Keynote 1 - Patient empowerment through education

(Cees)
Abstract

In healthcare the stakeholders are the physician, the nurse and the clinical or hospital pharmacist, all centred around the patient.  In many countries the patient is the subject whereupon the care of the (para)medical staff is focussed. But the patient is not only subject in this arena of health care, the patient also is stakeholder or case manager.

As patient safety is the main theme of this congress, the patient should have a prominent place. Patent safety is a very broad field, so it will be trimmed to a smaller degree. We will focus on medication safety and the role of the patient concerning this subject. Do we agree that the patient has his own responsibility? Modern techniques in communication, the internet, Wikipedia and other sources make that the patient often is better prepared than the doctor.  The patient’s role in regulatory bodies like the EMA and the PRAC (the former Pharmacovigilance working party) also has become more important.  There is a role for the Hospital Pharmacists to educate the patient in the field of drugs and the drug properties like efficacy and adverse events.

Teaching Goals
· To educate the patient on medication efficacy and side effects,
· To learn from the patient about their needs.
Learning Objectives
After the presentation the participant should be able to:
· recognise the patients needs on medication properties,
· accept the patient as stakeholder in Health Care.
Keynote 2 – Developing a safety culture: how to progress effectively?
(David Cousins, new title:  Improving reporting and learning – the role of the medication safety officer)
Abstract

The National Reporting and Learning System (the NRLS) was introduced into use in the National Health Service in England and Wales in 2005. NHS organization report patient safety incidents where a patient was harmed or there was a potential for harm and national learning from these reports has been communicated via Patient Safety Alerts.

In a revised EU directive on Pharmacovigilance the definition of adverse drug reaction has been revised to include medication errors. There is a new requirement for national pharmacovigilance centres to establish medication error reporting and learning systems across Europe,

In the NHS in England, work is underway to share NRLS medication error reports with the national pharmacovigilance centre and improve reporting and learning by identifying medication safety officers in all NHS organisations.

Teaching Goals

· Describe the reporting and learning system for medication errors in the National Health Service in England,
· Explain the revised EU directive on Pharmacovigilance that now includes medication errors,
· Identifies the need to improve the number and quality of medication error reports to enable learning and local actions to improve patient safety,
· Outlines a new role of medication safety officer in healthcare provider organisations that will support the above.

Learning Objectives
After the presentation the participant should be able to:
· understand  methods for reporting and learning medication errors and new requirements of the revised EU directive on Pharmacovigilance,
· gain awareness of the need for quality assurance of local reporting and learning processes for medication errors,
· understand the new role of medication safety officers. 

(Keywords)

Patient safety, medication errors, incident reporting, adverse drug reactions, pharmacovigilance.

Keynote 3 – Safety in high reliability industries – What healthcare can learn.
(Gunar – title has been changed)

Abstract

Nuclear power, air traffic control, chemical processing: Often-quoted examples of industries based on high reliability organisations. They operate in hazardous settings in a safe and reliable way. This high reliability is often achieved by simplification and standardisation of operations and anticipation of organisational disruptions. Healthcare organisations, like hospitals, share the same goals with regard to predictability, safety and effective operations. Nevertheless, patients are still exposed to preventable harm with errors occuring along the patient care process every day. The variability of the individual patient, gaps in knowledge, evolving technologies with high complexity and economic and regulatory pressures, however, pose explicit challenges for healthcare organisations and mark differences between healthcare and other high reliability industries. Healthcare is striving to improve by also taking a look at others. Which strategies, procedures, tools and concepts are used to reach and guarantee a high level of reliability? And which of these could potentially be emulated in healthcare organisations?

Teaching Goals
· To give background knowledge of high reliability industries with regard to safety and the analysis and management of risks and potential dangers,
· To illustrate tools and concepts applied in high reliability organisations potentially fostering patient safety in healthcare organisations. 
Learning Objectives
After the presentation the participant should be able to:
· outline key characteristics of high reliability industries, similarities and challenging differences to healthcare,
· describe potential strategies for safety improvement in healthcare organisations.
Seminar C1: Improving patient safety through multidisciplinary teamwork

(Anthony)

Abstract

Teamwork, the seamless integration of multiple knowledge, skill and affective competencies is a mechanism to improve patient safety and avoid errors
. The literature abounds with positive outcomes that teamwork brings and includes improved communication, flattening hierarchies, greater efficiency and improved safety. What impact can multidisciplinary team working bring to a high stress highly technical hospital setting of a paediatric intensive care unit? How would such a team work? What approach would need to be adopted and what processes would need to be implemented in order for such an approach to work?

Teaching Goals

· What steps need to be taken to create a multidisciplinary team?

· What is a Safety culture in the context of a paediatric intensive care unit?

· What processes needed to be put into place?

Learning Objectives

After the presentation the participant should be able to:
· Understanding of Multidisciplinary team working

· Appreciation of the implementation strategy and associated practicalities 

· Learning about the outcomes that this project has generated. 

Seminar C2: Budgetary constraints and patient care

(Antonio)

Abstract

Several countries in Europe  live now under strict budgetary constraints, due to a global economic crisis, and a situation of high public debt. In this seminar we will look at the impact of this situation in the care of patients. Is there a measurable negative impact? What are the main reasons for a change in health status in a setting of economic crisis , and how can hospital pharmacists preserve the quality and impact of pharmaceutical intervention.  There is another side this: a crisis can be seen as an opportunity for change and improvement. In times of need it’s easier to overcome the inertia towards change, and some lessons may be learned that will influence our practice for the better.

Teaching Goals
· To give an overview of the known consequences of the current financial crisis in healthcare and its impact on health outcomes.

· To discuss possible pathways for a better future in the healthcare setting, even with shrinking resources.

· To give an overview of threats and opportunities in economic crisis, from the hospital pharmacist’s point of view.

· To provide examples of changes that impact on hospital pharmacy, and of possible pathways for improvement.

Learning Objectives

After the presentation the participant should

· Be familiar the known consequences of the current financial crisis in healthcare and its impact on health outcomes.

· Understand the threats and opportunities in economic crisis, from the hospital pharmacist’s point of view

· Acquire increased knowledge to support improvement changes in its practice,  in a setting of shrinking budgets.

SC3: Methodology underlying patient safety

(Pascal : new title proposed)
Abstract

Errare humanum est – perseverare diabolicum… We all know that errors cannot be totally avoided in the complex area of medicine. However, our role is to implement and apply methodologies aiming at managing the risk in our processes, in proactive and reactive ways. Inspired by high risk industries like the aviation, several methodologies have been developed. 

Errors can occur, but the organization should “take advantage” of them, to avoid the repetition of similar incidents. To reach this objective, errors must be reported in a blame-free culture and the possible root-causes should be analyzed by a structured methodology. At the end, corrective measures can be determined to continuously improve the quality and the safety of the processes.

To prevent is always better than to heal… Prospective risk analysis methods have been developed to help managers of high risk activities to determine critical points in their organization and to secure them even before an incident arises. These techniques are very helpful to get a deep understanding of the role of each contributor in a process, to take improvement actions when they appears to be reasonable and to accept objectively the residual risks.

Reactive and proactive methods are complementary approaches that should be developed in every hospital to underlie patient safety strategies.

Teaching Goals
· to present an incident reporting system and a methodology of root-cause analysis,

· to present an example of application of a prospective risk analysis on the medication process,

· to discuss the barriers to the implementation of these methodology at the hospital. 

Learning Objectives
After the workshop the participant should be able to:
· apply reactive and proactive methodologies in their patient safety strategies,

· compare their respective interests,

· appraise the importance of a blame-free culture.

Conference 1:

How to investigate and analyse clinical incidents? The London protocol

Prof. Charles Vincent, University College of London, London UK

Conference 2:

How to avoid errors before they occur? Example on the medication process

A hospital pharmacist specialized in prospective risk analysis
Seminar C4: Error causation and taxonomy

(Proposal for new title) Errors: Causal Taxonomies
(Torsten)

Abstract
Errors occur! Human error is unavoidable and pervasive. The hospital setting is one of the riskiest

settings worldwide. Hospitals realized this in the last decades and started to find approaches to

avoid errors. Errors are a symptom of failure not a cause. Therefore, the first step is to identify the

causes of errors. A human error may trigger a serious incident, but in complex organisation such as

hospitals there are usually systemic factors underlying this. In this context, there is recently more

and more attention to measure and monitor safety culture/attitude within an organisation. Some

taxonomies exist to classify causes of errors. Results can be compared across different wards in a

hospital or even national/world-wide. The analysis of causes is the basis to develop preventive

measures. Interventions need to minimise the possibility for human error as well as to minimise the

impact when errors occur.
Teaching Goals
· explain the classification system of (medication) errors in hospitals,
· explain the risks behind (medication) errors,
· explain why errors occur,
· explain some aspects of measuring safety culture,
· describe evidence-based interventions to improve patient and medication safety.
Learning Objectives
After the presentation the participant should be able to:

· classify errors in the medication process,
· explain the different types of errors and the human factors behind them,
· develop and evaluate interventions to improve medication safety. 
Seminar M1: Customising STOPP/START criteria for other patient groups
(André)
Abstract

Unappropriated orders (UO) can cause drug related problems and possibly side effects to the patient. This has been major concern for physicians and pharmacists and numerous surveys have been performed over the years to identify this issue. It is acknowledged that 3 to 5 % of hospitalisations are related to DRP and that the annual cost for the USA per example is about 177 billions per year. The prescription is a key step. Different strategies have been developed to design and validate to develop prescription tools preventing UAto assist clinicians. Among those, the STOPP/START (Screening Tool of Older Persons’ Prescriptions / Screening Tool to Alert doctors to Right Treatment) is one of the most widely used for the geriatrics population. However, there is a lack of such clinical tool dedicated to patients being less than 65 years.

A European project using Delphi Approach was launched in 2013 to customize the STOPP/START  for this population of patients hospitalized in internal medicine.

Teaching Goals
· Outline the advantages and limits of existing prescription tools to prevent UO

· Describe the different prescription tools approaches in the literature

· Show a new prescription tool dedicated to patient  <65 years

Learning Objectives
After the presentation the participant should be able to:

· recognize the need of prescription tool to prevent UO for patient less than 65

· name the therapeutic classes for which it applies

· implement the tool in their hospital context

Speaker # 1: 

Dr Bertrand GUIGNARD (Hospital Pharmacist, Geneva, Switzerland)

Speaker 2: 

Dr Pierre-Olivier LANG (Internist, Clinique de Genolier, Switzerland)

Speaker 3 :

Dr Aude DESNOYER (Hospital Pharmacist, Paris, France)
Seminar M2: Risk analysis of the drug development process - focus on the patient (Francesca)
Abstract

Ensuring the safety, effectiveness and quality of human drugs is an increasingly complicated task. Vigilance of adverse events and definition of the benefit-risk profile during the development process of a new molecule is a shared responsibility of investigators, clinicians, pharmaceutical industry and regulators.  However, due to the faster drug development process and to the need of an accelerated track for approval of several medicines, some may argue that this process is under harm. The overall effort should be placed in seeking a meaningful clinical criteria for efficacy, making the risk – benefit ratio more favorable toward the benefit.

Hospital pharmacists became familiar with clinical trials methodology since it became a tool for their daily practice, e.g., for drug information, evaluation of new technologies, clinicial research.

There is now the need to be kept updated on the evolution of the methodology and on how this can affect the overall drug development chain.

The seminar will address the process of risk analysis before marketing and its evolution based on the changes in conducting clinical research.

Teaching Goals

· to describe the process of risk assessment for drugs in the premarketing phase,

· to describe the evolution in medicine research in the last few years.

Learning Objectives

After the presentation the participants should be able to:

· recognize new methodologies in clinical research,

· critically evaluate potential benefits and risk of new medicines,

· apply the concepts in their daily practice.

Speakers:

· Dr Paolo Bruzzi, epidemiologist, Istituto per la Ricerca sul Cancro, Genova (Italy)

http://jco.ascopubs.org/content/27/35/5868.full.pdf+html

· prof. Luc Van Bortel, University of Ghent

http://www.drug-uzgent.be/
Seminar M3 – The use of simulation in pharmacy education

(Gunar)

Abstract
Simulation has become an integral part of health professions’ education. It may come as educational and training concepts with different levels of technology involvement and may serve different purposes (e.g. practice of clinical skills, fostering of communication skills). A dramatic increase of simulation techniques in health professions has been seen. Doctors and nurses use it as a matter of course. When it comes to the pharmacist, integration of simulation into pharmacy curricula has not yet advanced to a comparable extent. What may be reasons for a slower uptake of simulation trainings in pharmacy education? Are potential benefits of these techniques not yet evident enough to convince decision-makers at pharmacy schools?  What can be learnt from early adopters of simulation in pharmacists’ education regarding risks and boundaries, and achievements and chances?
Teaching Goals
· to form a knowledge base about different levels of simulation concepts, with their strengths and weaknesses, used in pharmacy education, 

· to link this knowledge base with good practice examples of using simulation as part of pharmacy education,

· to illustrate potential approaches for implementation of basic simulation concepts in settings where these are not yet being used.   

Learning Objectives
After the presentation the participant should be able:
· to outline the rationale, advantages and disadvantages of simulation use in pharmacy education,

· to identify competencies of a pharmacists that are ideally taught by means of simulation.

Seminar M4: Design for Safety in Drug Development
(Torsten)

Abstract
Design has a big impact on safety. Other industries know this for a long time. Banks designed cash

machines with almost no chance to leave ones credit card in the machine, car industry designs

even the noise when closing the door to avoid starting the car with open door and so on. The

Pharmaceutical Industry concentrated on drug safety regarding the drug as a chemical substance

and not as a system to heal patients. But this changed. It is not only the safety of the chemical

ingredient it is the safety of the whole system (e.g. infusion bottle, package). And also hospital

pharmacy learned this lesson seeing that even a simple label can have a crucial impact on drug

safety.
Teaching Goals
· to explain the term design for safety by showing examples,
· to explain how errors can be avoided by having a design step in the development process.
Learning Objectives
After the presentation the participant should be able:

· to explain the different approaches to get a safe drug and a safe drug package,
· to evaluate the drugs produced by the own hospital pharmacy regarding the design for safety process.
Seminar M5: Patient safety and drug supply technologies

(Teresa)

Abstract
Currently, some different drug supply technologies are available for inpatients and ambulatory care around Europe.
Medication use involves numerous processes, such as prescription, validation and dispensing of medication. The complexity of these phases includes different professionals (clinicians, pharmacist, nurses, technician, and porters) which a large number of intermediate steps in which errors will be appear to threaten patient safety.

Technology has the potential to minimize medication errors by reducing complexity and, if properly designed and implemented, improving efficiency and patient care. It can also be a cost-effective tool for improving quality, playing an important role in Pharmacy Departments’ activities and services.
Once a new technology is implemented, errors can arrive due to deficiencies in the technology, lack of software customizations, poor implementation plan or a deficiency interface designed among other reasons. 
Whenever implementing a new technology, it´s potential positive and negative influences on the other elements of the working system should be examined.  Technologies change the way in which work is performed and, since healthcare work and its process are complex, negative consequences of technologies are possible and expected. Once technology is being use, monitoring should be constant to identify potential problems and work-around, so that its handling is evaluated in a real context.

First, we will presented results of evaluation use of automated dispensing cabinet (ADCs) in hospitalized patients by a standardized a questionnaire. Then we will discuses about the robotics use in ambulatory care.

The speakers will provide the audience with information about their motivation and experience with drugs supply technologies and will give insights to their decisions.

Teaching Goals
· Motivation for introducing drug supply technologies

· Requirements and tools for a successful introduction 

· Role of the clinical pharmacist

· Different technical options 

· Advices how to implemented technology in order to minimize errors 

Learning Objectives
After attending the seminar participants should be able 

· To know different robotics available for inpatients and ambulatory patients

· To summarize the technical and organizational requirements for a successful implementation  of these new technologies 

· To understand the impact on medication safety  of the drug supply technologies

· Monitoring in the real context

Seminar M6: Patient safety and compounding technologies
(Trine)

Abstract

The compounding of medicine is an often overlooked aspect of patient safety within health care systems. However the preparation of ready-to-use drugs or the manufacturing of drugs designed for special patients groups both contribute to patient safety and may generate risks. 

Improved patient safety should be expected when medicines are compounded in hospital pharmacies compared to preparations being made at the wards as hospital pharmacies contain professional competencies within drug manufacturing and comply with Good Preparation Practice (GPP) or even Good manufacturing practice (GMP). The most important areas of improvement and awareness regarding the production of drugs and patients safety should be identified in close collaboration with doctors, nurses and risk managers in order to continuously improve both the product range and the design and the individual product.

Drug production should however also be considered as a possible source of generating medication errors. The control and the implementation of improved production processes is the responsibility of the hospital pharmacist. Technological developments can support both improved quality and efficiency within hospital pharmacy production. An important question is, do we consider patient safety when selecting equipment and designing processes? And is this possible at all?
Teaching Goals
· To demonstrate where hospital pharmacy production can contribute to patient safety and where special awareness has to be paid 

· To illustrate approaches for  evaluation of patient safety and risks when implementing manual, semi automated or automated production technologies 

Learning Objectives
After the presentation the participant should be able:

· to specify patient safety issues to consider when designing medicine within the hospital pharmacy,
· to outline the main patients safety issues to consider when selecting production technologies and designing processes drug production.
Seminar CL1: Medication Safety in transition of care

(Kornelia)
Abstract
Increasing evidence shows that medication discrepancies and adverse drug events at interfaces of care may pose a significant patient safety risk. For instance in Canada, published studies demonstrated that 40-50% of patients experience unintentional medication discrepancies upon admission to acute care hospitals and at least 40% of patients experience discrepancies at hospital discharge. Many of these medication discrepancies can be significant and lead to adverse drug events, medication errors, drug therapy problems, preventable harm and re-hospitalisation.

A situation in European hospitals does not differ from above mentioned example.  During this seminar we will focus on identifying the gaps in transition of care which can lead to poor outcomes (wrong treatment, severe adverse events, increased healthcare cost, length of stay etc.) as well as on strategy to avoid the before mentioned problems. The emphasis will be put mainly on risk factors for re-hospitalisation, management of interfaces and potential roles for pharmacists in transition of care. Medication reconciliation and patients’ involvement will be introduced as one of the tools for improvement of transition of care.

Teaching Goals
· To introduce the audience the medication safety risk in transition of care,

· To demonstrate the audience potential roles of pharmacist in transition of care.

Learning Objectives
After the presentation the participant should be able:
· to recognise the risk factors for readmissions,

· to choose a strategy to overcome problem of medication discrepancies.

Seminar CL 2: Medical device vigilance 
(Francesca)

Abstract
Medical devices (MDs) are an essential part of the delivery of high quality healthcare and their procurement and management in the European hospital setting is often under the authority of hospital pharmacists.  They constitute a broad range of products, ranging from very simple and safe products to invasive, complex, and high sophisticated technologies.

Systems for pharmacovigilance reporting by health professionals in respect of medicines are well established across Europe; legislation and practice is not so standardized and spread for MDs.  On the other hand, the approval and marketing process for MDs at the present moment does not require clinical trials to be performed for all MDs classes.

In this context, high risk medical devices are put on the market, and there is the need of a structured process for medical devices vigilance.  Europe is currently revising legislation on MDs, putting more strength also on this matter.

Hospital pharmacists may play a pivotal role in medical device vigilance, supporting clinicians and nurses in signaling, as medical device vigilance responsible.

The seminar will address the process of medical device vigilance in those countries where a clear procedure is defined, and will point out the open questions that still need to be covered at a legislation point.

Teaching Goals
· to describe the process of risk assessment of medical devices in the premarketing phase,
· to describe the process of medical devices vigilance after their market access,
· to point out the strengths and weaknesses of the actual MDs vigilance.
Learning Objectives
After the presentation the participant should be able to:

· recognize MDs by different risk levels,
· be aware of the process of risk assessment of MDs before marketing,
· become familiar with medical device vigilance and able to transfer the model to their environment.
Speakers
1 – Isabelle Demade, isabelle.demade@ec.europa.eu, Senior policy lead at the Commission on medical devices (second choice: Laurent Selles \. Laurent.selles@ec.europa.eu

2 - Medical device vigilance: a systematic approach and the role of the hospital pharmacist in Italy: Giovanna Scroccaro, Head, Servizio Farmaceutico Regionale, Regione Veneto, Italy
Seminar CL3: Patient safety through individualised therapy
(Beata)

Abstract
The concept of personalised medicine with the focus on patient safety has received much attention 

recently, so in this sense it is not “new” to discuss it. It is one of the key areas for the drug regulatory

authorities in many countries across Europe. However, what do we understand by individualised therapy and how can we convert a promise of today into tomorrow`s reality? There are different

perceptions and definitions of personalised medicine.  According to one definition, it is a medical practice with the knowledge and expertise to optimise drug therapy in the face of the many factors,

that combines to determine individual patient variability in drug response. Our primary concern is, nonetheless,  safety and well-being, such as genetics, age, gender, concurrent disease, concurrent drug therapy and environmental agents, including smoking and ethanol, and on the other hand, there are several drug factors, notably, pharmacokinetics, pharmacodynamics, adverse effects and drug interactions. Advocating for the concept of personalised medicine with the focus on patient safety, notably for the practice of individualization of drug therapy, has been of crucial importance for clinical pharmacology and hospital pharmacy. The practical application of the concept would allow for abandoning of the idea of “one drug dose fits all” practice. However, in the current scientific environment the concept of personalised medicine seems inexorably linked to the rapidly evolving science of pharmacogenetics and therapeutic drug monitoring (TDM) methods.

In the future, significant advances in drug therapy may not be due to the development of new drugs

or drug classes but to the development and integration of our understanding of inter-individual

differences that occur during treatment with certain medicines.

Teaching Goals
·  to evaluate the concept of individualised therapy,
· to categorise special groups of medicines which need individualised approach to provide  safer and more efficient pharmacotherapy,
· to investigate available methods that we need for the best personalised therapy,
· to illustrate the possibilities  for the hospital pharmacist so they  played vital role for them.
Learning Objectives
After the presentation the participant should be able to:
· recognise the importance of the individualised therapy and the input of hospital pharmacists 
· provide the best possible pharmacotherapy,
· identify the complexity of that issue,
· point the “new”  potential position and role of the hospital pharmacists to improve the safety of the medical treatment which includes both counselling and guiding the patient.
Seminar CL4: Adherence and patient involvement

(Kornelia)
Abstract

Patient medication non adherence is a major medical problem which not only affects the patient but also the healthcare system. It leads to a failure of the therapy, worsening of the disease and increased healthcare cost. There are many factors that can affect adherence. Barriers to the correct use of medicines include poor healthcare provider-patient communication, inadequate information about a drug and its adverse effects, not being convinced of the need for treatment, complex and long term regimens, cost of the medication etc.  Patients, healthcare providers and healthcare systems all have a role to improve medication adherence.

This seminar will focus on defining of types of non adherence as well as on methods to improve medication use. Systematic approach must be instituted to achieve effective therapy which include collaboration with patient at the level of prescribing, simplifying of the medication taking, communicating with the patient, using of medication adherence  aids etc. Multidisciplinary approach in the medication use must be carried out to achieve better therapy adherence. 

Different methods for measuring adherence will be also discussed during this seminar.

Teaching Goals

· to define the main factors which influence medication adherence,
· to present different methods to measure adherence,
· to present strategies to improve medication adherence.
Learning Objectives
After the presentation the participant should be able to:
· should be able to identify difficulties and barriers related to adherence

· should be able to describe pharmacist´s role in improving of the medication use

Seminar CL 5: Medication safety in vulnerable patient groups

(Claudia)

Abstract

Children and elderly patients are at a high risk for problems concerning pharmacotherapy. On the one hand physiologic alterations might influence pharmacokinetic and pharmacodynamic properties of several drugs and on the other hand problems with the application of drugs are more likely to occur in those patient groups.

Elderly patients above the age of 65 are the most considerable target group for pharmacotherapy, but exactly these patients are often excluded from clinical trials because of their age and/or concomittant comorbidities. Therefore only limited evidence based information about pharmacotherapy is available. Some efforts have been undertaken to provide lists of potentially inaproppriate medications (PIM), that are associated with increased risk for adverse effects and should be avoided in the elderly. Furthermore, many elderly patients have problems with the handling of drugs, e.g. application of inhalers, opening of blisters or drop counting.

There is only limited data from clinical trials for the majority of drugs that are used to treat diseases in childhood. Hence, only small proportions of drugs are formally approved for this patient group which leads to a higher risk for medication errors and adverse effects. Moreover, many drugs are not available in a galenic formulation that is suitable for children. 

Teaching Goals
· to describe physiologic alterations in special patient groups (elderly, children),

· to review classification systems for potentially inappropriate medication (PIM) in elderly patients,

· to report on problems in drug administration in children and the elderly.

Learning Objectives
After the presentation the participant should be able to:

· outline parameters, that influence pharmacokinetics and pharmacodynamics in children and elderly patients,

· value different classification systems for PIM,

· describe problems with the application of drugs in children and elderly patients.
WK 1: Ethical and legal dilemmas: focus on the patient

(Irene)

Abstract 

The utmost goal of hospital pharmacists is to provide medicinal products, medical devices and pharmaceutical services in time for the special needs of each individual patient.  Therefore hospital pharmacists always try to avoid unmet needs and to find alternative solutions if licensed medicinal products are not yet, not any longer or temporary not available on the market. While reviewing alternative solutions ethical and legal issues are to be regarded, e.g. when off label use or compassionate use or the import of a medicinal product from a foreign country is suggested. The expertise of the pharmacists is even more required when the medicinal product is to be prepared in a ready-to-use form or when the patient individual drug product is to be compounded. Upfront the added value of a pharmacy preparation versus the unavailability of the product is to be evaluated. Quality and safety of the products, e.g. dosage forms for pediatric patients, irrigation solutions, ophthalmic dosage forms, and compliance with pharmacopoeial requirements are to be ensured.    

Teaching Goals
· to develop a pathway to review alternative solutions if no authorised medicinal product is available for the specific need of patients,
· to exemplary preparation of documents for pharmacy preparation.
Learning Objectives
After the workshop the participant should be able to:

· analyse the root cause of an unmet needs regarding a patients’ drug therapy,

· review alternative solutions and to evaluate risk-benefit ratios of alternative solutions,

· prepare a documentation of the added value and the quality issues of the pharmacy preparation.    

WK2: How to manage methodologies underlying patient and professional safety?

(Pascal)
Abstract 

Heathcare professionnals do « risk management » every day on every decision for every act. However, our role is to implement and apply methodologies aiming at managing the risk in our new processes, in proactive and reactive ways with several tools mainly developed for other sectors (nuclear, aviation, finance).
We know that « copy » is not understanding. The patient is not only a human factor, a data, a consumer or a problem… From medical and pharmaceutical sciences, several bodies of Knowledge (sociology, ingeniery, information science) need to be used in a correct way to insure a positive local action.
Reactive and proactive methods are complementary approaches that should be developed in every hospital to underlie patient safety strategies. How to choose the right method for the right problem, the right organisation, the right aim? How do we consider the « credibilisation processes » as a set of strategies aiming at strengthening the subject’s ability to state and to take action in our practice? How do we consider that we are on the way of a « High Reliability Organizations »? At the end, corrective measures can be determined to continuously improve the quality and the safety of the processes.

Teaching Goals

After a reminder on the fundamental concepts of the management of risk, 

· to discuss the barriers to the implementation of these methodology at the hospital
· to present and describes the overall analysis of risk management
Learning Objectives

At the end of the seminar the participants should be able to:

· to apply reactive and proactive methodologies in their patient safety strategies
· to compare their respective interests
· to appraise the importance of a blame-free culture
WK3: Patient engagement and communication skills
(Inese)

Abstract

The outpatient clinic has the main objective of dispensing drugs establishing individual monitoring for each patient. Outpatient pharmacists must develop communication skills for health education and give information on complex treatments. Amongst the functions of these professionals: 

- Rationalize drug dispensing.

- Ensure proper storage of drugs.

- Give information of drug treatment to patients.

- Ensure understanding of the physician’s prescription.

- Ensure patient’s adherence to treatment.

- Explain special administration techniques.

- Detect and inform possible incidents or problems related to drugs.

- Avoid errors associated with drug use.

- Monitor drug therapies.

- Coordinate and articulate communication and information exchange between the patient and the rest of the healthcare team.

Nowadays, managing outpatient clinics has become even more challenging due to various reasons:

· Increase in the number of patients due to many reasons (increased life expectancy, chronicity of diseases, etc.)

· Increased complexity of certain treatments (HCV)

· Introduction of new drugs (particularly oncologic treatments)

· Lack of single dose-packed drugs with a bar code on each single dose served by the industry which can help to optimise treatments.

· Patient care transition (from hospitalised to outpatient care) to reduce length of hospital stay and achieve hospital goals.

In this scenario, new information technologies will surely become in the immediate future an indispensable tool in providing healthcare.

Teaching Goals
 

· To define the key role of pharmacists in outpatients.

· To describe the systemic educational approach and Therapeutic Patient Education.

· To describe communication skills.

· To identify challenges for pharmacists in order to optimize drug treatments.

· To describe information communication technologies for pharmacists.

Learning Objectives
 

After participating in the workshop the attendant should be able to:
· describe methods/tools that can be used in a Therapeutic Patient Education intervention.

· identify patient needs and to assess patient’s learning/understanding.

· identify opportunities of introducing information communication technologies in the outpatient clinic.

A systematic approach to pharmaceutical care with a focus on data gathering 

(Antonella)
Abstract
Pharmaceutical care involves a systematic process which is patient focussed 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 which 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, to develop a systematic approach to data gathering as part of this overall process. This workshop will provide participants with an overview to the systematic approach and will then focus on data gathering, with emphasis on using the patient as a source of information. 

Attendance to this workshop will be limited to 50 participants. 

Participants will be provided with materials to take home following the workshop.
Teaching goals
· To familiarise themselves with the systematic approach to pharmaceutical care

· To familiarise themselves with sources of information available and how these complement each other

· To effectively plan and conduct a patient drug history interview 

· To discuss and reflect on skills required to conduct an effective patient interview

Learning objectives
After participating in the workshop the attendant should be able to:
· the systematic approach to pharmaceutical care and where data gathering fits in this

· sources of data gathering available and ways of making best use of each information source

Bibliography

Scottish Government,  2013. Prescription for Excellence, A Vision and Action Plan for the right pharmaceutical care through integrated partnerships and innovation. Available at:   http://www.scotland.gov.uk/Resource/0043/00434053.pdf

WK5: The art of writing an abstract

(Gunar)

Abstract 

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 2012, almost 200 submitted congress abstracts were rejected by the scientific committee of EAHP due to various reasons. Hence the current workshop will, among other things, address common pitfalls related to creating abstracts for EAHP and congresses in general. 

The workshop 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. 

Teaching Goals
· to present good scientific practice when creating scientific questions and choosing study methodology, 

· to outline the structure and the different parts of a high quality scientific abstract, 

· to illustrate the most common reasons for abstract rejection.

Learning Objectives
After participating in the workshop the participant should be able: 

· to write a scientific abstract, according to the structure asked for by the EAHP, 

· to avoid the most common pitfalls of writing an abstract and avoid reasons for abstract rejection.

WK 6: Developing a Lean Management culture

(André)
Abstract 

Lean thinking is a systematic process used to implement change within a process.
Lean management includes three big steps:

- Learning to see the existing process with a multidisciplinary team

- determine where waste exists within the considered process and classify activities as value added, non-value added or supportive and create permanent solution after using PDCA to solve problems

- communicate to all your team using OBEYA boards.

Although, Lean management rely on « common sense », it is not only putting all together tools such (5S, 5 why…) but also developing a real Lean culture

Teaching Goals
· Describe the big steps of LEAN MANGEMENT

· Sketch through concrete case study what is Lean culture

Learning Objectives
After the workshop the participant should be able to:
· explain what is Lean Management

· experiment Lean approach in a healthcare context

Speaker  1: 

Dr Niccolo CURATOLO (Hospital Pharmacist, Clamart, APHP, France)

Speaker 2: 

Henrik KJER (Copenhagen, Denmark) hkj@amgros.dk
Highlights of the German Hospital Pharmacy

(Irene Krämer + Claudia Langebrake)

Abstract

The current strategic plan of the German Association of Hospital Pharmacists (ADKA) entitled “Hospital pharmacists enlarge the benefit of drug therapy for each patient” comprises 22 thesis concerning different aspects of hospital pharmacy. Categories of aspects are safety and quality of drug therapy, drug information, educational matters, preparation of medicinal products, pharmaceutical logistics and economic aspects of drug therapy. For a variety of these issues, guidelines have been developed by ADKA as responsible professional society.

The German approach combines the traditional tasks of pharmaceutical logistics and drug preparation with patient-oriented clinical services. Nationwide initiatives will be presented by members of ADKA’s special interest groups as examples for good hospital pharmacy practice in Germany.

1. Drug information service, KAMPI
· AMINFO-database: internet-based database for documentation and quality management of drug information services in hospital pharmacies in Germany, Switzerland and Austria

· systematic documentation of requests, search strategies, results  

· platform for  sharing answers with registered users

· “KAMPI”: training and support project for drug information services; Support Drug information Centre for German hospital pharmacies

· benefit of the tools for hospital pharmacies and patients

2. Antibiotic stewardship (ABS)

· evidence

· legal background (“Infektionsschutzgesetz”, law on the Prevention of Infection)

· education (ABS Curriculum)

· German ABS guideline

· surveillance of Abx consumption (ADKA-if-RKI project)

3. Closed loop medication, seamless care

· “Aktionsbündnis Patientensicherheit” (national interdisciplinary initiative for patient safety)
· Nationwide consented medication plan for patients (content, form, electronic and paper-based versions)

· Seamless care initiatives of German hospital pharmacies

· Intramural closed loop medication system (electronic prescribing, unit-dose distribution, electronic documentation of application)

· Transmural clinical pharmacy services (taking medication histories, medication review, management of discharge medication)

4. Clinical pharmacists’ interventions for patient safety

· ADKA-DokuPIK: national, anonymous, self-reported, internet-based documentation system for pharmacists’ interventions (PIs) as well as medication errors 

· continuous optimization in terms of data entry and evaluation

· validated tool: 90% rater agreement 

· developed in 2008, with about 50,000 PIs entered within the first five years

· vast majority of suggested PIs are implemented into patient drug treatment resulting in an optimization of drug treatment

5. Education/teacher practitioner 

· Hospital pharmacists as teacher practitioners in Clinical Pharmacy, Student education e.g. Bed-side-teaching, problem based learning, training pharmacy, OSCE

· Ph D. students in hospital pharmacies, annual meeting of the Ph.D. students with short communications  

· Update of the Curriculum for post-graduate education which is affiliated with the chambers of Pharmacy 

· Continuous education organized by the German Society of Hospital Pharmacy, annual congress, different awards for scientific projects 

Teaching Goals:
· to illustrate German hospital pharmacists’ initiatives for improving patient safety,
· to report efforts for innovative, nationwide concepts for hospital pharmacists.
Learning Objectives:
After the presentation the participant should:

· have insight into the German hospital pharmacy system and projects implemented by the German Society of Hospital Pharmacy ADKA e.V.,
· be able to compare  good practice initiatives in German hospital pharmacies with pharmacy services in his own country,
· be able to identify projects and  colleagues in Germany for further exchange and eventually co-operations.
� Salas E et al; Can team work enhance patient safety � HYPERLINK "https://www.rmf.harvard.edu/~/media/Files/_Global/KC/PDFs/Forum_V23N3_teamworksafety.pdf" �https://www.rmf.harvard.edu/~/media/Files/_Global/KC/PDFs/Forum_V23N3_teamworksafety.pdf� accessed January 12th 2014. 





