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Position Paper on Patient Safety
Hospital pharmacists – making the difference by improving medication safety

Patient safety and the quality of care are a priority for hospital pharmacists all across Europe. The European
Association of Hospital Pharmacists (EAHP) has manifested the importance of patient safety for hospital
pharmacy practice in a dedicated section of its European Statements of Hospital Pharmacy.1 As stewards
of patients’ medication safety, hospital pharmacists are the key stakeholders ensuring the safe, effective
and rational use of medicines by upholding the “rights” of patients. This includes improving the safety of
using medications, especially high-risk medication and look-alike and sound-alike medications, through
their close surveillance as well as advising on the most appropriate use of medicines. While some
prescribing, dispensing and administration may not cause harm it may not be cost-effective or beneficial
for the patient. The above phrase 'appropriate use' encompasses a multitude of situations.
Patient safety, which lies at the heart of all representations made by EAHP and its members, covers many
aspects. EAHP’s position on patient safety specifically focuses on medication safety. In particular
medication errors, which occur when a medicine has been inappropriately prescribed, prepared, dispensed
or administered to a patient, are a key concern for hospital pharmacists. Throughout the medication use
process specific measures must be taken by healthcare professionals. For, hospital pharmacists these
include improving medication safety by reducing available harm through using risk assessment procedures.

Image 1: The medication use process from a patient perspective

Even before a patient is treated for a specific disease, hospital pharmacists ensure the safety of the patient
throughout the care pathway. These include actions linked to the hospital formulary, such as selecting
narrow spectrum antibiotics to prevent resistance and implementation of the decision of the Drug and
Therapeutics Committee, the proper selection and procurement as well as the application of appropriate
quality assurance strategies for the medication use processes to detect errors and identify priorities for
improvement. Also, awareness raising about prophylactic measures is an important factor that will be
included in the quality assurance strategies for the medication use processes.
During the selection and procurement, the hospital pharmacist reviews the needs of the healthcare system
and takes into account important safety aspects linked to, for example, look-alike and sound-alike
medications, standard concentrations, different pharmaceutical forms or active substances and safety alert
monitoring. Storage fulfilling all safety standards is carried out to separate similar medicines from each
other so that errors during dispensing may be avoided. Transcribing errors are among the most common
errors that can compromise patient safety. These are caused by illegible handwriting, error-prone
abbreviations, including inappropriate defaults in electronic health records, and the lack of familiarity with
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drug names, doses and frequencies. The use of IT systems, such as computerised physician order entry
systems or the Kardex information system for nurses, can reduce the risk of transcription errors.
Additionally, the prescription review carried out by the hospital pharmacist prior to the medicine
preparation helps to avoid safety problems caused by incorrect medications, doses, patients and routes.
Other safeguards which are taken before administration include the preparation/compounding of
medicines under the correct conditions and the supervision of reconstitution activities. Also, dispensing
with pharmacy oversight ensures that the item dispensed matches the item ordered for the patient.
Before administration, it is important that all involved parties including the patient and the practitioner are
informed of the correct procedures to prevent problems and medication errors. This process can be
facilitated by different tools, such as visual guidance, written instructions, checklists and barcoding.

Image 2: The role of the hospital pharmacist in the medication use process

Other areas of avoidable harm can be overcome by improving an individual’s knowledge about their
condition and treatment, including preventive medicines such as vaccines, increasing medication
concordance, reducing the incidence of side effects and adverse events and carrying out medication
reconciliation. To further foster patient safety in European hospitals different steps, including more farreaching interprofessional collaboration, are needed to reduce medication errors and healthcareassociated infections (HAIs), heighten the uptake of closed loop medication administration, increase
medication concordance by patients and improve medication reconciliation. To achieve these aims
(1) EAHP recommends a wider application of different risk management tools, including but not
limited to single unit dose barcoding, risk management and quality control committees and
computerised order entry systems in hospitals to lower medication errors for the benefits of
patients.
(2) EAHP advocates for the uptake of closed loop medication management to facilitate a faster and
more accurate administration of medicines in hospitals.
(3) EAHP recommends the implementation of clinical pharmacy services that can guarantee the
medication appropriateness, reconciliation and the personalisation of therapies to further
enhance the safety and the quality of the pharmaceutical care in Europe.
(4) EAHP calls on national governments and health system providers to guarantee an adequate
number of hospital pharmacists and the full utilisation of pharmacy services to improve
concordance.
(5) EAHP requests the strengthening of interprofessional collaboration and communication among
healthcare personnel in all healthcare settings.
(6) EAHP recommends the universal application of infection prevention and control measures by the
European Centre for Disease Prevention and Control (ECDC) and the WHO (World Health
Organization (WHO) among healthcare professionals.
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(1) Medication error reduction: Increasing patient safety through the use of risk management tools
Unsafe medication practices and errors are the leading cause of avoidable harm in healthcare settings
around the world.2 Data from European hospitals consistently demonstrate that medical errors and
healthcare-related adverse events occur in 8% to 12% of hospitalisations and 18% of European Union
citizens claim to have experienced a serious medical error in a hospital.3 A significant portion of these errors
leads to longer hospital stays, needless readmissions and higher costs.4 These errors are preventable
through comprehensive and systematic approaches to patient safety throughout the medication use
process. Mandatory action is necessary to prevent and mitigate the harm that patients can suffer due to a
medication error. Such action includes, for example, the conduct of active and proactive risk assessments
by all healthcare professionals involved in the care and at the transition of care.5 Also, risk management
and quality control committees, reliable IT systems, the use of computerised physician order entry systems
or Kardex information system for nurses as well as educated healthcare professionals can contribute
immensely.6
Special attention should be paid to high-risk medication as well as look-alike and sound-alike products
(LASA). These should be separated clearly to avoid confusion. Different tools exist to lower the risks to
patient safety when selecting these medicines. Barcoding medicinal products to the single unit dose and
bedside scanning of medications have for example proven to be an efficient way to diminish medication
errors and adverse drug events.7 In Dutch hospitals alone the use of single unit dose barcoding would save
47 patient lives each year.8 While in Denmark, a 57% decrease in medication administration errors on a
haematological ward was observed after the introduction of single unit dose barcoding. This measure
resulted in a cost-effectiveness ratio of 2.01 euro per avoided administration error.9 Similar financial
findings were reported by a study for Dutch hospitals which concluded that the countrywide usage of the
/a single unit does barcoding could lower healthcare spending by 21 million euro per year.10 EAHP
recommends a wider application of different risk management tools, including but not limited to single
unit dose barcoding, risk management and quality control committees and computerised order entry
systems in hospitals to lower medication errors for the benefits of patients. The application of these tools
should however not neglect staffing considerations since only an adequately staffed hospital pharmacy can
ensure that the different risk management tools are correctly applied. Another important factor for
medication error reduction is the promotion of a positive safety culture in hospitals following a transparent
and non-punitive approach. The education and training of healthcare professionals regarding medication
safety should be fostered.
(2) Closed loop medication management: Facilitating the uptake of closed loop medication management
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To further enhance patient safety, closed loop medicines administration should be used. ‘Closed loop
medicines administration’ is defined as a process that integrates automated and intelligent systems to
completely close the inpatient medication management and administration loop. As shown by a study
conducted in the UK closed loop medication management reduced medication administration and
prescription errors rates and freed time of pharmacists who could concentrate on other care aspects.11
The German Association of Hospital Pharmacists declared the adoption of closed loop medication
management as its goal for 2021 which should go hand in hand with the regular use of ward pharmacists
for better medication management.12 In light of these benefits, EAHP advocates for the uptake of closed
loop medication management to facilitate a faster and more accurate administration of medicines in
hospitals.
(3) Transition of care: Expanding patient safety by providing medication reconciliation at care transitions
Medication reconciliation is the formal process in which healthcare professionals interact with patients to
ensure accurate and complete medication information transfer at all stages of care.13 This intervention is
particularly important at the admission and the discharge of the patient. Hospital pharmacists, as the
health system’s experts in medication management, dosing, adverse drug-related reactions and costeffectiveness, have a critical role to play during these interactions.14, 15 The acknowledgement of hospital
pharmacists’ drug expertise and the investment in medication reconciliation and optimisation roles in all
healthcare settings, including nursing homes, should be seen as a key component of the European response
to the increasing prevalence of polypharmacy. EAHP recommends the implementation of clinical
pharmacy services that can guarantee the medication appropriateness, reconciliation and the
personalisation of therapies to further enhance the safety and the quality of the pharmaceutical care in
Europe. The suggestions contained in the Council of Europe Resolution on the implementation of
pharmaceutical care for the benefit of patients and health services should be used.16
(4) Concordance: Improving patient safety by increasing medication concordance
Medication concordance is a key factor in ameliorating patient safety. The concept of concordance was
recognised in the UK in the 2000s and stretches from prescribing communication to patient support in
medicine taking. It is wider than adherence which mainly covers the compliance with recommendations of
a healthcare professional.17
Pharmacists interact frequently with patients and are thus a valuable source of information on adverse
effects, contraindications and interactions of combinations of different medications. Their involvement in
medication reviews in the hospital setting is very effective in preventing adverse drug reactions which are
oftentimes feared by patients and may result in non-adherence.18 Studies have shown that particular older
patients benefit the most from these interactions.19 These should be carried out in accordance with
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patient-centred care through a therapeutic alliance between the healthcare professional and the patient
in which both interact as equals.20 Consequently, EAHP calls on national governments and health system
managers to guarantee an adequate number of hospital pharmacists and the full utilisation of pharmacy
services to improve concordance.
(5) Interprofessional collaboration: Advancing patient safety through interprofessional collaboration
and decreasing HAIs
Interprofessional collaboration is an important mean for facilitating communication between health
professionals in clinical practice. Involving different professions in multidisciplinary team discussions is not
only beneficial for the exchange among professionals but contributes immensely to patient safety.
Exchanges between physicians and hospital pharmacists at the stage of ordering and prescribing medicines
can effectively solve and prevent clinically significant drug-related problems leading to reduced length of
hospital stay, fewer readmissions and fewer disease events.21 The close collaboration between nurses and
pharmacists has proven to improve the safety of medication management on the wards.22 Incorporating
hospital pharmacists into multidisciplinary teams on hospital wards is a cost-effective way to advance
patient safety by increasing treatment safety and reducing the use of non-necessary drugs.23 Consequently,
EAHP requests strengthened interprofessional collaboration and communication among healthcare
personnel in all healthcare settings.
(6) Healthcare-associated infections: Reducing HAIs through infection prevention and control measures
HAIs are a patient safety issue that is affecting all types of healthcare organisations. Hand hygiene, as the
single most important prophylactic measure, needs to be further promoted.24 EAHP recommends the
universal application of infection prevention and control measures by the European Centre for Disease
Prevention and Control (ECDC) and the World Health Organization (WHO) among healthcare
professionals.
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