded case. The phrase “cruel or unusual punishment” 

comes to mind. Because of the lack of participation from industry in making thiopental, manufacturing 

of the lethal injection formulation has fallen on compounding pharmacies. Recently, the IACP 

(International Academy of Compounding Pharmacists) and the APhA (American Pharmacists Association) 

released a position statement discouraging its members from participating in these formulations. This 

position statement is overall weak, but it is a good step of initiation before any state governments 

attempt to intervene with the pharmacy boards and create a legal requirement to assist.  

 

From an ethical standpoint, it’s important to remember that this is not about an opinion on the 

validity of the death penalty and corporal punishment. One can still have a view on the necessity and 

legality of the death penalty while still refusing to participate in formulating the lethal injection – these 

are separate philosophical opinions. Supplying compounded medication for lethal injection is a clear 

violation of the Oath of the Pharmacist that is taken during school before patient interaction begins and 

again upon graduation. Our expertise should be in therapeutics, not poisons for the use of punishment, 

regardless of any rationalization. Alongside the ethical issue, there is a financial interest for the practice 

of compounding pharmacy as a whole. There is already an unfortunate view from the public that 

compounding pharmacies are unregulated – introducing a government relationship where compounding 

pharmacies are being used to secretly supply the government with drugs that are notorious for being 

misused and unbranded may provide temporary profit for some pharmacies, but as a whole damaged 

the reputation of the profession. 

 

The more complex ethical and legal issue our profession will most likely have to face within our life-

time is how to handle the dispensing of voluntary euthanasia drugs. 
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Target® Canada Closes: What’s happens to patients and pharmacists when a big chain 

skips town? 
By: HIRESH TAILOR 

 

In 2013, Target made the decision to expand their business outside the Unites States by moving 

into Canada. With this expansion, Target had projections of high-volume prescription sales and heavy 

shopper traffic. Many independent pharmacists saw this as an opportunity to grow within their 

profession and also provide a more convenient option for their current patients. Franchisees were given 

notice to “be ready to hit the ground running” during the first few weeks as these days were critical in  

strengthening their client base. Unfortunately, the projections were not being met on a regular basis and 

losses continued to mount as time passed by. Pharmacist attributed these losses to the poor working 

environment they were placed in. They argued that fax machines wouldn’t work, making it impossible 

to fax doctors for prescriptions. Furthermore, the computer software that was being used was untested 

and difficult to operate. 

 On January 15, 2015, Target filed for creditors’ 

court protection and gave franchisee pharmacies a 

deadline of February 27th to close down their operations. 

This decision came as a shock to many of the pharmacist as 

they thought they were getting into a great partnership 

after seeing the success Target has had here in America. 

Pharmacist were also upset to be given such a short 

deadline to close business operations as they were 

responsible for dealing with patient records and ensuring 

delivery of prescriptions to all patients. In response to this, 81 pharmacist who owned a franchise within 

Target joined the Pharmacy Franchisee Association of Canada and hired legal counsel to negotiate more 

time to move their pharmacies to other locations. Eventually a compromise was reached and Target 

franchisee pharmacies were allowed to operate until March 30th.  

 Throughout this whole process, more than 200 pharmacist and 200 pharmacy technicians were 

affected. Along with the issues mentioned above, Target may have very well undermined the Canadian 

public health care system and its ability to provide continuous care to its patients. However, through this 

whole fiasco, what is quite apparent is the power the pharmacists had when they came together and 

fought to extend the deadline to end their business operations. Examples like this, prove how important 

it is for us as healthcare professional to voice our concerns as a group. We must ensure that we all 

understand the issues that we are currently facing and make the right decisions to protect the future of 

our profession. 

 


