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Les médicaments
• CYMBALTA 30 1
• ALDACTONE 25 1
• TORASEMIDE10 1 
• SINTROM
• DILZIEM RETARD 90 1
• TRAJENTA 5MG 1 
• PANTOPRAZOLE 40
• NEPHROTRANS 500 1
• FENTANYL PATCH 25 MCG/H
• VIDE 3
• ZOLPIDEM
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POLYMEDICATION

• ≥ 5 medicaments/jour (≥ 9 excessive)

• Risque augmenté de morbidité

• Risque augmenté de recours au soins

Présentateur
Commentaires de présentation
ADE, DDI, non-adhésion, syndromes gériatriques
Visites médicales, hospitalisations, Coûts



Iatrogénie

10% des admissions 
aux urgences sont
dûes à un EI chez les 
patients ≥ 65 ans

70 %

Evitables
(Zed PJ. Can J Hosp Pharm 2011;64:305-6)



Les points de transition: 
un facteur de risque de iatrogénie

Courtesy M. Markos

Présentateur
Commentaires de présentation
Divergence : 
Omission; reprise d’un traitement arrêté; redondance; divergences non documentées intentionnelles; mauvais patient ... 

Patient injury resulting from medication use [1,2], also known as adverse drug events (ADEs), is the second most frequent complication experienced by hospitalized patients, accounting for one-third (10% to 40%) of all hospital care-related adverse events [3,4]. ADEs include non-preventable ADEs subsequent to appropriate care and preventable ADEs (pADEs) resulting from suboptimal care [5]. Between 0.2% and 65% of hospitalized patients experience at least one ADE during their stay [6-9]. This frequency depends on definitions retained for ADEs, methods used for their detection, study size, and various risk factors related to the clinical setting, patient characteristics (e.g. age ≥ 65 years, polypharmacy) and drugs prescribed [6,8,10,11]. Apart from increasing patient morbidity and mortality, ADEs seriously impact on hospital utilization (i.e. increased lengths of stay and readmissions) and costs [2,4,12-14]. A recent study concluded that ADEs resulted in annual total treatment costs of €1.058 billion in Germany [14]. Moreover, pADEs, that represent 20% to 50% of all ADEs, are more frequently serious and associated with increased length of stay and costs than non pADEs [2,4,8,13]. 


7.	Martins AC, et al. Adverse drug events among adult inpatients: a meta-analysis of observational studies. J Clin Pharm Ther. 2014;39(6):609-20.
8.	Boeker EB, et al. An individual patient data meta-analysis on factors associated with adverse drug events in surgical and non-surgical inpatients. British journal of clinical pharmacology. 2015;79(4):548-57.
9.	Bouvy JC, et al. Epidemiology of adverse drug reactions in Europe: a review of recent observational studies. Drug safety. 2015;38(5):437-53.
10.	Alhawassi TM, et al. A systematic review of the prevalence and risk factors for adverse drug reactions in the elderly in the acute care setting. Clin Interv Aging. 2014;9:2079-86.



Older inpatients (aged ≥ 65 years) are especially at risk of ADEs and pADEs. Over 30% of older inpatients experience at least one ADE during their hospital stay and up to 70% of these events are deemed preventable [8,15-17]. ADEs also have more severe consequences in older inpatients, inducing or worsening frailty, functional and cognitive disability, and leading to loss of autonomy, frequent and longer hospitalization, institutionalization and finally death [15,16,18]. Finally, they lower the patients’ experience with care delivery and their quality of life [18,19]. 



Divergences médicamenteuses

• 40-50% de divergences non intentionnelles à 
l’admission et à la sortie

• 11% à 59% divergences cliniquement 
significatives

Courtesy M. Markos
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Présentateur
Commentaires de présentation
50% des erreurs médicamenteuses surviennent à l’admiission ou à la sortie d’une unité cliique ou de l’hôpital aet 30% ont le potentiel de provoquer des dommages. 
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Conciliation

High 5s Project (2006)
Action pour la sécurité du patient

La mission est de soutenir le développement 
d’outils et de procédés standardisés pour réduire 
les problèmes de sécurité des patients. 

Processus formalisé interactif et pluridisciplinaire qui permet 
d’assurer une bonne communication entre professionnel de la 
santé, le patient et l’entourage afin d’avoir une liste complète et 
exacte des médicaments et de comparer, détecter et corriger les 
listes récoltées aux points de transition.

Présentateur
Commentaires de présentation
50% des erreurs médicamenteuses surviennent à l’admiission ou à la sortie d’une unité cliique ou de l’hôpital aet 30% ont le potentiel de provoquer des dommages. WHO



Compor-
tement
en santé

Santé 
Perçue

Santé 
objective

Conciliation et bilan thérapeutique

Données cliniques
Liste exhaustive des médicaments
Révision médicamenteuse (dose, EI, DDI, indication)

Adhésion
Automédication
Alimentation
...

Représentation, du 
vécu de la maladie, 
des médicaments, des 
événements vécus par 
le patient



Bénéfices de la Conciliation?

• Diminution des divergences
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Bénéfices de la conciliation ?

9

Critères d’évaluation RR IC 95%

Effets indésirables (EIs)1

EIs potentiels 2

EIs évitables 2

Hospitalisations dû aux EIs 3

1.09

0.90

0.73

0.33

0.91 - 1.30

0.78 - 1.03

0.22 - 2.44

0.20 - 0.53

Mortalité1 0.75 0.27 - 2.08

1. Redmond P. Cochrane Database Syst Rev. 2018 Aug 23;8:CD010791. 
2. Cheema E. PLoS One [Internet]. 2018 Mar 28 [cited 2018 Nov 16];13(3). 
3. Mekonnen AB. BMJ Open. 2016 Feb;6(2):e010003. 
4. McNab D, BMJ Qual Saf. 2018 Apr;27(4):308–20. 

Présentateur
Commentaires de présentation
 1. 	Redmond P, Grimes TC, McDonnell R, Boland F, Hughes C, Fahey T. Impact of medication reconciliation for improving transitions of care. Cochrane Database Syst Rev. 2018 Aug 23;8:CD010791. 
2. 	Cheema E, Alhomoud FK, Kinsara ASA-D, Alsiddik J, Barnawi MH, Al-Muwallad MA, et al. The impact of pharmacists-led medicines reconciliation on healthcare outcomes in secondary care: A systematic review and meta-analysis of randomized controlled trials. PLoS One [Internet]. 2018 Mar 28 [cited 2018 Nov 16];13(3). Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5873985/
3. 	Mekonnen AB, McLachlan AJ, Brien JE. Effectiveness of pharmacist-led medication reconciliation programmes on clinical outcomes at hospital transitions: a systematic review and meta-analysis. BMJ Open. 2016 Feb;6(2):e010003. 
4. 	McNab D, Bowie P, Ross A, MacWalter G, Ryan M, Morrison J. Systematic review and meta-analysis of the effectiveness of pharmacist-led medication reconciliation in the community after hospital discharge. BMJ Qual Saf. 2018 Apr;27(4):308–20. 
5. 	Lehnbom EC, Stewart MJ, Manias E, Westbrook JI. Impact of medication reconciliation and review on clinical outcomes. Ann Pharmacother. 2014 Oct;48(10):1298–312. 




Bénéfices de la conciliation ?
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Critères d’évaluation RR IC 95%

Recours aux soins 4

Recours aux soins1

o Visites aux urgences
o Réhospitalisations
o Durée de séjout

Recours aux soins post-hosp.2

Réadmissions (toutes causes) 3

Urgences (toutes causes)3

0.91

0.07
0.72
0.48

0.78

0.81

0.72

0.66 - 1.25

0.00 - 1.07
0.5 - 1.18

-1.04 - 1.99

0.61 - 1.00

0.70 - 0.95

0.57 - 0.92
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 1. 	Redmond P, Grimes TC, McDonnell R, Boland F, Hughes C, Fahey T. Impact of medication reconciliation for improving transitions of care. Cochrane Database Syst Rev. 2018 Aug 23;8:CD010791. 
2. 	Cheema E, Alhomoud FK, Kinsara ASA-D, Alsiddik J, Barnawi MH, Al-Muwallad MA, et al. The impact of pharmacists-led medicines reconciliation on healthcare outcomes in secondary care: A systematic review and meta-analysis of randomized controlled trials. PLoS One [Internet]. 2018 Mar 28 [cited 2018 Nov 16];13(3). Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5873985/
3. 	Mekonnen AB, McLachlan AJ, Brien JE. Effectiveness of pharmacist-led medication reconciliation programmes on clinical outcomes at hospital transitions: a systematic review and meta-analysis. BMJ Open. 2016 Feb;6(2):e010003. 
4. 	McNab D, Bowie P, Ross A, MacWalter G, Ryan M, Morrison J. Systematic review and meta-analysis of the effectiveness of pharmacist-led medication reconciliation in the community after hospital discharge. BMJ Qual Saf. 2018 Apr;27(4):308–20. 
5. 	Lehnbom EC, Stewart MJ, Manias E, Westbrook JI. Impact of medication reconciliation and review on clinical outcomes. Ann Pharmacother. 2014 Oct;48(10):1298–312. 




Bénéfices de la conciliation ?
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Caractéristiques

Taux de réadmission dans les 30 jours

Intervention Contrôle RR IC 95%

Patients ≥ 65 ans 10.9% 31.4% 0.270 0.124 - 0.588

Polypharmacie avec ≥ 5
médicaments 17.7% 29.5% 0.514 0.339 - 0.783

Polypharmacie avec ≥ 10
médicaments 19.5 % 42.5% 0.328 0.198 -0.544

Lehnbom EC. Ann Pharmacother. 2014 Oct;48(10):1298–312. 
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Commentaires de présentation
 1. 	Redmond P, Grimes TC, McDonnell R, Boland F, Hughes C, Fahey T. Impact of medication reconciliation for improving transitions of care. Cochrane Database Syst Rev. 2018 Aug 23;8:CD010791. 
2. 	Cheema E, Alhomoud FK, Kinsara ASA-D, Alsiddik J, Barnawi MH, Al-Muwallad MA, et al. The impact of pharmacists-led medicines reconciliation on healthcare outcomes in secondary care: A systematic review and meta-analysis of randomized controlled trials. PLoS One [Internet]. 2018 Mar 28 [cited 2018 Nov 16];13(3). Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5873985/
3. 	Mekonnen AB, McLachlan AJ, Brien JE. Effectiveness of pharmacist-led medication reconciliation programmes on clinical outcomes at hospital transitions: a systematic review and meta-analysis. BMJ Open. 2016 Feb;6(2):e010003. 
4. 	McNab D, Bowie P, Ross A, MacWalter G, Ryan M, Morrison J. Systematic review and meta-analysis of the effectiveness of pharmacist-led medication reconciliation in the community after hospital discharge. BMJ Qual Saf. 2018 Apr;27(4):308–20. 
5. 	Lehnbom EC, Stewart MJ, Manias E, Westbrook JI. Impact of medication reconciliation and review on clinical outcomes. Ann Pharmacother. 2014 Oct;48(10):1298–312. 




Perspectives: LDEP
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