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to build an (inter)national register of implanted devices so 
patients at risk can be contacted in case of a recall.

In 2011, Europe woke up after the PIP-implant scandal and 
authorities started on a master plan for materiovigilance and 
digitalization of traceability in which the hospital pharmacist 
plays a crucial role. To communicate about the implants, a 
unique identifier is mandatory and this will be covered by 
the UDI (Unique Device Identifier).

However, as patient safety could not wait for the promised 
deployment of UDI, hospital pharmacists already 
implemented procedures for traceability (some on 
paper; some with barcodes) and materiovigilance (from 
procurement to dispensing). UDI will bring opportunities to 
improve materiovigilance although practical issues will still 
have to be resolved.

Patients should be aware of what is implanted in their body 
and who to contact in case of a recall. Therefore, patient 
information should be part of the masterplan.

The Belgian authorities have a system in place. In this session, 
opportunities, hurdles and pitfalls will be shared with the 
audience.

PQ2: Ready to administer drugs - Is everything under 
control?

While you read this abstract, multiple drugs are being 
prepared in wards and in the pharmacy department 
at your hospital. Are they correctly prepared? Are they 
contaminated? Are health care workers and patients 
protected from exposure to hazardous agents.

If you are asking yourself these questions, it is possible 
you will need to analyse what is happening in your own 
hospital with drug preparation and administration in 
order to design a strategy that minimizes identified risks. 
In this scenario ready-to-administer drugs, as well as 
ready-to-use drugs, can be an option to take in to account. 
Compounding these drugs at the pharmacy department 
will not always be possible without additional resources 
and it may be necessary to search the market to find 
different solutions. We will also need to take in to account 
existing legislation and available guidelines especially with 
those drugs known to be dangerous to human health.

Workshop 3: Creating practical guidelines 

Formal advice on how clinicians should manage patients 
is not new. Guidelines have had a powerful influence on 
practice decisions. What has changed about clinical practice 
guidelines is that they are based on systematic reviews of the 
evidence. Thousands of them have been published and are 
often endorsed by national organizations, undergo intensive 
review or are circulated internationally.

The aim of practice guidelines to optimize patient 
management may be even more relevant in circumstances 
where evidence is equivocal and the clinician is less certain 
about the choice of strategy. Disagreement regarding 
recommendations is not necessarily a sign of poor quality 
as a weak evidence base may lead to various conclusions. 
Considering individual patient factors, the synthesis of 
carefully weighed opinions of experts may be particularly 
helpful and adapted as needed.

Improving clinical practice, quality of care and creating 
valuable practical guidelines can be very challenging. 
Clinicians as well as patients need to be engaged in 
appropriate decision-making. To implement guidelines 
successfully, factors influencing its adaptation must be 
identified. Technological solutions, clinical decision support 
systems and clinical reminders can be used as a tool to 
promote adherence with recommendations.

The pharmacist as a member of the multidisciplinary team 
have a key role in studying and creating ways to foster best 
practices.

SECTION 6: EDUCATION AND RESEARCH

ER1: Clinical Trials in Paediatric Haemato-
oncology: different ways for HPs to participate

The collaboration of hospital pharmacists in the process of 
Clinical Trials is a very important area of operations. Hospital 
pharmacists all over Europe already work in this innovative 
and challenging workspace. However, for most hospital 
pharmacists up to now this was in most cases limited to 
clinical studies in adults. Organizing clinical studies in the 
population of paediatric haemato-oncological patients is 
different and indeed a challenge for hospital pharmacists. 
The speakers in this seminar will discuss these differences in 
terms of preparation of clinical trial drugs for children and 

the legal environment around this population in clinical 
trials.

ER2: Clinical Pharmacy Services: absence of 
evidence is not evidence of absence

Clinical pharmacy services include interventions 
such as medication reviews, patient consultations 
and adherence, etc. The clinical pharmacy services 
are often complex and non-specific, and they may 
be delivered in collaboration with other health care 
professionals in multidisciplinary teams. The services 
often seek to improve symptoms control, optimize 
the use of medications and reduce medication-
related risks. However, the effect of clinical pharmacy 
services is often evaluated using “hard” endpoints 
such as mortality and hospital admissions, despite that 
these measures may not necessarily be affected by 
clinical pharmacy services. Even though we know that 
pharmacist interventions do save lives, it is probably a 
rare outcome. Hence, the benefit of clinical pharmacy 
services should be assessed using other outcomes 
measures e.g. health-related quality of life, adverse 
drug events, drug-related problems, etc.

Evaluating clinical pharmacy services using outcome 
measures such as mortality or hospital admissions 
require large sample sizes to avoid type II errors. 
However, clinical pharmacy studies are often assessed 
by using sample sizes too small to capture a potential 
effect.

Consequently, no effect shown as a result of the 
evaluations does not necessarily indicate that the 
clinical pharmacy services are ineffective but rather 
that an insufficient number of patients were included 
to capture a potential effect, or suboptimal outcome 
measures may have been chosen.

Even though absence of evidence is not evidence 
of absence, it is essential for clinical pharmacists to 
consider alternative strategies in documenting the 
effect of their services to ensure continuation of these 
in hospital practice.

ER3: The art of writing an abstract and 
getting it accepted

Scientific abstracts cover the main points of a study and its 
results. They represent condensed and clearly structured 
summaries that allow the reader to understand the 
most important aspects (e.g. study rationale, methods, 
results) at a glance. The task of writing an abstract can 
be challenging, and several pitfalls may lead to impaired 
quality or even rejection of the abstract. First impression 
matters!

In 2017, 446 submitted congress abstracts (42,19%) were 
rejected by the scientific committee of EAHP due to 
various reasons. Hence, the current seminar will, among 
other things, address common pitfalls related to creating 
abstracts for EAHP and congresses in general.

The seminar is dedicated to ambitious hospital 
pharmacists who plan to submit a high-quality abstract 
for future congresses, want to improve their abstract 
writing skills and want to reduce the risk for abstract 
rejection.

Hospital pharmacy in Sweden, highlights and 
curiosities

Swedish hospital pharmacy has changed in recent years 
from being completely uniform across the country 
– within a state-owned monopoly that also ran all 
community pharmacies – to become more and more 
diverse; the monopoly gone (in 2006) and hospital 
pharmacy adapting to local requirements of each county. 

Hospital pharmacy is being run by various private 
companies in different counties, winning contracts 
through procurement processes. The contracts include 
anything from one service (such as sterile compounding) 
to the whole package. Hospital pharmacy is hence 
developing in partnership between the county councils 
and pharmacy operators, regulated by national 
regulations.

The first 5-10 after the fall of the monopoly, hospital 
pharmacy was struggling to find its identity and direction. 
Now, 2017, the hospital pharmacy “function” in each 
hospital has gained strength and the future is looking 
brighter with many counties starting to arrange hospital 
pharmacy services within their own organization.

Sweden was very early in having all processes 

in healthcare completely electronic. Electronic 
medical journal, medication administration records, 
prescriptions and ward supply. For the last decade, 
focus has been on introducing electronic prescribing 
support, linking systems between secondary and 
secondary care.

Clinical pharmacy in a hospital setting is growing, 
especially in certain parts of Sweden and the demand 
is starting to exceed the supply of pharmacists with 
a postgraduate degree in clinical pharmacy. For the 
last few years, pharmacy technicians (and Swedish 
receptarier, “pharmacists” with a three-year university 
degree) have been in high demand, primarily because 
of a national shortage of nurses.

Student programme: An evidence based 
approach to developing an individualised 
patient care plan

Pharmaceutical care involves a systematic process 
which is patient focused and underpins a robust and 
professional philosophy of pharmacy practice. As part 
of this process, the pharmacist needs to co-operate 
with the patient and other members of the multi-
disciplinary team to design, implement and monitor a 
therapeutic plan. To standardise and aid the hospital 
pharmacist in conducting the process in an organised 
way and to ensure maximum use of the pharmacist’s 
skills, a systematic approach has been drawn up. This 
is a stepwise approach that results in formulation of 
a pharmaceutical care plan for an individual patient, 
identifying care issues with associated actions to 
resolve and prevent the issues. The pharmacist needs 
to be familiar with sources available such as the patient 
notes, medication records and the patient or carers, 
and evidence based guidelines and other sources of 
information that may be available to the pharmacist.

This workshop will provide participants with an 
overview to the systematic approach and will then focus 
on different forms of evidence, with emphasis on using 
the patient and online resources.
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Preliminary Scientific Programme

KEYNOTE 1: A FACT-BASED VIEW ON GLOBAL 
HEALTH AND INFECTIOUS DISEASES 

50 years ago the world had - “developed” and “developing” 
countries. One type was rich with small families and the 
other poor with large families. One had long lifespan, the 
other short. One suffered from malnutrition, infections and 
maternal disorders, the other from non-communicable 
diseases like cardiovascular diseases and cancer. Now we 
live in a world with a continuous variation of socioeconomic 
levels, demographic realities and disease panorama. 
Unprecedented improvements have been made in all 
areas, and many challenges still remain. But most people 
have severe misconceptions about contemporary global 
development and people intuitively believe that most 
things are getting worse. One of the main reasons for this is 
that students don’t learn to understand the world based on 
statistics and facts. Instead, we have a dramatic worldview 
formed by outdated school books and sensationalist news-
stories. For example; diseases that have received a significant 
amount of media attention in recent years such as Ebola 
Hemorrhagic Fever or West Nile Virus, have only infected a 
relatively small number of people while approximately half 
of all deaths caused by infectious diseases each year can be 
attributed to just three diseases: tuberculosis, malaria, and 
AIDS.  Gapminder is an independent Swedish foundation 
with no political, religious or economic affiliations that 
promotes a new way of thinking about the world and the 
society which they call Factfulness. In this keynote, Dr. 
Helena Nordenstedt, lecturer for Gapminder and medical 
doctor with experience in working for Médecins Sans 
Frontières (MSF), will demonstrate global health trends 
and demographic forecasts through animated graphics, 
presenting the continuous variation of socioeconomics 
levels and demographic realities that we now live in.

KEYNOTE 2: WE HAVE A DREAM

A senior hospital executive is thinking about how to deliver 
better coordinated care within her hospital, specifically 
around the use of medicines. What could hospital 
pharmacists do to support improvements in healthcare 
delivery specifically supporting their patients get the best 
out of their medicines?  How far has hospital pharmacy 
risen to the challenges of increased demand and economic 
challenges?  She falls asleep thinking about this while 
watching Charles Dickens’ , ‘A Christmas Carol’ on TV... 
That night the executive is visited by 3 spirits: the ghost of 
hospital pharmacy past, the ghost of hospital pharmacy 
present and the ghost of hospital pharmacy future. They 
show her the effects (positive and negative) of approaches 
towards medicines on the life and experience of Pat, a 69 
year old with multiple health problems. Participants will 
explore the past, present and future of hospital pharmacy 
practice, considering the best and the worst vision of the 
future experience on a patient like Pat.  

KEYNOTE 3: MARKETING THE HOSPITAL 
PHARMACIST PROFESSION

We, hospital pharmacists can think we are a «pivotal 
caregiver that can contribute, by our  education, our 
knowledge, our  abilities and competencies, to the optimal 
use of drug and to better therapeutical results for patients».
But who really knows it?  Some physicians mostly, nurses 
also and probably now a few patients. Can we only 
keep saying and demonstrating during our professional 
conferences what  the new paradigm of Hospital Pharmacy 
is about?

Do we have to think and market the profession more 
broadly? Have you got an advertising slogan? Do we need 
one? What is our service and our positioning?

Who should we target? What should be the tactic? Which 
tool should we use? How much can we afford to spend on 
marketing?

There are many questions to answer and one way to do it is 
to learn from experts who have successfully  implemented 
marketing plans in any field.

SECTION 1: INTRODUCTORY STATEMENTS  
AND GOVERNANCE

IG1: The efficient pharmacist - Prioritising tasks 
and designing processes

What part could hospital pharmacists play in helping 
their hospitals survive the economic downturn? Health 
services across Europe have been affected adversely by the 
economy and pharmacists could are ideally placed to have 
a positive impact on the finances of their hospital, provided 
they are prepared to, re-prioritise tasks and consider 

redesigning processes.
In this seminar examples of how to introduce efficiencies 
both into how individual pharmacists work and how 
pharmacy departments operate will be outlined with 
examples from an innovative national program and from 
within a large acute care hospital.

IG2: The productive pharmacist - Process and 
workforce planning 

In 2017, the hospital pharmacist must be a full-time 
manager. The Socio-Economic Approach to Management 
(SEAM) was created by the ISEOR Research Center led by 
Professor Henri Savall. According to the SEAM, there are 
six tools to give management the means to continuously 
upgrade the organization:

• The internal/external Strategic Action Plan (SAP): the 
main targets you want to achieve in the medium term 
(3 to 5 years);

• The Priority action plan: corresponding to the 
development actions to be implemented according 
to the SAP;

• The competency grid to particularly identify training 
needs;

• The time management: to get rid of low value added 
tasks;

• The strategic piloting logbook: including metrics and 
decrease of hidden costs; and, 

• The Periodically negotiable activity contract: to 
negotiate the additional effort required to implement 
new activities.

In this seminar, some theories of SEAM and examples of 
how one could manage to become a productive pharmacist 
will be presented.

IG3: The effective pharmacist - The team member

In many healthcare settings pharmacists are welcome 
members of multidisciplinary teams (MDTs). These are the 
teams, led by a Consultant that care for patients in hospital 
and consist of multiple healthcare professionals, such as 
nurses, physiotherapists, dieticians and pharmacists.

In addition to MDTs, pharmacists also find themselves on 
committees comprising of various healthcare professionals 
such as the hospital Drug and therapeutics committee, 
antimicrobial committee or cancer committee. 

To be an effective member of a MDT or Hospital committee 
requires specific skills, good preparation and confidence 
all of which will be discussed in this seminar together with 
examples from practice.

SECTION 2: SELECTION, PROCUREMENT  
AND DISTRIBUTION 

SPD1: Medicines shortages - A reality check?

20 years ago, medicines shortages were something we as 
Europeans didn’t have in mind when discussing problems 
around hospital pharmacy. But in the last decade it became 
a daily problem and a real pain in the neck for hospital 
pharmacists (and even retail pharmacists) around the 
world. In several countries, special measures were put 
in place to deal with this problem. But in most countries, 
nothing was done against the reasons for drug shortages. 
The speakers of this seminar will give an overview on the 
impact of drug shortages on patient outcome and the 
workload for hospital pharmacists due to drug shortages 
and discuss the different possible actions to deal with or 
better avoid drug shortages in hospitals.

SPD2: Bridging the efficacy/effectiveness gap

Results of randomized controlled trials (RCTs) and outcomes 
achieved in real-world clinical practice do substantielly 
differ. This fact is known as the “efficacy-effectiveness-
gap”, which describes differences between efficacy (i.e. 
does the intervention work under ideal circumstances?) 
and effectiveness (i.e. real-world benefit in every-day-life) 
results. 

Explanations for this gap are various. Efficacious treatments 
in RCT may not readily be translated into clinical practice. 
Furthermore, variations between clinicians in terms of 
outcome assessment (e.g., symptoms, side effects) may 
differ. Increasingly seen in the cancer setting, medicines are 
commonly authorised solely based on phase 2 trial results or 
prematurely terminated phase 3 trials. Sound uncertainties 
are evident, as knowledge about and understanding of a 
new drug is still immature, study patients do not resemble 
real-life patients, and the choice of study outcomes (i.e. 

surrogates) are debatable and do not yield information 
about real-world effectiveness.

Different initiatives (e.g. GRADE, ESMO-MCBS) to bridge 
this gap and to better translate efficacy results into real-
world benefit are being discussed. The monitoring of new 
medicines is now more important than ever, when it comes 
to safety and to the achievement of intended therapeutic 
outcomes. 

Workshop 1: The pharmacist’s role in the drugs 
and therapeutics committee

Drugs & Therapeutics Committee (DTC) evaluates the 
clinical use of medicines, develops policies for managing 
medicine use and administration and finally proposes and 
continually updates the hospital’s Drug Formulary.

The participating hospital pharmacist (usually the 
Director of Pharmaceutical Service) plays a leading 
role in the multidisciplinary team, reviewing all the 
available data by the aspects of patient safety, clinical 
outcome and pharmacoeconomic assessment (in terms 
of values, efficacy, outcomes for both the patient and 
the hospital for example payment by social security). 
Medicine use problems, such as approved indications, 
adverse reaction reports, procurement and distribution 
procedures, relevant shortages, prescribing protocols 
or even specific issues as antimicrobial stewardship, are 
some of the indicative themes discussed in the meetings 
of DTC. Ιn cases of prolonged shortages of irreplaceable 
medications, DTC is responsible to propose (if possible) 
an alternative scenario, to design the central dispensing 
of low stock unique medicines and inform properly the 
healthcare staff and the administration of the hospital, 
as well as the health authorities for the consequences of 
these shortages.  

All the above underline the crucial role of DTC in holistic 
Health Technology Assessment (HTA). As part of DTC, 
senior hospital pharmacists must guide and lead the 
development of a local implementation plan in evolving 
pharmacy services, through efficient collaboration 
with the other members of DTC, the hospital’s Scientific 
Committee and finally the hospital’s Manager.

SECTION 3: PRODUCTION AND 
COMPOUNDING

PC1: Clinical trial regulation and ethical 
committees

Clinical Trials are highly regulated and request more and 
more skills and expertise as predefined in the European and 
national regulations, acts and ordinances. In addition, new 
legal acts require protection of patient’s data, biological 
samples, and/or research monitoring. No clinical study is 
feasible without approval by ethical committees. 

Nuremberg Code (1947, principles for human 
experimentation), Declaration of Geneva (1948, Physician’s 
dedication to the humanitarian goals of medicine, revision 
of the Hippocratic Oath), Declaration of Helsinki (1964, 
Ethical principles regarding human experimentation), 
Belmont Report (1979, Protection of Human Services of 
Biomedical and Behavioural Research), Oviedo convention, 
or the EU Charter of Human Rights have been the most 
determining framework for human research acts.

Nevertheless, critical incidences continue to occur, such 
as in the Tegenero trial of TGN 1412 (London 2006), when 
six volunteers experienced cytokine storm after receiving 
a CD28-targeting superagonist, or during the Bial Clinical 
Trial in France (Rennes 2015), when six volunteers were 
hospitalized and one person died a brain death in a phase I 
clinical trial of Compound BIA 10-2474, aimed to pain relief 
by acting on cannabinoid receptors.

At current moment, these issues are about to be addressed 
by a new EU Regulation on Clinical Trials, that will enter 
into force in 2018 and the EU General Data Protection 
Regulation. It makes sense to gain an adequate knowledge 
on the most important novelties introduced by these new 
legal tools, especially in regard with issues such as cell 
banks, liquid banks, informed consent, data treatment, 
right not to know in the health context, or medicines 
and devices able to intervene in the human germ line (in 
embryos, fetuses or adults). 

PC2: Hospital mergers and the centralisation of 
production services
One of the major promises of mergers of multinational 
enterprises and of regionally assembled hospitals is the 
presumed economical advantage induced by scaling up 

and centralisation of manufacturing lines. However, new 
vulnerabilities are emerging in terms of quality and supply. 
The reliability on an undisrupted supply of medicinal 
products is even more in danger if hospital production is 
restricted because of such mergers. Further objectives of 
mergers such as reaching critical masses of patient cases 
and of economy of scale may critically enhance risks for 
patient care and patient safety.

This seminar will shed light on clinical and quality of life 
outcomes as compared to the financial goals of hospital 
mergers. 

PC3: ATMP - What’s in it for hospital pharmacists?

A medicine, which is based on genes, cells or engineered 
tissues, meets the scientific criteria for defining Advanced 
Therapy Medicinal Products (ATMPs). New challenges are 
arising from differences in terms of donation, procurement, 
testing, clinical trials, and GMP requirements as compared 
to current active pharmaceutical ingredients (APIs). 
Therefore, novel analytical and technological equipment 
and methodologies rarely seen previously in hospital 
pharmacies will need to be installed, qualified, instructed 
and safely run. This might be feasible in the course of the 
general technical and electronical revolution in which the 
younger generations grow up. Nevertheless, adaptations to 
educational pharmacy curricula and specialisation must be 
implemented if supply and production of ATMPs are to be 
continued to be produced by hospital pharmacists instead 
of other professional such as physicians, biochemists or 
molecular biologists.  

This seminar will outline the provisional future and 
importance of this class of medicines and how hospital 
pharmacists should manage it. 

PC4: Quality and risk assessment of medicines 
for children

Common incentives allocated to foster research and 
development mainly favour medicines for adults, as they 
are more promising for blockbuster drugs and high returns 
on investments for example in the case of medicines for 
non-communicable diseases. Many other special patient 
groups such as those suffering from orphan diseases, 
the elderly, neonates and children are neglected. It is still 
not easy to recruit children to participate in clinical trials. 
Specialties’ profiles of undesirable events become evident 
mainly after market access and launch. Pharmacological 
profiles of active pharmaceutical ingredients and of 
excipients must be assessed on results from basic research. 
Should developments of dedicated galenic forms for 
paediatric use be supported, a special focus must be set on 
excipients, allergies, and intolerances. Alternative research 
methods are required, e.g. tissue cultures or genetic 
profiling to anticipate potential drug related problems in 
children. Governmental programs are needed to improve 
the perspectives of these special patient groups such as 
neonates and children to see dedicated specialities for 
paediatric use which satisfy requests for few undesirable 
effects, low immunogenicity, or adapted dosing.

PC5: Presentation and workshop dedicated 
to the implementation of the Resolution [CM/
Res(2016)2] on good reconstitution practices in 
European hospitals

Medication errors, including those involving the 
reconstitution of a medicinal product into a dosage form 
that is ready to be used or administered to a patient, 
and quality defects associated with inappropriate 
reconstitution, can have serious implications for patient 
safety, in particular in the case of parenteral administration.  
It is known that the standards for reconstitution of 
medicinal products in health care establishments is not 
harmonised throughout Europe. Therefore, a working 
party was instigated by the European Directorate for 
the Quality of Medicines & HealthCare (EDQM) to advise 
on harmonised good reconstitution practices. The work 
resulted in a draft describing the responsibilities of 
healthcare stakeholders, the minimum requirements 
(standards) for reconstitution in a hospital and the 
handling of risks posed by reconstitution. Based on the 
risks, a decision can be made where reconstitution should 
take place: in pharmacy or in clinical areas. June, 2016, the 
draft was accepted as a Resolution of the Council of Europe 
on good reconstitution practices (GRP) and was adopted by 
36 European countries. The Resolution on reconstitution is 
a logical follow-up to a previous Resolution on pharmacy 
preparation (CM/ResAP(2011)1) which was adopted by the 
same 36 countries in 2011. This Resolution was presented 

and discussed at the EAHP congress in Milan in 2012, and 
has now been reissued as CM/Res(2016)1.

During the workshop, the content of the new Resolution 
will be discussed including the probable consequences 
for your daily practice. We will also address the role of the 
hospital pharmacist in the reconstitution process, discuss 
the opportunities to work with clinical colleagues on the 
new Resolution, explain the proposed risk assessment and 
will encourage its implementation.

PC6: Methodologies for risk assessment – FMEA

Working in a highly-regulated environment such as a 
hospital pharmacy comprises risk assessments. Errors 
and incidences can arise at every step from production to 
procurement, storage, distribution, and clinical trials. GMP, 
GCP, CAPA (corrective and preventive action), are designed 
to steer processes in a way that errors are prevented and, 
if occurring, are effectively corrected. Qualified persons 
(QP) must assess all risks, which might have a negative 
impact on the product quality and which are linked to 
their human resources, fixed and mobile infrastructure, 
equipment, processes in force in manufacturing, cleaning, 
disinfection, analytical, storage and distribution steps. The 
effectiveness of coping strategies must be proven by the 
qualified persons to inspectorates. 

The FMEA (Failure Mode and Effect Analysis) is a tool to 
effectively assess risks arising from such processes. It 
calculates the risk as the product of its probability of 
occurrence, its importance in terms of danger, and its 
detection chances.

SECTION 4: CLINICAL PHARMACY SERVICES

CPS1: Managing polypharmacy - Thinking 
outside the box

Polypharmacy, defined as the use of multiple drugs or 
more than are medically necessary, is common and often 
comes with an increased risk for negative health outcomes 
such as an increased risk of adverse drug events, drug-
interactions, medication non-adherence, and higher 
healthcare costs. Sometimes a prescription cascade occurs 
when a new medicine is added to treat an adverse effect 
of previously prescribed medicine. Available guidelines 
are usually devised with focus on a single disease, whereas 
in reality, many patients have multiple chronic diseases, 
requiring multiple treatments. Polypharmacy can be both 
appropriate and inappropriate (problematic) and it is 
the responsibility of health care professionals to ensure 
the safe and effective use of their multiple medicines for 
individual patients.

Medicines optimization can support the management of 
chronic treatments and polypharmacy. Close collaboration 
of healthcare professionals in prescribing and medication 
review is a sensible approach to complex drug decisions 
involving polypharmacy. Several tools are available to 
help guide healthcare professionals in evaluating drug 
safety and reduce inappropriate polypharmacy as a part 
of individual polypharmacy review. The “Seven steps” 
approach to managing polypharmacy aims to address 
polypharmacy as part of overall medicines optimization 
strategies and assists healthcare professionals with 
medication review of polypharmacy patients. Identified 
steps are: assess patient, define overall treatment goal 
(share and discuss suggestions for medication review 
with patient/carer), identify inappropriate medicines, 
assess each medicine for specific risks and benefits in 
patient context, agree to continue, stop or reduce dose, 
communicate with other healthcare professionals, monitor, 
review and adjust regularly.

Pharmacists should share responsibility with other 
healthcare professionals and patients to ensure that 
potentially inappropriate medications are minimized.

CPS2: Providing pharmaceutical care for 
patients admitted to their own bedroom

Older adults presenting to the emergency department (ED) 
are admitted at over three times the rate of the general 
population. Crowded EDs, shortages of hospital beds, risk 
of hospital acquired infections - coupled with the growing 
population of seniors, provides an emerging need to 
develop alternative care pathways other than the current 
options of admission, observation or discharge. Hospital 
at home schemes provide care in a patient’s home such as 
observation, administration of drugs, support, nursing care 
and rehabilitation that is usually available only in hospitals. 
The rationale is that such services increase patient 
satisfaction (quality of life) and reduce the costs, without 

adverse effects on clinical outcomes.

Hospital care at home is primarily provided by specialist 
doctors and nurses. However, there is a clear scope for 
pharmaceutical care provided by a pharmacist, integrated 
in the health care team, to positively impact the quality and 
safety of medication use for these patients. 

CPS3: Antimicrobial stewardship - Growing a 
positive culture

The antimicrobial stewardship (AS) interventions are 
shown to be effective in increasing compliance and 
reducing duration of therapy, as well as even mortality 
for selected interventions. The general complex goal of 
hospital AS program is to fine tune antimicrobial use in 
regards to efficacy, resistance-induction, toxicity, cost, 
timely intravenous to oral switch, and discontinuation. 
Reduction of Clostridium difficile infections should 
also be considered in high risk settings. Objectives of 
AS program in each hospital can be quite different and 
often prioritization should be made at the very start.

What makes AS in hospitals very complicated is the 
large number of physicians of various specialties and 
educational backgrounds that prescribe antimicrobials. 
Structural, persuasive and restrictive strategies were all 
shown to be effective.  Combination of different strategies 
can be employed depending on the problem that should 
be solved and level of compliance in the staff of the 
department. Whatever the chosen strategy is, it is essential 
to provide good microbiological results in the timely 
manner and make sure that sensitivity testing information 
is collected, analyzed and feedback provided. Simplified 
sensitivity report can be negotiated with laboratory to 
simplify decision making. Proper use of express tests and 
biomarkers is also very important in decision-making.  
Various software adjustments are very helpful and should 
be considered at the start of AS implementation program.

Interventions in selected departments are frequently 
preferred with careful monitoring of change, analysis 
of data, costs and subsequent feedback to the staff. 
Antibiotic consumption data using DDDs/bed days 
should be used only for general data collection but will 
provide insufficient information about the prescribing 
pattern, especially if children and patients with renal 
failure are included. PDD data in combination with clinical 
information are more useful but usually difficult to obtain 
even with good computerized systems. Point prevalence 
protocols with simple questionnaires are still very useful for 
identification of main targets for intervention. Simple audit 
could be used for implementation of surgical prophylaxis 
protocol. Therefore, methodology of assessment of 
each intervention should be carefully planned ahead.

Workshop 2: Assessment and clinical importance of 
pharmacist recommendations 

In order to optimise drug therapy in inpatients, it is 
important to develop a systematic and integrated approach 
to the management of medications from the time of 
admission, during the hospital stay and at discharge. 
Pharmacists, performing medication reviews in a multi-
professional team, must be able to prioritise which drug 
related problems (DRPs) to focus on to ensure that patient 
harm is avoided and treatment goals reached. 

The clinical relevance of the interventions initiated by 
pharmacists has been investigated previously using 
different tools for assessment. For example, Hatoum et al. 
used a ranking system that focused on the value of the 
service by assessing the potential impact of pharmacists’ 
recommendations. 

In this workshop, several real patient cases will be 
presented; each together with one isolated DRP and 
recommendation for solution. The recommendations have 
all been assessed previously by experts using a validated 
tool for the classification of importance. The participants 
will assess the importance individually (using a voting 
system) and the results will be compared to the experts’ 
opinion and discussed in plenum.

SECTION 5: PATIENT SAFETY AND QUALITY 
ASSURANCE

PQ1: Materiovigilance (UDI – tracing - reporting)

Every day a broad variety of new implantable medical 
devices find their way to the European market and will be 
implanted in patients where they may stay for many years. 
In order to guarantee patient safety, it is obvious to guard 
the quality of the products and the supply chain; as well as 


