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Introduction
Since 2007 pilot projects on clinical pharmacy are initiated and funded by the federal government of public health in order to improve medication

safety in hospitals. As known from literature more than 10% of emergency department (ED) visits are due to drug-related adverse events (ADE),

including drug-drug interactions1. These events are however not always immediately obvious at the moment of admission. The ED clinical

pharmacist is suited in detecting potential drug-induced problems, which will be further illustrated by cases from daily practice. The presented

cases are including clinical presentation, medical and medication history, diagnosis and the added value of the clinical pharmacist documented

with the clinical relevance. The DIPS, Drug Interaction Probability Scale, is used to express the probability of the suspected drug-drug interaction.

Case 13:
Man - 62 years old – medical history of stroke and arterial hypertension

Case 23:

Man - 83 years old – medical history of atrial fibrillation 

Case 34:

Woman - 72 years old – medical history of stable bipolar disorder and diabetes mellitus

Discussion & Conclusion

These case reports highlight the added value of the clinical pharmacist for detecting and preventing drug-related hospital admissions. Structured
in depth medication reconciliation is often needed in order to reveal the ultimate cause of the drug-related problem.

• Interaction: simvastatin <-> itraconazole

• Simvastatin = CYP3A4 substrate

• Itraconazole = strong CYP3A4 inhibitor

• ↑ simvastatin levels

• ↑ rhabdomyolysis

• DIPS = 7 (probable)

Clinical relevance
Medication 

reconciliation²

Itraconazole was 

started 7 days for 

onychomycosis.

Clinical 

presentation

Diagnosis Home medication

Symptoms of 

muscle cramps

Rhabdomyolysis

Creatine kinase:

38680 [<170U/L]

Acetylsalicylic acid

Allopurinol

Barnidipine

Bisoprolol

Valsartan/

hydrochlorothiazide

Simvastatin for 

3years

Added value 

Clinical pharmacist

Medication 

reconciliation2

Miconazole was 

started 8 days for 

stomatitis.

Added value 

Clinical pharmacist

Clinical 

presentation

Diagnosis Home medication

Ataxia

Aphasia

Restlessness

Unsteady gait

Coarse tremor 

Disorientation

Lithium toxicity

Lithium: 2.16

[0.60-1.10 

mmol/L]

Serum 

creatinine:

1.29 mg/dL

[0.60-1.10]

Alprazolam

Bisoprolol

Duloxetine

Metformine

Simvastatin

Trazodone

Venlafaxine

Zopiclon

Lithium with blood 

levels within the 

therapeutic range for 

years

Clinical 

presentation

Diagnosis Home medication

Extensive 

peritoneal 

hematoma

Abdominal 

bleeding

Haemoglobin: 7

[14-18g/dL]

INR 10: [2-3]

Amiodarone

Bisoprolol

Bumetanide

Enalapril

Nitroglycerin

Simvastatin

Spironolactone

Terazosin

Phenprocoumon in 

the same dose for 

several years 

• Interaction: phenprocoumon <-> miconazole

• Phenprocoumon = CYP3A4 substrate

• Miconazole = CYP3A4 inhibitor

• ↑ phenprocoumon levels

• ↑ bleeding

• DIPS = 6 (probable)

Clinical relevance

Added value 

Clinical pharmacist

Medication 

reconciliation2

Diclofenac was 

started 7 days to 

control pain related 

to falls.

• Interaction: lithium <->  non-steroidal anti-
inflammatory drug

• ↓prostaglandin synthesis

• ↓ renal blood flow

• ↑ lithium reabsorption

• ↑ lithium levels with toxicity

• DIPS = 6 (probable)

Clinical relevance


