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SPEAKERS, THE BBC CANNOT VOUCH FOR ITS COMPLETE ACCURACY. 
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th
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th

 November 2019 

 

Producer:  Steven Hobson 

Reporter:  Adrian Goldberg 

Editor:  Carl Johnston 

 

GOLDBERG: On File on 4 this week, a dearth of drugs at Britain’s 

hospitals and pharmacies.  Frontline NHS workers tell us shortages are the worst they’ve ever 

known. 

 

HAZELL:   It’s taking up a massive amount of our time, a massive 

amount of pharmacist time and it’s causing real harm to patients. 

 

GOLDBERG: Patients tell us what it’s like to live without the 

medication they’ve come to depend on. 

 

COLE:  So, I’m really, really feeling the effects at the moment, 

a bit clammy.  My anxiety’s through the roof, a little bit frightened and doing my best not to 

cry.   

  

GOLDBERG: One A&E doctor tells us that sometimes seriously ill 

patients have to make do with treatment that is second best. 

 

LOKE:  You’re always at the back of your mind thinking, have 

I actually got the right option for them, now that I can’t have my first choice, is the second 

choice going to be good enough? 
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GOLDBERG: And we’ll hear about research which confirms that 

patients are losing their lives because some drugs just aren’t available. 

So people can die – have died - in hospitals because of these shortages? 

 

MORRIS: I believe they have. 

 

ACTUALITY IN HOUSE 

 

COLE: Lil, would you like a brew, love?  You sure? Okay. 

 

GOLDBERG: Meet Michelle Reynolds Cole.  She lives in a neat 

terraced house - Coronation Street style - in Rochdale, Greater Manchester.  There’s floral 

wallpaper and she dotes on Little Blue, her cockapoo.   

 

COLE: Petit Bleu, our Little Blue, who likes to speak French, 

and then we’ve got …. 

 

GOLDBERG: Michelle is petite with scraped back grey hair and a 

friendly smile.  There’s a cheeky sparkle in her eyes, she’s obviously lived a life.  But her 

face is drawn.  She’s tired.   

 

COLE: So, my first seizure was after the birth of my daughter, 

which was August 1999, and then in the January I started having regular seizures, and in June 

2000 I was diagnosed as epileptic. 

  

GOLDBERG: What happens when you have a seizure? 

 

COLE: I don’t know [laughs], I shouldn’t laugh really, but I 

have no memory of it, so if my seizure’s 11.30 in the morning, I may remember going to bed 

the night before or I may vaguely remember getting up, but other than that I have nothing.  

But while I’m actually seizing, I shake quite vigorously.  When I come around after the 

seizure, I’m quite distressed, I can’t get up, I’m very twitchy and sometimes I cry. 

 

GOLDBERG: What impact has it had on your working life? 



- 3 - 

COLE: Well, I haven’t been able to work.  I’m an unstable 

epileptic.  The chances of medication stabilising me after 20 years are minimal, so no, I’ll 

probably never be able to go back to work.  I do like to assist my neighbours and in the 

community, so you feel like you’ve achieved something.  But no, I’ll never be able to work 

again. 

 

GOLDBERG: Michelle takes a combination of drugs to treat her 

epilepsy, including one called Gabitril, which she’s been taking for about eight years. 

 

COLE: I started having, like, these jerky movements or I’d go 

to pick a cup up and I’d either lock on or I’d just throw the drink everywhere, and my 

seizures increased and my neurologist suggested Gabitril.  And I was a bit unsure, because I 

have concerns about side effects, but it worked phenomenally for me, so I was really happy, 

you know.  I’d had epilepsy a long time and this were one of the best things that I’d taken. 

 

GOLDBERG: So, when did you first have a problem with the 

availability of Gabitril? 

 

COLE: So, on the 30
th

 September, my pharmacy phoned me 

and said, we know you are due your medications to be due to be delivered on Friday, and 

then they informed me that they only had 14 days’ worth of my Gabitril and it wasn’t likely 

for the foreseeable of them getting more supplies in of that drug. 

 

GOLDBERG: So, you were told the had 14 days’ supply of Gabitril.  

How much would they normally give you? 

 

COLE: 28 days. When I get, I get my prescription every four 

weeks, and every four weeks they give me four weeks’ supply of medication. 

 

GOLDBERG: So, basically for a month you were being told you only 

had two weeks’ worth of Gabitril available to you? 
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COLE: Yeah, which it really frightened me, because I know 

just staying on the same drug but using a different brand can trigger my seizures, so to hear 

that one of the best drugs you’ve been put on, you’ve only got half the amount you need to 

get through the month and you don’t know when that next prescription is coming, it’s not a 

nice feeling. 

 

EXTRACT FROM AUDIO DIARY  

 

COLE: So, it’s the morning of the 26
th

.  It’s only twenty to ten, 

it’s way, way too early to ring the chemist yet.  I feel like my heart’s beating way too fast and 

feel a bit clammy. 

 

GOLDBERG: Over the last few weeks Michelle has been keeping an 

audio diary for us, chronicling her desperate pursuit of the drug she needs to control her 

seizures.  Because she can’t get her full prescription, Michelle has had to ration her Gabitril 

and halve her daily dose.  That puts her at greater risk of seizures, endangering her life 

because she might fall and hit her head or lie for hours without assistance.  As a result, 

Michelle now needs round the clock care, either from her mum, Pat, who’s in her seventies, 

or her 20 year old daughter, Lily. 

 

LILY: It’s put back to bed or get her somewhere where she 

can lie down and try and sleep, like, it off, because she can be quite groggy when she wakes 

up.  So then that’s obviously when she actually has the seizure.  So then, for a couple of hours 

after, she could be out of it, where she doesn’t know where she is.  She’s confused, 

disorientated.  So then you have to, you have to make her food, bath obviously, because you 

don’t feel your best after having a fit.  

 

GOLDBERG: She says that she’s worried about the impact of all of 

this on you and on your grandmother as well, her mum. 

 

LILY: Yeah, mum.  I mean, obviously it is one of them 

things.  It can’t be helped, you know, and I wouldn’t … obviously neither of us are ever 

going to sit here and say, oh well, we can’t do it, or anything like that, do you know.  
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LILY cont: Obviously it is stressful, but you just work to get 

through it, don’t you?  It’s one of them things. 

  

MUSIC  

 

GOLDBERG: There are plenty of other people like Michelle out there 

as well, and it’s not just epilepsy drugs that are in short supply.  Treatments for dozens of 

conditions - some of them serious - have been either difficult or impossible to get hold of at 

times this year. 

 

EXTRACTS FROM NEWS REPORTS 

 

REPORTER 1: Pharmacists say they are struggling to obtain many 

common medicines … 

 

REPORTER 2: But I’ve spoken to others who are really worried, 

especially people with long term conditions. 

 

REPORTER 3: Pharmacists are warning they’re struggling to get hold 

of some medicines with Brexit stockpiling … 

 

REPORTER 4: One woman told me she’s tracked down her medicines 

online in America.  Others say they’re sharing with friends … 

 

GOLDBERG: This week File on 4 has seen an internal 24-page 

document which was circulated to doctors on Friday from the medicine supply team at the 

Department of Health and Social Care.  It reveals the NHS is running short of dozens of 

lifesaving medicines, including treatments for cancer, heart conditions, Parkinson’s Disease 

and mental health problems.  While shortages of some drugs have been reported previously, 

doctors and pharmacists have told this programme the current situation is unprecedented.  

Toni Hazell is a GP in London. 
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HAZELL: I spoke to a mum the other day who had been unable to 

get hold of an adrenaline injector for her son, so she had been relying on the out of date one 

for six weeks.  This was a boy who has life-threatening peanut allergies.  Now if he’d had a 

reaction and she had used the out of date injector, it might have worked, but it might have 

not, so that child’s life was put at risk by these shortages, and I don’t really want to work in a 

system that’s putting patients at risk.  It used to be the occasional thing, so you might get a 

phone call from a pharmacist once a month or you might go several months without it 

happening, and now it is a daily, several times a day thing. 

  

GOLDBERG: Toni says that pharmacists’ hands are needlessly tied, 

because when a drug she prescribes isn’t available in a specified dose, they’re not allowed to 

use their common sense and improvise.   

 

HAZELL: So for example, if I do a prescription for Naproxen 500 

milligrams twice a day, one 500 milligram tablet twice a day, and the pharmacist can’t get 

hold of the 500s, but they can get hold of the 250s, they are not allowed to issue double the 

number of 250s and just say, ‘Take two twice a day,’ without speaking to the GP and 

explicitly getting our permission.  

 

GOLDBERG: Are you serious?  So if you have 500 milligram 

prescription per day, the pharmacist is not allowed to issue that as two 250 milligram doses? 

 

HAZELL: Yeah, absolutely.  They’re not allowed to issue that, so 

generally speaking they would ring us up, we would say yes, of course that’s fine, they would 

issue it and then we would sort out a prescription for them to pick up at a later date.  We’ve 

always worked really closely with pharmacists in that way. 

 

GOLDBERG: Earlier this year, the Department of Health and Social 

Care introduced something called Serious Shortage Protocols or SSPs, which give 

pharmacists more leeway.  Using Toni’s example, if the 500 milligram version of a drug is 

unavailable, they can dispense two lots of 250 milligram tablets without having to go back 

and ask the doctor’s permission. 
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HAZELL: These protocols have to be activated by the 

Department of Health and Social Care and they can also be deactivated, so they’re only 

allowed to happen when the shortages are significant, but I would say that this is a power that 

all pharmacists should have at all times.  Then the next level is whether a pharmacist could 

issue a different brand.  Pharmacists have the knowledge to know when changing the brand is 

clinically significant and when it’s not.  And then the next level up would be a pharmacist 

being allowed to issue a different drug entirely.  

 

MUSIC 

 

GOLDBERG: Talk to pharmacists and they’ll agree something must 

be done.  Staff at more than 400 pharmacies responded to a survey by the trade website, 

Chemist and Druggist.  They reported shortages in treatments for Parkinson’s and 36 other 

drug categories over the six months between March and September this year.  The 

Pharmacists Defence Association - a trade union - recently polled more than a thousand of its 

members.  One in four said that patients had come to harm as a result of drug shortages, and 

nine out of ten pharmacists said the problem had got worse in the last year.  The first Serious 

Shortage Protocols were introduced last month for an antidepressant called Fluoxetine. 

Despite the apparent crisis, no other drugs have yet been covered by SSPs. 

 

ACTUALITY OUTSIDE PHARMACY 

 

GOLDBERG: But is giving pharmacists greater discretion to make up 

their own formulations for patients or even prescribe alternative drugs really the answer?  

Well, Rifat Asghar Hussein runs two busy pharmacies in the Birmingham area and I’ve come 

to see her at this one in Halesowen.   

 

HUSSEIN: I’m just going to show you the order pad at the 

moment.  It shows all the out of stocks that we are struggling to get at the moment. 

 

GOLDBERG: So does Rifat think more Special Shortage Protocols 

should be issued? 
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HUSSEIN: Yes, I think there should be, it would make our lives a 

lot easier, yeah. 

 

PHARMACIST: 25 by 32, okay, how many would you like? 

 

GOLDBERG: It’s also been suggested to me that pharmacists might 

enjoy having greater discretion to prescribe alternatives or substitute drugs if a particular 

medication isn’t available.  What do you think of that? 

 

HUSSEIN: As a community pharmacist, I’d be uncomfortable.  

We don’t have access to full records.  And even if we did, if something’s been prescribed at a 

consultant level, I don’t feel it’s suitable for a community pharmacist to go ahead and 

change.  As a community pharmacist myself, I wouldn’t like to prescribe an alternative for a 

patient, no. 

 

GOLDBERG: So, giving high street pharmacists extra dispensing 

powers sounds like a good idea.  Until you talk to a high street pharmacist.  The Department 

of Health and Social Care told us that SSPs are only issued in exceptional circumstances, and 

pointed out that if pharmacists were allowed to dispense drugs in different doses than a 

doctor has prescribed more routinely, then those alternatives might themselves run short, 

exacerbating the problem.   What does Rifat make of the wider issues of shortages? 

 

HUSSEIN: I’ve been a pharmacist for over twenty years and I’ve 

never seen shortages on this level, especially I’d say in the last year or so it’s unprecedented.  

There are a lot of shortages that we are dealing with.  Whenever we send an order at the end 

of the day, we have staff just looking at each other saying, ‘Oh no, now we can’t get this, 

now we can’t get that.’  It’s not good. 

 

GOLDBERG: Do patients sometimes get angry with you? 

 

HUSSEIN: Yes. We had one patient last week in our pharmacy 

saying, ‘Well, why are you even open then if you haven’t got it?’ because they’d been to 

several pharmacies.  He turned up at ours, gave us a prescription in hope, thinking we had it  
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HUSSEIN cont: and of course we didn’t, and he was like, ‘Why are you 

even open?’   And it was, what answer do you give to that? 

 

EXTRACT FROM AUDIO DIARY 

 

COLE: It’s twenty to twelve, I can’t settle, it’s quite difficult 

really.  I’ll just have to hope that there’s positive news tomorrow or I might just scream. 

 

GOLDBERG: Michelle has just three days to go before her drug to 

control her epileptic seizures - Gabitril – runs out.  And she’s worried. 

 

COLE: I’m sure my daughter’s in her room thinking the same 

thing, but … and why does time move so slowly when you’re stressed? 

 

GOLDBERG: The company which licenses Gabitril in the UK, Teva, 

told us there were manufacturing problems arising from new packaging rules aimed at 

preventing fake medication entering the market.  Now you might be thinking, isn’t there 

something else Michelle could take?  Gabitril is the brand or trade name of a drug that was 

launched in the US in the 1990s.  Since its patent expired three years ago, other 

manufacturers have been able to get in on the act and make their own copycat versions - 

known as generics.  This happens with thousands of drugs.  But for people with epilepsy, 

even switching between two versions of what is essentially the same medication can be 

dangerous.  Clare Pelham is Chief Executive of the Epilepsy Society. 

 

PELHAM: What we do know about the condition is that it is very 

susceptible to small changes, and so that is why it takes these enormous numbers of years to 

build up in some cases precisely the right combination for people, so it’s not as with - and 

people will be familiar with headache tablets, you could take one, you could take another, 

they would both work.  It’s not the same with epilepsy drugs.  Even switching from a generic 

to a branded drug may make the difference and allow a seizure to break through.  Nobody is 

quite sure why, but it does.  
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GOLDBERG: So, if you have epilepsy, you might have the generic 

version of a branded drug, so its chemical composition would appear to be identical, yet the 

change from that generic to branded – or branded to generic drug - could have devastating 

consequences for you?   

 

PELHAM: Yes, that small switch may mean that you get a 

breakthrough seizure, and it just takes one for you to lose your driving licence.  And many 

people, of course, need their driving licence to get them to work or to pick up the children 

from school or to make their lives fulfilled, and so just that small switch will have life-

changing consequences. 

 

GOLDBERG: So why are some drugs difficult to get hold of?  That’s 

not a simple question to answer.  Every shortage has its own story.  But one issue that is 

mentioned by pretty much anyone you speak to in the industry is globalisation.  Making 

drugs and distributing them is now a huge worldwide business.  The longer the supply chain 

is stretched, the more fragile it becomes. 

 

ACTUALITY IN WAREHOUSE 

 

GOLDBERG: This is vast.  I’ve just come into a large distribution 

warehouse for pharmaceuticals, for drugs and medicines in the West Country, and it is 

giant.  It’s the length, I’d say, of two football fields or more, extremely wide as well, and if 

you’ve ever been to one of those out of town furniture warehouses, an Ikea kind of a place, 

you’ll have a sense of what I’m looking at here.  There is blue metal shelving from floor to 

ceiling.  Cardboard boxes containing medicines are on those shelves, but this is where they’re 

going to be taken out of the boxes, split up and distributed to pharmacies around the country.  

Martin Sawer is the Executive Director of the Healthcare Distribution Association, which 

represents the largest distributors and wholesalers in the country. 

 

SAWER: So, every day, pallets of medicines from the 

manufacturers will arrive at a warehouse like this on large pallets, in boxes wrapped in 

cellophane around the whole pallet, and broken down usually into individual cardboard 

boxes, and those cardboard boxes get put away on very high racking, and then those boxes 

are then moved to an area in the warehouse, where the staff can load up, for example the 
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SAWER cont: automat in this warehouse, because it’s very highly 

automated, 75% of the medicines here are transported on the automatic system and conveyor 

belt. 

 

GOLDBERG: So where are these drugs originating from? 

 

SAWER: These medicines and drugs in this warehouse typically 

will originate from many different parts of the world, and we’ll have some UK manufactured 

product, but the majority of medicines - maybe 70 to 80% of medicines - will at some point 

have come into the UK, usually via another part of the EU.  A lot of them will have the 

original raw materials may have been manufactured in India and China, but rather like the car 

part supply chain, several different countries may be involved in the final production of the 

medicine pack that we get at our goods in here.  

 

GOLDBERG: The Healthcare Distribution Association is so 

concerned that their customers don’t understand the complexities of the supply chain, they’re 

sending a leaflet explaining it to all 16,000 UK pharmacists.  I’ve got a sneak preview here 

and it is very colourful indeed - a pink, blue and green flow chart – and it takes you through 

some of the various stages from factory to pharmacy and it highlights some of the many 

things that can go wrong: IT failure, stockpiling of drugs by speculators, natural disasters, 

changes in regulation, sudden outbreaks of disease that can lead to increased demand.  It 

unpicks a supply chain that might involve an ingredient being sourced on one continent, 

before being transferred to another to be made up into a drug, and then transported to a 

patient in a third location.  There is an upside to all this globalisation.  Thousands of common 

generic drugs - where the original patent has expired - can be produced anywhere in the 

world pretty much, and that allows manufacturers to make them where land and labour are 

cheap, driving down prices.  But there’s another side to it too.  Robbie Turner is from the 

Royal Pharmaceutical Society. 

 

TURNER: Well, it means that the global supply chain is probably 

a little bit more fragile than it would have been, so if you’ve only got one or two 

manufacturers of drugs - one or two people supplying them - then that means that if anything 

goes wrong in that system, it will have a significant impact here in the UK.  So, we’ve driven  
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TURNER cont: perhaps alongside the prices, we’ve also caused a 

reduction in resilience of the supply chain as well. 

 

GOLDBERG: So, what you’re describing to me is a situation where 

drug suppliers become more focused on one or two locations.  That’s helped the 

manufacturers and the wholesalers to reduce their costs, but it also means that the supply of 

drugs has become more fragile. 

 

TURNER: Yes, but it’s important to remember that when this 

works, it works really well, and for the vast majority of drugs, this has helped us improve 

access here in the UK, by keeping prices low, which means that we all pay less for the 

medicines we use, including the NHS.  So, when it does work, it is important that we have 

access to drugs that are of a good value, so reduced in price.  But when it does go wrong, it 

can make things a bit more difficult for us to fix as we see shortages in the system. 

 

GOLDBERG: And the NHS has played an unwitting role in all this as 

well.  Its bulk purchasing power helps reduce the cost of medication in the UK, but because 

prices are lower here than in some other countries, drug manufacturers sometimes prefer to 

sell their goods where they’ll get a higher price.  And just as the supply chain of 

pharmaceuticals has become global, so too have the shortages.  Doctors in the United States 

were forced to consider rationing a children’s cancer drug, Vincristine, earlier this year.   

 

EXTRACT FROM USA NEWS ARCHIVE 

 

REPORTER: Vincristine is now in short supply because this summer 

the pharmaceutical company Teva announced it would stop …. 

 

GOLDBERG: There’ve also been reports of patients in Italy, Poland 

and Belgium struggling to get their medication.  Likewise in Denmark and Germany.  Yet 

one - should we call it a side effect? - of the global drugs trade is that some treatments which 

patients can’t obtain from their pharmacy in the UK are available elsewhere.  Take Hormone 

Replacement Therapy, used to relieve the distressing symptoms of the menopause by around 

a million women in the UK.  In the Chemist and Druggist survey, 84% of pharmacists 

reported problems getting hold of HRT supplies.  As a result, tens of thousands of women 
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GOLDBERG cont: nationwide have suffered debilitating effects, including 

writer Rachel Twyford, deep in leafy, Surrey suburbia. 

 

ACTUALITY, KNOCK AT DOOR 

 

TWYFORD: Hello! 

 

GOLDBERG: Rachel, hello.  Adrian Goldberg.  Nice to meet you. 

 

TWYFORD: Hi. 

 

GOLDBERG: How are you? 

 

TWYFORD: Yeah, good thanks. 

Well, I think the menopause was pretty much the first time I’d had really bad panic attacks, 

which can be really frightening.  You don’t know what they are at first.  You don’t know 

what’s happening.  It feels like, almost like your heart is racing and feel really, really afraid. 

So to have a medication that reduces that is really important.  Amongst my friends we do 

have a bit of a joke around about how the kids or the husbands might sort of leave if we can’t 

hold of the drugs soon, because we’re unbearable. 

 

GOLDBERG: You make light of it, but it is a serious thing, isn’t it? 

You feel pretty lousy. 

 

TWYFORD: It is.  Yeah, you feel lousy off it.  It’s cruel really.  

 

GOLDBERG: As a blogger, Rachel became aware of other women 

making plans to travel abroad to get their HRT patches.  She had friends who went to Spain 

and bought them over the counter and she tracked down her own supplies in Greece. 

 

TWYFORD: The pharmacist there seemed to know exactly what I 

wanted as soon as I opened my mouth really.  He seemed very quick to cotton on that I 

wanted the oestrogen patches, so it wasn’t too much of a problem.  He said he had five boxes 

and he would give me three.  So I was, I was really pleased. 
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GOLDBERG: Wow, so you were able to get the drug in pretty 

plentiful supply in Athens that you just weren’t able to source anywhere here in the UK? 

 

TWYFORD: Yes, yes, that’s right.  They don’t seem to have a 

supply problem over there. 

 

MUSIC 

 

GOLDBERG: Last month, the Government introduced an 

unprecedented export ban on 24 medical treatments from the UK, including all HRT 

preparations.  They were concerned that dwindling stocks might be depleted even further as a 

result of something called parallel exporting.  This is where wholesalers who’ve obtained 

their goods outside of a manufacturer’s recognised supply chain buy medicines in one part of 

the EU - where they are cheaper - and sell them in another EU country for a higher price. 

Into this already difficult situation you have the unpredictable element of Brexit.  This is 

Dame Sally Davies, who was then the Chief Medical Officer, talking on the Today 

programme last month, warning about the dangers of crashing out of the EU without a deal. 

 

EXTRACT FROM THE TODAY PROGRAMME 

 

INTERVIEWER: Are you certain that the Health Service will be able to 

get the medicines it needs? 

 

DAVIES: The Health Service and everyone has worked very hard 

to prepare, but I say what I’ve said before - we cannot guarantee that there will not be 

shortages, not only of medicines, but technology and gadgets and things, and there may be 

deaths.  We can’t guarantee there won’t. 

 

INTERVIEWER: So, patients’ lives could be at risk? 

 

DAVIES: They are at risk. 

 

ACTUALITY AT PORT 
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GOLDBERG: I’m at Felixstowe. This is the UK’s largest container 

port, and I can see dozens of steel rectangular containers - yellow, blue, grey - piled like Lego 

bricks on a ship above me.  And overhanging them, a forest of massive blue gantries with a 

mechanical picker lifting those steel containers as if they were no heavier than a packet of 

sweets and placing them deftly on a trailer below.  Now Felixstowe already handles around 

half a billion pounds worth of non-EU pharmaceutical trade every year, and in anticipation of 

hold-ups on major routes like Calais to Dover in the event of a No Deal Brexit, this has been 

designated as a relief route for medical imports. 

There has been speculation that some of the problems patients have had getting hold of 

medication this year have been caused by pharmaceutical companies stockpiling drugs at the 

Government’s request in case the UK leaves the European Union without a deal.  But the 

Government told us there is no evidence of any supply shortages being related to Brexit. 

 

ACTUALITY AT MEDICAL SCHOOL 

 

LOKE: So, for instance, we have students training here to, we 

have dummies set up for them to do various procedures on. 

 

GOLDBERG: The area where drug shortages have been least reported 

- but potentially have the most profound impact - is in acute care, when patients are 

extremely ill.  Dr Yoon Loke is a professor at Norwich Medical School.  He’s showing me 

where the next generation of doctors are trained. 

 

LOKE: This patient is having a heart attack.  What are you 

going to do?  Or this patient is having difficulty breathing.  What’s your next step?  And we 

take them through, inch by inch … 

 

GOLDBERG: The Professor also practices as an acute care physician 

at Norfolk and Norwich Hospital. 

 

LOKE: I deal with emergency cases that come up for urgent 

treatment.  These may include cases of heart attacks, strokes, bleeding from the stomach, 

pneumonia, sepsis, so I have quite a lot of experience working with seriously ill patients who 

are sent up as an emergency to the hospital. 
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GOLDBERG: Yoon, tell me what the situation is like on acute wards 

in terms of drug shortages. 

 

LOKE: Three years ago, we never had to discuss any shortages 

whatsoever, but in the last few years, whenever we have our monthly meeting, there is a list 

of drugs - it could be five drugs or ten drugs - that is being presented to us, and we are being 

told that we don’t have a supply of these drugs.  Now what this means for us is that when a 

seriously ill patient comes in, we have to choose an alternative and we are struggling to 

manage these situations obviously. 

 

GOLDBERG: What kind of drugs are in short supply? 

 

LOKE: Well, they’re important drugs like painkillers are in 

short supply, drugs for treatment of epilepsy.  It tends to vary from week to week and the 

worst one we had was last year when we were short of an antibiotic called Tazocin.  Tazocin 

is our first choice drug for sepsis and we need to treat the patient within an hour of arrival in 

hospital if they have sepsis, and it creates difficulties when we can’t give the first choice drug 

within what we call the golden window.  We need to get it to them as quickly as possible, so 

we’re stuck with second choice.  And that’s the same with painkillers.  If someone is in 

severe pain, you want to relive the pain as soon as possible, and if one drug can work in three 

minutes and the other drug takes ten minutes, you’re actually causing the patient to be in pain 

for longer than you would have liked.   

 

GOLDBERG: But it could possibly be a contributory factor to 

somebody dying not to get the best drug available? 

 

LOKE: Yes, it could possibly be a contributing factor.  The 

difficulty is that the patients that we see, they are quite seriously ill as it is, and we often 

don’t quite manage to work out what contributed to their death, whether giving a first choice 

medicine would have helped to save them or not, or whether their underlying illness was so 

severe that they would have succumbed to their illness anyway. 
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GOLDBERG: As the doctor says, it is sometimes difficult to isolate a 

single cause for the death of a seriously ill patient.  But File on 4 has been digging deep into 

research published by the European Association of Hospital Pharmacists, and it leaves no 

room for doubt.  They studied responses from more than 1,600 pharmacists across Europe - 

including the UK - and reported that in 2018, twelve people died as a result of hospital drug 

shortages.  And Dr Paul Morris carried out in-depth research across more than a hundred 

hospitals in the UK and Ireland for his PhD and published his findings in the Journal of the 

Royal Pharmaceutical Society earlier this year.  His research found that when drugs ran short, 

in most cases the problem persisted for eight weeks or more, with potentially disastrous 

consequences.   

 

MORRIS: It means that it impacts actually on their care, and in 

cases where it’s these categories of drugs, if I just read them out to you: antipsychotics, anti-

epileptics, immunosuppressants or anti-cancer drugs, it can have significant clinical 

consequences. 

 

GOLDBERG: What does that mean – significant clinical 

consequences? 

 

MORRIS: It means, for example, if doses were missed or they 

weren’t available at all, it can mean for very ill patients, which these are in acute care 

hospitals, it can have significant side effects and contribution factors, possibly even to death.  

 

GOLDBERG: So, people can die and have died in hospitals because 

of these shortages? 

 

MORRIS: I believe they have, because in these circumstances and 

in acute care secondary hospitals you’re dealing with very ill patients. 

 

GOLDBERG: The reasons for drug shortages are anything but simple 

and the solution to them isn’t clear cut.  One suggestion we heard from several contributors - 

including Professor Yoon Loke - was that the NHS should start manufacturing its own key 

generic drugs.  Warwick Smith is Director General of the British Generics Manufacturing 

Association. 
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SMITH: We just don’t believe they could do it more efficiently 

and with a more robust supply chain than private sector manufacturers can, because they 

would be subject to exactly the same pressures and conditions as we are. 

 

GOLDBERG: Is it time for an overarching review, maybe even an 

overhaul of drugs production? 

 

SMITH: So, I think just looking at the UK for a moment, it is 

clear that over the last couple of decades, manufacturing has moved out of the UK, 

manufacturing of the finished formed medicine has moved out of the UK, and manufacturing 

of the active ingredient has moved eastwards.  That is as a result of taxation policy, 

intellectual property law and downward pressure on price.  So those shifts have been due to 

public policy decisions.  There may well be a case for Government in the UK to look at 

industrial policy in this space to see how it can bring back some of that manufacturing to 

broader Europe and to the UK.  It’s difficult to get the horse back after it’s left the stable, but 

I think there is a good case for Government to look at industrial policy in this sector of 

generic medicines, which treat 75% of NHS patients. 

 

GOLDBERG: The Association of the British Pharmaceutical 

Industry, which represents the firms who research and create new branded medicines, told us 

no company wants shortages, but there may be factors outside of their control.  They also said 

they wanted more collaboration in the supply chain, but this had to be done within the 

confines of competition law.  They say that’s why the role of the Department of Health and 

Social Care’s Medicines Supply Team is critical and why a Supply Chain Forum under the 

Department’s umbrella would be useful.  We did ask to interview a minister, but none was 

available to speak to us.  In a statement, the Government said: 

 

READER IN STUDIO: We understand the concerns some people have around 

availability of medicines and we are doing everything we can to ensure patients have access 

to safe and effective treatments.  The Department has well-established procedures to deal 

with medicine shortages and works closely with partners and industry to help prevent 

shortages and resolve any issues as soon as possible. 
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GOLDBERG: A couple of things are clear from the evidence we’ve 

heard as we’ve made this programme.  The shortage of drugs, treatments and medication has 

never been worse.  And there’s no sign of the problem going away any time soon.  It may be 

an issue that is beyond the means of any individual country to solve.  This is a worldwide 

problem that perhaps needs a global solution.  In the meantime, people like Michelle in 

Rochdale will just have to keep hoping their much-needed drugs arrive. 

 

EXTRACT FROM AUDIO DIARY 

 

COLE: Morning.  Can you hear this?  [sound of rattling].  I 

have my tablets, they have just arrived, so relief is an understatement.  And because I haven’t 

been on any for so many days, going to take one in a morning for four days, and then I can go 

one morning, one night, it’s just a safer way.  And my stammer should be gone soon.  I could 

cry really, just with the sheer relief at the situation, that for now it’s over. 


