
MEDICATION SAFETY DURING TRANSITION OF CARE 

OPTIMIZING THE DISCHARGE PROCESS 

BACKGROUND 

Medication related errors are among the 

most common problems in health care, 

accounting for up to 50% of all errors.1 

While extensive studies have been done in 

the inpatient setting, citing an average of 

5.2% of patients being affected by a 

medication error, less is known about the 

ambulatory care sector or transition of care 

situations.2 

However, up to 7% of all Swiss patients are 

admitted to the hospital due to medication 

related problems.3 

METHODS 

RESULTS 
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1a. Identification of risk factors – results from the literature 

OBJECTIVE 

In order to reduce medication errors during 

transition of care, distinct institution-specific 

risk factors have to be identified and 

evidence-based interventions implemented. 

1. In the scope of this work,  

     patients at risk,  

     high-alert medications and  

     high-risk process steps  

    at the time of discharge from the  

    cantonal hospital of Lucerne, a 1000-bed  

    hospital with 3 practice sites, were  

    identified.  

2. Subsequently, tools were developed to  

    optimize medication safety at discharge. 
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1. To identify and prioritizie medication 

related risk factors,  

  a literature research (PubMed, Embase),  

  the evaluation of the hospitals critical  

    incident reporting system CIRS and  

  a pharmacy staff survey  

were used.  

2. Tools to optimize patient safety were 

developed based on the literature. 

CONCLUSIONS 

Based on the prescription data of the public pharmacy located at the cantonal hospital of Lucerne 

3% of discharged patients fit the high risk profile (age>65, female, ≥5 drugs) for potential drug 

related problems. They are a priority target for extensive counselling as a first step in improving 

medication safety at discharge.  

Special attention should be directed to patients treated with oral anticoagulants.  

In the future, more risk adapted counselling algorithms / materials need to be developed and their 

impact evaluated. 

According to the literature-review, including 15 studies, the following population is at risk  

for drug-related problems: 

• Female patients 

• Patients between the age of 65 and 85 

• Patients taking ≥5 different drugs 
 

• Anticoagulants are among the drugs with the highest risk for drug related problems. 
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1c. Identification of risk factors – pharmacy staff survey 

60% of pharmacy staff reports specific insecurities while counselling patients with  

new oral anticoagulants compared to low-molecular heparin and phenprocoumon (Marcoumar®). 

1b. Identification of risk factors – results from the CIRS 

Figure 1: The 7 most common drug groups responsible for (re-)hospitalizations  in the hospital’s CIRS 
(n=67, December 2012) 

2. Tools to optimize medication safety  

Based on the literature, the following tools were identified as beneficial for the optimization of 

medication safety and developed accordingly: 

• A counselling algorithm (see figure 2),  

• staff teaching materials (rivaroxaban fact sheet, 30-minute-PowerPoint-presentation) and  

• patient information leaflets. 

Figure 2: Counselling algorithm for rivaroxaban 


