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Expansion of patient safety regulatory 
requirements in community pharmacy in 
Canada: The Melissa Sheldrick effect?

Neil J. MacKinnon, BSc(Pharm), MSc(Pharm), PhD, FCSHP, FNAP; Ryan Cook, BScH; James R. Barker, MA, PhD

Over the past 2 decades, the patient safety movement 
has had a large impact on health care in Canada and beyond. 
Twenty years ago, the Institute of Medicine’s report, To Err Is 
Human: Building a Safer Health System, drew worldwide atten-
tion to the problem of errors in health care.1 Here in Canada, the 
2004 Canadian Adverse Event Study described the magnitude of 
errors in Canadian hospitals for the first time.2 Other research 
estimated the annual cost of preventable drug-related morbid-
ity and mortality in older adults in Canada to be $11 billion.3 
By the early 2000s, the Canadian Patient Safety Institute and 
the Institute for Safe Medication Practices (ISMP) Canada were 
established, and there was widespread participation in national 
patient safety campaigns such as Safer Healthcare Now!

Despite this flurry of interest and the development of a 
national health care movement, much of the activity on medi-
cine error and patient safety remained confined to the institu-
tional setting. Accreditation Canada focused on reducing harm 
in Canada’s hospitals. Requirements for patient safety practices 
related to pharmacy departments and the medication-use sys-
tem were developed for hospitals and long-term care facilities. 
An editorial published in this journal in 2006 stated that “one 
gets the sense that community pharmacy, as a whole, has fallen 
behind in the patient safety movement.”4 One could argue 
that nearly a decade later, little had changed. An investigative 
report by the CBC National and CBC Marketplace in January 
2015 was highly critical of the safety of community pharmacy 
practice across Canada.5

The one exception to this lack of movement and to the criti-
cism by the CBC investigative report was community pharmacy 
practice in Nova Scotia. In 2008, 13 pharmacies in the province 
participated in a patient safety pilot project in partnership with 

the provincial pharmacy regulatory authority, the Nova Scotia 
College of Pharmacists (NSCP). SafetyNET-Rx, a research, eval-
uation and training collaboration, was established by research-
ers at Dalhousie University and St. Francis Xavier University to 
evaluate this pilot project and other patient safety activities in 
community pharmacy. Input from the pharmacists and tech-
nicians in these 13 pharmacies was used by ISMP Canada to 
create the national Community Pharmacy Incident Reporting 
system (known as CPhIR). In 2010, based in part on the find-
ings from the pilot study, the NSCP adopted new Standards of 
Practice for Continuous Quality Assurance, which contained a 
number of mandatory patient safety practices for community 
pharmacies.6 In the subsequent years, numerous studies by the 
SafetyNET-Rx team demonstrated the value of these practices 
in changing the structures and processes of patient care and 
improved perceptions of safety by pharmacy staff.7-16 A recently 
published study evaluating the first 7 years of the mandatory 
anonymous reporting by 301 Nova Scotia pharmacies docu-
mented 131,031 quality-related events reported by these phar-
macies, 98,097 of which were medication related.17

Despite Nova Scotia’s pharmacy regulatory authority adopt-
ing these comprehensive patient safety requirements in 2010 
and the evidence supporting their use, there was little uptake 
across the country until very recently. Only in 2017 did a sec-
ond province, Saskatchewan, adopt similar requirements as 
Nova Scotia. Since that time, however, every province and ter-
ritory in Canada has adopted, or is in the process of explor-
ing adoption of, similar standards of practice, as can be seen 
in Figure 1. What is the reason for this sudden uptake? From 
what we can discern, it is because of one individual: Melissa 
Sheldrick.
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In 2016, Ms. Sheldrick’s 8 old-son Andrew died after a 
medication error at a compounding pharmacy in Ontario.18 
A coroner’s report found that the wrong medication had been 
included in the compound and was directly responsible for 
his death. Following the release of the report, Ms. Sheldrick 
became a forceful advocate for improving the safety of Can-
ada’s community pharmacies. She met with the Ontario Min-
ister of Health who, in turn, charged the Ontario College of 
Pharmacists to engage the issue. She appeared on national 
media and spoke at provincial pharmacy conferences and at 
the Canadian Pharmacists Conference in June 2018. In 2 short 
years, she accomplished what the evidence from Nova Scotia 
could not: she persuaded all of the provincial pharmacy regu-
latory bodies to implement or explore implementing new stan-
dards of practice.

This is an interesting case study in the eventual widespread 
adoption of a health policy affecting community pharmacy 
practice in Canada that seems to have occurred as more of a 
social movement rather than because of the evidence. We 
applaud Melissa Sheldrick for being a voice for change and 
for the provincial pharmacy regulatory authorities for finally 
implementing new standards of practice and regulations. How-
ever, we still have considerable work ahead in optimizing and 
standardizing medication error reporting and continuous qual-
ity improvement/assurance (CQI/A) practices across Canada.

As seen in Figure 1, there remains considerable variation 
in reporting and CQI/A practices across the provinces and 

territories. Potentially, harmonization of legislation, includ-
ing reporting practices for medication incidents and near 
misses, could help ensure continuity and standardization for 
safe community pharmacy practice across Canada. We also 
recommend additional research into the evaluation of these 
practices as has been done so successfully in Nova Scotia. Dif-
ferences across available error reporting systems constitute a 
further issue, and ideally, we should work toward creating one 
central database of all medication incidents and near misses 
or, failing that, a commitment and process for sharing infor-
mation about these events so pharmacies can learn from each 
other.

While community pharmacy has trailed the patient safety 
movement in institutional settings, this essential public health 
service has moved a long way forward in just the past 2 years. 
Not all medication incidents can be prevented, but the Nova 
Scotia experience has taught us that the reporting of errors by 
community pharmacists can help identify the requisite con-
ditions pharmacists need to enhance safety in their practice. 
Melissa Sheldrick’s strong advocacy has shown us that pharmacy 
patients across Canada stand to benefit as a result of enhanced 
reporting.

The movement toward Canada-wide community phar-
macy error reporting and the integration of CQI/A practices 
to enhance patient safety is now well under way. That is an out-
come of which we can all be proud and for which we can credit 
Melissa Sheldrick. ■
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BOX 1 Survey of patient safety requirements for community pharmacies across Canada

A survey was developed and sent electronically to the 13 registrars of the provincial and territorial pharmacy regulatory bodies 
or their equivalents in August 2018. The survey asked about the adoption of patient safety/continuous quality improvement 
requirements for community pharmacies and, if legislation was enacted, the various components of the legislation. Upon 
receipt of completed surveys and compilation of the initial findings, the registrars were contacted again in September 2018 
and asked to verify the initial findings.

We received responses from 11 of 13 provinces and territories (84.6% participation rate). The information for the 2 provinces/
territories that did not respond was captured from various online documents, and all results were sent to back to these jurisdic-
tions for feedback and approval. The majority of the surveys were completed by the registrars themselves, while a few chose to 
delegate the survey completion to another position (i.e., director of professional practice). Two provinces (British Columbia and 
Newfoundland & Labrador) and the 3 territories indicated that they did not yet have legislation/standards but were currently 
in the process of implementation. The other responding provinces all have existing legislation/standards. As Figure 1 demon-
strates, there are considerable differences between these provinces and territories on the specifics of the legislation.
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