
Objective 
Up to 10% of all hospitalized patients have at least one adverse drug reaction after discharge. Change of medication, addition of new 
drugs during hospital stay and lack of therapeutic or nursing care after discharge are among the most important risk factors for drug 
related problems. Some studies show that 40-70% of patients at discharge have a potential adverse drug interaction combination. 

The aim of this study was:  
•  to evaluate the prevalence of potential drug-drug interactions (DDI) at hospital discharge and to evaluate the impact of a new 

structured instrument (interaction-check sheet) on the physicians’ activity.  
•  to assess the clinical relevance for the users of the provided information. 

Conclusions 
The study was particularly useful for the development of an instrument for getting a closer collaboration between hospitals and 
physicians outside the hospital. In fact, in modern medicine, complex therapeutic schemes with multiple drug combinations have 
become the rule. In contrast to many previous studies, limited to the epidemiology of potential DDI, we went a step further by 
providing treating physicians with a structured information (interaction-check sheet) that could lead to treatment modification or, at 
least, to specific patient monitoring in order to identify and possibly prevent potential harmful DDI. 
Providing recommendations about potential DDI in patients’ medication also outside the hospital is a valuable tool that may contribute 
to an optimisation of patient’s safety along the continuum of care. 
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